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PROJECT DESCRIPTION AND CONTACT INFORMATION

1.) Please provide below an Executive Summary of the proposal.

The Westerly Hospital (“TWH”) is a 125 bed short-term acute care hospital serving the population
of Washington County, the South County Region of Rhode Island and New London County in
Connecticut. The hospital is licensed for 125 beds and currently staffs for up to 70 beds. The
proposed 15 inpatient geriatric psychiatric beds will be included within the existing hospital licensed
capacity. TWH proposes to construct a single story 12,000 square foot extension to the existing
hospital which will be used to house state-of-the-art behavioral health services including:

 Fifteen (15) acute geropsychiatric beds in a seven (7) semi-private and one (1) private room
configuration; all of the semi-private rooms contained herein are in compliance with the
2006 and 2010 edition of the Guidelines for Design and Construction of Health Care
Facilities; and

 Hospital-based organized geriatric outpatient programs.

A copy of the Superior Court Order granting the Special Master’s Petition for Instructions
Regarding a Certificate of Need Application to Establish a Geriatric Psychiatry Unit at The
Westerly Hospital is attached at Tab 1 (the “Order”). As set forth in the Order, the Court held,
among other things, that the Special Master was correct in seeking authority to pursue the proposed
expansion of services and confirmed that the Special Master shall return to the Court for further
authority prior to implementation of the 15 bed inpatient geriatric psychiatry program in the event
this Certificate of Need Application is approved. The hospital fell into financial difficulties in early
FYE2011 and filed for mastership protection in the Rhode Island Superior Court on December 7,
2011. For the fiscal year ended September 30, 2011 the hospital and its Affiliates ended with an
Operating Loss of $5.206M. The filing was created primarily because of (i) a severe cash drain
created by making loans to unprofitable affiliates and; (ii) a combination of diminishing revenues
and substantially increased costs associated with servicing a defined benefit pension plan as well as
costly employee benefit costs associated with its organized labor agreement. The hospital is in the
process of working through a restructuring plan which has reduced expenses by several million
dollars. In early 2012, the hospital was running losses of $1m/month. Presently, that loss rate is
running at $250,000/month with an eye to achieving breakeven results by the last few months of the
fiscal year. Copies of the unaudited FYE2011 financial statements and the FYE2012 statements
through April 2012 are attached at Tab 2.

The hospital is currently in receipt of a purchase offer from Lawrence & Memorial Hospital
(“L&M”) and the parties have entered into a court-approved Asset Purchase Agreement. The
Court held a sale hearing on August 28, 2012 at 9:30 a.m. to review and approve the offer and is
scheduled to issue its decision on August 30, 2012. L&M proposes to purchase the hospital and
related entities for total consideration of $69,138,653 (“the Purchase Price”). The Purchase Price
includes $6.5 million of working capital into the hospital during the first two years after the closing.
These funds 1) will be used to continue the economic turnaround plan, subject to review and final
approval by L&M, that was initiated by the Special Master and aimed at returning The Westerly
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Hospital to profitability and 2) include allocation of $1,850,000 to provide the equity for the
proposed Geriatric-Psychiatric Program.

The nursing unit would contain a central nursing station to facilitate operational economies of scale.
The organized outpatient program services will be provided in cooperation and coordination with
the South Shore Center (“South Shore”), the community mental health center serving the South
County Region and currently providing ED evaluations at the hospital. In addition, TWH will be
working in a cooperative arrangement with South Shore’s parent corporation, Gateway Healthcare,
Inc., to provide a qualified Medical Director (Dr. Chabot’s CV attached herewith at Tab 3), an on-
site Associate Medical Director and both an inpatient and outpatient Nurse Navigator for clinical
direction of the programs. TWH recognizes that a state-of-the-art behavioral health program
includes the capacity to provide a complete range of therapeutic services e.g., medication
management, therapeutic group and individual therapy and both inpatient and outpatient
electroconvulsive therapy services (“ECT”). Initially, TWH plans to develop a referral relationship
with hospitals currently providing ECT services as an initial alternative to developing the service
internally. It is anticipated that once a demand for such services is established for the South County
market, that TWH may enhance the proposed behavioral health services with the addition of an
ECT service. The geriatric unit staff will be capable of addressing medical co-morbidities that are
normally associated with these patient populations. This will include the ability to address the
needs of patients requiring oxygen, indwelling catheters, and intravenous lines. Further, the unit
will be capable of addressing the needs of patients having co-morbid chronic medical diseases
requiring active treatment (e.g., high blood pressure, chronic obstructive pulmonary disease,
congestive heart failure) along with their primary psychiatric diagnosis. In order to provide the
necessary professional support staff, TWH is in the process of developing an Agreement with
Gateway Healthcare, the parent corporation of South Shore, for the provision of: 1. a Medical
Director, 2. a Chief Psychiatrist; 3. an inpatient Nurse Navigator and; 4. an outpatient Nurse
Navigator. Both parties have agreed verbally to the general terms and drafting discussions are now
taking place. There are no draft or executed agreements as of this date. The Gateway team as well
as the TWH team will be available for any meetings required during the review process.

The projected capital expenditure associated with the proposed project is $5.9M. It is anticipated
that the proposed project will become operational by October 2013.

A copy of the Diamond Healthcare Corporation feasibility study is attached at Tab 4.

2.)

3.) Please provide the following information:

Capital Cost $5,942,000 From responses to Questions 10 and 11

Operating Cost $3,545,000
For the first full year after implementation,
from response to Question 18

Date of Proposal
Implementation October / 2013 Month and year
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Information of the applicant:

Name: The Westerly Hospital Telephone #: 401-596-6000
Address: 25 Wells Street, Westerly, RI Zip Code: 02891

Information of the facility (if different from applicant):

Name: Telephone #:
Address: Zip Code:

Information of the Special Master:

Name: W. Mark Russo, Special Master Telephone #: 401-455-1000

Address:
55 Pine Street, 4th Fl., Providence,
RI Zip Code: 02903

E-Mail: mrusso@frlawri.com Fax #: 401-455-7778

Information for the person to contact regarding this proposal:

Name: Patricia K. Rocha Telephone #: 401-274-7200

Address:
Adler Pollock & Sheehan P.C., One
Citizens Plaza, 8th Fl., Providence, RI Zip Code: 02903

E-Mail: procha@apslaw.com Fax #: 401-351-4607
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4.) Select the category that best describes the facility named in Question 3.

Freestanding ambulatory surgical center Home Care Provider

Home Nursing Care Provider √ Hospital

Hospice Provider

Inpatient rehabilitation center (including drug/alcohol treatment centers)

Multi-practice physician ambulatory surgery center

Multi-practice podiatry ambulatory surgery center

Nursing facility Other (specify):

5.) Please select each and every category that describes this proposal.

A. ___ construction, development or establishment of a new healthcare facility;
B. X a capital expenditure for:

1. ___ health care equipment in excess of $2,250,000;
2. X construction or renovation of a health care facility in excess of $5,250,000;
3. ___ an acquisition by or on behalf of a health care facility or HMO by lease or donation;
4. ___ acquisition of an existing health care facility, if the services or the bed capacity of the

facility will be changed;
C. ___ any capital expenditure which results in an increase in bed capacity of a hospital and inpatient

rehabilitation centers (including drug and/or alcohol abuse treatment centers);
D. ___ any capital expenditure which results in an increase in bed capacity of a nursing facility in

excess of 10 beds or 10% of facility’s licensed bed capacity, which ever is greater, and for
which the related capital expenditures do not exceed $2,000,000

E. X the offering of a new health service with annualized costs in excess of $1,500,000;
F. ___ predevelopment activities not part of a proposal, but which cost in excess of $5,250,000;
G. ___ establishment of an additional inpatient premise of an existing inpatient health care facility;
H. ___ tertiary or specialty care services: full body MRI, CT, cardiac catheterization, positron

emission tomography, linear accelerators, open heart surgery, organ transplantation, and
neonatal intensive care services. Or, expansion of an existing tertiary or specialty care service
involving capital and/or operating expenses for additional equipment or facilities;
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HEALTH PLANNING AND PUBLIC NEED

6.) Please discuss the relationship of this proposal to any state health plans that may have been formulated by
the state agency, including the Health Care Planning and Accountability Advisory Council, and any state
plans for categorically defined programs. In your response, please identify all such priorities and how the
proposal supports these priorities.

This proposal is consistent with the Department of Behavioral Healthcare, Developmental
Disabilities and Hospital’s (“BHDDH”) Combined Substance Abuse and Mental Health Plan 2012-
2013 submitted to the Substance Abuse and Mental Health Services Administration (“SAMHSA”)
that stated populations of particular concern include the elderly mentally ill: “This group has high
levels of depression and other disorders as well as being at significantly greater risk from some
types of psychotropic medications.”1 Since other studies2 have found that utilization of mental
health services among the geriatric population increases dependent on the proximity of those
services to primary services, having inpatient and outpatient services provided on the Westerly
campus should result in increased access to care. Other than the referenced BHDDH plan, the
applicant has no other supporting documents from BHDDH. Accordingly, the proposed project
helps to address the BHDDH concern related to the elderly with mental health issues.

7.) On a separate sheet of paper, please discuss the proposal and present the demonstration of the public
need for this proposal. Description of the public need must include at least the following elements:

A. Please identify the documented availability and accessibility problems, if any, of all existing facilities,
equipments and services available in the state similar to the one proposed herein:

In Rhode Island (“RI”), there are 356 inpatient psychiatric beds located in seven (7) hospitals. In
the Connecticut (“CT”) portion of the defined market, there are two (2) hospitals with thirty-six
(36) total psychiatric beds. The following Table summarizes the bed resources and the most
recently reported annual utilization of these bed resources.

Name of Facility Similar Services

Documented
Availability
Problems

Documented
Accessibility

Problems

Distance from
Applicant

(Miles)

Rhode Island Hospitals

Butler Hospital 134 psychiatric beds Y (Bed Board) N 35
Kent Hospital Unit 20 psychiatric beds N N 27
Kent Hospital (Butler Unit) 20 Psychiatric beds N N 35
Landmark Medical Center 18 psychiatric beds Y (Bed Board) N 45
Newport Hospital 15 psychiatric beds Y (Bed Board) N 25
Our Lady of Fatima Hospital 76 psychiatric beds N N 35
Rhode Island Hospital 31 psychiatric beds Y (Bed Board) N 35
Roger Williams Medical Center 39 psychiatric beds N N 35

Connecticut Hospitals

Lawrence and Memorial Hospital 18 psychiatric beds Unknown Unknown 18
W.W. Backus Hospital 18 psychiatric beds Unknown Unknown 19

1 Combined Substance Abuse and Mental Health Plan 2012-2013, DBHDDH, September 1, 2011, page 56.
2 Bartels, S.J., MD, Coakley, E.H., MPH, et al., Improving Access to Geriatric Mental Health Services: A Randomized Trial
Comparing Treatment Engagement with Integrated Versus Enhanced Referral Care for Depression, Anxiety, and At-Rick
Alcohol Use, American Journal of Psychiatry, 2004; 161:1455-1462
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In addition to the 15 geriatric psychiatric inpatient beds, the project includes hospital-based
intensive outpatient program (“IOP”) services for the geriatric population. Using a prevalence-
based projection methodology based on SAMHSA national data, it is estimated that IOP services
will be the most appropriate level of psychiatric intervention for approximately 1,070 general adults
and geriatrics in the defined market. IOP services are a complimentary service usually provided as
part of a range of inpatient and outpatient psychiatric services. Providing IOP services as part of a
continuum of inpatient and outpatient services allows for the opportunity of shared staffing and
provision of economy of scale operations.

Age Group Population
IOP

Patients
CD-IOP Patients

Private
Therapist

2012 Estimate

18 to 64 Years 113,680 795 780 1,290
65 Years or Older 29,725 275 195 505

Totals 143,405 1,070 975 1,795

2017 Projection

18 to 64 Years 114,105 835 785 1,390
65 Years or Older 34,615 315 230 590

Totals 148,720 1,150 1,015 1,980

Note: Private therapist includes psychiatrists, psychologists and mid-level clinicians.

It is estimated that IOP services will be the most appropriate level of behavioral health intervention
for approximately 275 geriatric individuals in the defined market in 2012 increasing to 315 patients
by 2017.

There are no hospital-based providers of geriatric intensive outpatient program services located
within the defined market area. The closest hospital-based providers of organized outpatient (i.e.,
IOP or partial hospitalization program services) to the defined market are:3

 Newport Hospital, Newport, RI – Child and adolescent and general adult individual and
clinical psychiatric therapy services;

 Backus Hospital, Norwich, CT – General adult partial hospitalization (“PHP”) and group
therapy services; and

 Lawrence and Memorial Hospital, New London, CT – General adult IOP services.

In addition, the following RI hospitals provide organized outpatient services:

 Butler Hospital, Providence, RI – PHP for women, CD and eating disorders and general
adult psychiatric, OP clinic;

 Our Lady of Fatima, North Providence, RI – General adult PHP services;

 Rhode Island Hospital, Providence, RI – General adult PHP and geriatric outpatient clinic
services;

3 Note – The list of available outpatient services is based on the services listed on each hospital’s individual website.
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 Roger Williams Medical Center, Providence, RI – General adult day treatment and PHP
services;

 South County Hospital, Wakefield, RI – Outpatient clinic services.

The South Shore Center (the community mental health program) provides child, adolescent and
general adult outpatient therapy services in Charleston, Wakefield and North Kingstown. Likewise,
the Providence Center and Gateway Healthcare provide behavioral healthcare services. None of the
identified programs provide comparable hospital-based psychiatric outpatient program specifically
oriented to needs of the geriatric population.

The lack of services oriented to the needs of the geriatric patient is further reflected in the data
presented in the Zimmerman Report4 which reported no geriatric outpatient psychiatric visits
provided for the period 2005 through 2009 at either Kent Hospital or Newport Hospital.

7B.) Please discuss the extent to which the proposed service or equipment, if implemented, will not result
in any unnecessary duplication of similar existing services or equipment, including those identified in (A)
above.

The following Table illustrates the utilization of the existing psychiatric beds in Rhode Island.

Year Beds ADC Occupancy

2007 326 299.7 91.9%
2008 336 305.2 90.8%
2009 356 310.5 87.2%

3-Year Average 339 305.1 90.0%

Source: Zimmerman, Table 7.

As indicated by the Table, the existing inpatient psychiatric beds in Rhode Island are highly
utilized. The high utilization of existing resources results in beds not being available when needed.
The general unavailability of beds on demand is illustrated by an example from the Rhode Island
statewide “bed board” report of available psychiatric beds. On April 30, 2012, it was reported that
there were forty-three (43) patients waiting for placement in a psychiatric bed (27 adults and 16
minors). Six (6) of the forty-three (43) were in the South County Region5.

Adding the proposed fifteen (15) geriatric beds to the inventory of available bed resources should
result in greater accessibility – both in the South County Region and Rhode Island overall.

Mr. Zimmerman’s methodology (performed in 2010) is significantly different than the methodology
used by TWH to project and justify the need for the proposed project. The following discussion
addresses the major characteristics and differences between Mr. Zimmerman’s methodology and

4 Zimmerman, Harvey, Assessment of Need for Increased Mental Health Inpatient Hospital Capacity in Rhode Island: 2010,
Table 9A.
5 Five (5) of the patients awaiting placement were at TWH. TWH does not maintain three years worth of bed board data and
cannot provide an analysis as requested in the June 19, 2012 letter to Mr. Russo. TWH does not have the April 30, 2012 data
today, as it is replaced daily. The example was given to illustrate the back up in hospital emergency rooms thereby evidencing
statewide need.
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TWH’s methodology. As discussed below, use of the 2010 Zimmerman aggregate methodology is
not applicable to determining the need for inpatient geriatric psychiatric beds.

Summary Comparison of Need Methodologies

A. Zimmerman Demand-Only Methodology Adjusted for Compound Growth.

The methodology used by Mr. Zimmerman6 contains the following inherent assumptions:

 All beds in RI are equally available and accessible to residents regardless of location (i.e.,
there are no availability or access issues that would impact utilization and a bed is available
on demand).

 Utilization (i.e., discharges and patient days) is uniform throughout RI.

 Changes in population demographics (e.g., age distribution and growth) are directly
reflected in the total discharges and patient days on a statewide basis.

 The trend in historical utilization alone is an accurate predictor of future utilization.

 All individuals in need of inpatient psychiatric services in the past received such services (i.e.,
everyone in need of inpatient or outpatient care received such care).

 There is no differentiation between the need for general adult and geriatric beds (i.e., bed
need is aggregate).

Based on these assumptions, Mr. Zimmerman’s methodology determined the growth (or decline) in
discharges and associated patient days for the period 2006 through 2009. A compound growth rate
was determined for the aggregate of adult (18 to 64 years) patients and geriatric (65 years or older)
patients. The following Exhibit summarizes the growth rates for discharges and patient days:

Age Group Discharges Patient Days

General Adult 4.58% 3.67%
Geriatric (0.26%) (1.24%)
Aggregate Total 3.95% 2.74%

The geriatric compounded growth rate using the Zimmerman methodology is a negative growth
(i.e., a declining need). Application of the Zimmerman methodology to the two (2) specific age
groups yields a different “picture” from the aggregate need presented in the Zimmerman Study.

Year
General Adult (+3.67%) Geriatric (-1.24%) Aggregate (+2.74%)

Days Beds Days Beds Days Beds

2010 91,473 278 18,398 55 109,871 334
2011 94,830 289 18,170 55 113,000 344
2012 98,311 299 17,945 55 116,256 354
2013 101,919 310 17,722 54 119,641 364
2014 105,659 322 17,502 53 123,161 375

6 Ibid.
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Accounting for “rounding errors”, the total beds needed in the aggregate, as set forth above, are
very similar to the totals in the Zimmerman Study. However, application of the Zimmerman
methodology to the two age groups (i.e., general adult and geriatric) results in an increasing need
for general adult beds, but a decreasing need for geriatric beds, despite a growing geriatric
population in RI. Therefore, use of the 2010 Zimmerman aggregate methodology is not applicable
to determining the need for inpatient geriatric psychiatric beds.

Westerly Use Rate per 1,000. The data presented in the Zimmerman Study does provide sufficient
information to prepare a population-based use rate analysis of need assuming that the use rate in
the population is uniform throughout RI. A use rate based need projection utilizes the actual
discharges and patient days consumed to determine a use rate per 1,000 population. This use rate is
then applied to the estimated 2012 and projected 2017 populations of the defined market area7 to
provide an estimate of the demand generated by that population. The total patient days are then
translated into bed need without the additional adjustment to account for availability contained in
the Zimmerman methodology.

The need for adult and geriatric inpatient beds is based on the historical (2009) use rate for adult
and geriatric discharges and related patient days in RI. The 2009 use rate is projected against the
estimated 2012 and projected 2017 market populations to determine bed demand for adult and
geriatric beds. Absent available data specific to CT, the RI use rate was applied to the CT portion
of the primary market. The following Table summarizes the basic historical RI discharge and
patient day use rates for adult and geriatric patients utilizing inpatient psychiatric services:8

Age Group
2009

Population
2009

Discharges
2009 Patient

Days
2009 Discharges

per 1,000
2009 Patient Days

per 1,000

18 to 64 Years 674,435 11,909 88,235 17.66 130.83
65 Years or Older 149,676 1,632 18,629 10.90 124.46
Total Adult and Geriatric 824,111 13,541 106,864 16.43 129.67

Applying the historical use rate to the estimated 2012 and projected 2017 population of the defined
market area is summarized as follows:

Age Group
2012

Population
2017

Population
2012
Days

2017
Days

2012 Bed
Need

2017 Bed
Need

18 to 64 Years 113,680 114,105 14,870 14,925 41 41
65 Years or Older 29,725 34,615 3,700 4,310 10 12
Total Adult and Geriatric 143,405 148,720 18,570 19,235 51 53

Applying the historical demand-based use rates for inpatient adult and geriatric psychiatric services
to the estimated and projected primary market area populations, results in an estimated 2012 need
for ten (10) geriatric beds, increasing to twelve (12) geriatric beds by 2017. The identified demand
approximates the average daily census (“ADC”) level projected for the defined market. In order to
attain this ADC level, fifteen (15) actual beds must be available (i.e., separation by gender, medically
complex patients). It should be noted that since the use rates from the Zimmerman Study result in
a projected need for the defined market that exceeds the Zimmerman statewide estimate, it must be

7 Population data is for the Neilson-Claritas data base, 2012 Population Estimates and 2017 Population Projections by zip code.
8 Zimmerman, Tables 4A and 5A.
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presumed that other areas of RI are in fact over-bedded since there are no psychiatric bed resources
located in the defined market.

7C.) Please identify the cities and towns that comprise the primary and secondary service area of the
facility. Identify the size of the population to be served by this proposal and (if applicable) the projected
changes in the size of this population.

The market for the proposed inpatient and outpatient psychiatric services at Westerly is displayed
on the following map:9

The market includes all or portions of Washington County, Kent and Providence Counties in RI
and New London County in CT. The market reflects the historical geographic areas from which
Westerly has historically drawn medical-surgical patients.10 The following Table lists the cities and
towns comprising this primary market area.

9 As discussed further herein, there is no “overlap” in the market between TWH’s service area and existing resources. There is
no hospital with inpatient psychiatric programs in TWH’s service area.
10 Table 3 of the Report prepared for the Rhode Island Department of Health Hospital Market Concentration and Market Share in Rhode
Island, June 2009 indicates that in 2007 Westerly received 34% of its inpatient discharge volumes from Connecticut.
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Zip Code City/Town County
02827 Greene Kent
02816 Coventry Kent
02818 East Greenwich Kent
02852 North Kingstown Washington
02822 Exeter Washington
02898 Wyoming Washington
02832 Hope Valley Washington
02892 West Kingston Washington
02812 Carolina Washington
02874 Saunderstown Washington
02894 Wood River Junction Washington
02804 Ashaway Washington
02808 Bradford Washington
02813 Charlestown Washington
02891 Westerly Washington
02882 Narragansett Washington
02807 Block Island Washington
06384 Voluntown (CT) New London
06359 North Stonington (CT) New London
06339 Ledyard (CT) New London
06378 Stonington (CT) New London
06379 Pawcatuck (CT) New London

The population for the primary market is estimated to be 181,640 persons in 2012, growing to a
total population of 184,925 persons by 2017, a five year growth rate of 1.8%. The geriatric
population of the primary market area is projected to grow 16.5% (4,890 persons) between 2012
and 2017. The following Table summarizes the estimated 2012 and projected 2017 populations for
the primary market.

Age Group 2012 Population Percent of Total 2017 Population Percent of Total

Under 18 38,235 21.0% 36,205 18.6%
18 to 64 (Adult) 113,680 62.6% 114,105 63.6%
65 and Older (Geriatric) 29,725 16.4% 34,615 17.8%

Totals 181,640 100.0% 184,925 100.0%

Source: Neilson-Claritas Population Estimates and Projections, 2012 and 2017.

The Zimmerman Study indicates that 1) there is an existing “statewide need” for additional beds in
RI, and 2) the existing beds are highly utilized. Therefore, there is no “overlap” in the market
between the defined Westerly market and existing resources. The existing resources are by
definition not routinely available due to their high utilization. Locating a fifteen (15) bed geriatric
unit at Westerly Hospital would balance availability in RI by creating resources to serve a
geographic area in which there are no inpatient psychiatric beds. There is no hospital with inpatient
psychiatric programs in TWH’s service area.

Patient origin data for similar existing programs is not available to the applicant. Butler Hospital,
Our Lady of Fatima, Roger Williams Medical Center and Rhode Island Hospital are the only
facilities with significant historical geriatric psychiatric volumes as reported on Table 4A of the
Zimmerman Report. A general adult psychiatric program is not a comparable program to the
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services proposed by TWH. As displayed on the following Exhibit, all of these facilities are located
in the Providence area and removed from the defined market for TWH’s project.

It is approximately twenty-five (25) miles from the center of the defined market to the facilities in
Providence. Geriatric patients historically tend to seek specialty services (such as psychiatric
services) at the same location where they obtain primary care services. Based on the distance from
existing geriatric services, and the fact that TWH is the closest provider of primary care services for
much of the defined market, it can be presumed that absent patient origin data to the contrary, that
there is little market overlap with existing geriatric psychiatric programs.

The following Exhibit displays the estimated 2012 and projected 2017 populations for the RI and
CT portions of the defined market.

Age Group
2012 2017 Total Market

RI CT RI CT 2012 2017

Under 18 31,440 6,795 29,575 6,630 38,235 36,205
18 to 54 Years 71,115 14,375 67,945 13,795 85,490 81,740
55 to 64 Years 23,300 4,875 26,580 5,775 28,175 32,355
65 Years and Older 24,820 4,905 29,055 5,560 29,725 34,615

Total Population 150,675 30,950 153,155 31,760 181,625 184,915
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The following Exhibit displays the estimated 2012 and projected 2017 bed need using the Use Rate-
based methodology for both portions of the defined market.

Age Group
2012 2017 Total Market

RI CT RI CT 2012 2017

General Adult 34 7 34 7 41 41
65 Years and Older 8 2 9 2 10 12

Total Beds 42 9 43 9 51 53

7D.) Please identify the health needs of the population in (C) relative to this proposal.

The method used to project the need for geriatric inpatient beds is based on the historical (2009) use
rate for geriatric discharges and related patient days in Rhode Island. The 2009 use rate is
projected against the estimated 2012 and projected 2017 market populations to determine bed
demand for geriatric beds. The Rhode Island use rate was also applied to the Connecticut portion
of the primary market.

Historical Demand-Based Methodology. The following Table summarizes the basic historical
Rhode Island discharge and patient day use rates for adult and geriatric patients utilizing inpatient
psychiatric services:11

Age Group
2009

Population
2009

Discharges
2009 Patient

Days
2009 Discharges

per 1,000
2009 Patient Days

per 1,000

18 to 64 Years 674,435 11,909 88,235 17.66 130.83
65 Years or Older 149,676 1,632 18,629 10.90 124.46

Total Adult and Geriatric 824,111 13,541 106,864 16.43 129.67

Applying the historical use rate to the estimated 2012 and projected 2017 population of the primary
market area is summarized as follows:

Age Group
2012

Population
2017

Population
2012
Days

2017 Days 2012 Bed Need 2017 Bed
Need

18 to 64 Years 113,680 114,105 14,870 14,925 41 41
65 Years or Older 29,725 34,615 3,700 4,310 10 12

Total Adult and Geriatric 143,405 148,720 18,570 19,235 51 53

Applying the historical demand-based use rates for inpatient adult and geriatric psychiatric services
to the estimated and projected primary market area populations results in an estimated 10 geriatric
beds, increasing to twelve (12) geriatric beds by 2017.

It should be noted that while the demand for geriatric beds is between ten (10) and twelve (12) beds,
two additional factors were considered when sizing the geriatric units at fifteen (15) beds. These
factors are:

11 Zimmerman, Tables 4A and 5A.
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 Availability of beds on demand. With a demand estimate of ten (10) beds in 2012 and twelve
(12) beds by 2017, establishing a geriatric unit smaller than fifteen (15) beds would reduce
the “availability on demand” for these beds. The 2012 demand would result in an occupancy
rate of 67%. At a demand rate of twelve (12) beds, the occupancy rate would be 80%. The
unit was sized to accommodate fluctuations in census above the demand-based ADC of 10 to
12 patients.

 Psychiatric patients in Nursing Homes. Studies have indicated that there is a large nursing
home patient population that have a primary psychiatric diagnosis warranting intervention
and treatment. It is estimated that there are approximately 500,000 persons with mental
illness12 residing in U.S. nursing homes on any given day.13 One consequence of the
downsizing of state psychiatric hospitals has been the use of nursing homes as a de facto
mental health institution. In 2005, 27.4% of new nursing home admissions indicated
schizophrenia, bipolar disorder, depression or anxiety. The estimated percentages for Rhode
Island and Connecticut were 25.0% and 22.2% respectively.14 Applying those percentages to
the nursing home patient population in the defined market indicated that there are
approximately 710 nursing home residents in the Rhode Island portion of the market and
200 nursing home residents in the Connecticut portion of the market with diagnosable
mental illness requiring intervention. Given the high utilization of psychiatric beds in the
State and the lack of available beds in the South County Region, it can be expected that these
individuals represent an unexpressed need/demand for inpatient and related outpatient
psychiatric services.

Mr. Zimmerman’s methodology is significantly different than the methodology used by Westerly to
project and justify the need for the proposed project. The following Exhibit displays the major
characteristics and differences between Mr. Zimmerman’s methodology and the Westerly
methodologies.

The methodology used by Mr. Zimmerman15 apparently includes the following inherent
assumptions:

 All beds in RI are equally available and accessible to residents regardless of location (i.e.,
there are no availability or access issues that would impact utilization and a bed is available
on demand).

 Utilization (i.e., discharges and patient days) is uniform throughout RI.

 Changes in population demographics (e.g., age distribution and growth) are directly
reflected in the total discharges and patient days on a statewide basis.

 The trend in historical utilization alone is an accurate predictor of future utilization.

 All individuals in need of inpatient psychiatric services in the past received such services (i.e.,
everyone in need of inpatient or outpatient care received such care).

12 Excluding dementia.
13 Fullerton, CA et al. Trends in Mental Health Admissions to Nursing Homes 1999-2005, Psychiatric Services.
14 Grabowski, DC, Aschbrenner, KA, Feng, Z, and Mor, V. Mental Illness in Nursing Homes: Variations Acress States, Health Affairs,
Volume 28:3, 689-700.
15

Zimmerman, Harvey, Assessment of Need for Increased Mental Health Inpatient Hospital Capacity in Rhode Island: 2010.
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 There is no differentiation between the need for general adult and geriatric beds (i.e., bed
need is aggregate).

Based on these assumptions, Mr. Zimmerman’s methodology determined the growth (or decline) in
discharges and associated patient days for the period 2006 through 2009. A compound growth rate
was determined for the aggregate of adult (18 to 64 years) patients and geriatric (65 years or older)
patients. The following Exhibit summarizes the growth rates for discharges and patient days:

Age Group Discharges Patient Days

General Adult 4.58% 3.67%
Geriatric (0.26%) (1.24%)

Aggregate Total 3.95% 2.74%

The geriatric compounded annual growth rate using the Zimmerman methodology is a negative
growth (i.e., a declining need). Application of the Zimmerman methodology to the two (2) specific
age groups yields a different “picture” from the aggregate need presented in the Zimmerman Study.

Year
General Adult (+3.67%) Geriatric (-1.24%) Aggregate (+2.74%)

Days Beds Days Beds Days Beds

2010 91,473 278 18,398 55 109,871 334
2011 94,830 289 18,170 55 113,000 344
2012 98,311 299 17,945 55 116,256 354
2013 101,919 310 17,722 54 119,641 364
2014 105,659 322 17,502 53 123,161 375

Accounting for “rounding errors”, the total beds needed in the aggregate, as set forth above, are
very similar to the totals in the Zimmerman Study. However, application of the Zimmerman
methodology to the two age groups (i.e., general adult and geriatric) results in an increasing need
for general adult beds, but a decreasing need for geriatric beds, despite a growing geriatric
population in RI. Therefore, use of the 2010 Zimmerman aggregate methodology is not applicable
to determine the need for inpatient geriatric psychiatric beds.

Westerly Use Rate per 1,000. The data presented in the Zimmerman Study does provide sufficient
information to prepare a population-based use rate analysis of need assuming that the use rate in
the population is uniform throughout RI. A use rate based need projection utilizes the actual
discharges and patient days consumed to determine a use rate per 1,000 population. This use rate is
then applied to the estimated 2012 and projected 2017 populations of the defined market area to
provide an estimate of the demand generated by that population. The total patient days are then
translated into bed need without the additional adjustment to account for availability contained in
the Zimmerman methodology. This approach assumes that demand (i.e., use rates) is uniform
throughout the State.

The need for adult and geriatric inpatient beds is based on the historical (2009) use rate for adult
and geriatric discharges and related patient days in RI. The 2009 use rate is projected against the
estimated 2012 and projected 2017 market populations to determine bed demand for adult and
geriatric beds. Absent available data specific to CT, the RI use rate was applied to the CT portion
of the primary market.
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The following Table summarizes the basic historical RI discharge and patient day use rates for
adult and geriatric patients utilizing inpatient psychiatric services:16

Age Group
2009

Population
2009

Discharges
2009 Patient

Days
2009 Discharges

per 1,000
2009 Patient

Days per 1,000

18 to 64 Years 674,435 11,909 88,235 17.66 130.83
65 Years or Older 149,676 1,632 18,629 10.90 124.46

Total Adult and Geriatric 824,111 13,541 106,864 16.43 129.67

Applying the historical use rate to the estimated 2012 and projected 2017 population of the defined
market area is summarized as follows:

Age Group
2012

Population
2017

Population
2012
Days

2017
Days

2012 Bed
Need

2017 Bed
Need

18 to 64 Years 113,680 114,105 14,870 14,925 41 41
65 Years or Older 29,725 34,615 3,700 4,310 10 12

Total Adult and Geriatric 143,405 148,720 18,570 19,235 51 53

Based on applying the historical demand-based use rates for inpatient adult and geriatric
psychiatric services to the estimated and projected primary market area populations results in an
estimated 2012 need for forty-one (41) adult and ten (10) geriatric beds, increasing to forty-one (41)
adult and twelve (12) geriatric beds by 2017. It should be noted that since the use rates from the
Zimmerman Study result in a projected need for the defined market that exceeds the Zimmerman
statewide estimate, it must be presumed that other areas of RI are in fact over-bedded since there
are no psychiatric bed resources located in the defined market.

Adjusted Prevalence-Based Methodology. In addition to the Use Rate approach, TWH has also
examined the need in the defined market using a well-documented adjusted prevalence-based
approach. This additional approach was not included in the original submission since RI had
historically used a demand based approach. The prevalence-based methodology is included to
provide an additional comparative to the Use Rate approach.

The adjusted prevalence-based methodology establishes need estimates based on the prevalence rate
of individuals with an acute mental illness requiring intervention in order to allow the individual to
perform normal activities of daily living. These rates are applied to the primary and regional
market populations to provide an estimate of the baseline population at-risk of needing treatment
services. In general, approximately 14.0% of the general adult population (persons 18 to 54 years of
age), 14.7% of the older adult population (persons 55 to 64 years of age) and 19.8% of the geriatric
population (persons 65 years or older) have an acute mental illness appropriate for intervention.
Approximately 14.9% of the at-risk child and adolescent and 20% of the total at-risk adult and
older adult (65 and older are not included in this adjustment) have an acute mental illness
appropriate for inpatient intervention.17 The following Exhibit summarizes the acute inpatient
psychiatric bed need for the primary market.

16 Zimmerman, Tables 4A and 5A.
17 Ibid.
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Based on national prevalence rates for inpatient psychiatric services, it is estimated that the defined
market can be expected to generate approximately 4,335 adult, older adult and geriatric psychiatric
admissions, equating to approximately sixty-seven (67) inpatient beds. The 2012 older adult and
geriatric population in the primary market is estimated to generate 2,025 acute psychiatric
admissions equating to an unadjusted need of forty-one (41) inpatient beds. It is projected that
despite the projected decrease in the overall population between 2012 and 2017, the unadjusted
need for older adult and geriatric beds will increase from forty-one (41) to forty-seven (47) beds as
the population ages.

Age Group
2012
Population

2017
Population

Percent
Inpatient
Psychiatric
Services

2012
Estimated
Patient
Days

2017
Projected
Patient
Days

2012
Estimated
Bed Need

2017
Projected
Bed Need

18 to 54 85,505 81,745 2.83% 9,680 9,260 26 25
55 to 64 28,175 32,360 2.97% 4,185 4,800 12 13
65 and Older 29,725 34,615 4.00% 10,710 12,460 29 34

Overall 143,405 148,720 24,575 26,520 67 72

Notes:

1. At-Risk Patient Population is based on the calculation of the prevalence rate of acute mental illness in the
population times the total age cohort population.

2. The estimated inpatients is the calculation of Percent At-Risk times Percentage appropriate for inpatient
treatment. Inpatient rates based on cited Surgeon General’s Report, NIMH.

3. Based on lengths of stay of 4 days for 18 to 54, 5 days for and 55 to 64 and 9 days for 65 and older.
Source:

U.S. Department of Health and Human Services, Mental Health: A Report of the Surgeon General, National
Institute of Mental Health, 1999, pages 46 through 48.

The prevalence-based bed need assumes no barriers to access and includes patients receiving
treatment in alternative settings. The primary “adjustments” to the prevalence–based methodology
that account for patients receiving treatment in alternative setting or not able to access services are:

 Individuals in nursing homes with a severe mental illness (“SMI”). In RI, the
estimated percentage of nursing home patients with SMI was 25.0%. In CT, the
estimated percentage of nursing home patients with SMI was 22.2%. Since the
majority of patients in nursing homes are 55 years and older, this adjustment is
applied only to the older adult and geriatric populations. The adjustment equates
to a reduction in the older adult and geriatric beds of fourteen (14) older adult and
geriatric beds.18

 Individuals in alternative custodial settings. It is estimated that approximately
15% of individuals incarcerated in custodial settings have a severe mental illness
that would otherwise warrant inpatient treatment. This adjustment is generally
limited to a general adult population. The adjustment equates to a reduction in
the general adult beds of four (4) beds in both 2012 and 2017.

18 Grabowski, DC, Aschbrenner, KA, Feng, Z, and Mor, V. Mental Illness in Nursing Homes: Variations Across States, Health
Affairs, Volume 28:3, 689-700.
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The unmet need for inpatient general adult and older adult/geriatric beds, as adjusted is
summarized in the following Exhibit.

Methodology

2012 Estimated 2017 Projected

Adult
Older
Adult

Total
General Adult

Geriatric
Total
Beds Adult

Older
Adult

Total General
Adult

Geriatric
Total
Beds

Demand-Based

Calculated Need 31 10 41 10 51 28 13 41 12 53

Adjustments 0 0 0 0 0 0 0 0 0 0

Net Need 31 10 41 10 51 28 13 41 12 53

Prevalence-Based

Calculated Need 26 12 38 29 67 25 13 38 34 72

Adjustments (4) 0 (4) (17) (21) (4) 0 (4) (18) (22)

Net Need 22 12 34 12 46 21 13 34 16 50

In summary, both the demand-based Use Rate and the Adjusted Prevalence-Based need
methodologies yield similar need estimates for the defined market area. It should be further noted
that Table 6 of the Zimmerman Study indicates that the existing psychiatric inpatient resources in
RI are highly utilized (87.2% including the additional twenty [20] beds at Butler Hospital).
Further, Mr. Zimmerman’s methodology reflects an additional availability adjustment to reflect the
high utilization of existing beds.

TWH would like to emphasize that it is not requesting general adult psychiatric beds. The
application is specifically for geriatric psychiatric beds. Further, Butler Hospital, Our Lady of
Fatima, Roger Williams Medical Center and Rhode Island Hospital are the only facilities with
significant historical geriatric psychiatric volumes as reported on Table 4A of the Zimmerman
Report. All of these facilities are located in the immediate Providence market. Many of these
facilities are tertiary facilities with large “service areas” which in the instance of Butler Hospital
could be considered to be the entire State of RI. However, as of FY or CY 2009, the psychiatric
occupancy rate for these facilities was:

 Butler Hospital: 94.03%;

 Rhode Island Hospital: 105.20%;

 Our Lady of Fatima: 79.14%;

 Roger Williams Medical Center: 84.24%.

In effect, these are highly utilized psychiatric programs. Unit specific utilization data (i.e., general
adult versus geriatric) was not publicly available. TWH maintains that highly utilized facilities
which are located in the Providence market are not routinely available or accessible to the
population of the defined Westerly market.

Likewise, non-geriatric psychiatric beds are not a reasonable alternative site of care for geriatric
patients who have differing treatment needs from younger more acutely intensive general adult
patients. As a result, any overlap with service areas of other hospitals’ general adult psychiatric
units cannot meet the needs of the geriatric psychiatric population.
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Outpatient Services. A combined prevalence rate and use rate approach was used to estimate the
potential need in the market for organized geriatric outpatient program services. The need for
organized hospital-based geriatric outpatient program services is based on the Substance Abuse and
Mental Health Services Administration’s Office of Applied Statistics’ analysis of mental health
services in the United States.19

It is estimated that IOP services will be the most appropriate level of psychiatric intervention for
approximately 1,070 general adults and geriatrics in the defined market. IOP services are a
complimentary service usually provided as part of a range of inpatient and outpatient psychiatric
services. Providing IOP services as part of a continuum of inpatient and outpatient services allows
for the opportunity of shared staffing and provision of economy of scale operations.

Age Group Population
IOP

Patients
CD-IOP Patients

Private
Therapist

2012 Estimate

18 to 64 Years 113,680 795 780 1,290
65 Years or Older 29,725 275 195 505

Totals 143,405 1,070 975 1,795

2017 Projection

18 to 64 Years 114,105 835 785 1,390
65 Years or Older 34,615 315 230 590

Totals 148,720 1,150 1,015 1,980

Note: Private therapist includes psychiatrists, psychologists and mid-level clinicians.

It is estimated that IOP services will be the most appropriate level of behavioral health intervention
for approximately 275 geriatric individuals in the defined market in 2012 increasing to 315 patients
by 2017.

There are no hospital-based providers of geriatric intensive outpatient program services located
within the defined market area. The closest hospital-based providers of organized outpatient (i.e.,
IOP or partial hospitalization program services) to the defined market are:20

 Newport Hospital, Newport, RI – Child and adolescent and general adult individual and
clinical psychiatric therapy services;

 Backus Hospital, Norwich, CT – General adult partial hospitalization (“PHP”) and group
therapy services; and

 Lawrence and Memorial Hospital, New London, CT – General adult IOP services.

In addition, the following RI hospitals provide organized outpatient services:

 Butler Hospital, Providence, RI – PHP for women, CD and eating disorders and general
adult psychiatric, OP clinic;

 Our Lady of Fatima, North Providence, RI – General adult PHP services;

19 SAMHSA Office of Applied Statistics, Patterns of Mental Health Services Utilization and Substance Abuse Use Among Adults, 2000 and
2001. Chapter 4: Characteristics of Persons Receiving Outpatient Treatment, 2004.
20 Note – The list of available outpatient services is based on the services listed on each hospital’s individual website.
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 Rhode Island Hospital, Providence, RI – General adult PHP and geriatric outpatient clinic
Our services;

 Roger Williams Medical Center, Providence, RI – General adult day treatment and PHP
services;

 South County Hospital, Wakefield, RI – Outpatient clinic services.

The South Shore Center (the community mental health program) provides child, adolescent and
general adult outpatient therapy services in Charleston, Wakefield and North Kingstown. None of
the identified programs provide comparable hospital-based psychiatric outpatient program
specifically oriented to needs of the geriatric population.

7E.) Please identify utilization data for the past three years (if existing service) and as projected through
the next three years, after implementation, for each separate area of service affected by this proposal.
Please identify the units of service used.

Actual (last 3 years) N/A FY 1 FY 2 FY 3

Hours of Operation

Utilization (#)

Throughput Possible (#)

Utilization Rate (%)

Projected Inpatient FY 2013 FY 2014 FY 2015

Hours of Operation 24/7 24/7 24/7

Utilization Patient Days 3,285 4,015 4,380

Throughput Possible days 5,475 5,475 5,475

Utilization Rate (%) 60% 73% 80%

Projected Outpatient FY 2013 FY 2014 FY 2015

Hours of Operation 9-5 9-5 9-5

Utilization Hours 5,500 6,188 6,325

Throughput Possible Hours 7,500 7,500 7,500

Utilization Rate (%) 73.3% 82.5% 84.3%
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7F.) Please identify what portion of the need for the services proposed in this project is not currently
being satisfied, and what portion of that unmet need would be satisfied by approval and implementation of
this proposal.

Based on the demand-based methodology, the unmet need for inpatient psychiatric beds in the
defined market is:

Age Group
2012

Population
2017

Population
2012
Days

2017
Days

2012 Bed
Need

2017 Bed
Need

18 to 64 Years 113,680 114,105 14,870 14,925 41 41
65 Years or Older 29,725 34,615 3,700 4,310 10 12

Total Adult and Geriatric 143,405 148,720 18,570 19,235 51 53

The proposed project will address all of the demand-based unmet need for geriatric psychiatric
beds. Further, by having secure inpatient units capable that accept both voluntary and involuntary
admissions, and which are capable of addressing the treatment needs of patients with co-morbid
psychiatric and medical conditions, the proposed inpatient program meets a significant community
need. By complimenting the proposed inpatient beds with organized hospital-based outpatient
geriatric services, TWH can assist the South Shore Center to address the needs of the geriatric
psychiatric population while adding geriatric outpatient services to the array of available services in
the south county region.

As described in TWH’s response to Question 7B, it is the difference between Mr. Zimmerman’s
compound growth approach of utilization and TWH’s application of the actual use rate in the
population to the population of the defined Westerly psychiatric market for geriatric psychiatric
services. The use rate approach is further confirmed through use of an adjusted prevalence-based
methodology.

This application identifies a specific market/service area for the services to be provided. Mr.
Zimmerman’s study inherently assumes all beds are equally available and accessible regardless of
location to all populations within the State of RI. TWH’s analysis indicates that the population of
the defined market (a) is underserved in terms of resource availability with no beds located within
the defined market; and (b) there is a sufficient population based on both a demand-based use rate
analysis and an adjusted prevalence-based analysis.

TWH would like to emphasize that it is not requesting general adult psychiatric beds. The
application is specifically for geriatric psychiatric beds. Non-geriatric psychiatric beds are not a
reasonable alternative site of care for geriatric patients who have differing treatment needs from
younger more acutely intensive general adult patients. As a result, any overlap with service areas of
other hospitals’ general adult psychiatric units is not relevant to this discussion. Moreover, there
are no hospitals with inpatient psychiatric programs in TWH’s service area.

Butler Hospital, Our Lady of Fatima, Roger Williams Medical Center and Rhode Island Hospital
are the only facilities with significant historical geriatric psychiatric volumes as reported on Table
4A of the Zimmerman Report. All of these facilities are located in the immediate Providence
market. Many of these facilities are tertiary facilities with large “service areas” which in the
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instance of Butler Hospital could be considered to be the entire State of RI. However, as of FY or
CY 2009, the psychiatric occupancy rate for these facilities was:

 Butler Hospital: 94.03%;

 Rhode Island Hospital: 105.20%;

 Our Lady of Fatima: 79.14%;

 Roger Williams Medical Center: 84.24%.

In effect, these are highly utilized psychiatric programs. Unit specific utilization data (i.e., general
adult versus geriatric) was not publicly available. Westerly maintains that highly utilized facilities
which are clustered in the Providence market are not routinely available or accessible to the
population of the defined Westerly market.

7G.) Please identify and evaluate alternative proposals to satisfy the unmet need identified in (F) above,
including developing a collaborative approach with existing providers of similar services.

In developing our proposal to build the stand alone 15-bed In and Outpatient Geriatric Psych
Facility, TWH has worked collaboratively on this proposal with the other ambulatory mental health
services in the community (there are no other inpatient psychiatric services offered within our
service area). In our early feasibility work, performed by Diamond Healthcare Corporation, a
national behavioral health consulting and management services organization , all sections of the
community that provide portals of access to the State’s mental health services ( Psychiatrists,
Ambulatory Centers, Nursing Homes, Chamber of Commerce, Police Department, etc) were
interviewed concerning the need for these services. All of these indicated a need for a
comprehensive Geri-Psych hospital-based program. If the outreach is extended to the more distant
providers of this service in the State, they are extremely busy and have no capacity to undertake a
collaborative effort.

TWH is working collaboratively with Gateway Health and the South Shore Center in developing
the program. As set forth above, there are no existing inpatient geriatric psychiatric programs in
TWH’s service area with which to collaborate. Moreover, due to the distance and high utilization of
existing programs outside TWH’s service area, other collaborative approaches are not available or
accessible to TWH’s patient population. Due diligence, including the Diamond Healthcare
Corporation feasibility study, confirmed the lack of collaboration possibilities with existing
inpatient providers outside TWH’s service area.

TWH evaluated three basic alternative proposals for meeting the physical space needs:

1. Renovate space within the main hospital: This proved impossible for two reasons; 1.) There was

no continuous space large enough to meet the needs of the unit within the main hospital building

and; 2.) If there were space, early estimates of both the costs (and the unforeseeable costs) of

renovating within the main building were know to be prohibitive (from looking at other

projects).
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2. Using available land, build a separate stand-alone facility to house the program. This would

essentially be a separate small hospital sharing the Campus. Again, initial cost estimates for this

type of approach were prohibitive

3. Create an attached or nearby related building that would contain only the clinical space needed

for the Program. This building would not have the infrastructure of a stand-alone hospital

(dietary, laundry, support services, etc) and would serve as a clinical extension of the main

hospital. The initial plan was to attach this unit to the building, but topographical considerations

make it less expensive to connect the building to the current hospital via a short, covered

walkway.

Alternative 3 was ultimately selected as providing the most benefit for the least cost.

7H.) Please provide a justification for the instant proposal and the scope thereof as opposed to the
alternative proposals identified in (G) above.

The proposed project is the preferred alternative since it addresses the unmet needs of the geriatric
population, is consistent with the overall state need (and methodology) identified in the Zimmerman
Assessment of Need for Increased Mental Health Inpatient Hospital Capacity in Rhode Island, 2010,
provides for treating both voluntary and involuntary admissions and provides a complimentary
range of organized outpatient services that enhance the geriatric services available through the
South Shore Center and provide for a geriatric continuum of care.

Given that Westerly believes that there is a significant unrealized demand for geriatric psychiatric
services among the residents in the defined market’s nursing homes, it was decided that the beds
should be oriented to the needs of the geriatric population. Westerly believes that the proposed
project which addresses the geriatric needs in the market is the preferable model.

As set forth in response to 7G, in developing our proposal to build the stand alone 15-bed In and
Outpatient Geriatric Psych Facility, TWH has worked collaboratively on this proposal with the
other ambulatory mental health services in the community (there are no other inpatient psychiatric
services offered within our service area). In our early feasibility work, performed by Diamond
Healthcare Corporation, a national behavioral health consulting and management services
organization, all sections of the community that provide portals of access to the State’s mental
health services (Psychiatrists, Ambulatory Centers, Nursing Homes, Chamber of Commerce, Police
Department, etc.) were interviewed concerning the need for these services. All of these indicated a
need for a comprehensive Geri-Psych hospital-based program. If the outreach is extended to the
more distant providers of this service in the State, they are extremely busy and have no capacity to
undertake a collaborative effort.

TWH is working collaboratively with Gateway Health and the South Shore Center in developing
the program. As set forth above, there are no existing inpatient geriatric psychiatric programs in
TWH’s service area with which to collaborate. Moreover, due to the distance and high utilization of
existing programs outside TWH’s service area, other collaborative approaches are not available or
accessible to TWH’s patient population. Due diligence, including the Diamond Healthcare
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Corporation feasibility study, confirmed the lack of collaboration with existing inpatient providers
outside TWH’s service area.

Likewise, as set forth in response to 7G, TWH evaluated three basic alternative proposals for
meeting the physical space needs:

1. Renovate space within the main hospital: This proved impossible for two reasons; 1. There

was no continuous space large enough to meet the needs of the unit within the main hospital

building and; 2. If there were space, early estimates of both the costs (and the unforeseeable

costs) of renovating within the main building were know to be prohibitive (from looking at

other projects).

2. Using available land, build a separate stand-alone facility to house the program. This would

essentially be a separate small hospital sharing the Campus. Again, initial cost estimates for this

type of approach were prohibitive

3. Create an attached or nearby related building that would contain only the clinical space needed

for the Program. This building would not have the infrastructure of a stand-alone hospital

(dietary, laundry, support services, etc) and would serve as a clinical extension of the main

hospital. The initial plan was to attach this unit to the building, but topographical considerations

make it less expensive to connect the building to the current hospital via a short, covered

walkway.

Alternative 3 was ultimately selected as providing the most benefit for the least cost.

HEALTH DISPARITIES AND CHARITY CARE

8.) The RI Department of Health defines health disparities as inequalities in health status, disease
incidence, disease prevalence, morbidity, or mortality rates between populations as impacted by access
to services, quality of services, and environmental triggers. Disparately affected populations may be
described by race & ethnicity, age, disability status, level of education, gender, geographic location,
income, or sexual orientation.

A. Please describe all health disparities in the applicant's service area. Provide all appropriate
documentation to substantiate your response including any assessments and data that describe the
health disparities.
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Based on recent State Demographic data, TWH’s service area contains fewer patients that would
tend to suffer disparities in the access to care:

Factor TWH Market % Statewide %
Black Persons 1.0% 6.7%
Hispanic or Latin Origin 3.2% 12.4%
American Indian .5% .6%
High School Grads 85.1% 83.7%
Bach. Degree or Higher 27.8% 30.3%
Per Capita Income $29,697 $26,707
Persons below Poverty Level 7.7% 12.2%

See Tab 5, including 2011 Rural Health Report (including, but not limited to Westerly service area),
Rhode Island Language Data (including Westerly data on non-english speakers) and RI
Racial/Ethnic Population Data by Health Care Service Region (including Westerly Health Care
Service Region for the purpose of emergency preparedness).

TWH’s market does contain a substantially greater percentage of persons over 65, than the State
average. Based upon 2010 data, the difference is 18.5% vs. 14.4%. The general adult and geriatric
populations experience significantly difference annual prevalence rates of an acute mental illness
requiring intervention in order to allow the individual to perform normal activities of daily living.
The differing annual prevalence rate are based on studies performed for the National Institutes of
Health (NIH) and the National Institute of Mental Health (NIMH) and in the Surgeon General of
the United States Report on Mental Health published in 1999.21 In general, approximately 14.0%
of the general adult population (persons 18 to 54 years of age), 14.7% of the older adult population
(persons 55 to 64 years of age) and 19.8% of the geriatric population (persons 65 years or older)
have an acute mental illness appropriate for intervention.

In addition to the disparate prevalence rates, there is a disparity in service availability between the
services available to the child, adolescent and adult populations and those available to the geriatric
population. The closest inpatient psychiatric services currently available to the defined market
population are the general adult programs located at Kent Hospital and Newport Hospital. Over
the period of 2007 through 2009, Kent Hospital averaged an ADC of 0.9 geriatric patients with
Newport Hospital also averaging an ADC of 0.9 geriatric patients. Applying the 19.8% geriatric
prevalence rate to the geriatric population of defined market results in an estimate of 5,885
geriatric individuals having an acute psychiatric issue warranting intervention. The Same NIMH
Study indicated that approximately 20.2% of the geriatric patients with an acute psychiatric
issue required an inpatient level of intervention. Applying the use rate to the defined market at-
risk geriatric population (i.e., 5,885 persons) results in a 2012 estimate of 1,185 geriatric
individuals requiring inpatient psychiatric treatment. Applying RI's geriatric psychiatric average
length of stay of 11.42 days to the estimated geriatric inpatient population (i.e., 1,185) in a total
estimate of 13,530 days of care needed, which equates to an average daily census of 37.0
patients/beds. The disparity between an estimated need of 37 beds versus the historical expressed
demand (1.8 ADC) represented by the most available resources would indicate that there is a
significant access issue for the geriatric population in the south county region.

21 U. S . Department of Health and Human Services, Mental Health: A Report of the Surgeon General, National Institute of Mental
Health, 1999, pages 46 through 48.
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B. Discuss the impact of the proposal on reducing and/or eliminating health disparities in the
applicant's service area.

The proposed project will directly address the described disparity in the geriatric population in
service availability by establishing a continuum of inpatient and related organized hospital-based
psychiatric services for the geriatric patient. The proposed project also would augment the
availability of geriatric outpatient services.

9.) Please provide a copy of the applicant’s charity care policies and procedures and charity care
application form.

See Tab 6 – including charity care application form.
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FINANCIAL ANALYSIS

10.) A) Please itemize the capital costs of this proposal. Present all amounts in thousands (e.g.,
$112,527 = $113). If the proposal is going to be implemented in phases, identify capital costs by each
phase.

CAPITAL EXPENDITURES

Amount Percent of Total

Survey/Studies $ 0 %

Fees/Permits $ 0 %

Architect $ 510 9%

"Soft" Construction Costs $ 510 9%

Site Preparation $ 450 8%

Demolition $ 0 %

Renovation $ 0 %

New Construction $ 3,380 57%

Contingency $ 380 6%

"Hard" Construction Costs $ 4,210 71%

Furnishings $5 4 1%

Movable Equipment $ 228 4%

Fixed Equipment $ 114 2%

"Equipment" Costs $396 7%

Capitalized Interest $246 4%

Bond Costs/Insurance $ %

Debt Services Reserve1 $450 8%

Accounting/Legal $10 0%

Financing Fees $120 2%

"Financing" Costs $826 14%

Land $ 0 %

Other (specify ________________) $ 0 %

"Other" Costs $ %

TOTAL CAPITAL COSTS $5,942 100%
1 Should not exceed the first full year’s annual debt payment.
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B.) Please provide a detailed description of how the contingency cost in (A) above was determined.

A 10% contingency at the time of schematic design is normal for the industry. The
contingency is for unknown situations that might affect the cost of the construction,
including, without limitation, sub-straight bearing capacity, presence of ledge or rock
formations in the excavation area, site conditions that may exist that will make extension of
utilities in the main hospital difficult, relocation of existing storm and sanitary lines
depending upon actual structural design of the foundation, presence of rock/ledge in the
newly created parking lot area, mechanical design considerations to meet energy star
requirements and actual construction market conditions at the time of implementation.

C.) Given the above projection of the total capital expenditure of the proposal, please provide an
analysis of this proposed cost. This analysis must address the following considerations:

i. The financial plan for acquiring the necessary funds for all capital and operating expenses
and income associated with the full implementation of this proposal, for the period of 6
months prior to, during and for three (3) years after this proposal is fully implemented,
assuming approval.

Plan for acquiring funds; The capital costs of this program which run to some
$5.942M will be funded by hospital equity of $1,850,000 and a bond issue of
$4.092M, which equals $4,092,800 of construction funds. After the first few months,
the cash flows of the Unit will carry the annual Debt Service of $392,632. In the
early months, this will be funded by hospital cash flows. Operations will be self-
sustaining shortly after start-up.

As set forth in response to question 1, TWH is currently in mastership proceedings.
The hospital is currently in receipt of a purchase offer from Lawrence & Memorial
Hospital (“L&M”) and the parties have entered into a court-approved Asset Purchase
Agreement. The Court held a sale hearing on August 28, 2012 at 9:30 a.m. to review
and approve the offer and is scheduled to issue its decision on August 30, 2012. L&M
proposes to purchase the hospital and related entities for total consideration of
$69,138,653 (“the Purchase Price”). The Purchase Price includes $6.5 million of
working capital into the hospital during the first two years after the closing. These
funds 1) will be used to continue the economic turnaround plan, subject to review and
final approval by L&M, that was initiated by the Special Master and aimed at
returning The Westerly Hospital to profitability and 2) include allocation of
$1,850,000 to provide the equity for the proposed Geriatric-Psychiatric Program.

Exhibit F(7) provides monthly cash flow statements for 2013, 2014 and 2015.
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ii. The relationship of the cost of this proposal to the total value of your facility’s physical
plant, equipment and health care services for capital and operating costs.

The $5.116M (less financing costs) of new capital investment will represent
approximately 13.14% of total Net Hospital PPE of $38,948,661 as of April 30,
2012. The total cost of this proposal to the total value of the facility’s physical
plant, equipment, and health care services for both capital and operating costs is
as follows:

Project Entire
Hospital

Combined New Project
%

Capital Costs 5,942 33,491 39,433 15.07%

Operating
Costs

1,934 46,953 48,887 3.96%

iii. A forecast for inflation of the estimated total capital cost of the proposal for the time period
between initial submission of the application and full implementation of the proposal,
assuming approval, including an assessment of how such inflation would impact the
implementation of this proposal.

The recently released BCBSRI small group Medical Expenses Trend Study compares
these expenses to the CPI forecast less food and energy costs. This CPI forecast is a
strong indicator of expected capital inflation. For the period beginning in 2013 and
ending in 2016, the forecast projects this type of growth will decrease from 4% to
2% over the period. If accurate, this means that capital costs would increase
approximately $103,000 during this period. This amount is covered by the various
contingencies used in developing the project budget.
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11.) Please indicate the financing mix for the capital cost of this proposal. NOTE: the Health Services
Council’s policy requires a minimum 20% equity investment in CON projects (33% equity minimum for
equipment-related proposals).

Source Amount Percent
Interest

Rate
Terms
(Yrs.)

List source(s) of funds
(and amount if multiple sources)

Equity* $1,850,000+ 20% 0 0 Lawrence & Memorial Corporation

Debt** $4,092,800 80% 6% 12 years T/E Bond Issue

Lease** $0 % %

TOTAL $5,942,800 100%

+ Includes all financing costs
* Equity means non-debt funds contributed towards the capital cost of an acquisition or project which are free and clear of any

repayment obligation or liens against assets, and that result in a like reduction in the portion of the capital cost that is required
to be financed or mortgaged (R23-15-CON).

** If debt and/or lease financing is indicated, please complete Appendix F.

12.) Will a fundraising drive be conducted to help finance this approval? Yes____ No X

13.) Has a feasibility study been conducted of fundraising potential? Yes___ No X

 If the response to Question 13 is ‘Yes’, please provide a copy of the feasibility study.

14.) Will the applicant apply for state and/or federal capital funding? Yes___ No X

 If the response to Question 14 is ‘Yes’, please provide the source: _____________,
amount: ________, and the expected date of receipt of those monies: ______________.

15.) Please calculate the yearly amount of depreciation and amortization to be expensed.

Depreciation/Amortization Schedule - Straight Line Method

Equipment

Improvements Fixed Moveable Amortization Total

Total Cost 4,720.00 114.00 282.00 826.00 5,942.00

- Salvage Value (472.00) - (14.10) - (486.10)

= Amount Expensed 4,248.00 114.00 267.90 826.00 5,455.90

/ Average Life 30.00 20.00 5.00 20.00

= Depreciation 141.60 5.70 53.58 41.30 242.18
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*1* Must equal the total capital cost (Question 10 above) less the cost of land and less the cost of any
assets to be acquired through lease financing

*2* Must equal the incremental “depreciation/amortization” expense, column -5-, in Question 18 (below).

16.) For the first full operating year of the proposal (identified in Question 18 below), please identify
the total number of FTEs (full time equivalents) and the associated payroll expense (including fringe
benefits) required to staff this proposal. Please follow all instructions and present the payroll in thousands
(e.g., $42,575=$43).

Existing Additions/Reductions New Totals

Personnel # FTEs Payroll w/
Fringe

# FTEs Payroll
w/ Fringe

# FTEs Payroll w/ Fringe

Medical Director

Physicians 4.04 1,206

Administrator/Directors 14.42 2,523

RN 142.67 15,772 6.80 649 149.47 16,421

LPN -

Nursing Aides 26.63 1,407 6.80 320 33.43 1,727

PT 15.60 1,534 15.60 1,534

OT 3.69 336 3.69 336

Speech Therapist 1.29 141 1.29 141

Clerical 118.63 7,308 1.00 43 119.63 7,351

Housekeeping 30.19 1,410 2.30 90 32.49 1,500

Dietary 19.80 1,055 1.60 67 21.40 1,122

Maintenance 11.35 889 0.30 17 11.65 906

Other Clinical 113.84 9,877 3.00 237 116.84 10,114

Other Non-Clinical 49.17 3,494 1.50 71 50.67 3,564

551.29 46,953 23.30 1,494 578.59 48,446

The following FTEs are included in the “Other – Prof Fees Purch Svc, Travel, Education,
Marketing” Expense Item in Table 18. The Payroll w/Fringe in the amount of 48,446 identified
above is set forth in Table 18 in the “Payroll w/Fringe” expense item.

Included in Other
Professional Fees
Medical Director

1.00 100 1.00 100
Physician

1.00 150 1.00 150
Administrator/Directors

2.00*
190

2.00 190

Total Cost - Payroll and
Other Prof Fees 551.29 46,953 27.30 1,934 578.59 48,887

*I/P and O/P Nurse Navigator
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*1* Must equal the incremental “payroll w/fringes” expense in column -5-, Question 18 (below).

INSTRUCTIONS:

“FTEs” Full time equivalents, are the equivalent of one employee working full time (i.e., 2,080
hours per year)

“Additions” are NEW hires;
“Reductions” are staffing economies achieved through attrition, layoffs, etc. It does NOT report the

reallocation of personnel to other departments.

17.) Please describe the plan for the recruitment and training of personnel.

South Shore and Gateway, in conjunction with TWH Human Resources Department, will provide
for the recruitment, training and credentialing of personnel.

18.) Please complete the following pro-forma income statement for each unit of service. Present all
dollar amounts in thousands (e.g., $112,527 = $113). Be certain that the information is accurate and
supported by other tables in this worksheet (i.e., “depreciation” from Question 15 above, “payroll” from
Question 16 above). If this proposal involved more than two separate “units of service” (e.g., pt. days, CT
scans, outpatient visits, etc.), insert additional units as required.
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First Full Operating Year

Actual
Previous

Year
2011

Budgeted
Current

Year
2012

CON
Denied

CON
Approved

Incremental
Difference

REVENUES

Net Patient Revenue
83,304 80,592 83,397 87,285 3,888

Other
5,317 3,368 4,000 4,000

Total Revenue
88,621 83,960 87,397 91,285 3,888

EXPENSES

Payroll w/ Fringes
52,430 48,720 46,953 48,446 1,493

Bad Debt
6,782 7,253 7,505 7,505

Supplies
11,373 11,683 12,089 12,581 492

Office Expenses
449 462 450 503 53

Utilities
1,562 1,422 1,465 1,526 62

Insurance
1,522 1,690 1,741 1,741

Interest
1,411 716 760 1,006 246

Depreciation/Amortization
4,699 4,884 4,933 5,175 242

Leasehold Expenses
264 373 360 360

Other-Prof fees, Purch Svc,
Travel, Education, Marketing 13,335 14,482 13,758 14,715 957

Total Expenses
93,827 91,685 90,014 93,559 3,545

OPERATING PROFIT
(5,206) (7,725) (2,617) (2,274) 343
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For each service to be affected by this proposal, please identify each service and provide: the utilization,
average net revenue per unit of services and the average expense per unit of service.

Service Type: Patient Day Geri-psych IP

Service (#s): 4015

Net Revenue Per Unit *8* $ $ $ $ $879

Expense Per Unit $ $ $ $ $811

Service Type: Patient Visit Geri-psych OP

Service (#s): 2250 2,250

Net Revenue Per Unit *8* $ $ $ $ $160

Expense Per Unit $ $ $ $ $128

INSTRUCTIONS: Present all dollar amounts (except unit revenue and expense) in thousands.

*1* The Incremental Difference (column -5-) represents the actual revenue and expenses associated with
this CON. It does not include any already incurred allocated or overhead expenses. It is column -4-
less column –3-.

*2* Net Patient Revenue (column -5-) equals the different units of service times their respective unit
reimbursement.

*3* Payroll with fringe benefits (column -5-) equals that identified in Question 16 above.
*4* Bad Debt is the same as that identified in column -4-.
*5* Interest Expense equals the first full year’s interest paid on debt.
*6* Depreciation equals a full year’s depreciation (Question 15 above), not the half year booked in the

year of purchase.
*7* Total Expense (column -5-) equals the operating expense of this proposal and is defined as the sum

of the different units of service;
*8* Net Revenue per unit (of service) is the actual average net reimbursement received from providing

each unit of service; it is NOT the charge for that service.

19.) Please provide an analysis and description of the impact of the proposed new institutional health
service or new health equipment, if approved, on the charges and anticipated reimbursements in any
and all affected areas of the facility. Include in this analysis consideration of such impacts on
individual units of service and on an aggregate basis by individual class of payer. Such description
should include, at a minimum, the projected charge and reimbursement information requested above
for the first full year after implementation, by payor source, and shall present alternate projections
assuming (a) the proposal is not approved, and (b) the proposal is approved. If no additional
(incremental) utilization is projected, please indicate this and complete this table reflecting the total
utilization of the facility in the first full fiscal year.
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Projected First Full Operating Year: FY 2013 Hospital
including proposed inpatient geriatric psychiatric unit

Implemented Not Implemented Difference

Payor Mix
Inpatient

Projected Utilization Total
Revenue

Projected Utilization Total
Revenue

Projected Utilization Total
Revenue

# % $ # % $ # % $

Medicare 13,657 68% 20,872,714 10,646 66% 18,132,528 3,011 75% 2,740,186
RI Medicaid 1,184 6% 1,798,233 838 5% 1,567,894 346 9% 230,340

Non-RI
Medicaid 265 1% 478,177 209 1% 440,849 56 1% 37,327
RiteCare 6 0% 16,356 6 0% 16,356 0%

Blue Cross 2,378 12% 6,239,378 2,085 13% 5,937,745 293 7% 301,633
Commercial 762 4% 1,452,622 678 4% 1,368,976 84 2% 83,646

HMO's 1,432 7% 3,855,898 1,307 8% 3,730,429 125 3% 125,469
Self

Pay/Charity
Care 512 3% 1,623,915 412 3% 1,615,042 100 2% 8,873
Other 0% 0% 0%

TOTAL 20,196 100% 36,337,293 16,181 100% 32,809,819 4,015 100% 3,527,474

Outpatient # % # % # %

Medicare 62,846 38% 12,553,722 60,821 38% 12,233,625 2,025 90% 320,097

RI Medicaid 10,531 6% 2,627,990 10,531 7% 2,627,990 0%

Non RI
Medicaid

886 1% 398,114 886 1% 398,114 0%

Rite Care 6 0% 6 6 0% 6 0%

Blue Cross 42,573 26%
15,211,915

42,573 26% 15,211,915 0%

Commercial 12,235 7% 4,365,201 12,235 8% 4,365,201 0%

HMO 28,055 17% 11,644,164 27,830 17% 11,603,713 225 10% 40,451

Self
Pay/charity

6,700 4% 4,146,617 6,700 4% 4,146,617 0%

Other 0% 0% 0%

Total 163,832 100% 50,947,729 161,582 100% 50,587,181 2,250 100% 360,548

Grand Total 184,028 87,285,022 177,763 83,397,000 6,265 3,888,022
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See Schedule at Tab 7, including outpatient geriatric psychiatric data (revenue included in question
18 table).

20.) Please provide the following:

A. Please provide audited financial statements for the most recent year available.

Consolidated, audited financial statements FYE September 30, 2010 and September 30, 2009

are attached at Tab 2. There are no FYE11 audited financial statements and the hospital

does not anticipate that any will be completed. At the time of the Mastership filing

(December 7, 2011) the FYE2011 external audit was being finalized. The auditors indicated

that they would be issuing a “going concern” statement as part of the audit. When the

hospital filed for mastership, the auditors demurred to complete the audit and it is unlikely

that they would consider doing so at this time. In addition, they are owed considerable

money by the hospital which further complicates the issue. Please see the unaudited

financial statements of the hospital for FYE2011 Unaudited 12-Month Financials as of

12/31/11 and Unaudited Financials 7 Months Ending May 31, 2012 at Tab 2.

B. Please discuss the impact of approval or denial of the proposal on the future viability of the
(1) applicant and (2) providers of health services to a significant proportion of the population
served or proposed to be served by the applicant.

1. TWH – In today’s health care economy, a small community hospital such as The Westerly
Hospital remains viable only if it is providing its community with the services that are
clearly needed. As described earlier in this proposal, a review of the health care needs of
our community clearly indicate a need for the availability of in and outpatient mental

Projected First Full Operating Year: FY 2013 Inpatient Geriatric Psychiatric – Also included
In Hospital Projected First Full Operating Year: FY 2013 above

Implemented Not Implemented Difference

Payor Mix Projected Utilization Total
Revenue

Projected Utilization Total
Revenue

Projected Utilization Total
Revenue

# % $ # % $ # % $

Medicare 3,011 75% 2,740,186 0 0 0 3,011 75% 2,740,186
RI Medicaid 346 9% 230,340 0 0 0 346 9% 230,340
Non-RI
Medicaid 56 1% 37,327 0 0 0 56 1% 37,327
RiteCare 0% 0 0 0 0%
Blue Cross 293 7% 301,633 0 0 0 293 7% 301,633
Commercial 84 2% 83,646 0 0 0 84 2% 83,646
HMO's 125 3% 125,469 0 0 0 125 3% 125,469
Self
Pay/Charity
Care 100 2% 8,873 0 0 0 100 2% 8,873
Other 0% 0 0%
TOTAL 4,015 100% 3,527,474 0 0 0 4,015 100% 3,527,474
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health services in the local community. Our aging population will make the need for
Geriatric Psych care even more acute over the next several years. If our proposal is
accepted, the community will soon have an outstanding new mental health service
available, without the need for lengthy travel within the state and without having to house
local patients in an inappropriate setting such as a nursing home bed or acute care
hospital bed (as happens now). If denied, TWH will lose the opportunity to retain some of
its community support because we could not then offer this vital service. Patients will be
forced to suffer the inconveniences described above, and both TWH and the local
community become less attractive.

2. Other providers - There is a real lack of these services in the South County market. This is
clearly demonstrated in the response of the mental health professionals and interested
community members described in Question # 18. The only other acute care hospital in this
market has supported our proposal in the past and the facilities that now provide much of
the other necessary services clearly see the need for the program we are proposing as
“filling out” the full spectrum of needed mental health care. They all recognize that at
present, a patient needing our proposed services in this market faces the choice of either
traveling a considerable distance to find an appropriate facility or being boarded in a
facility not designed to deliver state-of-the-art hospital-based mental health services.

21.) Please identify the derivable operating efficiencies, if any, (i.e., economies of scale or substitution
of capital for personnel) which may result in lower total or unit costs as a result of this proposal.

This unit will be a totally new service provided by the hospital in a newly designed 12,000 square
foot building on the campus. As such it isn’t possible for the hospital to identify the operating
efficiencies it will generate. The plant has been designed for maximum efficiency of staff (one
nursing unit covers the floor) and non-clinical space has been kept to a minimum. In addition, it
will be fully capable of interfacing electronically with the main hospital and others. TWH plans to
report on efficiencies of this new operation after the initial 12 months of operation. Accordingly, at
this time, there are no quantifiable derivable operating efficiencies.

22.) Please describe on a separate sheet of paper all energy considerations incorporated in this proposal.

The energy modeling of this new facility has been carefully considered. The design criteria includes
meeting the qualifications for the US Environmental Protection Agencies Energy Star ratings for
hospitals with an equivalent score of 75 on a scale of 100. In order to achieve this goal, consumption
of electrical energy, heating oil/natural gas and water consumption must use the most advanced
engineering methods available. Our modeling indicates that we will have energy expenditures of
$5.07 dollars per square foot for all the above utilities combined. This achievement will place us well
above our target benchmark of an Energy Star Score of 75. While this score will likely quality us
for LEEDS certification, the hospital will probably not apply for it because of the high cost of
obtaining the certification.

23.) Please comment on the affordability of the proposal, specifically addressing the relative ability of
the people of the state to pay for or incur the cost of the proposal, at the time, place and under the
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circumstances proposed. Additionally, please include in your discussion the consideration of the state’s
economy.

This proposal will allow the reallocation of current patient service expenses to the more appropriate
point of service, which speaks to the all-important moral obligation of the State, to allow for
adequate and appropriate care to be provided to its citizens. We believe this obligation must always
be primary when the State evaluates new healthcare service proposals. The reimbursement for this
service will be largely funded by Federal rather than State monies. 68% of the served population
will be Medicare patients (100% Federal) and 8% will be Medicaid patients (50% Federal) another
11% will be out-of-state private insurance. Over 82% of the operating costs of this unit will be
borne by non-Rhode Island payers. Accordingly, this proposal should not impact the state’s budget
in a negative manner and it is affordable.

At least in the South County marketplace, the hospital anticipates substantially reduced costs
associated with these patients being held in Emergency Departments (or even worse placed in an
acute care bed) because there is no place that can take the Geri-psych patients (all other units
operate at 90% average occupancy).

Accordingly, notwithstanding the current condition of the state’s troubled economy, including
increased unemployment rates, this proposal, primarily funded by federal monies, should result in
reduced costs for the targeted patient population thereby minimizing any adverse impact on Rhode
Island’s economy.
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QUALITY, CONTINUITY OF CARE, AND RELATIONSHIP TO THE HEALTH CARE SYSTEM

24.) A) If the applicant is an existing facility:

Please identify and describe any outstanding cited health care facility licensure or certification
deficiencies, citations or accreditation problems as may have been cited by appropriate authority. Please
describe when and in what manner this licensure deficiency, citation or accreditation problem will be
corrected.

None

B) If the applicant is a proposed new health care facility:

Please describe the quality assurance programs and/or activities which will relate to this proposal
including both inter and intra-facility programs and/or activities and patient health outcomes analysis
whether mandated by state or federal government or voluntarily assumed. In the absence of such
programs and/or activities, please provide a full explanation of the reasons for such absence.

N/A

C) If this proposal involves construction or renovation:

Please describe your facility’s plan for any temporary move of a facility or service necessitated by the
proposed construction or renovation. Please describe your plans for ensuring, to the extent possible,
continuation of services while the construction and renovation take place. Please include in this
description your facility’s plan for ensuring that patients will be protected from the noise, dust, etc. of
construction.

There will be no temporary move of a facility or service necessitated by the proposed construction
or renovation.

25.) Please discuss the impact of the proposal on the community to be served and the people of the
neighborhoods close to the health care facility who are impacted by the proposal.

The neighborhood and the community to be served will be impacted in at least three ways by this
new service:

1. Service availability- Despite the demonstrated need for the service in our community, there

are currently no beds locally available to meet this need. While some ambulatory counseling

services are available in the community, there are none that provide the scope and intensity

of these services rendered in an acute care hospital setting. The first impact is that this

service will now be available to the community without the need for extensive travel or

crossing State lines.
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2. The second impact will be economic, the new service will create an estimated 17.3 new health

care jobs in the community. These are well paying jobs which will provide a small, but real

economic boost to the South County Community

3. The neighborhoods close to the facility will see little direct impact from the new addition to

the hospital for a number of reasons:

-The addition to be constructed is relatively small (12,000 sq ft), less complicated than

an acute hospital unit, and it will be constructed solely within the current footprint

of the Hospital Campus.

-The unit will be dedicated to the treatment of Geriatric patients and will be located

mid-campus. Adequate parking will be provided. No additional noise or parking

intrusion will be experienced by the neighborhood.

-All parking spaces removed by this construction will be replaced on the campus.

-Additional water and sewage needs will be met through the construction

requirements.

26.) Please discuss the impact of the proposal on service linkages with other health care
facilities/providers and on achieving continuity of patient care.

The opening of Geri-psychiatric beds will provide much needed care and help to the nursing homes
and day care services in the area. Working with the local nursing homes, patients identified with
various psychiatric needs will be able to locally obtain care that currently is unavailable. This
proposal will permit a focused treatment and intervention for elderly patients experiencing
psychiatric symptoms of a primary diagnosis or resultant from organically based problems.
Currently, these patients admitted for medical issues from nursing homes are intermingled in the
medical units and do not obtain the focused intensive services that will be delivered on a specialized
unit. On an outpatient basis, the Adult Day Center of Westerly provides services to allow elderly
patients to stay in a home setting, yet the organization is limited since there are no outpatient
services specific to meet the needs of this geriatric population. The distance to the existing
programs from the greater Westerly community creates a substantial impediment for very elderly
patients and their families whom need to access such services. Psychiatric intake assessments of the
elderly require an initial assessment in all, but the most critical circumstances where a patient is
deemed to be an imminent threat to self or others. This initial assessment, done on an outpatient
basis, may involve multiple evaluations over several days, again, making physical distance a
primary variable in the ability to access care. TWH will also continue and possibly expand its
relationship with South Shore Mental Health Center to meet the needs of this population as well as
others. South Shore currently provides psychiatric evaluations and, if necessary, certifications on
patients as requested. Certification is necessary to obtain a psychiatric bed if needed. South Shore
will play an increased role and provide service linkage in professional services for the organized
outpatient program and the inpatient geriatric psychiatric program.
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27.) Please address the following:

A. How the applicant will ensure full and open communication with their patients' primary care
providers for the purposes of coordination of care;

As a small community health care organization, The Westerly Hospital has various existing
vehicles of communication that are already in place that ensure efficient communication
with the primary and specialty care physicians. The most recent initiative underway is the
implementation of a new fully integrated EMR system through McKesson Paragon that
allows physician offices to access not only diagnostic results, but review of documentation of
inpatient and outpatient hospital delivered services. It is the intent that the Geriatric
psychiatric program will be added to the Mckesson Platform as an additional clinical
population and care site and, therefore, become part of the overall patient EMR, available to
the primary and specialty care physicians. Physicians that may not be part of TWH system
will be able (with the proper consents) to receive electronic versions of any requested clinical
information.

B. Discuss the extent to which preventive services delivered in a primary care setting could prevent
overuse of the proposed facility, medical equipment, or service and identify all such preventative
services;

There are no (direct) preventive services delivered in a primary care setting that could
prevent overuse of the Geriatric Psychiatric service. However, referral by the primary care
physician for outpatient psychiatric evaluation and active engagement with behavioral and
pharmaceutical treatment regimes could stabilize a patient in the community and/or define
the need for an inpatient hospitalization (and stabilization of a critical psychiatric event).

C. Describe how the applicant will make investments, parallel to the proposal, to expand supportive
primary care in the applicant’s service area.

There is no specific investments planned in parallel with this proposal.

D. Describe how the applicant will use capitalization, collaboration and partnerships with community
health centers and private primary care practices to reduce inappropriate Emergency Room use.

The continued growth strategy for primary care practices using the vehicle of TWH affiliate
Atlantic Medical Group (“AMG”) will continue to place primary care physicians throughout
our primary catchment area. As practices are developed and capacity to deliver primary and
preventive services increase in the community setting, the inappropriate use of the
Emergency Department should be reduced.

Atlantic Medical Group, Inc., a Rhode Island non-profit corporation (“AMG”), has the same
parent company as the hospital. The purpose of AMG initially was to assist in the
recruitment of physicians who wanted to be employed versus opening an individual practice.
The future purpose is to prepare for health care reform. The physician alignment created
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through this company will provide opportunities to improve the continuity of care, roll out
bundled payments and institute well care models as they become a reality.

E. Identify unmet primary care needs in your service area, including “health professionals shortages”,
if any (information available at Office of Primary Care and Rural Health at
http://www.health.ri.gov/disease/primarycare/hpsa-professionals.php).

This proposal will enhance the continuity of geriatric patient care in the patient’s
appropriate community hospital setting in concert with the patient’s primary care physician.
In April 2012, TWH commissioned a study to determine the need for physicians in the
general Westerly marketplace. A copy of that study is attached at Tab 8. (There is no final
version of the study.) The study focused heavily on the need for primary care physicians in
the market and as noted in Table #2, contained within the report. The market is short some
11.5 primary care physicians (I/M, FP, Peds and OB/GYN), as well as 2.4 specialists. Table
#3 looks at this shortfall by community. Table #4 indicates that a number of the current
local physicians (7) are over 65 years of age.

28.) Please discuss the relationship of the services proposed to be provided to the existing health care
system of the state.

The services proposed herein will enhance the services now provided by the State’s healthcare
system in a number of ways: Rhode Island’s mental health system can be generally characterized as
being comprised of a public community mental health center system and private sector providers
including hospitals and individual practitioners.

Community Mental Health System. The CMHC system is primarily focused on providing services
to individuals with disabilities:

 Persons with serious and persistent mental illness (“SPMI”), emotional difficulty and
psychological disorders;

 Those individuals with developmental disabilities which are attributable to a cognitive or
physical impairment; and

 Persons with a problem of substance abuse that is chronic, progressive and relapsing and
results in physical and psychological dependence on chemical substances.22

While the compact size of Rhode Island and the regional structure of the community mental health
center (“CMHC”) network would tend to mitigate distance as an access issue for the general adult
population, the same is not necessarily true for the geriatric population.

While Rhode Island’s CMHC network is generally comprehensive in nature, services provided to
the geriatric population appear to be somewhat limited, particularly in the South County Region.
Services have been historically focused on the needs of children, adolescents and adult populations.
This is evidenced by the fact that 10.2% of the total patients treated by Rhode Island CMHC’s in

22 Combined Substance Abuse and Mental Health Plan 2012-2013, DBHDDH, September 1, 2011, page 24.

http://www.health.ri.gov/disease/primarycare/hpsa-professionals.php
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2009 were geriatric. In comparison, the 2010 U.S. census reported that 14.5% of Rhode Island’s
population were persons 65 years or older. For the South Shore Mental Health Center which is the
CMHC serving the south county region, only 7.7% of the patients were persons 65 years or older.23

There are a variety of factors impacting utilization of behavioral health by geriatric populations.
These factors include:

 Distance to services. Studies have indicated that the proximity of mental health
services to a geriatric’s source of primary care impacted access and utilization.
CMHC’s do not routinely provide the range of primary medical services needed to
treat the co-morbid geriatric patient population. As a result, the geriatric patient
would have to seek behavioral health and medical services in separate locations. The
greater the distance the higher the rate of disengagement.24

 The targeting of mental health services to specialized groups that exclude the elderly.
As indicated by their Mission; the CMHC system is focused on addressing the needs
of the SPMI population which generally excludes the elderly. The geriatric
population has historically attached a “stigma” to programs treating the chronic
mentally ill population. Studies have indicated that the geriatric population will not
readily utilize programs treating SPMI populations.25

In summary, the existing CMHC system, while providing high levels of quality treatment to its
target population is not focused on addressing the needs of the geriatric population.

Private Sector Hospitals and Practitioners. The proposed hospital-based inpatient and outpatient
behavioral health program will provide a needed continuum of geriatric (and adult) psychiatric
services to a service area where the closest inpatient programs are located at Kent Hospital in
Warwick and Newport Hospital in Newport which are located approximately twenty-five (25) miles
from Westerly. The existing behavioral health services associated with Kent Hospital include a 20-
bed general adult inpatient psychiatric unit and a 20-bed inpatient unit at Butler Hospital in
Providence. In the aggregate, these inpatient units experienced an FY 2009 ADC of 35.2 patients
(88.1% occupancy) including a geriatric ADC of 0.9 patients. Newport Hospital’s behavioral health
services include a fifteen (15) bed general adult inpatient unit. In FY 2009, these beds experience an
overall reported ADC of 10.9 patients (72.4% occupancy) including a geriatric ADC of 1.2 patients.

In conclusion, the proposed services will prove access for an important patient population, i.e., the
geriatric population in need of psychiatric services and will coordinate care with South Shore
Center.

23 Zimmerman, Tables 10A and 11A, page 26.
24 Bartels, S.J., MD, Coakley, E.H., MPH, et. al., Improving Access to Geriatric Mental Health Services: A randomized Trial
Comparing Treatment Engagement with Integrated Versus Enhanced Referral Care for Depression, Anxiety and At-Risk
Alcohol Use, American Journal of Psychiatry, 2004; 161:1455-1462.
25 Department of Health and Human Services, Administration on Aging, Older Adults and Mental Health: Issues and
Opportunities, January 2001.



44

Select and complete the Appendixes applicable to this application:

610999.2

Appendix Check off: Required for:

A √ Accelerated review applications 

B √ Applications involving provision of services to inpatients 

C Nursing Home applications

D √ All applications 

E
Applications with healthcare equipment costs in excess of $1,000,000
and any tertiary/specialty care equipment

F √ Applications with debt or lease financing 

G √ All applications 
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Appendix A
Request for Expeditious Review

1.) Name of applicant: The Westerly Hospital

2.) Indicate why an expeditious review of this application is being requested by marking at least one
of the following with an ‘X’.

_____a. for emergency needs documented in writing by the state fire marshal or other lawful
authority with similar jurisdiction over the relevant subject matter;

_____b. for the purpose of eliminating or preventing fire and/or safety hazards certified by the
state fire marshal or other lawful authority with similar jurisdiction of the relevant subject
matter as adversely affecting the lives and health of patients or staff;

_____c. for compliance with accreditation standards failure to comply with which will jeopardize
receipt of federal or state reimbursement;

X d. for such an immediate and documented public health urgency as may be determined to
exist by the Director of Health with the advice of the Health Services Council.

3.) For each response with an ‘X’ beside it in Question 2 above, furnish documentation as indicated:

2.a: a written communication from the State Fire Marshal or other lawful authority with similar
jurisdiction over the relevant subject matter setting forth the particular emergency needs cited
and the measures required to meet the emergency;

2.b: documentation from the State Fire Marshal or other lawful authority with similar jurisdiction
of the relevant subject matter certifying that particular fire and/or safety hazards currently
exist which adversely affect the life and health of patients or staff and outlining the measures
which must be taken in order to alleviate these hazards;

2.c: a written communication from the accrediting agency naming specific deficiencies and
required remedies for situations failure of compliance with which will jeopardize receipt of
federal or state reimbursement;

2.d: a complete description and documentation of the immediate and documented public health
urgency, which, in the applicant’s opinion, necessitates an expeditious review.

TWH is currently in state mastership proceedings pursuant to an order of the Superior
Court (J. Stern) entered on December 12, 2011. The Special Master has filed a Petition
for Instructions regarding the presentation and acceptance of a stalking horse offer
scheduled for hearing on June 13, 2012 at 2:00 p.m. (the “Petition”). The Petition seeks
approval, among other things, for authority to accept an offer made by LMW
Healthcare, Inc. and LMW Physicians, Inc., whose obligations thereunder are
guaranteed by Lawrence & Memorial Corporation (collectively, “L&M”), subject to
higher and better offers as set forth in the form of an Asset Purchase Agreement
attached to the Petition. In addition, the Special Master is proposing that after a stand-
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still period, up to and until July 30, 2012, within which L&M may resolve non-
regulatory contingencies, the Special Master can thereafter negotiate with competitive
bidders. Finally, the timetable by which the Court would consider highest and best bids
at a sale hearing is targeted for August 13, 2012.

Accordingly, the timetable proposed by the Special Master contemplates a decision by
the Court in August, 2012 to determine the highest and best offer for TWH and related
entities. The proposed geri-psych unit is an integral part of the hospital, will address the
unmet needs of its patient population and will serve to enhance the value of the hospital
when reviewed by potential bidders. Accordingly, it is essential, in order to ensure the
continued viability of TWH, a needed community hospital, that the Certificate of Need
Application be reviewed and decided on an expedited basis.
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Appendix B

Provision of Health Services to Inpatients

1. Are there similar programmatic alternatives to the provision of institutional health services as
proposed herein which are superior in terms of:

a. Cost ___ Yes X No
b. Efficiency ___ Yes X No
c. Appropriateness ___ Yes X No

2. For each No response in Question 1, discuss your finding that there are no programmatic
alternatives superior to this proposal separately for each such finding.

TWH’s findings as set forth above reflect the hospital’s opinion including the lack of any
comparable program in its service area and the high utilization of inpatient psychiatric units
outside its service area consistent with the findings of Diamond Healthcare Corporation.

Cost: No superior cost alternatives – the hospital has no comparative data available to allow
it to demonstrate this factor.

Efficiency: The hospital can find no comparative data to use in making such an analysis.
However, the proposed new unit will be a state- of- the- art facility designed for maximum
efficiency for treating both in and outpatient geriatric patients. There is no comparable
facility in the state.

Appropriateness: This facility will be specifically designed and tailored to meet the needs of
the geriatric psychiatric patient. All of the services and the clinical environment
recommended to treat this specific type of patient will be available and in place. We believe
this unit will be the “most appropriate” one in the State to treat the Geriatric Psych Patient.
The hospital has no specific supporting documentation.

3. For each Yes response in Question 1, identify the superior programmatic alternative to this
proposal, and explain why that superior alternative was rejected in favor of this proposal separately
for each such finding.

4. In the absence of proposed institutional health services proposed herein, will patients encounter
serious problems in obtaining care of the type proposed in terms of:

a. Availability X Yes ___ No
b. Accessibility X Yes ___ No
c. Cost X Yes ___ No
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5. For each Yes response in Question 4, please justify and provide supporting evidence separately for
availability, accessibility and cost.

TWH’s findings as set forth above reflect the hospital’s opinion including the lack of any
comparable program in its service area, and the high utilization of inpatient psychiatric units
outside its service area consistent with the findings of Diamond Healthcare Corporation.

Availability: Based upon The Westerly Hospitals ED experience, the Geriatric Psych patient
often has difficulty being placed in an available Psychiatric bed: (i) occupancy levels run
very high in these units (90%) and often there are no beds available - often for days, (ii) even
the closest available units are a considerable distance away (25-30 miles) – this is important
for a population that has difficulty with extended travel; and (iii) none of the closest units are
operated specifically for the geriatric patient, often the patient is housed in a unit that is
mostly the general psych population – these are very different patients from the geriatric
population.

Accessibility: The distance that the average Westerly service area geriatric resident must
travel to receive inpatient or hospital-based outpatient services is a considerable barrier to
these patients. Many don’t drive and their support system is limited in terms of getting back
and forth from the facility. Others can drive but are often limited to shorter distances and
“daylight only” driving due to vision problems. The local area has excellent facilities for
transporting the elderly but these services tend to be limited to routes that serve only the
local markets.

Cost: The hospital has no data from other hospitals in order to make this comparison.
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Appendix D

All applications must be accompanied by responses to the questions posed herein.

1. Provide a description and schematic drawing of the contemplated construction or renovation or new
use of an existing structure and complete the Change in Space Form.

Please find attached Tab D1 which is a schematic drawing of the floor plan. The building will be a
single story structure attached to the main hospital which provides for ancillary services to be
available, as well as for patient transport. The structure will include reception, inpatient rooms both
semi-private as well as private, clinical support space, as well as administrative support. Outpatient
counseling space separate from the inpatient treatment areas are also included in the design. A
secure courtyard is included in the interior of the building which allows for patient interaction and
a healthy treatment environment.

Finally, the proposed building is a 12,000 square foot single-story structure housing
inpatient/outpatient services for the Geriatric Behavioral Health Unit. The design intent of the
exterior and the interior of the building is to create an aesthetically pleasing atmosphere for patients
to encourage their healing process. The building infrastructure, such as chilled water, steam, main
power and emergency power, will be provided from the main hospital systems.

2. Please provide a letter stating that a preliminary review by a licensed architect indicates that the
proposal is in full compliance with the current edition of the "Guidelines for Design and Construction of
Hospital and Health Care Facilities" and identify the sections of the guidelines used for review. Please
include the name of the consulting architect, and their RI Registration (license) number and RI
Certification of Authorization number. See Tab D2.

3. Provide assurance and/or evidence of compliance with all applicable federal, state and municipal
fire, safety, use, occupancy, or other health facility licensure requirements.

The Applicant will comply with all applicable federal, state and municipal fire, safety, use,
occupancy, or other health facility licensure requirements.

4. Does the construction, renovation or use of space described herein corrects any fire and life safety,
Joint Commission on Accreditation of Healthcare Organizations (JCAHO), U.S. Department of Health
and Human Services (DHHS) or other code compliance problems: Yes____ No X

o If Yes, include specific reference to the code(s). For each code deficiency, provide a complete
description of the deficiency and the corrective action being proposed, including considerations of
alternatives such as seeking waivers, variances or equivalencies.

5. Describe all the alternatives to construction or renovation which were considered in planning this
proposal and explain why these alternatives were rejected.

TWH reviewed existing hospital space; however, there is inadequate space available to meet the
needs of this program. In addition, renovation costs for the existing space is cost-prohibitive. TWH
also reviewed a stand-alone facility, whose prohibitive costs and lack of efficiencies made it an
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unreasonable alternative. As noted in response to Question 7G, three basis alternative proposals
evaluated included:

1. Renovate space within the main hospital: This proved impossible for two reasons; 1.) There was

no contiguous space large enough to meet the needs of the unit within the main hospital building

and; 2.) If there were space, early estimates of both the costs (and the unforeseeable costs) of

renovating within the main building were know to be prohibitive (from looking at other

projects). Finally, there are currently no unoccupied nursing units at TWH.

2. Using available land, build a separate stand-alone facility to house the program. This would

essentially be a separate small hospital sharing the Campus. Again, initial cost estimates for this

type of approach were prohibitive.

3. Create an attached or nearby related building that would contain only the clinical space needed

for the Program. This building would not have the infrastructure of a stand-alone hospital

(dietary, laundry, support services, etc) and would serve as a clinical extension of the main

hospital. The initial plan was to attach this unit to the building, but topographical considerations

make it less expensive to connect the building to the current hospital via a short, covered

walkway.

Alternative 3 was ultimately selected as providing the most benefit for the least cost.
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6. Attach evidence of site control, a fee simple, or such other estate or interest in the site including
necessary easements and rights of way sufficient to assure use and possession for the purpose of the
construction of the project.

See Tab D6.

7. If zoning approval is required, attach evidence of application for zoning approval. N/A

8. If this proposal involves new construction or expansion of patient occupancy, attach evidence from
the appropriate state and/or municipal authority of an approved plan for water supply and sewage disposal.

See Tab D8.

9. Provide an estimated date of contract award for this construction project, assuming approval within a
120-day cycle.

Within 30 days of contract award.

10. Assuming this proposal is approved, provide an estimated date (month/year) that the service will be
actually offered or a change in service will be implemented. If this service will be phased in, describe
what will be done in each phase.

October, 2013
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Change in Space Form Instructions

The purpose of this form is to identify the major effects of your proposal on the amount, configuration and
use of space in your facility.

Column 1
Column 1 is used to identifying discrete units of space within your facility, which will be affected by this
proposal. Enter in Column 1 each discrete service (or type of bed) or department, which as a result of this
proposal is:

a.) to utilize newly constructed space
b.) to utilize renovated or modernized space
c.) to vacate space scheduled for demolition

In each of the Columns 3, 4, and 5, you are requested to disaggregate the construction, renovation and
demolition components of this proposal by service or department. In each instance, it is essential that the
total amount of space involved in new construction, renovation or demolition be totally allocated to these
discrete services or departments listed in Column 1.

Column 2
For each service or department listed in Column 1, enter in this column the total amount of space assigned
to that service or department at all locations in your facility whether or not the locations are involved in
this proposal.

Column 3
For each service or department, please fill in the amount of space which that service or department is to
occupy in proposed new construction. The figures in Column 3 should sum to the total amount of space
of new construction in this proposal.

Column 4
For each service or department, please fill in the amount of space, which that service or department is to
occupy in space to be modernized or renovated. The figures in column 4 should sum to the total amount
of space of renovation and modernization in this proposal.

Column 5
For each service or department fill in the amount of currently occupied space which is proposed to be
demolished. The figures in Column 5 should sum to the total amount of space of demolition specified in
this proposal.

Column 6
For each service or department entered in Column 1, enter in this column the total amount of space which
will, upon completion of this project, be assigned to that service or department at all locations in your
facility whether or not the locations are involved in this proposal.

Column 7
Subtract from the amount of space shown in Column 6 the amount shown in Column 2. Show an increase
or decrease in the amount of space.
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Change in Space Form

Please identify and provide a definition for the method used for measuring the space (i.e. gross square
footage, net square footage, etc.):

1. Service or
Department

Name

2. Current
Space

Amount

3. New
Construction

Space
Amount

4.
Renovation

Space
Amount

5. Amount of
Space Currently
Occupied to be

Demolished

6. Proposed
Space

Amount

7. Change
[(6)-(2)]

Geri-Psych
Inpatient Suite

0 12,000 0 0 12,000 12,000

TOTAL: 0 12,000 0 0 12,000 12,000
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Appendix F

Financing

Applicants contemplating the incurrence of a financial obligation for full or partial funding of a certificate
of need proposal must complete and submit this appendix.

1. Describe the proposed debt by completing the following:
a.) type of debt contemplated: Tax Exempt Bond Issue
b.) term (months or years): 20 years
c.) principal amount borrowed $4,092,800
d.) probable interest rate 6%
e.) points, discounts, origination fees 2.5%
f.) likely security Hospital Plant
g.) disposition of property ( if a lease is revoked) N/A
h.) prepayment penalties or call features 5 years
i.) front-end costs (e.g. underwriting spread, feasibility study, legal and printing expense, points etc.)

$30,000
j.) debt service reserve fund $450,208 (1 year)

2. Compare this method of financing with at least two alternative methods including tax-exempt bond or
notes. The comparison should be framed in terms of availability, interest rate, term, equity
participation, front-end costs, security, prepayment provision and other relevant considerations.

While TWH believes that the lowest cost method of financing this project would be the issuance of T/E
Revenue bonds, the hospital is exploring two additional financing vehicles:

1. Bank Loan: Using the unencumbered plant as security TWH would seek proposals from at least 2

local banks to provide mortgage financing for the project (15-20 year). Would like an extended

amortization schedule. The Geri-Psych unit itself will be able to service the debt shortly after

start-up. We have begun to solicit interest from local banks on this matter

2. Developer –Lease Financing: A healthcare real estate development firm would construct the

building for the Hospital and lease it on a long-term basis to the Hospital. The term of the Lease

would likely be co-terminus with the loan terms of the developer’s underlying borrowing terms.

The Hospital is actively soliciting interest from potential developers.

While TWH is still in mastership, it recognizes that many financial institutions may shy away from
soliciting our business. However, the project itself is highly attractive as an investment and the hospital is
well into its turnaround and where it will once again be seen as a “bankable” entity. Due to TWH’s status
in mastership, it cannot presently obtain another method of financing; however, any interest rate would
most likely be in the 11% range in a turn-key operation in which the hospital leases the building back.
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3. If this proposal involves refinancing of existing debt, please indicate the original principal, the current
balance, the interest rate, the years remaining on the debt and a justification for the refinancing
contemplated. N/A

4. Present evidence justifying the refinancing in Question 3. Such evidence should show quantitatively
that the net present cost of refinancing is less than that of the existing debt, or it should show that this
project cannot be financed without refinancing existing debt. N/A

5. If lease financing for this proposal is contemplated, please compare the advantages and disadvantages
of a lease versus the option of purchase. Please make the comparison using the following criteria:
term of lease, annual lease payments, salvage value of equipment at lease termination, purchase
options, value of insurance and purchase options contained in the lease, discounted cash flows under
both lease and purchase arrangements, and the discount rate. N/A
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6. Present a debt service schedule for the chosen method of financing, which clearly indicates the total
amount borrowed and the total amount repaid per year. Of the amount repaid per year, the total
dollars applied to principal and total dollars applied to interest must be shown.

Principal Dollars Borrowed $4,908,290 (includes Financing Costs)
Total Interest Paid 2,944,974 (20 year amort)
Total Debt Service 7,853,264

Annual Level D/S Payment $ 392,663

Monthly D/S Payment $ 32,722

Debt Service

Face Amount of Bonds: $4,908,920

Average Coupon Rate: 6%

Annual Payments Year

Begin 2013 1 392,663

2 392,663

3 392,663

4 392,663

5 392,663

6 392,663

7 392,663

8 392,663

9 392,663

10 392,663

11 392,663

12 392,663

13 392,663

14 392,663

15 392,663

16 392,663

17 392,663

18 392,663

19 392,663

End
2033

20 392,663

Total Payments 7,853,260



57

7. Please include herewith an annual analysis of your facility’s cash flow for the period between approval
of the application and the third year after full implementation of the project.

See Tab F7.
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Appendix G

Ownership Information
All applications must be accompanied by responses to the questions posed herein.

1. List all officers, members of the board of directors, trustees, stockholders, partners and other
individuals who have an equity or otherwise controlling interest in the applicant. For each
individual, provide their home and business address, principal occupation, position with respect to
the applicant, and amount, if any, of the percentage of stock, share of partnership, or other equity
interest that they hold.

W. Mark Russo, Esq., Ferrucci Russo P.C., 55 Pine Street, 4th Floor, Providence, RI 02903,
is the duly appointed Special Master for The Westerly Hospital and its sole shareholder,
Westerly Hospital Healthcare, Inc., pursuant to an order of the Rhode Island Superior Court
(J. Stern).

2. For each individual listed in response to Question 1 above, list all (if any) other health care
facilities or entities within or outside Rhode Island in which he or she is an officer, director,
trustee, shareholder, partner, or in which he or she owns any equity or otherwise controlling
interest. For each individual, please identify: A) the relationship to the facility and amount of
interest held, B) the type of facility license held (e.g. nursing facility, etc.), C) the address of the
facility, D) the state license #, E) Medicare provider #, and F) any professional accreditation (e.g.
JACHO, CHAP, etc.).

None.

3. If any individual listed in response to Question 1 above, has any business relationship with the
applicant, including but not limited to: supply company, mortgage company, or other lending
institution, insurance or professional services, please identify each such individual and the nature
of each relationship.

None.

4. Have any individuals listed in response to Question 1 above been convicted of any state or federal
criminal violation within the past 20 years? Yes___ No X .

 If response is ‘Yes’, please identify each person involved, the date and nature of each offense
and the legal outcome of each incident.

5. Please provide organization chart for the applicant, identifying all "parent" entities with direct or
indirect ownership in or control of the applicant, all "sister" legal entities also owned or controlled
by the parent(s), and all subsidiary entities owned by the applicant. Please provide a brief
narrative clearly explaining the relationship of these entities, the percent ownership the principals
have in each (if applicable), and the role of each and every legal entity that will have control over
the applicant. See Tab G5.
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6. Please list all licensed healthcare facilities (in Rhode Island or elsewhere) owned, operated or
controlled by any of the entities identified in response to Question 5 above (applicant and/or its
principals). For each facility, please identify: A) the entity, applicant or principal involved, B) the
type of facility license held (e.g. nursing facility, etc.), C) the address of the facility, D) the state
license #, E) Medicare provider #, and F) any professional accreditation (e.g. JACHO, CHAP,
etc.).

The Westerly Hospital, License No. 112, Medicare Provider No. 410013, DNV accredited

Westerly Clinical Support Services, License No. PLS00455

7. Have any of the facilities identified in Question 5 or 6 above had: A) federal conditions of
participation out of compliance, B) decertification actions, or C) any actions towards revocation of
any state license? Yes ___ No X

 If response is ‘Yes’, please identify the facility involved, the nature of each incident, and
the resolution of each incident.

8. Have any of the facilities owned, operated or managed by the applicant and/or any of the entities
identified in Question 5 or 6 above during the last 5-years had bankruptcies and/or were placed in
receiverships? Yes X No___

 If response is ‘Yes’, please identify the facility and its current status.

See response to Question 1 above.

9. For applications involving establishment of a new entity or involving out of state entities, please
provide the following documents:

 Certificate and Articles of Incorporation and By-Laws (for corporations)
 Certificate of Partnership and Partnership Agreement (for partnerships)
 Certificate of Organization and Operating Agreement (for limited liability corporations)

N/A
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WASHINGTON, SC
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Special Master''s Petition for Instructions Regading a Certificate of Need Application to

Establish a Gedaftic Psychiatry Unit at the Westerly Hospital

Upon considoratíon of the Petition, representations by the Special Master, and

presentation by the State of'Rhode Island Department of Attorney General, it is hereby:

ORDERED, ADJUDGED AND DECREED

1 , The Special Master's Petition for Instructions legarding a Certificate of Need

Application to Establish a Geriatric Psychiatry Unit at the Westerly Hospital is hereby

glanted;

2, Thc Court holds that the Special Master was con'ect in seeking authodty to pursue the

expansion of'services at the Hospital in light of the Mastership proceedings.

Notwithstanding, the Court's granting of the instant Petition does not in any way

impact the jurisdiction and authority of the applicable rcgulatory bodies in reviewing

and acting upon the application fol a Certificate of Need; and



3 The Special Master, as lepresented in his plesentation, shall r'etutn to the Court for

fuither authority prior to the implementation of the Geriatric Psvchiatly Unit in the

event that the Certificate of Need is glanted by the appropriate regulatory authorities

ENTERED as an Order of this Court tnis44ay of'1v1y,201,2,

ENTER

Clerk Associate lustice
Dated: û.çtl.l2 Dated: 4 an t2

Submitted by:

W Maft Russo (#3937) Permanent Special Master
for Westeily Hospital Health Care, Inc ,

The Westerly Hospital, Atlantic Medical Group, Inc,,
Ocean Myst MSO , LLC, Women's Health of Westerly,
LLC, and North Stonington Health Center',Inc,
and not in his individual capacity
Ferrucci Russo P.C
55 Pine Street, 4th Fl
Providence, RI 02903
Telephone: (401 ) 455-1 000
Facsimile: (401) 455 -777 8

Dated: lvly *,2072
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THE WESTERLY HOSPITAL AND SUBSIDIARY
(A Controlled Aff,rliate of Westerly Hospital Health Care, Inc')

COMBINED FINANCIAI STA-IEMENTS

SEPTEMBER 30, 2010 AND 2009
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Independent Audito rs' Report

The Board of Trustees
The Westerly Hospital and Subsidiary

We have audited the accompanying combi¡ed baiance sheets of The Westerly Hospitai and

Subsidiary (the Hospital) (a controlled affiliate of Westerly Hospital l{ealth Care, Inc.) as of
September 30, 2010 and 2009, and the related combined statements of operations and changes in net

assets ancl cash flows for the years then ended. These combined financial statements are the
responsibility of the Hospital's management. Our responsibility is to express an opinion on these

combined hnancial statements based on our audits.

We conclucted our audits in accordaxce with auditing standa¡ds generally accepted in the United
States of America. Those standards require that we plan and perform the audit to obtain reasonable

assurance about whether the furancial statements are free of material misstatement. An audit also
includes consideration of internal control over financial reporting as a basis for designing audìt
procedules that are appropriate in the circumstances, but not for the prupose of expressing an

opinion on the effectiveness of the Hospital's internal contlol over financi.al reporting, Accordingly,
we express no snch opirúon. An audit also hcludes examining, on â test basis, evidence suppofiing
the amounts and disclosures in the ñnancial statements, assessing the accorurting prilciples used and

significant estimates made by management, as well as evaluating the overall financial statement
presentation. We believe that our audits provide a leasonable basis for our opinion,

In ou¡ opinion, the combined finalrcial statements referrcd to above present fairly, in all material
respects, the financial position of The 'Westerly Hospital and Subsidiary as of Septembe r 30,2010
and 2009, and the results of their operations ancl changes in net assets and their cash flows for the
years then ended, in conformity with accounting principles generally accepted in the United States of
America.

àr,*,rg+u qy ¿ ac

Ma¡ch 3,201)

/

An lndeÞendenl Member ol Baker Tilly lnlernational

't_



r THE WESTERI-Y HOSPITAI, AND SUBSIDIARY
(A Controìled Affiliate of'Community Healfh of Wcsterly, Inc.)

COMBINED BAIANCE SI.IEETS
SEPTEMBER 30, 2o1o AND 2009

ASSIITS

2010 2009

Current Assets
Cash and cash equivalents
Patient accounts receivable, net
lnventories
Other current assets

J'otal currenl assets

Assets Limited as to IJse
Prourises to give, net
By Board to function as endorvment
Under loan agreement, funds invested by trustee
Accurnulated earnings on pennanent endowment funds
By donors or grantors for specific purposes
By donors for permanent endowment funds
Funds held in trust

Total assets limited as to use

Other Assets
Property, plant and equipment, net
Deferred financing costs, net
Due from related party, long-tenn
Other long-tern assets

Total other assets

Total Assets

38,093,923 40,247,473

$ 81,08i,388 S 82,012,482

s 2,413,242 $

7,336,470
r,617,7 52
1,166,569

12,528,033

2,951,I66
7,459,592
7,469,7 59

876,919
r2,757,436

11,950
72,368,217

1,963,570
3,513,444

301,614
4,744,092
7,556,55I

108,554
17,296,I58
r,896,847
3,379,358

364,595
4,677,877
7,290,244

29,00'7,63330,459,432

3 6,5 01,015
209,899
969,5 gg

513,420

38,296,354
233,389

1,779,299
599,371

The accompanying notes are an integral part of the combined financial statements



LIABILITIES AND NET ASSETS

2010 2009

Current Liabilities
Lines of credit
Current ínstallments of long-term debt
Current installments of capital lease obligations
Accounts payable and accrued expenses

Deferred revenue
Accrued payroll, benefits and related taxes

Estimated third-parly p ayor settlements
Total current liabilities

Long-Term Liabilities
Long-term debt, net of current pofüon
Long-term portion of capital lease obligations
Noncurrent accrued Pension cost

Asset retirement obligation
Total liabilities

Net Assets
Unrestricted
Temporarily restricted
Permanently restricted

Total net assels

Total Liabilities and Net Assets

19,887,097 16,205,958

$ 4,566,167
984,831

2,326,753
5,739,354
1,469,601
3,927,424

872,361

s 2,433,264
925,659

1,612,283
5,749,870

1 18,545
5,087,264

879,073

r2,788,366
r,406,509

20,456,320
r,4 12.870

55,951,162

!3,168,216
2,932,268

r6,257,162
r,!89,257

50,552,y2L

9,002,5t6
3,827,067

12,300,643
25,130,226

15,644,933
3,852,507

r1,962,1.21
31,,459,56I

$ 81,08i,388 S 82,012,482

a



THE WESTERLY HOSPITAL AND SUBSIDIAR'Y

lA controllerl Affiliate of community Health of westerll, Inc.)
''^ ä"oîäiñCo SrarEMENrs oF oPERÄrIoNs AND

CIIANGES IN NET ASSBTS

FoRTHEYEARSENDBDSEPTEMBER30,2010AND2009

2010 2009

Unrestrictcd Revenue
Net patient revenue
Other revenue

Total revenues

Expenses
Salaries and benefits
Supplies and othcr expenses

Depreciation
Provision for unoollectible accounts, net

Interest
'Iotal exPenses

Loss From OPerations

Nonoperating Income
Interest and i¡vestment income
Uruestricted gifts and bequests

Total nonoPeratíng income

Excess (Defrciency) of Revenues and Gains over Expenses

$ s 81,'786,337
7,356,29'7

89,1 42,634

5r,825,334
29,384,660
4,592,213
5,962,284
r,306,25.9

93,070,750

48,398,951
28,549,604

4,450,501
1 ) ¿.a 44qI tþ trl t t'

7,377,482
90,025,98'l

801,312) (883 .3s3)(

448,702
819 06

466,296

3

(Continued on next Page)



THE
(A Control nc')

COMB
CIIANGES IN NET ASSBTS (CONTTNUED)

FORTHE,YEARSENDEDSEPTEMBER30,2OlO,A'ND2O()9

2010 2009

Other Changes in Unrestricted Net Assets

Net assets released from restrictions
C apital trans actions with affrli ates

Chauge in unrealized
Changes in additiona
Cumùative effect of P1e

Decrease in unrestricted net assets

Temporarily Restricted Nct Assets

Investmeut income
Net realized gains on investments
Net unrealized gains (losses) on investments

Gifts and bequests
Pledges
Net assets released frorn restrictions
Cumulative effect of change in accounting principle

Change in temporarily restricted net assets

Permanently Restricted Net Assets

Net realízed gains on investments

Net unrealized losses on investtnents

Cumulative effect of change in accounting principle

Change in permanently restricted net assets

Change in Net 'A'ssets

$ 552,981

_ (4,915,3 18)
443,946

(3,r90,322)

rc.642,411)

1,015
109,469
345,450
41,840
29,767

(552,98r)

(25,440)

642,193
(3,121,653)

3 86,9 85

(4,854,582)
53 342

$

i,018
792,048

(168,208)
95,1 53

84,452
(642,793)

J 76 129
799

(6,329,335)

3r.459,561

347,236
(8,714)

338 522

39,728.659
Net Assets - Beginning of Yea¡

Nct Assets - End of Year $ 2s, r30.226 $ 31,4 59,561

-4
The accompanying notes are an integral part of the combined financial statements



THE WESTERLY HOSPMAL AND SI]BSIDIÄRY
(A Controlled Affîìiate of Community Health of Westerly' Inc')

COMBINED STATEMENTS OF CASH FLOWS
FOR THE YEARS ENDED SEPTEMBER 30,2010 AND 2009

2010

Cash Flows frorn Operating Activities
Change in net assets

Adjuslments to reconcile change in net assets to net cash

provided by operating activities:
Depreciation
Amortization
Contributi ons restri cted lbr long-term inv estment

Provision for uncollectíble accounts

Increase in addítional minimum peusion liability
Net realized and unrealizcd (gaìns) Iosses on pennanenlly

restricted investtnents
Net unrealized gains on uru-estrjctod investnents
Investment income and unrealized gains on tempolarily
restricted net assets
(lncrease) decrease in operating assets:

Patient accounts re ceivab le
Inventories
Other assets
Promises to give
Due from related ParfY

Inorease (decrease) in operating liabilities:
Accounts payable aud accrued expenses

Deferred revenue
Accrued pension cost
Estimated third -party payor sett lements

Asset retfuement obligation
Net cash provided by operating activities

Cash Flows from Investing Äctivities
Purchase of property, plant and equipment
Sale þurchase) of investments, net
Decrease in other long-term assets, net

Net cash provided by (used in) investing activities

Cash Florvs from Financing Activities
Repayments of long-term debt
Capital lease paYments, net
Line of credit borrowings (payments), net

'Net cash provided by (used in) frnancing activities

Net Increase (Decrease) in Cash and Cash Equivalents

Cash and Cash Equivalents - Begiruring of Year

Cash and Cash Equivalents - End of Year

2009

$ (6,329,335) .$ (8,269,098)

4,592,213
23,490

(41,839)
5,962,284
3,190,322

(338,522)
(443,946)

(2,796,874)
(268,r62)

951

(5,839, i 62)
(14 1,993)
(289,650)

96,604
249,'lr0

(570,356)
1,35r,056
1,008,836

(6,706)
23,613

2,040,685

4,450,501
23,489

(264,051)
7,249,449
4,854,582

194,610
(3 86,985)

(5,334,569)
(62,755)
109,282

84,446
(35 8,047)

974,982
l,ggg

679,787
(124,890)

35,177

(4ss,934) (24,8s8)

(s37,924)

2,95I,166

5 2,413,242 S

3,833,550

(979,002)
1,611,017

143,313
7',75,328

720,3I8

2,230,848

(920,738) (86',7,3r9)
(811,289) (r,070,624)

2,133,503 (2,070,617)
401,476 (J,888,560)

ta5 1,r66

cash Paid During the Year for Interest $ 1,316,834 $ 1,381,457

The accompanying notes are an integral part of thc combined financial statements



TTIE, WESTERLY HOSPITAI AI.ID SUBSIDIARY

(AControlledAffiliateofrWesterlyHospitalHealthCare'trnc')
NOTES TO COMBINBD FIN.A.NCIÄL STATBMENTS

NOTE 1 - ORGANIZATION

Eldereval, LLC

following

NOTE2-SfIlvIMÄRYoFSIGMFICANTÄCCOUNTINGPOLICIES

Basis of Pr.esentation - The combined financial statements reflect the accounts of the Hospital and

beenprepar"¿o"tr'"accrualbasisofaccounting,inconformitywìth
rallyacceptedirrtheUnítedstatesofAmerica(GAAP)'Allsignifrcant
transactions have been eliminated ín combination'

The Hospital reports information regardirrg its financial.position and activities according to three

classes of net assets: umestricted 1-r"t ur-J"À, temporaril-y restricted net assets and permanently

restricted net assets'

unrestricted Net Ässets - unrestricted net assets represent availabre resources other than dcrnor-

restricted co'trib.tions. These 1..ro*.", may be ãxpended at the discrction of thc Board of

Trustees or may 
"af."r*lr" 

be limited by contráctual agreements with outsjdc parties' The Boa¡d

of Trustees h". d;ö;;;ã a portion of um'estricted net assets as described iI Note 21 '

Temporarily Restricted Net Assets - Temporarjrv t--*ltl"d net assets lepresenl contributions

that are restricted by the donor as to purpose or úmc of expenditure and also inclucies

accumulated investmánt inoome and gains oi dollor-r"stricted errdowment assets that have uot

been appropriated for expendlt.o". 
-i"mporarily 

restricted net assets are available f-ol the

2010 2009

$ i 1,950
9,872

53,644
231,643

3,573,444
6.514

$ 108,554
8,8 63

66,733
282,551

3,379,358
6^448

'Women' s Initiative CamPaign

Charity care

Physician education
Capîtal expenditures
evaitaUte fot upptoptiation by Board of Trustees

Other

$3, 857.507

6-



THE WESTERLY HOSPITÀL AND SUBSIDIARY
(A Controlled Affiliate of Westerly Hospital Health Care, Inc')

NOTES TO COMBINED FINANCIAL STATEMENTS

NOTE 2, SUMMARY OF SIGNIX'ICANT ACCOTINTING POLICIDS (CONtiNUCd)

permaneutly Restricted Net Assets - Permanently restricted net assets represent resources that

have donor-Lnposed restrictions that require that the principal be maintained in perpetuity but

pe¡nit the Hospital to expend the income earned thereon for general operating pulposes (except

ior the Morgan trust, which specifies that income is restricted for charity care). Such assets al'e

included in the Hospital's endor¡'ment funds.

Funds Helcl in Trust by Others - The Hospital is the sole benetìciary of the income fiom the

Louise D. Hoxsey Foundation and the Estate of Chæ1es A, Morgan trusts, which are held in

perpctuity by an independent trustee. These trusts are recorded at market value and are included in

assets limited as to us-e and permanently restrícted nef assets. The income from the Hoxsey trust is

u¡restricted, and Morgan trust income is restricted for charity care.

A¡nual distributions from The trusts ale reportecl as other revenue that increases rurrestricted net

aSSEtS,

fncome Taxes - The Hospital and the Fouudation are organizations as described in Section 501(cX3)

of the Internal Revenue Cocle ancl are generally exempt from federal income taxes on rclated income

under the Code.

The tax rehuns of the Hospital arrd the Foundation for the years ended September 30,2007 tluough

2010 arc subject to exÅnination by the Internal Revenue Service (IRS) and various state

jurisdictions.

Excess of Revenues and Gains over Expenses - The combjned statements of operations and

changes in net assets include excess (deficiency) of revenues and gaìns over expenses' Chauges in

unrestricted net assets, which are excluded from excess (deficiency) of tevenues and gains over

expenses, consistent with industry practice, ilclude u¡realized gains and losses on investments,

"upitut 
transactions with C.H.O.W. and affiliated entities, and changes in additional minimum

pension liabilifl).

Use of Estimates - The prepaiation of finaäciaì stateinetits in conforrnif with GAAP requires

Ãunuj"-"nt to make estimæes and assumptions that and

fiabilñies and disclosure of contingent assets and iiabiliti and

the reported amoults of revenues and expenses during ates

include third-party payor reserves, contractual allowances on patient revenue, accrued pension costs

and the ,"r"*ì for uncollectible accounts. Actual results could differ from those estimates.

Change in A.ccounting Principle - In 2009, the Flospital was required to change its accounting for

donor--restricted endoñnents áue to the issua¡ce of Finalcial Accounting standards Board staff
position No, l l7-1, Endowments of Not-for-Profit Organizations: Net Asset ClassiJìcatíon of Funds

Subject to an Enacted Version of ihe untfornt ement of Instítutional Funds Act, and

Enhanced Disclosures for Alt Ëndowment Fu Previously, accumulated gains and

income on donor-restricted endou¡ment assets e/ either as un¡estricted or permalently

n
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THE WESTERLY HOSPITAL ÀND SUBSIÐIARY
(A Controìled Afliliate of westerly Hospital Health care,Inc.)

NOTES TO COMBINBD FTNANCIAL STATEMEN'I'S

NOTE 2 - SUMMARY OF SIGNIFICANT ACCOUNTING POLICIES (Continued)

restricted net assets. ln accordalce with GAAP, accun1ulated gains and income on donor-restricted

endowment assets are cla ed net assets until appropiiated 
-for

expeDditure. This change no effect on total net assets The

reclassification of tlet assets tly restricted to tetnporalily restrictcd is

disclosed in Note 3 and Note 21.

Cash and Cash Equivalents - Cash and cash equivalents include investmenls in certain instru¡rents

with an original mahtity of th¡ee months or less,

designation or other ara¡gements under trust

insured iimits. In addition, cash equivalents may,

federal insurance. The Hospital's deposits ex

September 30, 2010 and 2009' However,
accounts or instruments, and management b

credit risk on cash and cash equivalents.

Inventories - Inventories, consisting principally of supplies and pharmaceuticals' a¡e stated at the

lower of cost (first-in, first-out) or market'

promises to Give - Unconditional promises to give cash and other assets to the Foundation are

''"port"d 
at faír value at the date tire promise ii received. unconditional promises to give are

reported as temporarily or permanently restricted support if they are received with donor stipulations

that limit the use of the donated assets.

fnvestments - Invest¡rents in equity securities with readilv determinable fair values and all

investments in debt securities aïe measured at fair value in the combined balance sheets' Investrnent

income or loss (including realized gains and losses on investments, interest a¡d dividends) is

included in the excess of ,Ëvenu"s anã gains over Êxpenses u¡less the income or loss is lestlicted by

donor or law. Unrealized gains and losies on investments are excluded ftom the excess (deficiency)

of revenues arrd gains over expenses unless the investments a¡e trading securities' None of the

Hospital' s i¡vestments are tlading securities'

ed to be other
is included in
perations and

lished (see Note 9).

Investment secufities are exposed to Various risks, such as ilterest rate, market a¡rd credit risks' Due

to the level of risk associated with certain investment securities, it is possible that changes in the

values of investment securities could occur in the neal term and that such changes could materially

affect the investment balances and activity reflected in the combined f,urancial statements' The

Hospítal maintains a diversit-red portfolio tf investments and is actively monitoring the financial

markets.



THE WESTERLY HOSPITAL AND SUBSIDIARY
(Ä Controlled Äffiliate of Westerly Hospital Health Care,Inc.)

NOTES TO COMBINBD F]NANCIAL S'TATEMENTS

NOTE 2 - SUMMARY OF SIGNIFICANT ACCOUNTING POLICIES (Continued)

Assets Limited as to IJ.se - Assets linited as to use primarily include assets restricted by donors,

assets held by tmstees under indentut'e agreements a¡d designated assets .set aside by the Boa¡d of
Tnrstees to function as endowment, over which the Board retains control and at its discretion may

use for other puçoses.

Property, Plant and Equipment - Properfy, plant and equiprnent acquisitions that individually
excáed $l,SO0 aîe recordèdãt cost. Depreciation is provided over the estimated useful lives of the

assets, 3-30 years, on a straight-line basis. Equipment undel capital lease obligalions is a¡nortizecl on

the straightJine method over the shorler period of the lease term or estimated useful life of the

equipment. Such arnortizaiion is included in depreciation in the cornbined financiai statements'

Maitrt"nunce and tepairs are charged to expense as incuned, and renovations that extend the otìgina1

expected life ofthe related assets are capitalized.

Gifts of lo¡g-)ived assets such as 1and, buildings or equípment are reported as un¡estricted support

and are excluded f¡om the excess of revenues and gains ovef expenses, unless explicit donor

stipulations specify how the donated assets must be used. Gifts of long-lived assets with explicit
rest¡ictions that specify how the assets are to be used and gifts of cash or othel assets that must be

used to acquire long-lived assets are repofied as restricted suþport. 'Withoul explicit donor

stipulations about how long those long-lived assets must be maintained, expirations of donor

reslrictions are reported when the donated ot acquired long-lived assets are placed in service.

Deferred Financing Costs - Defen'ed financing costs are amortized over the lives of the related

revenue bonds.

Net Patient Service Revenue - The Hospital has agreements with third-party payors that provide for

payrnents to the Hospital at amounts differenl from its established rates. Payment arrangements

irróln¿" prospectively determined rates per discharge, relmbursed costs. discounted charges and per

diem payments. Net patient service revenue is reported at the estimated net rcalizable amounts fi'om

patierits, thirdlarfy payors and others for services rendered, including estirlated retroactive

àdjustments under reimbursement agreements ü,ith third-pafty payors. Retroactive adjustments are

actrued on an estimated basis in the period the related selvices are rendered and adjusted in future

periods as final settlements are determined.

Restricted and Unr.estricted Revenue and Support - Contributions received æe recordecl as

urrrestricted, temporarily restricted or perna¡ently restricted support, depending on the cxistence

and/or nature of any donor restrictions,

Support that is restricted by the donor is reported as an increase in unrestricted net assets if the

r-striction expires in the reporting period ín which the support is recognízed. All ofher donor-

restrictecl support is reported as an inctease in temporarily or perrnanently restricted net assets,

depending on th" nature of the restriction, When a restriction expires (that is, when a stipulated time

restriction ends or purpose restriction is accomplished), temporarily restricted net assets are

reclassif,red to unresfiicted net assets and reported in the combined statements of operations and

changes in net assets as net assets released from rest¡ictions.
-9-



THE \ryES'I'ERLY HOSPITAL AND SUBSIDIARY
(A Controlled Affiliate of 'Westerly Hospital Health Care, Inc-)

NOTES TO COMBINED F'INANCIAL STATEMENTS

NOTE 2. SUMMÄRY OF SIGNIFICANT ACCOIINTING POLICIES (CONtiNUCd)

Assessments - Duling 2010 a¡d 2009, the State of Rhode lsiand assessed a licensing tèe to a-11

Rhode lsland hospitais based on eaôh hospitaì 's gross patient revenue. The licensing fee expense

included in supplies and other expçnses in the accompanying courbined statements of operations and

changes in net assets was $3,807,403 and 53,539,944 for 2010 and 2009, respectively.

Malpractice Insurance Coverage and Estimated Malpractice Costs - The Hospital maintains its

rnalpractice coverage on a claLmi-made basis and has renewed its policy for fiscal year 2011' The

pro,ri.iotr for estimàted medical malpractice claims includes e stirnates of the ultimate costs for both

reported claims and claims incurred but not reported.

Charity Care and Provision for Bad Debts - The tlospital provides care to patients who meet

certain oriteria under its charity care policy without charge or at amor¡nts iess than its established

rates. Because the Hospital does not pursue coliection of amounts deterrnined to quali$ as charity

care, such amor¡nts afe l1ot reported as revenue.

The Hospital grants credit without collateral to patients, most of whom are local residents and are

insured under third-party arrangements, Additions to the allowance for uncollectible accounts are

made by means of the provision for bad debts. Accounts written off as uncoliectible a¡e deducted

fiom the allowance and subsequent recoveries are added. The amou¡t of the provision for bad debts

is based upon management's assessment of historical and expected net collections, business and

economíc ionditions, trends in fecleral arrd state governmental healthcare coverage and other

collection indicators,

Nonoperating Gains and Losses - The Hospital records unlestricted investment income from

endowment ñlnds and board-designated assets as nonoperating gains within the combined statements

of operations and cha¡rges ilr net assets. Al1 gifts and grants a¡e considered to be available for
general use, udess specifically restricted by the donor, and ale recorded at far market value at the

date received.

Donated Services - A substantial number of unpaid volunteers have made signifrcant contributions

of their time to the Hospital's programs and supporting services. These contributed serr¡ices are not

recorded as contributions in the combined filancial statements.

State Unemploypent Compensation Method - The Hospital uses the self-insurance method for

¡nemploymeit insurance ,rtráer which the Hospital reimburses the State of Rhode Island for actual

rmemploynrent benefits paid by the State,

Ässet Retirement Obligations - The Hospital has recognized a liability related to certain of the

Hospital's pipe coverilgs ald floor tiles that contain asbestos that must be removed upon demolition

or upon extensive renovation. An asset retirement obligation of $1,412,870 and $1,389,257 hasbeen

inctuded on the accompanying combined balance sheets as of September 30, 2070 and 2009,

respectively. Accretion expense of $23,613 was recognízed by the Hospital during 2010, The

Hospital expects to, and has the ability to, continue to maintain and operate its remaining buildings

without undertaking any activities that would require removal of the asbestos,

-10-



THE WESTERLY HOSPITAL AND SUBSIDIARY
(A Controlled Affîliate of Wcsterly Hospital Health Care, Inc.)

NOTES TO COMBINED FINANCIAL STATEMBNTS

NOTE 2 - SUMNIARY OF SIGNIFICANT ACCOUNTING POLICIES (Continued)

Subsequent Events - In preparing these combined financial statements, maragement has evaluated

subseqient events through-March 3,2011, which represents the date the combined hnancial

stater¡ents were available to be issued,

NOTE 3 - RESTATEMENT OF ENDOWMENT NET ASSETS

In 2009, the Rhode Island Prudent Management of Institutional Funds Act ßIPMIFA) became

effective and applies to the Hospital.

Accordingly, the Hospital adopted the principles of FAS 117-1 effective as of the beginning of the

fiscal year ãnded Sepiember 30,2009. This resulted in the reclassification of accumulated unspent

investrnent retr.rns oi $1,953,342 from unrestricted net assets to temporarily restricted net assets, as

more fully described in Note 21. The adoption of RIPMIFA also resulted in a reclassification of

$1,811,787 from permanently lestricted net assets to temporarily restricted net assets- The amoult

of this reclassificatior, t.ptm"nted the amount by which the permanentþ restricted frrnds were

increased in order to maintain the purchasing power of the fund, as previously required by the

Uniform Management of Instifutional Funds Act'

These reclassifications are shown as a cumulative eff'ect of change in accounting prínciple in the

accompanying combined financial statements.

NOTE4-CIIARITYCARE

The Hospital maintains records to identif, and monitor the level of charity care it provides' These

records include the amount of charges foregone for .services and supplies furnished under its charity

care policy, the estimated cost of those servises and supplies, and equivalent service statistics.

The following information summarizes charity care provided during thc years ended September 30,

2010 and 2009:

2010 2009

charges Foregone, Based on Established Rates s 2,204,887 $ i,091,713

The Hospital also subsidizes the cost of treating patients who a¡e on govemment assistance where

reimbnrsement is below cost.

-11-



THE WESTERLY HOSPITAL AND SUBSIDIARY
(A Controlled Äffiliate of Westerly Hospital Itrealth Care,Inc')

NOTES TO COMBINED FINANCIAI ST,A.TEMENTS

NOTE 5 - NET PATIENT SERVICE REVENUE

T'he Hospital has agreements with thìrd-party payoïs that provide for payrnents to thc Hospital at

amounts different from its established râtes. A surnmary of the payment âüangenrents with rnajor

third-pafiy payors 1'ollows :

Medicare - lnpatient acltte care ancl certain outpatient services renderecl to Medica¡e program

bencficiaries a¡e reimbursed at prospectively determined rates. Inpatient rates vary according to

a palient classjfication system that is based on clinical, diagnostic ald other factors. Payments

for outpatient services ar-e based on ambulatoty payment classificatìons.

The Hospital is paicl for certain cosl reimbursable items at a tentative rate, with final settlement

detennined after submission of annual cost reports by the Hospital and andits thereof by the

Medicare fiscal intermediary. The Hospital's classification of patients under the Medicare
prospective Payment System a¡d the appropriateness of their admissions are subject to an

indeiendent review by a peer review organization under contract with the Medica¡e program,

Tire l{ospital's Medicare cost reports have been audited by the Medicar-e fiscal intermediary

through September 30, 2008. Management does not believe that future settlements will have a

material impact on operations,

BIue Cross - The Hospital is reimbursed at prospectively determined rates for ìnpatient services

provided to Blue Cross patients. Outpatient services are reimbursed in accorda¡ce with a

negotiated fee. Both inpaúent and outpatient services are reimbulsed on predetermiaed volumes.

Medicaid , The Hospital is reimbursed for charges to Medicaid patients under the terms of a

prospective rating contract, Under the contract, reimbursement rates are detetmined in advance

tur"i on budgeted costs and anticipated patient care statistics for the applicable year, as

negotiated and agreed to by the third-party contlactual agencies, Adjustments to anticipated

paãent care statiJtics are made at year end in accordance with provisions in the contraú fha|

r.cognize actual volume and intensity statistics. Settlements havc been reached with Medicaid

throrigh September 30,2004. Management does not believe that future setllements will have a

material impact on oPerations,

United Heatth Plans of New England, Inc. - The Hospital is reimbwsed for inpatient services

provided to United Health patients on a negotiated per diem rate. Outpatient services are

ieimbursed in accordance wíth a predetermined fee schedule.

Laws a¡d regulations governing the Medicare and Medicaid programs are complex and subject to

interpretation. Compliance with laws and regulations can be subject to fulure govemment roview

and interpretatio¡ as weli as significant regulatory action. Failule to comply with such laws and

regulations can result in fines, penalties and exclusion from the Medioare and Medicaid programs.

Thl lJospital believes it is in compliance with atl applicable iaws and regulations,
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TTIE \ilESTERI.Y HOSPIT,{L AND SUBSIDIARY
(A Controlletl AflÌliate of Westerly Hospital Health Care,Inc')

NOTES TO COMBINED FINANCIAL STATEMENTS

NOTE6-OTHERREVENUE

Otlrer revenue for the years ended September 3 0, 20 10 and 2009 , comprises the following

2010 2009

$ 307,296 $

199,382
1520

307,625
r77,'133

7,742
1.3 06,989 869 797

$ 1,809,187 $ 1,356,297

NOTE 7 . PATIENT ÄCCOUNTS R.ECEIVABT,E

Accounts receivable are presented in the combined balance sheets net of al allowance for doubtful

accounts of $5,146,027 and $6,63 5,205 at September 30,2070 and 2009, respectively, The Hospital

provided 55,962,284 and $'7,249,449 for uncollectible patient aocounts during the years ended
-september 

30,2010 and 2009, respectively. Accounts are written off rvhen all collection efforts

have been exhausted. Recoveries of approximately $1,100,000 and $1,200,000 were netted against

the provision for uncollectible accounts for the years ended September 30, 2010 and 2009,

respectively.

NOTE 8 - PROMISES TO GTVE

Unconditional promises to give as of Septernber 30, 2010 and 2009, arc expected to be coilected as

follows:

2010 2009

Morgan tlust income
Cafeteria sales
Pharmacy sales
Rental income. selvice fees and othel

Within one year
V/ithin two to five yeals
Total conhibutions receivable

Less discounts to net present value and reselve
for uncollectible pled ges

Net Unconditional Promises to Give

$ 11,950 $ r13,231
1.465

1 1,950

$ 1 1,950 $ 108,554

The díscount rate used in calculating the present value of promises to give for the years ended

September 30, 2010 and 2009, was 3.4%o.

Of the promises to give, $-0- and $74,000 is due û'om The 'V/esterly Hospital Aux-rliary, Inc', a

relatedparty, as of September 30, 2010 and2009, respectively.
- 13-



THE WESTEIì,LY HOSPITAL AND SUBSIDIARY
(.,\ controlted Affiliate of westerly Ilospital Health care,Inc.)

NOTBS TO COMBINED }-INANCIAI STATEMENTS

NOTE 9 - ASSETS LIMITBD AS TO I]SE

The foilowing information is presentecl as of September 30,2010 and 2009, regarding assets whose

use is restricted by donors or limited by the boarcl:

2010 2009

Cash ald shoft-term investments
Marketable equity securitics
Other investments, primarily bonds

Cash and short-term investments
Other investments, primarily bonds

Cash and short-term investments
Marketable equity securities
Other investments, primarily bonds

$ 1,3 16,657
646.9r3

s 1,271,983
618.864

ß r,925,462
73,635,729

5,3 66J70 1

$ 1,962,780
10,63 8,635

1i0 /3

I; 20,92 1.36r $ 19, 711,988

The following information is plesented as of September 30, 2010 and 2009, rcgarding assets

invested by trustee under loal agreement:

2010 2009

$ 1, 963.s70 $ t, 896.847

The following information is presented as of September 30,2010 and200g,regarding assets held in

tmst:

$

20t0

128,888 $

4,268,042

2009

284,72r
3,763,027

02159.621 3

$ 7,5 5 6,551

Included in interest and investment ilcome is an investment irnpairrnent charge totaling $10,608 ald

5461,55',1 for the years endecl september 30, 2010 and 2009, respectively, to reflect other tha¡

temporary declines in the fair market value of certain equity securities.

Investment income is stated net of management fees and expenses, which were 572,247 and 569,626

for the years ended September 3 0, 2010 and 2009, respectively'

At September 30, 2010, investments with market value belorv cost for 12 months or more ìncluded

certain equity and bond securities with market values of $3,680,683 and $10,194, respectively, and

u¡realizeå losses of g1,540,8 42 and $160, respectively. Int¡estments with market value beiow cost

for less than 12 month; at September 30,20i0 included certain equity and bond securities with a

market value of $3,40g,104 ;d Sr7S,5g3, respectively, and an unrealized loss of 5425,272 and

$4,81 l, respe ctively 
_14_



T'HE WESTERLY HOSPI'I'AL AND SUBSIDIARY
(A Controlled Äffiliate of Westerly Hospital llealth Cale,Inc.)

NOTES TO COMBINED FINANCIÄL STATEMENTS

NOTE 10 . PROPBRTY, PLANT ÁND EQUIPMENT

Properfy, ptant rLnd equipment at September 30,2070 ald 2009, comprises the following:

2010 2009

l,and and land improvements
Building and building improvements
Equipment
Construction in progress

s 2,450,129 $
43,905,405
63,697,732

2,428,957
43,51 0,_5 83

63,778,602
122 8657,9 65,142

112,012,408 109,247,007
70,944,653Less accumulated depreciation arrd amortization ?55 1r,393

Net Properfy and Equiprnent $ 36,501,015 s 38,296,354

NOTE 11 - LONG-TERM DEBT AND FUNDS INVESTED BY TRUSTEE

The Hospital has a 6.25%o secured promissory note payable in monthly installments of $40,493 until
.Tnne 15,2014. After June 15,2014, the interest rate will be adjusted to either 150 basis points

greater than the bank's five- or ten-year cost of flmds or the then 30-day LIBOR rate. It is the

Hospital's option ivhich rate to choose. The final payment is due Jlur;re 75,2024.

Le January 1994, fhe Rhode Island Health and Educational Building Corporation issued $20,485,000

of Hospítal Finalcing Revenue Bonds - The'Westerly Hospital Issue - Series 1994 (the Bonds) on

behalf of the Hospitai pursuant to the Loan and Trust Agreement dated January 15, 7994 (the Bond

Agreement). The terms of the Bond Agreement stipulate that jnterest will be paid at rates between

2.75yo anð. 6Yo per annurn, wjth semia-nnual principal installment payments commencing July 1,

1994 md through July 1,2019,

The terms of the Bond Agreement require that the Hospital make quarterly deposits to the tmstee
+t.^+ --- .,-.ffi^;--f f¡ --nr,.i,l- f¡y fhe F.c\¡ñênt nf nrinrinnl a-rl ìn+a¡aaf '$rc nn +l"e bCnCS. StfChiiiät ¿jiç öLtirivlwur ru ijiuviuË Iw¡ LiiÇ P¿Jii..ç¡il Úr P¡ú¡viPGr or¡u r¡flvrvút

deposits are inclucled in assets lirnited as to use. The Bond Agreement also requires the Hospital to

maintain a certain debt coverage ratio,
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l-HE WESTERLY HOSPITAL AND SURSIDIARY
(A Controlled Affiliate of 'Westerly Hospital Ilealth Care, Inc.)

NOTES TO COMBINED FINANCIÄL STATEMENTS

NOTE 11 - LONG-TERM DEBT AND FUNDS INVESTED BY TRUSTEE (CONtiNUEd)

Long-term debt is compr.ised of the following at September 30, 2010 and 2009:

2010 2009

6.25% secwed promissory note, principal maturing
June 15, 2024,mortthiy installments are 540,493,
interest is 6,25Yo rurtil June 15,2014

Series 1994 Tax-Exempt Revenue Bonds, principal
naturing in varying a¡nual anourts, due July 1,

2079, collaTeralized by a lien on certain eqtripment

s 4,457,761 s 4,648,709

g,6l 0,000 9,315,000

7.72% mortgage loan, payable in monthly
installments of $6,274, including interest,
collateralize d by amortgage on certain property

13,773,79'l
984,831

71t,430 730,226
14,693,935

925,659Less current installments

Total Long-Tenn Debt $ 12,788,366 fi 73,768,2',76

The aggregate maturities of long-term debt for the next five years and thereafter are as foilows:

Year Endine September 30

207r
2012
20I3
20r4
20I5
ThereafÍ.et

$ 984,831
1,045,266
1,106,721
1,174,262
7,247,963
8,2 74.r54

s 73,',|73,r9'7

The Iìospital has a $3,500,000 secured line-of'-credit agreement with a bank as of September 30,

2010 and2009. The Hospital had outstanding bonowings of 53,066,761 and$2,433,264 again$fhe
line of credit as of September 30, 2010 a-nd 2009, respectively, This alnouxt is included withi¡ lines

of credit on the accompanying combined balance sheets. Iuterest is payable on the outstânding

balance at 150 basis poìnts i¡ excess of the 30-day LIBOR rate. Interest was L75% andl.'10Y0 at

September 30,2070 and 2009, respectively. This line-of'-credit agreement expires on June I,2012.

-16-



THE WESTERLY HOSPITAI AND SUBSIDIARY
(Ä controlled Affiliate of westerly Hospital Health care, Inc.)

NOTES'IO COMBINBD }'INANCIAL STÀTDMENTS

NO'TE 11 . LONG-TERM DEBT AND FUNDS INVESTED BY TRUSTEE (CONtiNUCd)

,000 secur bank 0,

tal had out and $ of
2010 and is ilc of
combhed on th ce

a1 150 basis points in excess of the 30-day LIBOR rate. Interest was 7.75Y0 aJtd l''70o/o aI

September 30,2010 and 2009, respectively, This lins of credit expires Ma¡ch 1,2072.

Approximately $11,400,000 in investments and cash collatetalizes the promissory note a¡d the t'wo

lines of credit.

Under Loan Agreement, Funds Invested by Trustee - Funds invested by trustee consisted of the

following u""o*rt, at September 30, 2010 u.r,l 2009, which were estal¡lished in connection with the

long-tetm debt discussed above:

2010

Debt service reserve fi.ind

Principal and interest funds

Other

8 1,62r,542 $

339,470

2.s58

1,555,496

338,'795

2.s56

Total Funds Investecl bY Trustee s 1,963,570 $ 1,896,847

The principal and interest flnds are used to make semia¡nual principal and interest payments. The

debt service reselve fi.ind represents additional funds that the Hospital is required to set aside rurder

the Bond Agreement.
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TTTE WESTERI,Y HOSPITAI, AND SUBSIDIARY
(A Controlled Affiliate of westerly [Iospital IIealth care,Inc.)

NOTES TO COMBINED FINANCIAL STATEMENTS

NOTE 12 - LBÄSES - CAPITAL

The Ilospital leases various equipment under capital leases. Tlle present valtte of futule minimum

capital lease payments is as follorvs:

Year Endine September 30

201t
2012
2013
20r4
Total minimum lease PaYments

Less amount representing jnterest at interest rates

ranging from 1 ,30"/o to 7.94%
Present value of net minimum capitallease payments

Less cu:ent portion of capital lease obligations

s 2,55r,443
788,480
565,r69
120,259

4,025,357

9)

3,733,262
326,753

Long-Term Capital Lease Obligations s 1,406,509

The uet book value of equipment under capital lease obligations is $6,808'294

NOTE 13 - PENSION PLAN

The HospitaJ. sponsors a noncontributory defined benefit retirement plan covering substantially all

employeås callèd The Westerly Hospital Retirement Plan (the Plan), The PIan provides pension

benefits, which a¡e based on yeaïs of service and compensation throughout the term of employment,

and certai¡ death benefits. it ir th" Hospital's policy to fund the minimum allowed contribution,

taking into eff,ect the IRS fuIl-funding limitation. Contributions are intended to provide not only f6¡

benefits attributed to service to date, but also for those expected to be eamed in the future.

In Novemb er 2006, the Plan was amende d such that new employees hired after January 30, 2007

will not be eligible to participate in the Pla¡. New employees hired after that date rr¡ill receive a 5%

contributíon tã the Tax Sheltered Ar¡ruify Ptan (TSA) once qualifìed under such plan. Existing

employees (and those hired before January 30,2007) will remain in (or eligible for) the PIan and will
Ue ãtigiUt" for a 70/¡ match under the TSA once qualified under such plan, Existing employees may

elect to transfer from the Plan to the TSA and receive an employer contribution of 5Y, of their salary

once quaìified under the Plan.

GAAP recluìres companies to record a liability on the combined balance sheets for the underñ-urded

portion of:postretirement plans, defined as the aïnoutt by which the projected benefit obligation

exceeds the fair value of plan assets.

-1 8-
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THE \ryESTERLY HOSPITAL AND SUBSIDIARY
(Ä controlled Affiliate of westerly Hospitat Health c--are, rnc.)

NOTBS TO COMBINED FINANCIAL STATEMENTS

NOTE 13 - PENSION PLAN (Continued)

The following table sets forth the pla¡'s funded status and amounts recognìzed ir1 the Hospital's

combined finãncial statements at September 30, 2010 a'd 2009:

2010 2009

Charrge in benefit obligation:
Projected benefit obligation at beginning of year

Service cost
Interest cost
Benefits paid
Actuarial loss 3,3 09.299

$ 46,630,499
1,722,030
2,790,799

(1,478,491)
4,339,73r

$ 40,592,391
T,sOJ ,I79
2,609,371

(1 ,387 ,7 4r)

Projected Benefit Obligation at ilnd of Year

Change in plan assets:

Fair value of plan assets at beginnilg of year

Actual reüïn on Plan assets

Contributions and transfers
Benefits paid

Fail Value of Plan Assels at End of Year

Discount ¡ate
Rate of compensation increase

54,003 .968 46 630 499

33,54 7.648 30,373,337

Accrued Pension Cost $ 20,456320 $ 16,2s 7.162

The followìng table sets forth the unlecognized items impacti-ng the Plan:

2010 2009

Uruecognized loss from past experience different
from that assumed and effects of changes in
- . ---.--.-r: - -- - ô 1^ /'(\< ^'1 

q 17,467 1924ASS-LfinPiiúi)S 'Þ Lw'w7J'/L t .p i

The accumulated benefrt obligation at the end of 2010 and2009 was $48,350,539 and $41,583,268,

respectively. The measurement clates are September 30,2010 and2009.

The following weighted aveïage assumptions were used to determine e:rd of year benefit obligations:

20L0 2009

550%
3.00

6.00%
3.00

E

w
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THE WESI'ERLY HOSPITAL AND SIJBSIDIARY
(A Controlled Afliliate of Westerly Hospital Health Care, Inc.)

NOTES TO COMBINED FINANCIAL STATEMENTS

|.TOTE 13 - PENSION PLAN (Continued)

Net periodic pension cost for 2010 anc12009 iicluded the following components:

2010 2009

Service cost - benefils earnerd during the period
lnterest cost on projected benefit obligation
Expected return on assets

Recognized net actualial loss

Discount rate
Expected retum on plan assets

Rate of compensation increase

2011
2012
2013
2074
2015
2076-2020

s 1,722,030 s
2,190,I99

(2,518,906)
9't7,r20

1,501,7'Ì9
2,609,37r
(2,472,90t)

530,64r

Net Periodic Pension Cost s 2,904,443 ß 2,774,290

The followjng weighted aveÍage assumptions'were used to deteturine net periodic pension cost:

2010 2009

6.00%
8.5 0

3.00

$ 7,737,574
1,862,730
2,727,255
2.313,581.
2,472,505

16,L44,488

6.ts%
8.5 0

4,50

The Hospital expects to contribute approximately $3,700,000 to the Plan during the upcomingyear

Expected benefit paymcnts

The asset allocation for the Plan at the end of 2010 and 2009, and the talget allocation for 2010 by

asset category, úe as follows:

Target
Allocations

Percentage of
Plan Àssets at
September 30

Asset Catesorv 2010 2010 2009

Equity
Fixed ircome
Cash equivalents

50%
40
10

54%
42

4

52%
40

Õ

-20-



THE WESTERLY HOSPITAL AND SUBSIDIARY
(Ä controlled Affiliate of westerll'Hospital Ilealtìr care,Inc.)

NOTES TO COMBINED F'INANCIAL STATEMENTS

NOTE 13 - PENSION PLAN (Continued)

The plan's j¡vestme¡t policy includes a rnandate to diversify assets and invest in a variety of asset

classes to achieve agoal of three-year average of ßYr. '.lhe Plan's assets are cu:rently invested in a

variety of funds repiesenting *ort ,t*d*d equity and debt security classes. While no signifìcant

changes in the asset allocaiion are expected 
-druing 

the upcoming year, the Hospital may rrake

changes at any tirne.

ritizes the inputs to va-luation teclmiques to
quoted prices in active markets for identical

(Level 3), Investments are ranked based on

fair v aiue measuretrrent.

The fair values of all Plan assets of the Hospitai are determíned using quoted prices in active markets

for identical assets (Level 1, as defined in the fair value hierarchy established by GAAP - see

Note 20).

The fai¡ values of the Hospital's pension plan assets at September 30,2010 by asset class are as

follows:

Assel classes;
Equity investrnents - cornmon stock
!'ixed income
Cash and cash equivalents
Convertible securities and other

'Iotal Pension Plan Assets

$ 77,914,11r
13,913,697
7,547,224

172.0r6

5 33,541,648

The I{ospital also provides an employer funded annuity plan covering substantially al1 employees'

Hospital contributions to the u-trity-plan totaled $189,178 and $256,366 during 2010 and 2009,

respectively.

NOTE 14 - COMMITMENTS AND CONTINGENCIES

The Hospital is presently a defenclant in several pending medical'malpractice and other suils' All of

these suits are bãing deiended by counsel of the Hospital's insurance caniers. In the opinion of the

Hospítal,s managemerf, any settlements or judgments of these suits will be covered by insurance

alaiitt have ¡o signiir"arit adverse effect on the financial position or results of operations of the

Hospilal.

-21-



NOTE 14 - COMMITMENTS AND CONTINGENCIES (Continued)

The Ilospital has made a $3,500,000 line of credit available to Atlantic Medical Group, an affiliated

organization under common management and control. The line of credit expires on June 30,2013'

Oritstanding balalces on the line oi credit bea¡ ilterest at Prime milus I %' There were no balalces

outstarrding as of September 30, 2010'

The Hospital has also guaranteed a building and equiprnetrt Lease entered into by North Stonington

Health Center, Inc., al"affrliated organtzation under comnon mallagement and r:ontrol' The lease

;¡as a25- yeaï tenn and provides foi annual base rental payments of $686,400 for the building ard

"quipm"ni 
plus reimbursement of certa s of approximately $180,000 pel yeal'

fhe equipmãnt portion of the lease prov of equipment valued at approximately

$730,0b0, and ii amortized over a 10-y time the base rental pâyments will be

reduced accotdingly.

2011
2012
2013
2014

NOTE 15 - OPERATING LEASES

Rental expense under all signi-ficant operating leases was $735,153 and 5750,502 for the years ended

Septernbe^r 30, 2010 and,"2009, respectively. At September 30, 2010, futwe minimum lease

payments under noncancelable operating leases are as follows:

Year Ending SePtember 30

$ 380,544
23 5,000
235,000

TIIE WESTERLY ITOSPITAL AND SUBSIDIARY
(A Contr.olled Affiliate of westerìy Hospital Health care,Inc.)

NOTES TO COMBINED IT.INANCIAL STATEMENTS

235 000

NOTE 16 - DISPROPORTIONATE SHARE

The Federal government has long recognized the financial burdens that are bome by hospitals that

selve an unulua[y large number or "disproportionate share" of iorv-income patients. The Hospital

received dispropårtionate share payments of s3,008,630 and $3,556,998 for the years ended

September lO, iOtg and 2009, respectively, These amounts are included in net patient revenue on

thá accompalying combined statements of operations and changes i¡r net assets'

-22-



THE WESTERLY HOSPITÄL AND SUBSIDIARY
(A Controlled AffiIiate of Westerly Hospital He alth Carc,Inc')

NOTES TO COMBINED F'INANCIÁI STATEMENTS

NOTE 17 - CONCENTR¡.'TION OF CREDIT RISK

The Hospital graats creclit r,vithout collateral to its patients, most of wi¡.om are local residents aud are

inswed under third-parl1 payor agreements. Revemres from patients and third-parfy payors .were 
as

follorvs:

2010 2009

Medicare
Medicaid
Blue Cross
Other third-party payors
Patients

c.H.o.'w,
'Women's Health of Westerly, LLC
Atlantic Medical Group, Inc.
North Stonington Health Center, Inc.

Atlantic Medical Group, Inc.
Women's Health of Westerly,LLC
Eldereval, LLC

37%
2

z5
34

4

39%
2

23

33

3

100% 100%

NOTE 18 - RELATED PARTIES

The following amounts were due to the Hospital from related parties at September 30, 2010

$ 52,357
102,752
350,000
365.080

$ 869,589

s 3,616,242
1,228,076

11,000

$ 4,91 5,3 1 8

During 2010, the Hospital incrured $4,915,318 in capital transactions with affiliates, which ís

reflected on the accompanying combined statement of operations and changes in net assets. These

capital transactions occru'red with the following afhliates:

23-



THE WtrSTERLY HOSPITAL AND SUBSIDIARY
(A Controlled Affrliate of Westerly Hospital Health Care, Inc')

NOTES TO COMBINED FINANCIAL STATEIVIENTS

NOTE 19 - FUNCTIONAL EXPENSES

'fhe Hospital provides general healthc¿u.e services to resiclents withir its geoglaÞhic location

Expenses relatecl to proviclíng these services are as follows:

2010 2009

Hea-lthca¡e services
Provision for uncollectible accounts
General alrd administrative
Interest
Deprccì ation a¡rd amortization

$ 60,03 8,899
5,962,284

2I,111,095
1,306,259
4,592,213

s 56,466,938
'7,249,449

20,481,617
7,37'1,482
4,450,507

$ 93,0 '70.750 $ 90, 025,987

NOTE 20 - FAIR VAIUE OF F'INANCIAL INSTRUMENTS

GAAP has established a fair value hierarchy that prioritizes the inputs to valuation techniques to

measì.*e fair value, Highest rank is given to unadjusted quoted prices i¡ active markets for identical

assets (Level 1) and lowest rank to unobservable inputs (Leve1 3), Investmetfs a¡e ranked based on

the lowest level of input that is significant to their fair value neasurement. The th¡ee levels of the

fair value hierarchy are described below:

Level 1 - euotccl mar-ket prices (unadjusted) in active markets for identical assets or liabiiities

to which the Hospital has the ability to access at the measuÏement date.

Levcl2 - Inputs a¡d information other than quoted market indices included in Level 1 that are

observable for the asset or liability, either directþ or indirectly, and the Hospita-l has the ability

to redeem the asset or liability in the nea¡ term subsequent to the measurenrent date

Level 3 - Uiiobsen'ablc inputs are used to measure the fair value to tlic cxtcnt that obscivable

inputs are not available, and the Hospital does not have the ability to redeem the asset or

fi;bility in the near term subsequent to the measurement date,

The following methods and assumptions were used to estimate the fair value of each class of
financial instruments fot which it is practicable to e stimate that value.

Cash and Cash Equivalents - The carrying amount approximates fair value because of the shorl

maturity of these ilstruments.

Investments - The fair value of cerlain investments is estimated based on quoted market prices or

estirnates of fair value for those or similal investments'
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TtrIE WESTERLY HOSPITAL AND SUBSIDIARY
(A Controlled Äffiliate of Westerl¡' Hospital Health Care' Inc')

NOTBS TO COMBINED FINANCIAL ST,ATBMENTS

NOTE 20 - IîAIR VALIIE OF FINANCIAL INSTRUMENTS (CONtiUUEd)

Bonds and Notes payable - The estimatecl fäir market value of the Hospital's long-term debt at

September 30,2010 is approxirnately S13,825,000, estimated using discounted cash flow analysis,

based on cunent incremenial borrowing rates for simila¡ tvpes of borrowing arrangements,

Assets Measurecl at Fair Value or a Recurring Basis - The following is a summary of the sout'ce

of fair value measurements for assets that are measured at fair value on a recurring basis as of

Septenrber 30,2010:

Fair Value Meas urements Usinp

Description Serrtem ber 30. 2010 Level 1 Level2 Level 3

Cash and cash
equivalents

Assets whose use is
restricted by donors
or limited by the
Boa¡d

Promises to give, net

Under loan
agreement, funds
invested by frustee

Total

$ 2,413,242 $ 2,413,242 $ S

20,92',1,361

11,950

1,963,510

20,921,361

1 ,963,5-/0

I 1,950

7,556,551Furds held in trust

s

Balance - þegiming of Year
Net realized gains
Net unrealized losses
Collections

Balance - End of Year

32,8 72,674 s2s.304.173$-$7,568,501

-

Assets Measured at Fair Value on a Recurring Basis Using Significant Unobserryable Inputs

(Level3) - The folloiving is a surnmary of the changes in the balances of investments and promises

à give measured at fair vã1,t" ott a recirrring basis using significant unobservable inputs:

Fu¡ds Held
in Trust

Promises to
Give. Net

$ 7,290,244
280,625
(14,31 B)

1 08,554

(96,604)

$ 7,s 56.s51 11.950

Funds held in trust represent the right to receive a futule stLeam of payments from the trust' The

underlying assets in tire trust would be classified as Level 1 if the Hospital held them directly.
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THE WESTERLY HOSPITAL AND SUBSIDIA]ìY
(A Controllecl Affiìiate of westerly Hospital Ilealth care, Iuc.)

NOTES TO COMBINED FINANCIAL STATEMENTS

NOTE 21 - ENDOWMENT

'fhe Hospital,s endowment consists of approximately 10 individual funds established for avariety of

pur'oses. Its endorvrrent includes both donor-restricted endown:ent fi'rnds and ñrnds designated by

the Board of Trustees lo fulction as endowments. As required by GAAP, net assets associated with

endowment ftmds, including funds designated by the Boald of Tmstees to function as endowments'

a¡e olassified and reported b"ascd on thc Ëxistence or absence of donor-imposed restrictions'

fnterpretation of Relevant Law - The

preservation of the fair value of the origirral

ñrnds absent explicit donor stipulations t

ccumuiatíon is added to the fi¡¡d. Thc remaining

hat is not classified in petmanently restricted net

assets until those amounts are appropriated for

expenditure by the Hospital in a mar¡rer consistent with the standard of prudence prescribed by

zupMIFA. In accordance with RIPMIFA, the Hospital considers the following factors in making a

determination to appfopriate flom accumulated donor-restricted endowment funds:

. The duration and preservation of the fr'¡¡d

o The pu-poses of the Flospitai and the donor-restrictecl endowment fund

. General economic conditions

. The possible effect of inflation arld deflation

. The ãxpected total return fton incone an l the appreciation of investments

. Other resources of the Hospital
o The investment policies of the Hospital
. The expectecl tax consequences, if any, of investment decisíons or strategies

. The role that each investment or course of action plays rvithin the overall investment

porlfoìio of the fund
. The needs of the Hospital a¡rd the fund to make distrlbutions to preserve capitai

' An asset's special relationship or special value, if ary, to the charitable pufposes of the

HosPital

-26-



THE WESTERLY HOSPITAL AND SUBSIDIARY
(A Controlled Äffiliate of Westerly Hospital Health Carc, Inc')

NOTES TO COMBINED FINANCIAL STATEMENTS

NOTE 21 - ENDOWMENT (Continued)

Endorvment 1et asset composition by type of fuld is as follows as of September 3 0, 2010:

TemporarilY PermanentlY
Unrestricted Restricted Restricted Total

Donor-restricted
endou'ment fimds $ s 3,5r3,444 s 4,'744,092 s 8,251.536

I2 68 11 68 i1

Tot¿l S-t2368-4)-$---?é13'44!-S-q!!,022-S-20'62sLl-

Changes in endòwment net assets are as follows for the year ended September 30, 2010:

TemporarilY PermanentlY
Unrestricted Restricted Restricted Total

Boarc{-clesignated
endowrnent funds

Endowment net assets -

begínning of year

Invesûrrent return:
Investment income
Uwealized investment

gain
Totai investment return

Appropriation of
endowment assets fbr
expendif,re/transfer

Endowment Net Assets -
End of Year

R??

s 12.368,211 s 3,573,444 $

$ 11,296,158 $ 1,379,358 s 4,671,877 s 19,347,393

307,274

443.946

109,469

345.4s0

66,612

5,603

483,3 5-5

794,999
'15t.220 454.919 72.215 78 54l

?)¡ 2A 8-1

144 092 s 20,625,-147
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THE \ilESTERLY HOSPITAL AND SUBSIDIARY
(A Controlled Affiliate of westerly Ilospital Health Care, Inc.)

NOTES TO COMBTNED X'INANCIAL STÄTEMENTS

NOTE 21 - ENDOIVMENT (ContÍnued)

Enclowment net asset composition by type of fund is as follows as of Septernber 30, 2009

Unrestricted
Temporarily PermanentlY
Restricted Restricted Total

Donor-restl icted
endowment funds $ $ 3,3?9,358 s 4,6',77,871 $ 8,051,235

Board-designated
endor¡¡ment funds 77,29 6.158 11,296,1s8

Total $ 11,29 6,158 $ 3,379,358 $ 4,61r,8'77 $ 79.347.393

Changes in endowment net assets ate as follows for the year ended September 30, 2009

IJnrestricted
Temporarily PermanentlY
Restricted Restricted Total

Endowment net assets -
begiruring ofyear

Net asset reclassifi cations
based on change in 1aw

Investment retwn:
Investment income
Urnealized investment
loss
Total investment return

Appropriation of
endowment assets for
expenditure

Endowment Net Assets -
End of Yea¡

$ 13,83 1,134 $

(I,953,342\ 16

$ 6,430,642 s 20,267,716

729 (1,8 1 1.787)
4,618,855 20,26 r.77 6

3

11 877 792 3,'765,129

192,049

(168,208)

272,570

(354,204)

69,685

(1 6,663)

534,304

(539,075)

(81 , 634) 23.847 53 022 4 '17r

) 00 (409,612) (909.6t2\

$ lt 158 $__æ19,3!!_ s __!_,67lyl_ s _J2347 32]_

Funds with Deficiencies - From time to time, the fair value of assets assocíated with individual

donor-restricted endowment fi.urds rnay fall below the level that the donor or RIPMIFA requires the

Hospital to retain as a fund of perpetual dulation. In accordance wilh GAAP, deficiencies of this

nature that are reported in *o"stti"ted net assets were approximately $81,100 and $104,500 as of

Septernber 30, 2010 æñ2009, respectively. These deficiencies resulted from unfavotable market

fluctuations and continued appiopriation foi certain programs that was deemed prudent by the Board

of Trustees.

-28-



TIIE V/ESTERLY HOSPITAL AND SUBSIDIARY
(A Controlled Afliliate of Westerly Hospital Health Care, Inc')

NOTES TO COMBINED FINÄNCIAL ST.A.TEMENTS

NOTE 21- ENDOWMBNT (Continued)

Return Objectives and Risk Parameters - The Hospital has adopted investment and spending

policies for endowment assets that atte¡rpt to provide a predictable stream of funding to programs

supported by its endowrnent while seeking to maintain the purchasing po.wer of the endowment

assefs, Endowment assets include those assets of donor-restricted funds that the Hospital must hold

in perpetuity or for a donor-specified period(s), as well as board-designatcd funds. Under this

poti"y, as approved by the noard of Trustees, f,rnd managers are expected to produce a 1otal return

"*"""aing 
fhe median of a universe of managers with similar asset allocation objectives. On an

a¡¡ualizù, net-oÊfees basis, the total return of the portfolio will be expected to equal ot exceed

inflation plus 3% oveï a rolling thlee-year period, Actual teturns in any given )'ear may vary from

this arnourt.

Strategies Employed for Achieving Objectives - The firrd shall be allocated across a nulber of

investrãent classei to provide ¿lveislfication and achieve the fund's investnent objectives, The

followi¡g table defines the fund's targelasset allocation and range for each asset ciass:

Min Target Max
Ässet Class ReÞresentative Intlex

Equities 4Dc/o 5\Vo 65% 70% Standard & Poor's 500

l5% Russell 2000 Value
15%o Europe Australia Far East

Fixed incorne 25% 40% 60% 100% Leh¡na¡r Bros Govt,/CorP

Cash a'd equivalents 0% 10% 20% 100% Salomon 30-day US T-bills

This asset allocation plan provides for diversification of assets in an effort to maximize the

investment retum anA -*ag" the risk of the firnd consistent with market conditions- Due to the

fluctuation of m¿uket valuesl allocations withir a specifred ralge constitute compliance within the

páti"y An extended period of time may be lequired to ful1y implement the asset allocation plan, and

periodic revisions will be required.

Spending policy and How the Investment Objectives Relate to Spending Policy - Distributions

from the endorvme¡t are specitcally approved by the Board of Trustees as deemed fit to meet the

operating and capital neecls of the Hospital. In inrplementing this spending policy, and subject to the

iltent of a donor expressed in a gift instrument, the Hospital may appropriate for expenditure or

accumulate so much of its fund as it determines to be prudent for the uses, benefits, purposes aud

duration for which its f.md is established, In making a determination to appropriate or accumulate,

the Hospital shall act in good faith, with flre care that an ordinarily prudent persorl in a like position

would exercise rrnder similar circumstances.

wt. wt. wt.
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THE WESTERLY HOSPITAL,AND SUBSIDIARY
(A Controlled Affrliate of \ilesterl¡' Hospital Health care, rnc.)

NOTES TO COMBINÐD FINANCIAL STATEMENTS

NOTE 2l - ENDOWMENT (Continued)

The investment program shall invest according to an asset allocation plan that is designed to meet

the goals of the Funã, The plan will be based on a number of factors, including:

. The projected spencling needs;

. The nraintenance of sufficient liquidity to meet spending payments; and

" The ïetum objectives and risk toierances of the firnd as defined jr the Investment Phílosophy
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The rùy'esterly Hospital
. CONSOLDATED B,{LANCE SHEET

Asof September30,20ll

)

cùq9/ess"t
Cash and Cash Equivalents

Receivables:

Patient accounts

Less allowar¡ces

Net Patient Receivables

Inventories

Prepaid exps and other current assets

Total Current Assets

Board Designated Restr Assets

By Board to Function as Endowment

Promises to Give

Under Loan Agreement, Funds Invested

Accumulated Earnings on Permanent Endowment

By Donors for SPecific PurPose

By Donor for Permanent Endowment

Held In Trust

Total Restricted Àssets

ProperÇ and EquiPment
Property Plant and EquiPment

Less accumulated depreciation

Subtotal

Other Àssets

Due from Related Parties

Other Long-term Assets

Deferred Financing Cost, Net

s3,212

33,69r
nL 69,7\

9.004

t,s57

l -39s

1 5.1 68

$448

31,977
()7 1?).\

s2,413

26,887

ll9-551)

1 336

1,612

.167

12_528

s2,764

159

t,7t4
11 s55l

s799

6,804

ls-1361

1.668

2-640

lg 914l

4,634
(4_774\

(140)

-8458

7,440
o

2,010
1.r1<

119

4,827

3,875

4,162
513

186

1,594

283

I l-169

8,026

0

1,689

2,444

119

4,852

I,155

25 286

1 15,986
/79_723\

36,263

3,635
513

t88

12,368

12

1,964

3,5 l3
302

4,743

7,557

870
513

210

J. 999

(4 740\

(37)

I.l l2

58r
14831

(587)

0

321
(r 70)

0

(2s)
(4,280)

(4,e28)
(12)

46

(1,238)
(l 83)

84

(3,682)

(55)
228

20 545

lt6,s67
180206)

36,t6t

?0 459

I l1,933
(75 432\

36,501 98

527

(0)
(2\

a )q)
0

(24\

$ Change

Cur-10
$ Change

Cur-Prior
Current

30-Sep-11

Prior
Montù 10

TOTAL ASSETS s76,937 $77,055 $81,081 1 l8) 4,1



The Westerly Hospital

CONSOLIDATED BALANCE SHEET

As of September 30, 201I

LIABILITIES A¡{D NET ASSETS

Current Liabilities
Line of Credit

Current portion - long-term debt

Accounts payable/Accrued Exp/Other

Accrued Payroll

Third party payable

Total Current Liabilities

Long-term debt, net

Asset Retirement Obligation

Additional Pension Liability

TOTAL LIABILITIES

Net Assets

Un¡estricted

Temporari ly restricted

Permanently restricted

Total Net Assets

TOTAL LIABILINES AND NETASSETS

$ 4,96'7 $
3,452

14,730

3,947

725

27 821

4,967 $

3,452

10,339

4,49t
805

4,567

3,312

7,209

3,927

872

19.887

r4,t9s
1,413

20,456

55.95 I

9,002

3,827

12.301

25.t30

81.08t $

$o

0

4,391
(s44)

180)

3,766

(1,233)
0

5.862

8-396

(4,03e)

(l70)
(4,305)

t8.5 r 4)

(ll8)

$400
140

7,521

20

fl47\
7.934

(1,821)

(0)

5,855

11,968

(l 1,07e)

(1,434)
(3,599)

fl6.l l2)

(4,r44)

24.05 5

t2,374
1,413

),6 3 ll

67 9t9

(2.077)

2,393

8.702

9.018

76,937 s

13,607

1,413

20.449

59 52i

1,961

2,563

13.007

17.531

77,055 $$

$ Change

Cur-10
$ Change

Cur-Prior
Current

30-Sep-1 I
Prior

IVlonth 30-Sepl0



Thê w6êrlv H@itãl
CONSOLIDATEI' STATEMENT OF OPERÂTIONS

For drc Peiod Êrding SePthbê¡ 20 I I

UNRESTRT CTED REYEN UES:

Inpaìimtæû
Ouçarimt acurc

GRO6S P:{TTENT REVFTUES

DEDUCTIONS FROM REVÈWE
ConEod Âlloffiæ
Dþrcponionae Shæ
Unonrpa<ated Cæ
TOTAL I'EDUCTIONS FROM REVINUE

NET PAT¡ENT N,EVENUES

TOTAL OTTIER OPERATING REVENIJE

TOT L NET OPRÀTING REVENUE

OPERATING EXPENSES:

Saløis & Wags
Vacaion ¡d sick Accruel

Tmpor¡ry Help
Tot¿I Saldi6
Employèê bilcñs
Work6 ComPos¡tion
Prcfssioal Fs
Mcd/Srrg Supplis
Drugs
Orhcr Supplia
Util¡ri6
Purchæed Seruiø
Instcc
0ù6 Exp5s6
Bâd D€bt
l¡ss md Rmuls
Dçrciaion
fntúst
TOTAL OPERATING EXPENSES

OPERAT¡ONS INCOME AEFORE RESTRUCTURE

RESTRUCTURE COSTS

OPER.ÀTIONS INCOME

NONoPERATTNG REVENÚE AND EXPENSES:

In(ãñIncomc/ Real¡ædG¡in on Sâlê of Sbck
Reli¿d Gain on Salc of Stock

Conribmiore
Othø thm Tmporary trs
NON-OPERATTNG REVENIIE -'tì{D EXPENSES

EXCESS OF REV AND GATNS OVER EXPENSES

Loso tmpaiñtof Asc
Nd AseE Reì*cd fom Raricdons
T@sfcF þ Púmt CorP

AÞpr Value oFHorsey æd L.ffcß
Unr.ålEcd Gein/l¡ss lñ!€hqs
Minimum Posion Liab Ádj
tNC,/DEC UNREST. NST.{SSETS

Month

6.915 $ 6.E36 $ 79

t2.269 12.225

j.635 24t

7.623 3.227 604

t6

I t6 S 6,044 70.3'ls s

2ao al3

I 34.601

5.317

80.Il9 S

| 51 497

(e.744)

17 660)

(12 r6) 5

(4 86)

73.656

t45 193
I

44

66l
036

3.i95 1,409 _ç2

10.73 0
(1t)

t5'7

(2 0)750ót9

,ì7 616

141_035

2,5 t6

¿ì7 40ll

(9 43t)
(13 l)

¿801

0.32\

(ó 55)

Ut r0

219 054

l]0.506

91

3 214

I

992
28

l7ì
3ll
452
l9t
t46
ó51

t]5
164

394
42.

447

(3)

1.t59
3l

r40
!91
243

t65
137
780

1t3
89

5?8

58

ItJ

(t9)

20

300

5'1t

288

t98
120

11'
165

t46
657
(ó6)

482

l8 72

(621 42)

30 84

142 335
r.706

(l t)
l9- I 74

l3l
I 7.{65

(7E8)

l3'1

(2t41
197

266
(eó)

(2)

48

65

l
28

97

(ee)

230

1.921

5.693

2,653

2.06t
t,t62
9.95t
1.292

t,0T)
6.782

606

4.699

436
(r.rr)

t5
u

(r6l)
(32)
(4¿)

(r-1)

t2
J1

(51 )
(57)

('tei
t2a

(ee)

(il_?s)
15 94

(r r4 90)

0670)
(18 r5)

Qa 17'
9il
476

(45.42)

(64_58)

(13 65)

213 00

(25 78)

361

|.709
5,886

t -965

9.999

t,158

I,076
6,3 lO

698

4-600

(r 86)

)7 3l
(r 2 55)

327
917

(4 89)

(0 lsì
048
452
0ll
041

t3 22

(2 rs)

lt¡
2,050

J.700
3.201

t.9 ls
1,421

1.928

ì.2 l9
r.lll

715

4.59t

54
419

t60

l09

tó0

a6

453

It

98

t71 t,000 42z 142

267

l 561

rt4 l8 t97

83t

ll

tÁ6
(816)

(54r)

83
l -000

1.646
(2J02)

ì.04t
(4.91 5)

1.646
(4 e57)(2o4)

146

(632')

621
(t0Ð

132 (e3)

(?r6j5)

(e3) 401





The Westerly Hospital

CONSOLIDATED BALANCE SHEET
As of Aprit 30,2012

Current Assets

Cash and Cash Equìvalents

Receivables:
Patient accounts

Less allowances

Net Patient Receivables

Inventories

Prepaid exps and other current assets

Total Current Assets

Board Designated Restr Assets

By Board to Function as Endowment

Promises to Give

Under Loan Agreement, Funds Invested

Accumulated Earnings on Permanent Endowment

By Donors for Specific Purpose

By Donor for Permanent Endowment

Held llr Trust

Total Restricted Assets

Property and Equipment
Property Plant and Equipment

Less accumulated depreci ati on

Subtotal

Other Àssets

Due f¡om Related Parties

Other Long-term Assets

Deferred Financing Cost, Net

$5,830

29,454
(23_673\

5.781

I,ó78
271

14.522

1,637

0

1,788

555

124

4,963

4,212

1 280

1 I ó,8s3

183.02',I )

33,832

s4;736

30,820

t24.833)

5.987

1,63 8

1.8ó0

r4,222

1,63'l

0

1,716

1,0ó8

124

4,966

4,211

13-782

1 1ó,68 r

t82.6 1 8)

34,063

5,642

513

115

s3,212

33.691
(24.681)

9,004

1 5,1 ó8

$ r ,094

( r.366)

t.160

(206)

301

(0)

0

12

(513)

0

(3)
.,

1503)

172
(403)

(231)

$2,61 8

(4,237)

1,0 14

(3.223\

(ó46)

(7.266)

286
(2.815)

(2,s2e)

1,557

t.395

40
(628\

t2t
t1631

7,440

0

2,010
) )7<

i19
4,827

3,87s

(s,803)
0

(222)
(1,720)

5

136

338

5,5',12

513

173

4,162

513

186

(70)

0

(2)

1,410

0

(14)

)ñ s4s

tt 6,567

180.20ó)

36,361

$ Change
Cur-11

$ Change

Cur-Prior
Currcnt

30-Apr-12
Prior

Month 30-Sep-l I

TOTAL l.SS¿T^S s67,892 s68.397 s76,93'7 r$505) (e,04s)



The Vy'esterly Hospital

CONSOLIDATED BALANCE SHEET
As of April 30,2012

LIÀBILITIES AND NET ASSETS

Current Liabilities
Line of Credit
Current portion - long-term debt

Accounts payableiAccrued Exp/Other

Accrued Payroll

Third party payable

Total Current Liabilities

Long-term debt, net

Asset Retirement Obl igation

Additional Pension Liability

TOTAL LIABILITIES

Net Assets

Unrcstricted
Temporari ly restricted

Permanently restricted

Total Net Assets

TOTAL LIABILITIES AND NET ASSETS

4,M2 $

2,592

r 8,660

1,970

673

4,042 S

) <c))

18,822

3,868

681

SO

0

(r62)
103

(8)

$

29.937 30,004

8,323

t,426
26,311

66 064

(e.713)
) q)9

9.t'76

^¿..Ji¿

68,197 S

4,967

3.452

t4,730
3-947

725

21,821

12,374

1,413

26,311

61,sl9

(2,077)

2-393

8,102

9.018

16,937 S

(6t¡

20

(s25).

(504)

(se25)
(860)

3,930

23
(s2)

2,116

(3,e63)

13

0

( 1.835)

(8. r e5)

512

413

(7.210\

(9.045)

8,411

1.426

26.311

88

0

0

6â ORA

(r0,272)

2,90s

9.1't5

(500)

(24)
(1)

$

808

67,892 $

$ Change

Cur-l l
$ Change

Cur-Prior
Current

30-Apr-12
Prior

Month 30-Sep-11





4:50 Plvl

02121 tl2
Accruel Bes,-

Leases Receivable - Other

Total Accoúnls Rece¡våble

The Wesedy Hospital Foundåt¡on

Mav 31,2012

No^h Stonington WHOW AMG

/ les

Balar,-- Sheet
As of May 31, 201 2

26,612

150 100 1 090

27,087 27 '170,183

901,062 197.989 498,723

12p82

12,543

1 98,016 680,989

360,457

OM consolidat'nt Total

ASSETS

Current Assets

Check¡ng/Savings

Wesh¡nqton Trust Checkinq

Weshinqton Trust Money lMerket

Wash¡ngton Trust Special Nlaster

LEFFERTSTEMP,

INV WASH TR 94,

DEBT SVC RESERV,

CAPITAL GIFTS,

PEDIATRIC MM II,

PEOI MM III,

Wolkeß Comp

Peny Cash

Total checkinq/Sav¡ngs

1,446,271

61,982

3,839,336

5,632,021

1,670,E15

5,349,879

588,400

588,400

588,400

347,398

54,750

402,148

324

(1,3s6)

1,283

166,652

2,440

2,231,300

66,030

3,839,336

4,721

4,721 6,140,296

Accounts Receivable

Accounts Receivable (net o[ B/c Advance)

AllowanceforTh¡rd Perty end Bed Debt

Olher Rece¡vable

Leases Rece¡vable

29,821,3S9

(24,189,378)

1,926,503

(1,031,042)

5,601

540,421

(342,431)

1,352,432
(853,742)

v

33,640,754

(26,416,594)

5,635

lnventory

Prepe¡d Expenses

7,229,795

1,670,8'15

12p82

Othet Current Assets

Due From AMG

Due From NSHG

Doe faom Women's Health

Oue from Spod Perfomance West

TRAllowance forThird Pady

Accrued Rece¡vables

Totel Other Current Assets

Totãl Current Assêts

Restr¡cted Assets

By Board to Funct¡on as Endowment

llnder Loan Agreement, Funds lnvested

Accumuleted Earn¡ngs on Pemanent Endowment

By Donors lor Specl¡c Purpose

By Donorfor Pemenent Endowment

Held ln Trusr

Tobl Resrr¡cted Àssets

F¡xed Assets

Propeny, Plant, & Equ¡pmenl

Capital lmprovement

Furniture and Eqúipmenl

lT Equ¡pment

Medical Equ¡pment

Accuhulated Deprêc¡aÎ¡on

Total F¡xed Assets

102,152

61,721

65,254

61,721

0

12,s43

(167,406)

(265,878)

1,904,616

14,557,331

12,543

940,691

126,975

'13't,696

0,205,591)

f,20s,s91)

838,543

15,89'1,532

1,289,706

1 ,796,234

436,868

60,287

4,917,31 3

3 999 149

1,637,104

1 ,796,234

436,868

115,037

4,917 ,313
3 999 149

'12,499,557

1 16,863,267

104,121

157,620

58,973

376,603

86,991

4,535

211,091

97,635

93,132

150,143

llEl 5441

1 16,863,267

315,212

342,245

152,105

531,281

la3 744 063ì

12,901,705

34,460,046

Other Asseb
Due from Weserly Hosp¡tal

Due from Dr Beno¡t

Due lrom Drs ¡ovino
Due from Dr. Weaver

33,490,892 597,529 1'1 ,168

265,878

640,504

3E6,719

79,100

260,068 (260,068)

0

640,504

386,7'19

79,100

(0)
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Due from Ocean Myst IVSO

Due from THW Community Health

Security Depos¡ts Asset

Due f¡om Related Padies

Other Assets

Deferred Finenc¡ng Costs, Net

Tobl other Assets

TOTAL ASSETS

LIABILITIÊS & EOUITY

Liab¡lities

Current L¡abil¡t¡es

Line of Cred¡t

Current Port¡on of Long-Term Debt

AccounE Payable

Accounts Pâyable

Accrued Expenses

Accrued Payroll

Amounts due To Th¡rd Party Peyors

Accounts Payable - Affìliates

Total Accounts Payable

4:50 PM

02t21t12
Accrual Bas,-

Temporar¡ly Restr¡cted

Pemenently Restricted

Net lncome
Tolal Equ¡ty

5,660,645

513,420

(7Ss,938)

114,213

742,532

3,900

195,843

242,247

(4,864,707)

(642,097)

/ tes

Balar.--, Sheet
As ofMay 31,2012

59,505

(114,213)

(399,849)

0

342,683

3,900

25,000

6,344,815 (79s,938) 25,000 2,492,914 (s,904,71s) 2,162,O76

538,420

170750

4,O40,700

2,592,099

4,040,700

2,592,099

11,809,503

7,011,443

4,294,313

653,392

670,526

9,500

4,197

6,338 1 16.070 251,780

6,338 684,222 1 16,070 251,74O

143,386

26,648

26,648

1 3,195

114,214

5,000

11,672
(115)

(23,847'

12,880,866

7,020,943

4,298,510

653,392

23,768,651

30,401,450

36,117,411

66,518,861

24,453,710

olher C0rrent L¡ãbilit¡es

Bonus Payable

Bed Debt Reserue

401K Såfe Ha¡bor Payable

Due to Affliates

Due 10 NSHC

Dueto oceân Myst MSO

Due To Atlent¡c lì,¡ledical Gorup

Seles Tax Payable

401K Payable

Accrued Payables

Accrued Payroll

FsA Payable

lValpracl¡ce lhsurence Accdal
ToÞl Other Current Liab¡lit¡es

TôÞl Current L¡abilities

Total Liab¡lities

Eq uity

(40,967)

2,363

(1,603)

464.096

6,338 1,148,31 I

754,899 754,849

870,969 1,006,629

143,96s (1,081,632) 1,036,176

170,613 (1,081,632) 32,522,646

69,674

31,414

399,849

276,357

5,844,699

143,386

69,674

299,957

(0)

1919

65,254

260 068

102,152
103 152

(6s,254)

(374,281) (40 966)

24,700

33,938

385

311 049

174,811

(1,438)

2,363

29,700

220,421

(2,772)

314,396

Long Tem L¡ab¡l¡t¡es

Long Term Debt

Asset Retirement obl¡getion

Add¡t¡onal Pens¡on L¡abil¡ty

Note Peyeble - Pantheon Lease

Due to Westerly Hospital

Malpract¡ce Ta¡l lns Accrual

Totãl Long Tem Liab¡l¡t¡es

8,380,775

1 ,425,678

26,310,958

8,380,77s

1 ,425,674

26,310,958

276,357

(81,824)

271 229

(9,887,166)

2,786,819

8,916,462

/5 506 615\

(6,028,675)

(6,028,ô75) 36,583,1736,121,056

6,338 7,269,374

(3,498,758)

168,078

205,304 168,078

1,076,273 1,174,707 170,613 (7,110,307) 69,10s,8s9

(11,274,797)

2,732,D69

8,916,462

133,522

54,750

217300 4,ss9,415

373,734 188,272 (5,706,153) (867,089) 2,3s9,6s3 (38.917) (3,690,s00)

TOTAL LIABILITIES & EQUITY

(0) (1) (1)
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Unrestr¡cted
Rêvenuês:

Deductions From
Revenue:

lnpatient acute

Outpatient acute

Charges

Other contractual ¡ncome

Gross Patient Revenues

Change ¡n Accounting Pr¡c¡ple

Transfers to Parent Corp

Foundat¡on trnsfrsi net assets released

lJnrealized gain/loss ¡nveslments

l\¡inimum pension liabil¡ty adjustment

Operating
Expenses:

Contractual allowance

D¡sproportionate share

Uncompensated care

Total Deductions From Revenue

Net Patient Revenues

Total Other Operat¡ng Revenuê

TOTAL NET OPERATING REVENUE

Salaries and wages

Vacation and s¡ck accrual

Temporary help

benef¡ts

Tota¡ salaries and benefits

Workers

Net admin & billing allocations

Professional fees

Other supplies

Util¡t¡es

Purchased / leased seru¡ces

lnsurance

Leases and rentals

Deprec¡ation

lnterest

Other expenses

TOTAL OPERATING EXPENSES

OPERATING INCOME (LOSS) BEFORE RESTRUCTURE

RESTRUCTURE COSTS

OPERATING INCOME

Non-operat¡ng

Items:

Contributions
Other than lemporary loss

NON-OPERATING REVENUE AND EXPENSE

REVENUES & GAINS OVER DE EXPENSES

Other Net Asset
Adjustments:

YEAR-TO.DATE ACTUAL

The

Westerly
Hosp¡tal

Foundation North

Ston¡nqton
AMG

Women's

Health

Of Wstrlv

Ocean

Myst
MSO,LLC

CHOW Consol.
dated

'10

47,386
111166

47,386

98,815 3,374 6,828

2,'t57

2,149

572

'146.201 3,374 8,985 2,149 572 (2,7191 I 58,562

90,799

1 ,189

1,043

2,169 3,456 '1,379 97,803

1 ,189
I,043

1,379 '100,03593,031 2,169 3,456

12,7'tgl

23

1,205 5,529 770

2

s72 58,527

1,078

53,170

'I,053 627

572 f3.346ì 59.60554,223 627 1,228 5,529 772

206

455

23 359

o

85

22

1,171

315

3,903

769

930

238 '148

356 29,804

206

455

1',t,242

107

't2

36

'1 486

93
'109

13

34

23

775

19'l

543

5

3t

34

1,141

196

64

YÞI

4,672

439

164

110

2

77

45

11

10
't49

172

10
't48

2

1,168

7

4

I

504

63

41,707

194

1,427

3,995

1 ,867

1,281

973

6,544

1,331

4,860

1,923

3,277

627

1 102

33,770
't94

1,030

3,7't 9

1,807

't,232

892

7,190

886

4,595

270

3,167

622

584

59,958

(5,735)

10't2

155

472

3,437

(2,2oe)

7,834

(2,305)

1,856

(1,084) (1 5)

587 7't,108

(1 1 ,503)

1,012

12.2091 12.305ì t1.084t í5t 16271 Í 2.51 5)(6,7471 472

280115

117

60 105

627232 60 105 1,024

(2.2091 12.2001 fi.0841 {l5t (11.49't ì(6,515) 532

2,340 762 202(3 304)

626 (626)

(8)

'140 (3221 187 1 f.2681(8,962) .102l, 12,2osl

COMMUNITY HEALTH OF WESTERLY INC.
CONSoLIDATING STATEMENT OF OPERATIONS ($ 000s)

7 Months Ending 5/31/2012

REASE IN UNRESTRICTED NET ASSETS
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Date of Birth:
P]ace of Birth:
Citizenship:
Marital Status:
Home Address:
Home Phone:
Fax:
E Mail:
Business Address

Business Telephone:

Undergraduate:

Honors:

Medical School

Internship:

Residency:

CURRICULUM WTAE

STEPHEN L. CHABOT, M.D.

June 22,1953
Southington, Connecticut
USA
Married
7 Bubbling Brook Road, Walpole, MA 02081

(s08) 668-4376
(78r) 794-221s
Schabot@ gatewayhealth. org
Gateway Healthcare, Inc.
101- 103 Bacon Street
Pawtucket, RI02860
(401) 722-3s60

EDUCATION:

University of Rhode Island, Kingston, RI
Bachelor of Arts, 1975

Honors Program in BiologY

Brown University, Provi<lence, RI
Doctor of Medicine, 1984

POST GRADUATE TRAINING:

Harvard Medical School, Salem Hospital, Salem, MA
Internal Medicine, June 1984 to June 1985'

Brown University P sychiatric Residency Pro gram,

June 1985 to June 1988,



Stephen L. Chabot, MD
Curuiculum Vitae
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PRO FES S I ONAL LI C ENSI, SAND C EBTI FICATION :

Board Certification, American Board of Psychiatry and Neurology # 36080 Not'emberl992

Rhode Island Medical License # 6763

Massachusetts Medical License # 54981

A CADE MIC APPO IN TMENTS :

Clinical Assistant Professor in Family Medicine/Psychiatry
Brown University Medical School, December 1990 to present

OTHER APPOINTMENTS:

Medical Director

Medical Director

Chief of Psychiatry/
Director of Psychiatric Medical Education
Chief of Psychiatry

Gateway Healthcare Inc., Pawtucket. Ri
November 1992 - present

South Shore Center (Gateway Affiliate)
July 2010 - present
Caritas House (Gateway Affiliate)
July 2010 - present
Memorial Hospital of Rhode lsland
July 1, 2004 - present
Braintree Medical Associates/HMo BLUE
July 1988 to June 2000

MEMB E RSHIP IN S QCIE TI ES :

American Psychiatric Association
Massachusetts Medical SocietY

Massachusetts Psychiatri c Society
Brown Medical Society

PUBLICATIONS:

.,Panic Disorder in Cardiology Outpatients", Psychosomatics, May 1989
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Section I
Introduction, Purpose and Methodologies Used to Conduct the Market

Feasibility Study. Diamond Healthcare Corporation f'Diamond) is working

with Westerly Hospítal Healthcare ('Westerly') to evaluate oppoftunities to

develop behavioral health seruices. Diamond conducted an on-site visit May 3'd

and 4th, 20L2. The on-site visit was supplemented by data and demographic

analysis, and a financiai review. The study examines the neecj for seruices,

existing competitor programs, environment oi care neecis, reguíatory

requirements and financial considerations.

Diamond's Background. Diamond Healthcare Corporation is a nationally

recognized psychiatric services organization. Diamond was founded in 1985 and

is headquaftered in Richmond, VirginÍa with a regional office in Houston, Texas.

Diamond is one of the leading psychiatric management and consulting services

organizations in the United States. Organizationalfy consisting of four (4)

Divisions (Diamond Management Seruices, Diamond Consulting Practices Group,

The Pavilion and The Farley Center at Williamsburg Place and Diamond "REACH"

Emptoyee Assistance Program-Workplace Solutions), Diamond provides

psychiatric services Ín a variety of partnering relationships to over eighty (80)

hospitals in twenty-eight (28) states and the District of Columbia.

Diamond has developed a unique approach to assist healthcare organizations

estabiish and operate higii qrrality psychiatric programs ¡"or their communities.

Diamond's approach enhances a hospital's ability to provide clinically and

financially sound psychiatrÍc seruices that are tailored to the needs of both the

hospital and the hospital's seruice community. Further, these senrices can be

delivered in a manner that is consistent with the hospital's mission and identiÇ.
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Facility Background. Westerly is a 125-bed acute care hospital located in

Westerly (Washington County), Rhode Island C'RI'). Westerly is currently in

receivership and is operated under the overall control of a State-appointed

Magister. Westerly provides a range of medical, surgical and obstetricaf seruices

including but not limited to:

c Intensive care services;
! Emergency services;

o Cardiac Catheterization Laboratory seruices;
o oncology seruices;
c Orthopedic services including joint replacement;
o Renal Dialysís seruices;
o Lithotripsy seruices;
¡ Rehabilítation services includÍng ph.vsical therapy and cardiac

rehabilitation seruices;
o Wound care seruices; and

r A range of diagnostic laboratory and imaging services.

Westerly does not provide inpatient or outpatient behavioral health services as

part of their array of existing seruices.

Acute Caf-e. In 2010, Westerly provided 77,663 days of inpatient acute care

services to a total of 4,238 patients. Westerly served an acute care Medicare

and Medicaid patient population which accounted for 47,60/o and 1.60lo of their

2010 total acute care patient days, respectively.a

Section II
The National Operating Environmêzf, Historically, the hospital-based

behavioral health provider operated seruices that were therapeutically staffed by

physicians, inpatient-oriented, and treated a patient population with few medical

co'morbidities. Outpatient seryices were generally provided through individual

physician or clinician practices. High-acuity patients were usually referred to

State-operated inpatient facilities or private-sector specialty programs (e.9,

residential treatment programs for sexual predators, inpatient programs for

patients with co-occurring developmental disabilities and psychiatric issues, etc.),

a American Hospjtal Dfrgctory l4ay 2012.
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Over the past decade, there have been significant changes in the behavioral

health operating environment, pafticutarly in the areas of State and Federal

resource allocations (i.e., beds and dollars) and treatment funding for the

publicly-supported patient population. These changes include;

o Reductions in the funding available for treatment of publicly-

supported beh avio ra / hea lth pati ent popu latio nq
o Increased numbers of osychiatric emergencies presenting to

acute care hospitals;
e Increased demand for treatment services oriented to the needs

of older adults with co-occurrÌng physical conditions and
psychiatric needs;

o Increased integratron of psychiatrlc seruices into medical
treatment of stroke, cardiopulmonary, cancer and women's
healfh natientc'

t Increased demand for consultation and liaison seruices provided

to community-based providers of seruices to older adults such

as assisted-living, personal care and nursing home facilities;

o Increased use of multi-disciplinary team approacá to psychiatric

treatment;
o The development and increased applicatÌon of

pharmacogenetics as paft of the overall treatment protocol;

t Increased use of telemedicine to augment availability and
accessto behavioral health assessment treatment seruices; and

o Changes in the demand and reimbursement for behavioral
health sen'ices enabled b;, the passage of the Patíent Protection
and Affordable Care Act ('PPACA") legislation for insurance
coverage, including mental health parity (the "Wellstone Actt.

health patient popttlations. States and local governments are under increased

fiscal pressure as the slow economic environment has eroded their tax base.

State and local governments have responded to the reduced tax revenue by

reducing reimbursement for seruices or reducing the scope of servÌces available

to publicly-funded patient populations.

hospitals. Nationally, approximately 260/o of patients beÌng treated in a hospital's

emergency depaftment have a psychiatric primary or secondary diagnosis,
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Studies have indicated that as hospitals like Westerly are assumíng greater

responsibility for providing the care for the chronic psychiatric populations, acute

care hospital emergency departments are becoming a frequently used "portal of

entry" to receive seryices. The increased diffìculties surrounding the disposition

of behavioral health patients presenting to Emergenry Departments has caused

congestion with reduced operating effìciencies, Íncreased resource costs and

increased lengths of stay including higher frequencies of "patient boarding" in

the Emergenry Depaftment. Compouncling the increaseci voiumes of patients

wlth behavioral health issues presenting to the Emergenry Department, the

increased utilization of existing psychiatric bed resources and lack of services has

resulted in a decrease in the capacity available to admit patients needing to be

referred to inpatient care.

Increased demand for treatment seruiceäs oriented to the needs of older adulß

with ççt-pccurina phvsÌcal conditions and psvchiatric needs. As the population of

the United States ages, the frequency of patients being admitted to hospitals

with multiple health conditions also increases. In 2007, a study conducted for

the National Institutes of Medicine found that 53.4olo of the U. S. population has

at least one (1) of the following physical or mental health conditionss:

Househgld Populqtion, Arrhi-r'es of Ggng¡af Psychiatry, 2007 October; 64(10) 1180'1188.
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The impact of addressing the needs of a patient population presenting with both

a psychiatric and a medical condition requiring active treatment changes the

scope of the services provided in a psychiatric unit from one addressing the

needs of a physically "healthy" population with a behavioral issue, to treating a

pat¡ent population having both a physical health and a behavioral health issues

requiring treatment.

cardjppulmonary çancer and._wçnen.lS healtft. pAtients. Numerous studies have

been published in recent years highlighting improvement in patient outcomes

when appropriate behavioral health interventions have been included to treat

depression in patients with stroke, cardiac and pulmonary disease, and cancer,

As these studies became more prevalent, there has been a corresponding

increase in the demand for behavioral health consultations and interventions for

patients in medical-surgical units exhibiting the symptoms of depression and

affective behavior. Many hospital-based behavioral health programs have

developed consultation and liaison seruices tailored to the needs of the hospital's

medical-surgical units, clinics, emergency departmenß and other seruíces.

Increased demand for consultation and liaison seruices provided,,to comm.uniV-

liWinø_and nursing hpne fa.çllities_. Community-based residential settings include

eongi'egate or senior housing, senioi' irotels, foster care, group hornes, day

centers (where people reside during the day) and nursing homes. Community-

based seruices for older adult and geriatric patÌents, such as assistedliving and

nursÌng home facilities have become primary referal sources for inpatient and

outpa tie n t psych iatric prog ra ms

Responding to the increased demand for cost-efficient services, psychiatric

programs have increased their use of non-physician clinical professionals. Non-

physician clinical professionals include licensed clÌnical social workers, licensed

professional counselors, clinical psychologists and masters-prepared nurse

clinÌcians. The multi-disciplinary approach to care provision has allowed nursing
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staff to focus on the medical and educational aspects of the patient's care with

clinícal therapists becoming the primary providers of therapeutic interuent¡ons.

Fufther, the primary treatment modality has shifred from the indiuidual therapy
model to the group process therapy model. The group process therapy

treatment model has proven to be as efficacious as the individual therapy model

and better suited to a facility-based environment.6 The group process model

ailows a program to effectively utilìze treatment resourcesl while addressing the
ireatmeni needs oi a higher patient voÍume.

overall treAtnent protocol. Pharmacogenetics refers to genetic differences in

metabolic pathways which can affect individual responses to drugs, both in terms

of therapeutic effect as well as adverse effects. The ability to identify those
patients who will respond well to psychotropic drug treatment or who will be at a

higher risk for adverse effects could help clinicians avoid lengthy ineffective drug

trials and limit patÌents'exposure to those effects. Moreover, better predictability

of treatment response early in the course of a patient's illness can result in
enhanced medication adherence, a signifrcant predictor of relapse prevention.

Telemedicine. Telepsychiatry or telemedicine, is a specifìcally defrned form of
vÌdeo conferencing that can provide psychiatric seruices to patients living in
remote locations or othenuise underserued areas. It can connect patients,

psyehiatrists, physicians, ancj other heaiihcare professionais through the use oi
television cameras and microphones, Telemedicine curently provides an array of
seruices including but not limited to dÌagnosis and assessmenl medication

management, and individual and group therapy. Telepsychiatry is currently one

of the rnost effective ways to increase access to psychiatric care for individuals

living in underserved areas.

Outpatient psychiatric sessions under Medicare are reimbursed the same as

"face-to-face" encounters when appropriately coded as telemedicine visits. The

psychiatrist is reimbursed according to the Medicare Physician's Fee Schedule

(MPFS) and the hospital receives a 'facility fee'for hosting the encounter. There

6 McRoberts et al,, (1998). Comparative effìcacy of individual and group psychotherapy: A meta-analytic
perspective, Group Dynamics, 2, 101-117,

J
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is also increased coverage by Medicaíd and commercial payers for medically-

necessary services appropriately provided using telemedicine.

Mental Health Insurance Paritlt Legislation In March 20t0, the PPACA legislation

was signed into faw. Included in the PPACA are provisions that makes avaifable

health insurance coverage for approximately 32 miflion currently uninsured

incjividuais, manclates coverage of pre-existing conditions (incluciing mentai

health disorders), expands coverage under Medicaid for psychiatric and

substance abuse disorders, and re-affirms the provisÍons of the Wellstone Act, It
is expected that over the next few years, the impact of this legislation wÌll be to

Ìncrease utilization of mental health seruices in hospital-based programs.

Employer-provided health plans have for yearsl routinely set stricter treatment

limits and imposed higher out-of-pocket costs on mental health care than any

other medical care. On September 18, 2007, the Senate unanimously passed a

revised version of the Mental Health Parity Act of 2007. In the U.S. House of

Representatives, a similar piece of legislation, the Paul Wellstone Mental Health

and Addiction Egui| Act ('Wellstone Actf was passed on March 5, 2008. These

two pieces of legislation were passed by Congress and signed into law in July,

2008, This legislation corrected the limitations of the Mental Health Parity Act of

1996, extending the "on par" to co-payments and deductibles.

The changes in the operating environment has necessitated a change in how

hospital-based behavioral health providers are configured and deliver seruices.

Successful state-of-the-art hospital-based, behavioral health programs generally

share the following operational and market characterÌstics

Ope ra ti on a I Ch a racteristics

. The ability to provide intearated an.d cQordinated services to
multiple patient populations throughout the inoatient and

outpatient continuum (i.e,, 23-hour crisis observation services,
crisis stabÍlization inpatient beds, acute and specialty inpatient
beds, organized outpatient and aftercare seruices);
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o The ab¡lity to provide eftective, pro-active outreach
consultation, intake and assessment seruÍces to other hospital
depaftments as well as to community care providers;

o The ability to address boththe psychiatric and medical needs of
the adult and older adult patient population;

o The ability to provide se¡vices where the goafs of the physicians
and the hospitaf are well-aligned and mutually supportive;

c The ability to provide seruices using a well-integrated, clinical-
nursing therapeutic mode! with staff traíned tc address the
higher acuity and co-morbid patient population;

e The abílity to provide an integrated and coordinated continuum
of Ínpatient and outpatient services operated as an organized
and frnancially sound prpdu.ct-line of the hospital; and

o The ability to provide services in a secure operating
environment conducive to efficient staffing, patient safety and
providing high qualify patient and farniiy centered eare.

M a rket Ch a ra cteristi cs

c Operates as paft of a distriþUted network of inpatÌent A?d
outp?tient program seruices within the market;

e Operates programs which have a diyerse patient payermix;
r Operates programs with a reputation in the market for providing

high quafity patient care;
c Operates programs that enjoy strong market presence in

multiple market segments (e.9., child and adolescent services,
adult services, older adult services, speciafty services such PTSD
treatment, depression treatment, etc.); and

r Operate programs that are appropriately coordinatedwith
community-based program senuices.

The Behavioral Health Reimbursement and Funding
Environment, The two largest payers for behaviorat health services are

Medicare (i.e., Medicare for the aged and for the disabled) and Medicaid.

Changes in reimbursement for Medicare patients both on the inpatient and

outpatient basis have impacted revenues. Economic conditions combined with

changes in Federal policy have stressed State'level funding and resulted in
reduced funding for community-based behavioral health programming and

reimbursement for patients covered under the Medicaid program.
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Factors such as the implementation of Medicare's inpatient and outpatient

prospective payment system for behavioral health services, the implementation

and growth of managed Medicare and Medicaid programs, and the growth of

managed care as a primary private insurance coveragef have impacted how

behavioral health seryices are delivered.

Meriicare Reimbursement. Inpatient Reimbursement. The most recent change

impacting behaviorai heaith seryices was implementation of a prospective

payment reimbursement system for inpatient hospital-based psychiatric units

C'IPPF") in 2005, The IPPF is per diem based payment system that includes

adjustments for factors such as DRG weight, wage indexing, rural location,

teaching institutions and length of stay variations. The base rate is a bundled

amount including routine operating, ancillary and capital-related expenses. The

prospective system of reimbursement applies only to hospital-based inpatient

psychiatric facility units or free-standing inpatient psychÍatric facilities cfassifìed

as psychiatric hospitals. These units/facilities have received distinct-part unit

designation and are reimbursed separately from the overall Medicare Prospective

Payment System.

At the same time that IPPF was changing the nature of reÍmbursement under

traditional Medicare coverage for psychiatric seryices, the growth of managed

Medicare was also impacting the level of utilization and reimbursement. In 201L,

the penetration raie ior iì'îeclicare Acivantage was 35.42at'o oi the toiai Meciicare

enrollees in Rhode Island. In comparison, the penetration rate for the primary

Westerly market was 29.860/o for the Rhode Island (WashÍngton County) portion

of the market and 14.38o/o for Connecticut (New London County) portion of the

market.

Managed Medicare products are generally considered to fall into the category of

"risk contracts" since a set amount per covered life is provided to the carrier and

the organization can lose money if it overspends this allotment.T As a result of

this dynamic, managed Medicare products have employed various strategies to

limit utilization and reimbursement. In behavioral health, these strategies have

7 Sakauye, K, MD, BlanÇ K., MD, Cohen, C.I., MD, et. al., Medicare Managed Mental He?lth Cêfe:

A Loominq Cfisis, Psychiatric SeLvices, .l¡.tly 200!,, 56:7, pageq 795-97.
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included use of high co-payment (i.e. "cost-sharingf requirements for outpatient

behavioral heafth services, use of "fail-fìrst" primary care requirements (i.e,,

specialÇ services are used as a documented last resoft) and implementing

increased acuity admission criteria for accessing inpatient treatment.

Medicaid Reimbursement. Managed Medicaid has become the pre-dominant

form of payment for non-Medicare pubficly funcieci patient popuiatÍons. in 20L0,

7i.64!/o of ail Medicaid enroilees were covei'ed unde¡= a manageeì eare Meeiicaici

product.s In 2010, in Rhode Island, 68,490/o of all Medicald enrollees are in a

managed care product. In Connecticut, 63.34% of Medicaíd enrollees are in a
managed care product. As with all managed care products, the impact on

providers is a reduction in inpatient utilization and reimbursement with patients

directed to the lowest level of acuity consistent with their treatment needs.

Outpatient Reimbursgment. In general, hospitals' reimbursement for organized

(i.e., hospital-based) outpatient behavioral health seruices is avaílable through a

variety of payers. These payers include Medicare, Blue Cross, commercial

insurers, managed care organizations and to a limited extent, other

governmental payers. Depending on the payer, the patient will be responsible

for a portion of the reimbursement of co-payment. The average co-payment

amount is approximately twenty percent (20o/o) of the total amount allowed for

the seruice,

Dispfopoftionate Share ReimÞursement. Under the provisions of the PPACA,

beginning in 2014, there will also be a gradual phasing-out of disproportionate

share funding as the number of uninsured patients C'i.e., uncompensated care)
is reduced by mandatory insurance coverage for seruices. In hospitals with high

Medicaid and uncompensated care volumes, the disproportionate share allocation

has represented a revenue source suppoting that patient population.

Disproportionate share allocations are calculated on a hospital-wide basis,

Organized hospital-based inpatient behavioral health programs that serve large

publicfy-funded (i.e., Medicaid) or uncompensated care behavioral health

B Centers for Medicare and Medicaid Seruices, Medicaíd Managed Care Enrollment ag . of
December 31.2010, March, 2011.
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populations represent a significant addition to the overall dispropottionate share

aJlocation.

Impa_c_! of.the PPACA on Reimbursenlent, It is anticipated that implementation of

the PPACA will impact on the State funding of seruices for the publicly-insured

patient. The immediate near-term effect of adoption of the PPACA should be

tavoraþle to hospitals as more patients will have some type of insurance

coverage, pushing cjown the cost of uncompensated care. The medium and

longer-term effect is much more uncertain, In addition to phasing-out

disproportionate share reimbursement, the changes in the operating

environment resulting from the efforts by the federal and state governments,

private insurance companies and business coalitions to reduce and contain heafth

care costs will impact on how services are delivered. Imbedded in the PPACA are

concepts such as family-centered care, medical homes, and Íncentives related to

outcome improvement.

Section III
The Continuum of Care Ín Behavioral Health, The continuum of

psychiatric services is defined as including inpatient, organized outpatient and

aftercare levels of seruice, The various levels of care are related to the

medically-necessary intensity of service required to meet the needs of the

patient. The seruices in each levef of care address a poftion of the overall

psychiatric needs of the at-risk population (i,e., a general adult psychiatric unit),

or provides the specialized care required to address the treatment needs of

specific patient populations (e.9., child and adolescent seruices, geropsychiatric

seruices, chemical dependenry services, etc.).

Examples of varying levels of inpatient seruice Ìntensity include:

o Inpatient CrÌsis Stabilization Units. Crisis stabilization units are
oriented to the needs of patients requiring short term (i.e., 2 to
3 days) inpatient stays usually related to stabilizing an acute
episode of a chronic mental Íllness or substance abuse
condition. Medication management and initial
psychotherapeutic interuention is begun during the patient's
stay in the crisis stabilization unit during which a therapeutic
evaluation is completed which indicates that the patient requires
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a longer duration of inpatient therapeutic interuention,
discharge to organized outpatient program treatment, or other
disposition.

o Acute Intensive CAre Inpatient UnÌts. Acute psychiatric
intensive care units C'psychiatric ICUJ are usually eÍght (B) to
ten (10) bed units with high staffìng ratios and monitoring
capabilities. The patient populations in these units are acutely
ill and, in many lnstances, at high risk of harming themselves or
others. A significant percentage of the patients treated in
psychiatric ICUs are patients awaiting an initial adjudication and
referral to a secure State Hospital facility. The primary
interuention modality employed in psychiatric ICUs is
psychotropic medication management, The psychiatric ICU is a
secure unit with average lengths of stay of between three (3)
and seven (7) days.

o Acute Child and Adolescent,Inoatient Units. The acute child and
adolescent inpatient unit usualfy addresses the acute psychiatric
andlor substance abuse treatment needs of a child and
adolescent (i.e,, 10 to 17 years old) pat¡ent. Treatment is multi-
disciplinary in nature involving individual and group therapy as
well as medication management. Treatment may also include
detoxification services, The average length of stay in child and
adolescent acute inpatient unÍts is approximately seven (7)
days.

o Acute Adult Inpatient. Units, The acute adult inpatient unit
provides a multi-disciplinary approach to treatment involving
individual and group therapy as well as medication
management. The patieni popüÍation for an acute inpatient
treatment unit is usually a higher functioning patient population
with an acute episode of a mental illness/disorder. The average
length of stay in acute adult inpatient units is between five (5)
and seven (7) days.

c Acute Geriatric InpatÌent Uníts. The Acute Geriatric inpatient
units treat both high and low functioning patients, High
functioning geriatric patients generally have an acute episode of
a mental illness/disorder, in many instances severe depression.
These patients are able to participate in individuat and group
process treatment modalities. The lower functioning geriatríc
patient is usually cognitively impaÍred and has been admitted to
the inpatient unit with an acute psychiatric episode for
medication management and behavioral management
interventions. The average length of stay in geriatric acute
inpatient units is between eight (B) and twelve (12) days.
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o SpecialV Care Inpatient Units. Specialty care inpatient are
designed to address the treatment needs of patients with a

specifìc behavioral health condition or disorder such as post
traumatic stress disorder C-PTSD'), co-occurring psychiatric and
substance abuse, severe depression including bipolar disorders.
Specialty care units usually involve specialty funding (e.9., PTSD
and Militaryffri-Care, Depression Centers with Federal grant
funding, pharmacogenetics and drug tr!als), The a\-/erage
lengths of stay in specialty care units varies.

Examples of the varying levels of intensity provided through hospital-based
organized outpatient seruices include :

c 23-Hour Obseruatign,.Se[vices. These services are oriented to
the needs of patients that can be stabilized in 23 hours or less
usually related to an acute episode of a chronic mental iJlness or
substance abuse conditÍon. In most instances, these patients
require medícation management seruices in contrast to
requiring more extended psychotherapy services. The 23-Hour
Obseruation Seruices are outpatÌent seruices whÌch are designed
to increase throughput in the Emergency Room and to provide
appropriate triage to the patient population who may or may
not require inpatient treatment.

t Paftial Hospitaliz?tion Program ("PHP') seruÌces. PHP seruices
provide the highest level of outpatient se¡vices intensity. Partial
hospitalization is a tÍme limited, outpatient treatment modality
for individuals with an active psychiatric or behavioral illness.
ñ^,Jt^t L^^À:ÁI:-^L:^- :^ ^tL^--^L:..^ L^ :--^Lt^-Lrcrt Lrdt t tu4JtLoruaLtut L) al I dtLU, I rctuvc LU u tyduet II
hospita lÌzation off ering i ntensive, coordi nated, m u lti -d isci pl i nary
treatment services on an outpatient basis. PHP services are
used by individuals who can maintain themselves at a functional
level at home or in a community setting for at least part of the
day. The behavioral health PHP is between four (4) and six (6)
hours in duration each day, with treatment programming
prescribed by the psychiatrist to meet a patient's specific needs,
Treatment modalities used in a PHP include: group/ individual,
and recreation therapies, as well as other treatment services
(e.9., medication management).
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o Intensive Ou*tpdti-ent P"regr-am (IQP? seruices. IOP services are
highly structured, coordinated, multi-disciplinary treatment
programs provided in a hospital-based outpat¡ent sett¡ng.
Patients usually receive treatment for up to three (3) times per
week to each client. IOP seruices usually involve nine (9) hours
of seruices per week. IOP services are physician-directed and
are based on an individualized treatment program developed for
the patient following a comprehensí.¡e assessment and
treatment planning process. The treatment modalities used in
IOPs include group process therapy, individual and family
therapy, medication management, and other related psychiatric
treatment modalities.

o

services. CD-IOP seryices are outpatient treatment seruices
provided to persons experiencing signÍficant impairment in their
daily functioning as a result of chemical dependenry/substance
abuse but not requiring an inpatient level of treatment. CD-IOP
seruices are usually provided as paft of an overall range of IOP
and CD-IOP behavioral health outpatient services.

o Consultation and Liaison Services, Consultation and liaison
services are an extension to other hospital programs and
nursing units of the hospital provided by psychiatric program
staff. Consultation and liaison services are provided by the
psychÍatric clinical staff at the request of other physicians or
healthcare professionals. These seruices include pedorming
preliminary mental health assessments and providing
information on such issues as medication managemenÇ coping
with a patient's psycÍiiati'ie needs, anq' assisting with the i'eferral
and disposition of the patient to an appropriate level of care.
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Exhibit One graphically displays the continuum of facility-based behavioral health

seruices.

ExhibÍt One. Continuum of Facility-Based Behavioral Health Services
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Psychiatrist Practice and Physlcian Extender Seruices. Fs;rchiatrists provide

psych¡atr¡c serv¡ces in various settings. These settings include pr¡vate practice,

community mental health centers, hospital-based practices, academic medical

centers and medical schools. Psychiatrists involved with hospital-based

psychiatr¡c programs typically have practices that have two major pract¡ce

componentsl

r A facility-based component (i.e., services provided in a hospital
setting); and

o A private practice component (i.e., the psychiatrist's offìce
pract¡ce).

The facility component involves the psychiatr¡st as an attending phys¡cian/

prov¡d¡ng psychiatr¡c consultations at the request of other physicians and

providíng on-go¡ng psychiatric care and medication management for patients, In
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the facility component role, the psych¡atrist provides the necessary medical

direction of the patient's care (including medication management) and does not

generally provide direct therapy services,

In the private practice role, the role of the psychiatrist has evolved from

providing the traditional individual therapy sessions to providing initial

consuÍtations and evaluations, determining medical necessity, providing

medication management and directing the overall care management provided to

the patient by physician extenders such as clinical psychologists, licensed

professional counselors, licensed clinical social workers, and advanced practice

psychiatric nurses.

In rural areas, telemedicine has become a state-of-the-aft response to the lack

of physician resources in areas wÍth a physician shortage. Federal programming

provides reimbursement for telemedicine in a designated rural market, including

stat-up funding.

Section IV
The Market for Behavioral Health Seruices, The primary market for

inpatient and outpatient behavioral health seruices at Westerly is comprised of all

or portions of Kent and Washington Counties in RI, and New London County in

Connecticut C'gf"). The primary market is comprísed of persons residing within

a radius of approximately bwenb,r-five (25) rniles of Westerly in RI and CT. Exhibit

Two presents a map of the primary market for behavioral health seruices at

Westerly.
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Exhibit Two, Map of Primary Market for Behavioral Health Seruices at
Westerly

Exhibits Three and Four identify the specific towns and cities included in the

primary market as well as selected demographic information regarding the

overall population of the primary market and the United States by age group.

The market includes all or portions of Washington and Kent Counties in Rhode

Island and New London County in Connecticut. The market reflects the

geographic areas from which Westerly has historically drawn medical-surgical

patients.e The following Table lists the cities and towns comprising this prîmary

market area.

e Table 3 of the Report prepared for the Rhode Island Depaftment of Health Hospital Market
Concentration and Market Share in Rhode Island, June 2009 lndicates that in 2007 Westerly
received 34o/o of its inpatient discharge volumes from Connecticut,
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Ëxhibit Three. Towns and Cities Included in the Primary Westerly Market

The population for the primary market is estimated to be 181,640 persons in

2012, growíng to a total population of 784,925 persons by 2017 for a five year

growth rate of t.Bo/o. The following Exhibit surnmarizes the estimated 2012 and

projected 20t7 populations for the prímary market,

Exhibit Four. Selected Demographícs, Primary Market, Westerly

Source: Claritas Population Estimates and Projections, 2012 and 2017

In 2012, approximately 85,505 (47.Io/o) of the resÍdents in the primary market

were 18 to 54 years old. The adult population is projected to decrease by

approximately 4,205 persons (4,4%) to 81,745 (44.2o/o of the total population)

by 20L7. In 2012, approximately 57,900 (31.9%) of the residents in the primary
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market were 55 years or older. The older adult and geriatric population is

projected to increase by approximately 9,075 (15.7o/o) to 66,975 (36.3o/o of the

total population) by 20t7.

The Need for Inpatient, Outpatient, and Psychiatrist Services. The

"need" in a market is affected by various factors including:

o The size and the age distribution of the population;
. Geographic considerations impacting access;
o Economic considerations such as insurance coverage and the

size of the indigent and medically-underserved population; and
e Prevalence and utilization rates for various conditions in the

population.

Need f?r InpatÌent Psychiatric Services. T'¡,ro dif,cerent methcCologles ,¡¿ere used

to estimate the need for Ínpatient psychiatric beds in the Westerly market:

o A demand-based approach using the most recently repoted
discharge and patient days use rates in Rhode Island; and

. A prevalence-based approach based on studÍes performed for
the National Institutes of Health (NIH) and the National
Institute of Mental Health (NIMH) and in the Surgeon General of
the United States Report on Mental Health publíshed in 1999,10

Demand-Based Appreach. The demand-based method used to project the need

for adult and geriatric inpatient beds is based on the historical (2009) use rate

for adult and geriatric discharges and related patient days in Rhode Island.ll
The 2009 use rate is projected against the estimated 2012 and projected 20L7

market popufations to determine bed demand for adult and geriatric beds. The

Rhode Istand use rate was also applied to the Connecticut portion of the primary

market,

10 U.S. Department of Health and Human Services, Mental Health: A Report of the Surgeon
General, National Instítute of Mental Health, 1999, pages 46 through 48,
11 A demand-based approach Ís used by the State of RI to project need on a st?te-wide basis for
the purpose of evaluatinq certificate qf-jneed C'CONI applicatjons. These use rates are applied
to the populations of the primary market to estimate/project need for general adulÇ older adult
and geriatric beds ín !hç We.sle¡ly maçke!,
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Historical Dçnand-Bâsed Methodolpgy. The following Table summarizes the

basic historical Rhode Island discharge and patient day use rates for adult and

geriatric patients uti lizi ng inpa tient psych iatrÌc seruices,L2

Exhibit Five. RI Psychiatric Discharges and Patient Days per 1,000
Population, 18 to 64 Years and 65 Years and Older, 2009

Applying the historical use rate to the estimated 2012 and projected 2017

population of the primary market area is presented on Exhibit Six.

Exhibit Six, Estimated 20t2 and Projected 2077 Psychiatric Patient Days and
Bed Need, Demand Approach, Westerly Market

Note; To be consistent with the RI CON approach of general adult and geríatric , the general

aciuit and ofder aeiuit neeci are combineei as the general aduii.

Based on applying the historical demand-based use rates for inpatient general

adult and geriatric psychiatric seruices to the estimated and projected primary

market area populations results in an estimated 2012 need for 41 general adult

and 10 geriatric beds, increasing to 41 general adult and 12 geriatric beds by

2ü7.13

12 zimmerman, Tables 4A and 5A.
13 A demand-based methodology is used by the State of RI to project need on a state-wide basis

for certíficate of need purposes. The RI methodotogy has use rates for two (2) age groups -
adult (18 to 64 years) and geriatric (65 years or older). For a consistent comparison with the
prçyqlgnce-based methodolog¡ applyíng the adultdemand rate to the 55 to 65 populatíon (i.e.,
older adult) of the primary market area results in the followíng bed breakdown:

t A2012 estimate of 31 general adult, 10 older adult and 10 geriatric beds.

1 A2077 p¡ojection of.28 genera! adult, 13 older gdqlt q¡d 12 geriatric beds.
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The dernand-based need assumes that all patients needing seruices were able to

access those seruices. For older adult and geriatric beds, two additional factors

should be considered when determining bed sizing for the Westerly market.

These factors are:

Availability of beds on demand, With a geriatric demand estimate
of ten (10) beds in 20t2 and twel,¡e (12) beds by 2017,
establishing a geriatric unÍt smaller than fifteen (15) beds would
reduce the "availability on demand" for these beds. The 2012
demand would result in an occupancy rate of 670/o. At a demand
rate of twelve (12) beds the occupancy rate would be 80o/o. The
unit was sized to accommodate fluctuations in census above the
demand-based ADC of 10 to 12 patients. Older adult patients (i.e.,
55 to 64 years of age) could swing to either the general adult or
the geriatrÍc unit depending on census level.
Psychiatric patients in Nursing Homes, Studies have indicated that
there is a large patient population in nursíng homes that have a
primary psychiatric diagnosis warranting intervention and
treatment. It is estimated that there are approximately 500,000
persons with mental illnessra residing in U,S. nursing homes on any
given day.tt One consequence of the downsizing of state
psychiatric hospitals has been the use of nursing homes as a de
facto mental health institution. In 2005, 27.4o/o of new nursing
home admissions indicated schizophrenia, bipolar disorder,
depression or anxiety. The estimated percentages for Rhode Island
and Connecticut were 25.0% and 22.2o/o respectivefy.l6 Applying
those percentages to the nursing honne patient population Ín the
primary market indicated that there are approximately 710 nursing
home residents in the Rhode Island portion of the market and 200
nursing home residents in the Connecticut portion of the market
with diagnosable mental Íllness requiring intervention. Given the
high utilization and of psychiatric beds in the State and the lack of
available beds in the South County Region, it can be expected that
these indíviduals represent an unexpressed need/demand for
inpatient and related outpatient psychiatric seruices.

a

a

la Excluding dementia.
ls Fullerton, ClA et al. Trends in Mental Health Admissions to Nursing Homes 1999-2005,
Psychiatrlc Seruices.
16 Grabowski, DÇ Aschbrenner, KA, Feng, 7, and Mor, V. Mental Illness in Nursing Homes:
Variations Across States, Health Aff,airs, Volume 28,¡3, 68-!17-00,
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Prevalence-Based Methodology. Need estimates are based on the prevalence

rate of individuals with an acute mental illness requiring intervention in order to

allow the individuaf to perform normal activities of daity living. These rates are

applied to the prÍmary and regional market populations to provide an estimate of
the baseline population at-risk of needing treatment seryices. In general,

approximately L4.0o/o of the general adult population (persons 18 to 54 years of

age), 14.7o/o of the older adult population (persons 55 to 64 years of age) and

i9.8o/ô of the geriatric population (persons 65 years or older) have an acute

mental illness appropriate for intervention. Approximately 14.9% of the at-risk

child and adolescent and 20o/o of the total at-risk adult and older adult (65 and

older are not included in this adjustment) have an acute mental iÍlness

appropriate for inpatient intervention.lT Exhibit Seven summarizes the acute

inpatient psychiatric bed need for the primary market.

Based on national prgva.lence ntes for inpatient psychiatric seruices, ¡t is

estimated that the primary market can be expected to generate approximately

4,335 adult, older adult and geriatric psychiatric admissions, equating to

approximately 67 inpatient beds. The 2012 older adult and geriatric population

in the primary market is estimated to generate 2/025 acute psychiatric

admissions equating to an unadjust?d need of 41 inpatient beds. It is projected

that despite the projected decrease in the overall population between 2012 and

20L7, the unadjusted need for older adult and geriatric beds will increase from

4i io 47 becísas the popuiation ages.
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Exhibit Seven.

Notes:

¡'(,UT(:Ë:

Adult, Older Adult and Geriatric Psychiatric Bed Need,
Westerly Market, 2012 Estimated and 2017 Projected

At-Risk Patient Population" is based on the calculation of the prevalence rate of
acute mental illness in the population times the total age cohort population,

(2) The estimated inpatÌents is the cafculation of Percent Àt-nist times Percentage
appropriate for inpatient treatment. Inpatient rates based on cited Surgeon
General's Report, NIMH.(3) Based on lengths of stay of 4 days for 18 to 54, 5 days for and 55 to 64 and 9
days for 65 and older.
ü.S. Depariment of l-iealth anci Human Services, f ieniai Healih: A Report of ihe
Surgeon General, National Instítute of Mental Health, 1999, pages 46
through 48.

Need for Organized Outpatient SeruicÇs.. The need for organized hospital-based

outpatient prográm serríces is based on the Subslance Abuse and Mental Health

SeruÍces Administration's Office of Applied Statistics analysis of outpatient mental

health seryices in the United States.l8 Exhibit Eight summarizes the potential

volumes for organized outpatient psychiatric programs such as IOP services

seruing the primary market.

It is estimated that IOP services w¡ll be the most appropriate level of psychiatrìc

intervention for approximately 1,070 general adults, older adults and geriatrics in

the primary market. IOP services are a complimentary seruice usually provided

as part of a range of inpatient and outpatient psychiatric seruices. Providing IOP

seruíces as part of a continuum of inpatient and outpatient services allows for
the opportunity of shared staffing and provision of economy of scale operations.

t8 SAMHSA Office of Applied Statist¡cs, Patterns of Mental Health Services Utilization and Sqþstance Abuse
Use Among Adults, 2000 and 2001. Chapter 4: Characteristics of Persons Receiving Outpatient Treatment,
2004.
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Exhibit Eight. 2012 Estimated and 2017 Projected Need for Hospital-Based
Organized Outpatient Behavioral Health Services, Westerfy
MarkeÇ by Age Cohort

Noter Private therapist includes psychiatrists, psychologists and mid-level clfnfcians.

It is estimated that CÐ-IOP services will be the most appropríate level of
behavioral health intervention for approxírnately 975 general adult, ofder adult

and geriatrics in the primary market in 20L2 increasing to 1,015 patients by

2017.

Existila Pgvchiatric Resources, The closest inpatient programs to the primary

market are located at Kent Hospital in Warwick and Newport Hospital in Newport

which are located approximately twenty-five (25) miles from Westerly. The

existing behavíoral health seryices associated with Kent Hospital include a 20-bed

general adult inpatient psychiatric unit and a 20-bed inpatient unit at Butler

Hospital in Providence. In the aggregate these inpatient units experienced an FY

2009 ADC of 35.2 patients (88.1% occupancy) including a geriatric ADC of 0.9

patients. Newpot Hospital's behavioral health seruices include a fifteen (15) bed

general adult inpatient unit. In FY 2009, these beds experience an overall

repofted ADC of 10.9 patients (72.4o/o occupancy) including a geriatric ADC of
1.2 patients.

In addition to the issue of the proximity of the population to available inpatient

services, is the additional question of the avaitability of resources themselves.

The Exhibit Nine illustrates the high utilization of the existing psychiatric beds in

Rhode Island.
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Exhibit Nine. Utifization of RI Hospital Psychiatric Units, 2007 through 2009

Source: Zimmerman, Table 7.

Rs incjicateci by the Ëxhibit, the existing inpatient psychiatric becjs in RI are highly

utilized. The high utilization of existing resources results in beds not being

available when needed. The general unavailability of beds on demand is

illustrated by an example from the RI statewide "bed board" report of available

psychiatric beds. On April 30,2012, it was repofted that there were forty-three

(43) patients waiting for placement in a psychiatric bed (27 adults and 16

minors). Six (6) of the fony-three (43) were in the South County Regionle, The

addition of inpatient adult and geriatric beds at Westerly will specifrcally increase

access and availability to needed inpatient and outpatient psychiatric seruices in

the South County Region as well as in Rhode Island overall.

Unmet need, The prevalence-based bed need assumes no barriers to access and

includes patients receiving treatment in alternative settings. The primary

"adjustments" to the prevalenc*based methodology that account for patients

receiving treatment in alternative setting or not able to access services are:

Individuals in nursing homes with a severe mental illness
('SMI]. In RI, the estimated percentage of nursing home
patients with SMI was 25.0ol0. In CT, the estimated percentage

of nursing home patients with SMI was 22.2o/o. Since the
majority of patients in nursing homes are 55 years and older,
this adjustment is applied only to the older adult and geriatric
populations. The adjustment equates to a reduction in the
older adult and geriatric beds of foufteen (14) older adult and
geriatric beds.

a

299.7

310.5

91.9o/o

87.2o/o

ts nive (5) of the patients awqiling placemgnt wgre at Wegterly Hgspita[.
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o Individuals in alternative custodial settings. It is estimated that
approximately Llo/o of individuals incarcerated in custodial

settings have a severe mental illness that would othenrtise
warrant inpat¡ent treatment. This adjustment is generally

limited to a general adult population' The adjustment equates

to a reduction in the general adult beds of four (4) beds in both
20L2 and 2017.

The unmet need for inpatient general adult anC clder adult/geriatric beds, as

adjusted is summarized in Exhibit Ten.

Exhibit Ten, Unmet Need for Inpatient Psychiatric Beds, Demand-Based and
Prevalence-Based Methodologies, with Adjustments

There are no psychiatric beds located in the primary market area. As previously

discussed, the nearest beds are located at Newport Hospital and Kent Hospital,

These programs in the aggregate, are operating at B89o occupancy and have

limited capacity to accept additional patients. Effectively, The a.Verage adiusted

unmet need 20for beds to serve the primary market is estimated to be:

2Ol.2: Thirty-eight (38) general and older adult beds and

eleven (11) geriatric beds; and

2Ot7: Thirty-eight (38) general and older adult beds and

fourteen (14) geriatric beds

20 The average of the unmet need for psychiatric beds using both the demand-based and

adjusted p¡evglence. based methodologies.
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The Need for Ps,vchiatrist Seruices. Professional psychiatric resources meet a

number of community needs. In hospital settings, psychiatrists are a source of

psychiatric consultation seryices to the medical staff. Psychiatrists also provide

the medical direction and support to organized hospital-based psychiatric

programs, and assist the hospital in addressing the community's need for

psychiatric seruices, It is recommended that Westerly secure the seruices of two

(2) psychiatrists ancj appropriate back-up support (i.e., physician extender) to

support the inpatÍeni and IOP behaviorai health seruices. it is recommencieci

that one of the psychiatrists has a background in geropsychiatry'

Section V
Findings.

The Facility

Westerly is a 125-bed acute care hospital located in Westerly
(Washington County), Rhode Island C'RI').
Westerty is cunently in receivership and is operated under the
overall control of a State'appointed Magisten

Westerly provides a medical, surgical, obstetrical, emergency,
laboratory and rehabilitative seruÌces using state-of-the-art
technology in an intimate, community hospitalsetting.

Westerly does not cunently provide inpatient or outpat¡ent
behavioral health seruices as paft of their array of existÌng
serutces.

Westerly has one (1) psychiatrist with active staff privileges.

Acute Care Seruices

In 2010, Westeily provided 12663 days of inpatient acute care

seruices to a total of 4,238 patients.

Westerly serued an acute care Medicare and Medicaid patient
population which accounted for 47.60/o and 1.6% of their 2010
toial acute care patient days, respectively.2l

a

o

C

a

a

o

27[Page



The Market

a The primary market for inpatient and outpatient behavioral
health seruices is comprised of all or portions of Kent and
Washington CountÌes in RI, and New London County in
Connecticut ('Cf]. The primary market is comprised of
persons residing within a radius of approximately twenty-frve
(25) miles of Westerly in RI and CT,

c The total poøulation of the primary market was 181,640 in
2012. The overall population is projected to increase by 3,285
1.8% to 184,925 by 2017.

o In 2012, approximately 85,505 (47.1o/o) of the residents in the
primary market were 1B to 54 years old. The adult population
is projected to decrease by approximately 4,205 persons (4.4o/o)

to 81,745 (44.2o/o of the total population) by 2017.
o In 20!2, appro.ximately 57,900 (31,9o/o) of the residenß in the

primary market were 55 years or older. The older adult and
geriatric population is projected to increase by approximately
9,075 (15.7o/o) to 66,975 (36.30/o of the total population) by
2017.

The Need for Inpatient Behavioral Health Beds in the Market

o Based on applying the hÌstorical demand-based use rates for
inpatient adult and geriatric psychiatric se¡vices to the
estimated and projected primary market area populations
results in an estimated 2A12 need for forty-one (41) general

increasing to forty-one ftI)
tric beds by 2017,22

o The net adjusted need for adult, older adult and geriatric beds
in the primary market in 2012 using the prevalence-þased
methodolsry is estimated to be thirly-four (34) general and
older adult beds and twelve (12) gerÌatric beds. In 2017, the
net adjusted bed need is thirty-four (34) general and older adult
beds and sixteen (16) geriatrÌc beds.

2z A demand-þased methodology is used by the State of RI to project need on a state-wide basis

for certificate of need purposes. The RI methodology has use rates for two (2) age groups -
adult (18 to 64 years) and geriatric (65 years or older). For a consistent comparison with the
prevalençe-based methodology, applying the adult demand rate to the 55 to 65 population (i,e.,
older adult) of the primary market area results in the following bed breakdown:

. A20I2 estimate of 31 general adulÇ 10 older adult and 10 geriatric beds.
c A20L7 projectio¡ of 28, ge¡e¡.al q{ult 1J g[der adult and 12 geriatric beds.
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There are no hospital-based providers of inpatient or outpatient
psychiatric services located within the primary market, There
are two (2) hospital-based psychiatric programs located
adjacent to the primary market at Kent Hospital (40 beds) in
Warwick, RI and Newport Hospital (15 beds) in Newpor!, RI.

The average adjusted net unmet needl for general adult, older
adult and geriatrÌc psychiatric beds in the primary market is:

2012: Thirty-eight (38) general and older adult beds and
eleven (11) geriatric beds; and
2017: Thirty-eight (38) general and older adult beds and
fourteen (14) geriatric beds

Need for Intensive Outpatient Program ("IOP') Psychiatric Services

. ft is estimated that IOP seruices will be the most appropriate
level of psychiatric Ìnteruention for approximately 1,070 general
adults, older adults and geriatrics in the primary market
Ìncluding 385 general adult patients and 685 older adult and
geriatric patients.

Need for Chemical Dependency Intensíve Outpatient Program ('CD-IOP')
Behavioral Health Seruices

It is estimated that CD-IOP seruices wÌll be the most appropriate
level of behavioral health interuention for approximately 1,115
adolescents, general adults, older adults and geriatrics in the
prirrÊry markei inciudirig i,ûi5 general aciuii patlents over ihe
age of 25.

Recommendations,

o Develop a fifteen (15) bed geriatric inpat¡ent psychiatric unit.
s Develop ten (10) bed general adult inpatÌent unÌt havÌng a

shared central nursing station with the geriatric unit,
c Develop a geriatric IOP program.
o Develop a general adult IOP program.
c Develop an adult CD-IOP seruices as an extension of the IOP

outpatient program seruÌces to the general adult population,

ã The ne¡ qnmet ¡ee{ using both. methodologÍeg was averaged together foç 2012 and 2017.
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Secure the seruices of two (2) psychiatrÌsts with appropriate
back-up support to support the inpatient and outpatient
behavioral health seruices, It is recommended that one (1) of
the psychiatrists has a background in geropsychiatry.

Develop an organized program of community education,
outreach and referral development for the Ìnpatient and
outpatient behavÌoral health seruices,

Develop consultation and liaíson seruices io Westerly's
emergenc)/ department and medical'surgical services, a-c u/.ell a-s

to nursÌng homes and personal care facilities in the area for the
inpatient and outpatient behavioral health seruices.

Section VI
Considerations. Development of new services requires planning and

implementation. A number of diverse requÍrements and considerations must be

addressed during implementation of these programs. The requirements and

considerations are in the following areas:

o Environment of care requirements for inpatient and outpatÍent
seruices;

c Compliance with various regulatory, licensing and accreditation
requirements; and

o Financial impact.

En ui ron me n t of Ca re Conside ra ti on s.

Inpatient Seruices,

A normal configuration for the ten (10) bed adult inpatient unit includes the
following:

e Four (4) semi-private and two (2) private rooms with an appropriate
number of handicapped accessible restrooms;

r One (1) seclusion room with handicapped accessible restroom;
o A central nurses station with restroom (shared with the geriatric unit);
o One (1) multi-purpose group activity area which can be used as a dining

area/multipu rpose room;
r one (1) group room;
o Storage areas including clean and soiled linen areas;
. An examination room;
o Clerical/chaftingarea;
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o A multi-use consultation office; and
¡ Office space for the Program Manager, Outreach Coordinator, Nurse

Manager - General Adult Unit, Licensed Clinicians and Consulting Medical
Director (General Adult).

A normal configuration for the fìfteen (15) bed geriatric inpatient unit includes
the fotlowing:

o Seven (7) semi-private and one (1) private rooms with an appropriate
number of handicapped accessible restrooms;

e One (1) seclusion room with handicapped accessible restroom;
o A central nurses statíon with restroom (shared with the general aduft

unit);
o A dining area/multipurpose room;
o one (1) group room;
o Storage areas including clean and soiled linen areas;
r An examination room;
c Clerical/charting area;
o A multi-use consultation office; and
o Office space for the Nurse Manager- Geriatric Unit, Licensed Clinicians and

Consulting Medical Director (Geriatric).

Outpatient Seruices. The IOP and CD-IOP seruices will require approximately

1,500 square feet of space. The IOP and CD-IOP services will utilize the same

space at different times/days. The normal configuration for the two Programs

(Adult IOP/CD-IOP and Geriatric IOP) includes the following:

¡ A Reception area;
c Two handicap accessible restrooms;
c Storage areas;
¡ Two large multi-purpose group activity areas;
r Clerical/chaftingarea;
o Office space for the Program Director, Medical Director and Clinical staff;

and
¡ A multi-use consultation office,
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Third ParW Compliance ConsÌderations.

As with any new hospital-based program, numerous third party compliance

reviews must be conducted in order for the program to become operational.

Those reviews include the following:

Õ Certificate oi Neeci CTCOJ'?. The Staie oi Ri has a CON

process. A certificate of need appror"al '¡,'il! be required fcr the
proposed project.

c Licensure and Accreditatíon, Diamond can provide sufficient
documentation in the form of policies and procedures necessary

for the programs to meet the licensure requirements of the
State of RI for the inpatient, IOP and CD-IOP seruices.

. CMS Distinct-Part Unit Ce.üLfigAtion, In order for new distinct-
pait psychiati=ic units to receive reimbursement under the
Medicare Inpatient Prospective Payment System (IPPS) for
Inpatient Psychiatric Facilities for seruices provided in the new

beds, the hospital must obtain certification of the new beds as

pad of the Distinct Part Unit (DPU). The ceftification process

requires submission of an 855-A application (which requires a

$505.00 filing fee), as well as the receipt of CMS survey
approval which includes completing the State licensing process.

DPU certification for new beds can only occur at the beginning
of a hospital's fiscal year. Westerly's fìscal year begins on

October 1st.
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The Health of Rhode Island Non-Metropolitan
Comrnunities
Office of Prirnary Care and Rural Health, November 201 I

Introduction
Rhode Island has 1,052.567 residents living in 39 cities and towns. Its five counties comprise

1,045 square miles and cover both metropolitan and non-metropolitan/r'ulal areas.r The Rhode

Island Offrce of Primary Care and Rural Health (OPCRII) has designated the following 16 cities

and towns non-metropolitan areas:

¡ Providence County: Burlillville. Fosler, Glocester, Scituate

o Kent County: Coventry, lùy'est Greenwich

. Washington Connty: Charlestown, Exeter, Hopkintott, New Shoreham, Richmond,

'Westelly

o Nervport County: Jamestown, Little Compton, Portsmouth, Tiverton

More than 175,000 people, or |7o/o of

the state's population, live in these

communities.

Metropolitan and Non-Metropolitan Areas of

Rhode Island
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It is impor'latlt to lrote that the defrnition of "no1t-metto" established by tìle OPCRH differs from

the fecleral definition of "rlrral." Using US Census data, the OPCRII designates all

rnunicipaiities with a population density of 500 persons per square mile or less as "non-l'l'Letro."2

The Health Resources and Selvices Administlation (HRSA) Office of Rural Health Policy

classification is more narrowly defîned; only the town of V/esterly meets HRSA crilelia for a

rural comrnunity. Briefly, HRSA defines the lollowing areas as rural: all counties designated

non-Ínetro by the U S Census, al1 ccnsus tracts with RUCA codes 4- 1 0 in rnetropoiitan counties,

ol cellain Census tracts (those with more than 400 square miles, fewer than 35 people per square

Mile, and RTICA codes 2-3).3

D e mo g rt¡ t lr íc. I nfo rm ul i o n

The state population is predominantly white, non-

Hispanic (76.4%).4 Non-metro Rhode Island is less

diverse, with people of white, non-Hispanic origin

rnaking ry 94J% of the population,s The non-rnetro

population of Rhode Island is also older than thc rest

of tlie state with 15.3% of the population older than

the age of 65. Comparatively, older adults make up

14.4% of the statewide and 13.0%o of the national

populations,ó

According to the 2005-2009 US Census American

Corrmunity Sulvey 5-Year Eslimates, an average of

4.5%o of people in non-metro communities in Rhode

Island live below the federal poverly levcl, compared

Io 11.6%o statewide.T Although the Plovidence area

has the highest rates of child poverty, concentrations

of poverty exist in the non-metro regions of

Westerly, Exeter, Bulrillville, and Coventry where

120/o

1jyo
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Percent of Children Younger than Six Living below Poverty, Census 2000
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Rhode Island Non-Metro Health Data
Like the nation as a \ ,hole, lìbode Islanders continues to experience unacceptable disparities in

health status, health outconLes, and access to healthcare across socio-economìc, racial, etlmic and

geoglaphic lines. While an examination of health indicators demonstlates that Rhode lsland non-

rletro populations are doing better than the rest of the state on a nutnber of measures including

rates of healt disease. diabetes, low birrh weight, breastfeeding, and numbers of residents with

insurance, a few key indicators shorv significant disparities between non-metro alcas and thc rest

of the state. These inclucle adolescent risk-taking behavior with non-metro high school stlrdcnts

leporting rates ofalcohol, drug and cigarette use that are significantly above suburban and urban

communities. Other areas ol'conce[ì include significantly lower pafticipation in the 'Wornen,

Infänts, and Childlen (WIC) Proglarn by eligibie fämilies. Residents of Ilhode Island non-metro

aleas aJso läce unique systcms bariers including limited access to health providers, inadequate

public transpoltation, and environmentai health risks such as high levels of radon and lead in

specific comrnunities.

Outlinecl belou'are key data and information currently available for non-metro communities.

This data has been compilcd from a variety of sources including hospital discharge and death

data collected by the Rhode lsland Deparlment of llealth, the Behaviolal Risk Factor

Sun,eillance System sulve)/) Rhode Island Kids Count, the Rhode Island Cancer Rcgistry, thc

Iìhode Island Deparlment of Health Radon Database, and The Providence PIan. 'I'ìre data

coÍrpare non-metro communities to suburban aud urban communities. Tbe non-metl'o

communities consist of the 16 towrs identified by the OPCRH, wliile the urban category

inoludes the core cities of Providence, Pau'tucket. Central Fa1ls, Woonsocket, Newport, and

West Wal'wick. The remainder of the state is considered suburban for the purposes of this report.

This dara is limited due to severai statistical obstacles around analy-zing small populatious.

Findings of community assessments conductcd by non-metro parlners augment this inforn-ration

and ale dcscribed in a f'ollowing section,

,4 rlo les cat t I Iì e lt Ø' i0 r

High school students living in non-metro comnunities reporl some of the highest alcohol, drug,

and cigaretle use in the state, According to the Rhode Island I)epartment of Education, 51oZ of

students in the Chariho and Westerly school districts and more than 45o/o of students in the
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Burrillville, Foster-Glocester-, Portsrnouth, and Coventry school districts repoft having used

alcolrol at least once in the past 30 days. In contrast, 42o/o of students statewide and37o/o in cole

cities report any use in the past 30 days.

Drug use in nolt-mctro oommunities is also signifìcantly higher than statewide and urban rates,

Tliilty-eight pcïccft of Tiverton students and more tlran 3 5 
0/o of students fi'otn the Chariho and

Foster-Glocester school districts leport havirig usecl dlugs in the past 30 days. The state rate for

high school students reporting any <irug use within the past 30 days is21% and tire rate for cot'e

cities is 22o/n.

Cigarelte use by high school students in non-metro cotnrtunitics is also elevated. Thirty-four

pelcent of irigh school students from Foster-Glocester, 29o/o from Covcntry ancl Tiverton,2SVo

fronr Chariho and Westerly, and 27Vo fron Burriilville repofl using cigarettes within the last 30

days. The state rale for cigarette use alnong higli school students is22"/, and the rate for core

cities is I8Yo.e

I/ n in tufti o tt øl It ti ur¡,

Death lates from unintentional injr.rries have traditionaliy been highcr in rural populations when

cornpared to urban regions. In New Engìand alone, the accidental death rate in rural regions is

nearìy 50% higher tlian that in urban regions. Transportation-related deaths and deaths fi'om

firearrn-r'elated accidents are also notably higher.l0 However, in Rhode lsland, we saw no

statistical difference in the rates of death from unintentional injuriesll b"tt"""tr the tLu'ee t'egions

(19 in non-metro,24 in subulban, and 17 in urban legions per 100,000 deaths).1' Tllis may be

due to the relatively short transportation time for emergency medicai services in Rhode Islallcl.

Although some deaths may be attributed to faotors related to rulal lifestyle and infrastructure, the

amount of time it takes to transport a paticnt to medical facilities rnost likely contributes to the

higher rual unintentional injury death rates in other states.13

Heurl Disensc

Deaths from cardiovascular disease are lower in non-metro comtnunìties (1 15 per 100,000

deaths) and core cities (108 pcr 100,000 deaths) than in the suburban region (171 per 100,000

deaths), Similarly, deaths frorn ischemia and other forms of heart disease are statistically higher
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in the suburban region (137 per 100,000 deatlts) than boththe urban (85 per 100,000 cleaths) and

non-metro (97 per 100,000 deaths) regions,ra

Cnnccr

filcidence rates of some of the most collrmon fbrnrs of cancer including cololectal canoer' (63

me¡ and 46 women peL 100.000), invasive lung cancer in rvomen (61 per 100,000), and in situ

breast cancer (38 per 100.000) are similarto rates fot'suburban and ulban communities. Rates of

invasive lung cancer in mcn (83 per' 100,000) and plostate callcer (158 per 100,000) are lowel'

than statewide ar¡erages (92 and 16i per 100,000. respectively). While the data reveals a sliglrtly

highel rate of invasive cervical cancer in women living in non-metlo communities (8 per

100.000) than that of n'omen living in suburban areas (7 per 100,000), the difference is not

statistically signifi cant.

Ollt cr Ch ro n i r: D ì s e us ¿s

The available data on other chronic diseases suggest that non-meüo communities are doing the

same as, if not better tban. the rest of thc state. There are lower death rates frorn diabetes in the

non-meÍo regions (7 per 100,000 deaths) u,hen compared to suburban (11 per' 100,000 deaths)

and ulban (10 pcr 100,000 deaths) regions. Hospital discharge data for incidents of aslhma show

elevated rates in the urban (212 per 100,000 people) and suburban regions (1 1 1 per 100,000

people), but lower rates in the non-metro region (88 per'100,000 people). Self-rcported doctor-

diagnosed obesity is highest in the cole cities at 290/o and lower in both the non-metro ancl

suburban regions (25% for both). Deaths from stl'oke are also lowest in the non-metlo regions

(12 in non-metlo, 26 in suburban, and 20 in urban legions per i00,000 cieaths). Self-reported

doctor-diagnosed high blood pressure shows no significant difference (30% non-metro, 30%r sub-

urban, 28% urban),is

ì'Iuternul und ChiM H¿ulfh

Thele are statistically sirnilar ralcs betweetl non-metro and suburban regions for prcterm birtiis

(Il% it non-rnetro, 11"/o in suburban, and 13o/o in urban regions), low l¡jrth weight babies (7% ltt

non-metro, '7o/o it suburban, and 9o/o in urban regions), and infant moltality (5 in ntx-uetro, 5 in

suburban, and 8 in urban regions per' 1,000). ln all categories,lhe highest lates were found inthe

urban region. Non-metro and suburban regions also have lower rates of dela¡red prenatal care

6 of21



(10% in non-metro, 11% in subulban, and 79o/o in urban legiorrs) and births to single mothers

(30% in non-rnetro, 34% insuburban, and 62o/u in urbau regions). Rates of breastfeedirrgl6 are

also highel in the nou-metro (.69%o) than in the urban (50%) r'egions.

However, there are significantly lower rates of WIC participationlT in the non-metro

communities (59.1%). According to Rhode Island Kids Count data, only 59olo of rvomen aud

children who are eligible for WIC actually participale in the non-metro regions. This is

compared Io 640/¡ of eligible people in suburban regions tnd'l60/o in urban regions. Altliough the

non-metro ancl suburban rates are not statistically diflbrent, they botir differ significantly from

botlr tlre urban and statewi de (72%) rates, with participation lowest in the non-tnetro

commulrities.'8 This findirrg is reflected in assessments carried out by our non-metro

cornmunity pafinels, YWCA Northern Rhode Island and Northcm Rhode Island Area Health

Edusation Center, which will be ciiscussed in a following section.re

Envirqttnrcntul Herhh Risks

Non-metropolitan Rhode Island residents must cope with specifìc environmental health

challenges. The areas of greatest radon hazard in the state are in rural Washington County; the

towns of Exeter ancl Richmond have shown more than 50% of tested homes to have high levels

of radon gas. Foul other municipalities in non-metro al'eas had more lhan30%o of honres test

liigh for radon inclr-rding Hopkinton ancl Charleston in Washington County; West Greenwich ancl

Coventry in Kent County; ancl Foster and Scituate in Providence Countlz.'o Although the highest

rates of clcvated blclod lead levels are found in Providence, there are some portions of non-metro

Rhode lsland that show increased rates. In the towns of Burrillville, Scituate, Hopkinton, and

'Westerly, 
3Yo to 5% of the population younger than six years of age has elevated t'rlood ìead

levels (as shown in the map bcìow).21
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Children Younger than Six with First-Time Elevated Blood Lead Lcvels (EBLL)' 2004'2008
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Non-Metro Health Systerns Barriers

,Access lt¡ Care

In rur.al communities tluoughout the US, low numbers of local healthcare providers and limited

public tlansportation create barriers to accessing healthcare, In Rhode Island, a limited number

of physicians practice outside the Greater Plovidence area. Moreover, the public transportation

system is urban-orientecl and inadequate for linking non-metro populations witir the major

medical centers in Providence and othel urban areas. As shown in the first map below, non-

metro Rhode Island has only seven medical facilities, which are found in the towns of

Burrillville, Foster. Coventry, Hopkinton, Charlestown, artd Westerly.22 Similarly, as shown in

the following two figures, far fewer physicians ancl dentists serve the non-metro regions. To

request electronic copies of these maps for easier reading, please contact Mia Patriarca

O'Fl alrerty at mia.patri ar ca@health.ri. gov
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Rhode Island Distribution of Physicians by Municipality
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Rhode Island Distribution of Dentists by Municipalify
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II c nhh co rc,9 h o*r ge .,l reus

Several federal progl'ams in Rhode Island suppolt healthcare provisiott to medically-turderserved

popularìons. These irrcìticie I I automatically-designatecl Federaill, Qualifìed Heaith Centcrs

(FQHC), F'QtÌC Look-Alikes, ancl lndian Fleaith Service-funded sites. Four of the FQIICs are

either locatecl irr or selving Rhode Island's non-metro regions: Tbunderrnist ìlealthcare, Woocl

River Health Services, WellOne, and the Comprehensive Community Action Program. Rhode

lsland also currently has clesignated sir primary care I-Iealth Profcssional Shor"tage Areas

(ÌIPSAs), five Dcntal HPSAs, and f'our Mental llealtli HPSAs. The only HPSA located in the

non-metlo region is Nerv Slioreharn Town on Block Island.

In.'uruncc nnd Ongoittg Sources rtf Cnrc

Accorcling to Behavioral Risk Factor Surveillance Systetn (BRFSS) data estinrates,23 non-tnetLo

legions have equal or highel lates of insurance and ongoing cale when compared to urban or

suburban regions. Core cities consistently show'thc lowest rates. In the non-lnetro regio'n,92o/o

of responclenls have health insurance. This is compared to ralcs of 93n/o in subnrban Rhode

lslaricl and 83% in the urban re gion. Sinriiarly, 92o/o of non-lnetr'o residents report having a

r.egular provider, as compared to 88% in suburban, and B2%o in urban Rhode Island.

I' u h I i r: 7'r un.>' po rt ul iott

Lack of transportation is a consistent barrier to healthc¿t'c in rurai communities tluor.rghout the

Unitccl Stafes. Even within New Er-rgland, more than I in 20 households in the combined rul'al

aleas have no vehicle and no practicaì public transporlalion option.2a As eviclent in the map

below, most Rhocle Island Public Transit Authoritl, (RIPTA) bus routes exist within urban

service boundaries. Most non-mstro tow11s have only one RIPTA bus route through the area.

rryhile the torryns of Foster and Charlestown have ltorl".'S ln Rhocle Island a few plogratns such as

the Flex service and the Rlde program have begun 1o address sol¡e of these barriers, but they arc

still do not adequately t.", the need of many noll-metro commulrities.
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R u r u I IIac Il h,trs s ess n rcr ús

To support communities to bcgin to address non-ületro health barliers outlined above, the

OPCRH awarded eleven mini-grants between 2009 to 201I to qualihed community-basecl

coalifions and netu'olks in non-metro regions of the state. 'I'he mini-grants supportecl community

assessments that expanded upon the o ften limited non-metlo health data. Granlees were allowed

to choose the scope of theil projects. They wele asked to conduct community assessments to

identify gaps in healthcare servioes and delivery systems and to develop strategic plans to

address these issues. Grantees includecl organizations fì'om all four counties containing non-

metro regions:

. Providence County: WellOne (Foster), Northern Rhode Islancl Area Health Education

Center (ruiAHEC), and YWCA Northern Rhode Island

. Kent Countl'; Visitirrg Nurse Association (VNA) of Care New Englancl (Coveutry),

Conrprehensirre Community Action Program (CCAP), Inc. (Coventr¡,)

. Washington County: Washington County Children's Coalition (WCCC)

. Newpoft County: Visiting Nurse Services (VNS) of Newport and Bristol Counties

From the assessrnenls, the OPCRH identified five major barriers to accessing healthcare in thc

non-nletro regions:

1. Inadequate capacity ofdental services

2. lnsufftcient supply of mentalhealth services

3. Lack of knowledge of lesourccs

4. Individual stigma around receiving services and benefits

5. Inadequate public transporlation

D¿ntul Scntice.ç

As was shown in a previous figure, a limited number of dentists serve the non-metro regions.

Scveral grantees icientified inadequate supply ofdental services as an area ofhigh need. For

cxamplc, VNA of Care New England identified routine dental care as the top unmet need for the

seniol population in Coventry.'u CCAP identified a similar need in pediatric selvices in

Coventry. According to the CCAP survey, 30o/o of families said that their childlen had not

visitecl tlre dentist in the last year, while 5I%o of parents had not visitcd the dentist in the last year

and 27Yo could not afford dental .urr."
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iIIe nfal II¿tlf h S¿r'r'ic¿s

Several grantees identihed mental iiealth ser-r,ices as an area of need in non-metro communities,

For instance, thc WCCC identified access to cìrildren's nrental health selvices as a primat'y issue

iri Washington County. ln response, WCCC has designed anci delivered tlaining and support for

nedical clinicians zuid staff, children's bchavioral health and social selvice ploviders. and school

persorurel. They lrave also developed plans for a social malketing campaign to prevent bullying

arnong middle school students.2s CCAP also found an insuffìcient supply of affordable mental

healtlr services for all ages irr Coventry. An alamring six of eighl(75% of) adults that needed

mental health counseling had difficulty getting it.2e

Knowledge of Rcsourc¿s snd Slíi¡nut

In addition to a lack of resources, there are clear and real social bariers to accessing care. Often,

people are unaware of rhe services for which they wor"rld qualify. Furthermore, while some are

a\ryare of the services available, they ale unwilling to take advantage of these services due to a

sense of stigma associated with receiving beneñts, This is reflected in thc lower rates of

participation in WIC for eligible mothers and childlen and was also identified as an issue by our

community partners' assessments. WellOne found that a lack of knc¡wledge of benefìts or a ìack

of knowledge of how to apply for such benefits often prevented residents fi'om seelting help.

Fulthermore, individual attitudes toward receiving assistance prevenled resiclents from seeking

help.30 Tlie YWCA and nriAHEC found that participation rates in Burillville, Foster, Glocester,

and Scituate for the WIC program, the Suppiemental Nutrition Assistance Program (SNAP), and

tlie school breakfast program were all lower in comparison to slate rates. YWCA and nriAHEC

also hypothesized that the low WIC participation ratcs ma¡z ¡1s1 only be due to lack of knowledge

of resoutces, but also to stigma attached to receiving such assistance,il

I'uh I i c |-ra n :;p o rf ntì on

Finally, as outlined in a plevious section, rlorl-r1letro areas face signil,-rcant lransportation barriers.

Asscssments by WellOne, CCAP. YWCA and nriAHEC all concluded that trausportatiotr issues

are one of the biggcst challenges fäcing non-metro residents, CCAP found thar.22Yo of residents

did not get needed care due to transportalíon,32 Because of these issues arouncl transpoflation and
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accessirlg services. nriAHEC and Y'WCA proposed the use of social meclia metirods 1o reach out

to local yolltlg womeu to increase their know'ledge base around women's health and u'ellness

issues, food jnsecurity, aucl preuatal cur.."

RurrI Hcuhh S¡,slentt Buìtrling Granls

Building on the lesults of conrmunity assessments and recommendatiolts developed under mini-

grants, the OPCRH issued a request for pr<lposals designed to strengthen primary care systems

by u'orking to clevelop hcalthcare infiastructure, increase access to healthcale, reduce health

disparities between populations, and ¡tromote patient-centered medical homes. Special

emphasis was placed on addressing the needs of tire uninsuled, the undelinsured, minority

populations, and children with special healthcare needs. Grantees wete also required to address

improvements in mater..nal and child health services as a paÍ of their plojects. The granls are for

a two-year peliod, contingent on available funding and grantee performance. Eligibility was

linrited to non-profil organizat\ons leading coalitions of prirnary care and community

orgariizations serving non-metro regions of the state.

In October 2011, the OPCRH made two Rural llealth Systems Building awards. 'fhese inclucle a

ploject 1ed by YWCA Northern Rhode Island, in pafnelship with nriAHE,C, fo develop and

implerner-rt a strategic plan to improve access to primary care services (inciuding prenatal cale),

reduce high risk behaviors, address cultural ban'iers to care, and itnprove nutrition atnong youttg

women (ages 12 to 25) living in northr.vestern Rhode Island. The YWCA project will include a

particular focus on physical activity as an entry point to connect young wornen with other'

prcrrcnlive services. A second award was made to the Washington County Coalition f'or

Children (WCCC) to clevelop an<J inrplement a stlategic pJan for irnproviug chììdrer,'s behavioral

health services. incrcasing the knowledge and competency of the local workforce, engaging and

supporling palents, and providing anti-bullying programs for children living irr Washington

County. The WCCC project builds on eight years of successful children's mental health

progralr developrnent in the southern regiou of the state.
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Recomrnerrdations and Next Stelrs
Bascd on the lìndings of corrmunity assessllents and analysis of non-nretro health data, the

OPCRFI has developed the following r-ecomtnendatious:

. Addless adolescent risk-taking behavior in non-metro cornmunities, including alcohol,

drug and cigalette use. Connecl local efforts to statewide resources, iricluding the

RIDOH Tobacco Control and Adolescent Health Programs,

. Promote I'ederal and local workforce development initiatives to increase primary care,

mental healtli and dental provider supply in llon-tletro communities

. Utilize Cornmunity Health Workers (CHWs) in non-tnetro communities to help lesidents

navigate the health alrd social selvicc systems and eruoll in services such as WIC. Link

non-tretro CI IWs to tlaining and suppofl resourccs.

. Connect non-metro partners with existing initialives that promote expansion of public

lranspoftation to ensure that the needs of non-rnetro commuu.ities are addressed,

inclucling Healthy Places by Design al IIEALTH and Grow Smart Rl'

. Collaborate with HEALTH's Healthy Homes and Environment programs to design

compr ehensive environmental risk reductjon initiatives in non-metro comllunities.

. Provide training and technical assistance to local networks, including supporting

communities to evaluate the effectiveness of lural health systems building plojecls.

. Establish an information clearinghouse around rutal health policy including health care

ref'orm. best practices, grant oppoltunities, attd federal fuirding.

Rlnde Islantl Office of Primny Care ønd Rurnl Heiltlt

The Rhode Island Rural Health program is housed in HEALTH's Off,rce of Primary Care and Rural

Health (OPCRH), within the IJealth Disparities and Access to Care Team of the Division of Comrrunity,

Family Health, and Equity (DCFHE). The OPCRH exists to promote access to comprehensive primary

care for all state residents. Particular emphasis is placed on assuring access and irnproving health

outcornes for the traditionally rnedically undetserved, racial/ethnic rninorities, low-income and uninsured

individuals, and those facing geographic baniers. The OPCRH is responsible for assessing primary care

capacity in Rhode Island, delineating low-income, geographic, and specialty-specif-lc shoflage areas, and

developing plans to address thosc shortages. The OPCRH provides a rut'al health infblmation

clearinglrouse, technical assistance and other support to rural health paúners, program coordination, rural

health policy Ieadership, and dcveloprrent, recruitment, and retention of a skilled rural health workforce,
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rvrvw,ìrlsa,gov/ruralhealth"/policy/definition_olrural,ltttnl, Accessed October 25,2011 .

Tl-re Office of Rural Health Policy uses two methods to detennine geographic eligibility for its grant
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Due to the fact that entire counties are designated as metropolitan when, in fact, lat'ge pals of tnany
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county sections of these MAs. Rural Urban Cornmuting Area Codes (RUCAs) are a Census tract-based
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classification scherue that utilizes the slandald Bt¡r'eau of Cerrsus ur'ì¡au alea and pìace definitions in conrbination

wiLh cornn.ruting infolrnation to charactelize all of the uation's Census tlacts regaldingtheir luraland rlrban status

and lelationships. RI has no Census tl'acts with Rt-lCAs coded as l'ural.
a State and County Quickfacts, US Census Bureau, http://<¡uickfacts.census.gov lqfdlstatesl44000.htrnl, Last Revised

October 13, 201 1. Accessed October' 25, 2011.
s Fact Finder', US Census Buleau . http://factfinder2.census.gov/. Accessed Noveurber 8, 2011.
6 Fact Finder, US Census Buleau. http://factfinder2.census.gov/ Accessed Octobel' 25,2011,
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'' These rates are based ou the available 2010 data fi'om CHDA
13 New Englancl Rural Health RoundTable, Rurat Data for Action West Lebanon, NH, New England Rural Health

Ror.rndTable. Pg.40
to Dara was collected by Lhe Center for Health Data and Analysis at the Rllode Is)and Dcpartmeul of Health. Rates

were calculated by dividing the total uumber of incideuces in eacb legion (non-rnetro, sub-ul'ban and urban) by the

total populations for each region based on 2010 Census data ancì nrultiplying by 100,000.
l5 Self-reportecl ratcs are based on l'esults fror¡ BRFSS.
r6 "Breastfeeding" is the pelceutage of newbonr infants who ale exclusively bleastfed at tlte tirne of hospìtal

discharge

tt Vy'otlen and chilclren participating in WIC is the per'centage of eligible wolrell, infants and children em'olled in the

Special Supplemental Nutrition Prograrn for \Wornen, Infànts and Children (WlC). WIC is a federally-fundcd

pl'ogram that set'ves pregnant, postpafiuln and breastfeeding women. infants. and chìldren under five years of age

with household incomes belolv 185% of the fedelal povelty level. In addition, any individr.ral who participales in

SNAP (f'ormer)y the Food Starnp Plograrn), Rltc Care, Medicaid. or the Rhode lsland Works Prograrx or who is a

tlentber of a faniily in rvhich a pregnant wolrau or infant l'eceives Medicaid benefìts, ìs autornatjcally incorne-

eìigible lor WIC.

't Rlode lsìand l(ids Counl, 20I I Rlrcde Lsland Kicls Kids Count Factbooi. Providence, RI: Rhode Island Kids

Count,

lo Rhode lsland Kids Count. 201 I Rhode Lslancl Kict,s Kids Count Factbook. Providence, RÌ: Rhode Island Kids

Count.
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d ata:
(American Contmuní6, Sunte)t: 2005-2009, 5 year Eslimates) Cenws gov

To¡r languages:

RI population [Est]: 996,110
Spanish: 99,683
Speak Engìish very well: 44,718
Of 99.683 Spanish speakers, 50Yo n(49,965) speak English less than vcry well

Porluguese or Portuguese Creolo: 33923
Speak English very well: 19,618
Of 33,923 Pottugucse speakers, 42% n(19,618) speak English less than very well

French (Patois, Cajun): 14,333
Speak English very well 11,712
Of 14,333 French Patois, Cajun speakers, 180/o n(2,621) speak English less than very well,

French (Creole): 5,243
Speak English very well: 3,301
Of 5,243 French Creole speakers, 31% n(1,942) speak English less than very well.

Chinese4,474
Speak English very weìl: 2,087
Of 4,474 Cllrinese speakers, 53% n(2.38'l) speak English less than very well

Mon-Khmer:4,302
Speak Errglish very well:2,379
Of 4302 Mon-Khmer speakers, 44%o n(l,923) speak English less than very well

LaotÍan: 3,131
Speak Elglish very well: 1507
Of 3,1 3 1 Laotian speakers, 36% nll,624) speal< English less than vety well

S ig tri/ic ant Inng ua g e dat n ;

African languages: 3,964
Speak English very we1i'.2,651
Of 3,964 A1ì'ican language speal<ers, 33% nQ,3l3) speak English less thau very well

Arabic: 1,735
Speak Englisb very well: 1,200
Of 1,735 Arabic speakers,3l% n(535) speal< English less than very well

Tagalog:1,960
Speal< English very well 1,|J2
Of 1,960 'l'agaìog speakers, 40% n(788) speaì< English less than very well

Korean: 1,420
Speak Ënglish very well: 656
Of \,420 Korean speakers, 54% n(764) speak English less than very well



Lansr¡age data-Cities in RI
(,4nterican Cctnrmurtillt Sutle)t 2005-2009, 5 )tear eslintales); Census.gol

West Wanvick (Kent Counfy), population: 271668 (Cole Citv)
Spanish: 1,286
Speak Euglìsh vety well: 603
Of 1,286 Spauish speakers, 53% n(683) speak English less th¿rn very well.

Portuguese or Portuguese Creolo: 984
Speak English very well: 709
Of 984 Portuguese speakels, 30% n(275) speak English less than ver-y ra'ell

French (Patois, Cajun): 496
Speal< English vcry wcll: 428
Of , 496 French Patois, Cajun speakers, 74o/o n(68) spcak English less tliau very well,

Tagalog.213
Speak English very well: 127

Of T3 Tagalog speakers, 42% n(89) speak English less thart very well

Warwick (Kent County), population: 81,071
Spanish: 1,337
Speak English very well: 905
Of 1 ,3 3 7 Slranislt speakers, 32% n(432) speak English less thalt very well

Newport City (Newport Counfy), population: 23,158 (Corc City)
Spanish: 698
Speak English very well:432
Of ó98 Spanislr speakels, 38% n(266) speak English less than very well

Othcr Asian Languagcs: 93
Speak Engìish very well: 0

Of 93 other Asian language speakers,100c'/o n(93) speak English less than vely rvell

Central Falls (Providence Countv), population: 16'840 (Core Cit¡')
Spanish; 9,717
Speak English very well: 4,089
Of 9,717 Spanìsh speakei's, 58% n(5628) speak English less than very well.

Portuguese or Portugucsc Creolo: 1,607

Speak Englislr very well: 881

Of 1,607 Portuguese speal<ers, 45% n(126) speak Englislr less than vcry ivell.



Clanston (Providence Cou nty), ¡ropulation : 7 6,036
Spanish: 7,164
Speak English very well:3,992
Ol- 7,164 Spanish speakers, 44o/o n(3,172) speak English less than very well.

Portuguese or Portuguese Creolo: i,383
Speak Englisli very well: 936
Of 1,3 83 Portu guese speal<ers, 32% n(447) speak lrn gl ish less thalr very wel l.

Armenian: 803

Speak English very u,ell: 434
Of 803 Annenian speakers, 46% n(369) speak English less than very well.

Chinese: 927
Spcak English very well: 216
Of 927 Chinese speakers, 77% n(711) speak English less than very .*,ell

Pawtucket (Providence County), population: 67,192 (Core City)
Spanish: 9,962
Speak English very well; 4,978
Of 4,978 Spanish speakels, 50% n(4,984) speak Englisb less than very well,

Portuguese or Portuguese Creolo 1,792
Speak English very weÌl: 4,364
Of 7 ,792 Porluguese speakers, 44o/o n(3,428) speak English lcss tìran vcry well.

African languages: 947
Speak English very well: 5l5
Of -515 Alrican language speakers, 46% n(432) speak English less tlian very rvell

Providence City (Providence County), population: 159,935 (Core City)
Spanish: 55,124
Speak English very well'.24,603
Of 55,124 Spanish speakers, 55% n(30521) speak English less than very rvell.

Portuguese or Portuguese Clcolo: 2,725
Speak English very u,ell: 1,676
Of 2,'725 Poúuguese Creolo speakers, 39% n(1,049) speak Englislr less than very rvell,

Mon-Khmer:3.117
Speak English very u,ell: 1,690
Of 3,117 Mon-Khrncr spcakers, 46Vo n(l,427) speak English less thau very well.

African languages: 2l 70
Speak English very welJ: 1507
Of 2\70 African language speakers, 31% n(663) speak Bnglislr less than very well.



Woonsocket Cify, (Providence County), population: 40r154 (Core City)
Spanish: 3,864
Speak Engìish very well: 2,587
Of 3,864 Spanish speakers, 33Vo n(\,277 ) speak English less than very well.

Laotian: 1,157
Speak English very well: 459
Of 1,i 57 Laotian speakers, 60% n(698) speak English less than very well

French @atois, Cajun): 2,932
Speak English very well: 2,309
Of 2,932 French Patois, Ca.lun speakers,2l% n(623) speak Engìish less than very well

Westerly town, (Washington County), population: 22,398
Chinese: 458
Speaks English very weìl: 145

Of 458 Chinese speakers, 68% n(313) speak English less than very well.



Statc Po¡rulation Changc by Race and Ethnicig,, US Ccnsus 2000 & 2010

Since the State of lüode Island has no local public health depaftrnents, the Department of Health
cooldinates the public health activities across thc state. To enhance the coorclination and

managemcìnt of large scaie disease outbreaks, the Healthcare Service Region (FISR) Moclel u'as

createcl, The I-ISR Moclei divicled the state into 10 HSR, eacir led by an aclltc care hospital. Each
HSR lvas created along municipal boundalies with approximately 100,000 people pel HSR,
This clcsign allorvs for enhanced service provision to Rhodc Islaud's increasingly diverse
population.

Ovel the past 10 years, Rhode Island has sccn major changes in the population demographics.
These changes c¿rll for a mix of services that respond to the varying needs of the stale's changing
demographics (e.g., language assistance and culturally competent care). A 2010 Census Brief
notes that there was a 31"/o increase in 1he racial/ethnic minority population in Rhode Island fi'om
the year 2000 to 2010. Below is a snapshot of the demographic changes that have occurred in
Rhocle Island by cornparing recently released 2010 Census clata to 2000 Census data.

Table 1. Rhode Island Population by Race and Ethnicifv: 2000 and 2010
Population Change

2000 2010 Number Perccnt
Hispanic or Latino 90.820 130,655 39,83 5 43.9

85 8,433 803,685 -54,148 -6.4White, NH
tslack, NH 41.922 51,560 9,63 8 23.0

Asian/Pacific Islander, NH 23.736 30,293 6,551 27.6

Nativc Amcrican, NH 4,181 4,020 -161 -3.9
1.048.3 19 1.052,567 4,248 0.4State Overall:

Approximafely 210% of the population of RI is a racial or ethnic miuority, according to the 201 0

Census results. As noted in the table , the IJispanic population is the fàstest growing population
in lìhode Island, followcd by the Asians and Pacific Islanders, 'lire populations that have
decreascd over the last clecade are non-Hispanic Whites and Native Alnericans,

Health Dispalities & Access to Care Tearn, RI Department of Health



Table 2. Our Lady Fatima
Population by Race and EthniciW: 2000 and 2010

Population Change
2000 2010 Number Percent

Hispanic or Latino 2036 4709 2673 56,8
White, NH 86929 84393 -2536 -2.9
Black, NH t242 2392 I 150 92,6
AsianÆacilic Islandcr, NH 1133 1 688 555 49.0
Native American, NH t32 193 61 31.6
HSR Overall: 91167 92023 856 0,9

Tablc 3. Kent flospital
Population by Race and Ethnicit¡': 2000 and 2010

Population Change
2000 201 0 Numher Percent

Hispanic or Latino 2827 s309 2482 87.8

White. NH 159645 155219 -4426 -2.8
Black, NH 1 558 2405 847 54.4

AsianÆacifîc Islander. NH 2273 3417 1144 50.3

Native American, NH 388 437 49 12.6

HSR Overall: 167090 1661s8 -932 -0,6

Table 4. Landmark Medical Center
Population bv Race and Ethnicitv: 2000 and 2010

Porrulation Change
2000 2010 Number Percent

Hispanic or Latino 4212 6387 2t7 5 51.6
White, NH 61944 59068 -2876 -4.6
Black, NH 1999 2764 765 3 8.3

Asian/PacifTc Islander, NH 1862 7441 579
Native American, NH 192 228 36

31 .1

1_s.8

HSR Overall: 69638 69r08 -s3 0 0.8

2Health Disparities & Access to Care Tcam, RI Department of l-Icalth



Table 5. Mcmorial Hospital
Population by Race and Ethnicitv: 2000 and 2010

Population
2010 Number

Chan
Percent2000

28085 39.1Hispanic or Latino 20192 7893
10801 1 -8583 -'7.4White, NH tr6594
12324 5533Black, NH 6791
26s1 r212

81 .5

84.2Asian/Pacific Islander, NH 1439
366 748 382 104.4Native American, NH
144624 I4s135 51i 0.4HSR Overall:

Table 6. Miriam Hospital
Population by Race and Ethnicity: 2000 and 2010

PoDulation Chanqe
2000 2010 Number Percent

94.2Hispanic or Latino 1494 2902 1 408
-3868 -4.2White, NH 91145 87277

Black. NH 2794 3107 2006 71.8

Asian/Pacific Islander, NH 1 101 r443 342 31 .0

9,4Native American, NH 307 336 29

HSR Ovcrall: 99336 96912 -2424 -2.4

Tablc 7. Newport
Population by Race and Ethnicit¡': 2000 and 2010

Population Change
2000 2010 Number Percent

Hisnanic or Latino 2359 3512 1 1-s3 48.9

78136 74729 -34r3 -4.4White, NH
Blach. NH 3184 2864 -320 -t 0.1

Asian/Pacific Islander, NH 1l l0 13 5l 241 21.7
315 -50 -13.7Native American, NH 365

-3.1HSR Overall: 8543 3 82888 -2545

.)l-lealth Disparities & Access to Care Team, RI Depaltment of Health



Table 8. Rhode Island Hospital
Porlulation by Race and Ethnicih,: 2000 and 2010

Population Chanqe
2000 2010 Number Percent
s2146 67835 I 5689 30.1Hispanic or Latino

White, NH 94666 88623 -6043 -6.4

Black, NH 25243 28557 33r4 13,1

Asian/Pacifi c Islander, NH 10432 11602 1170 lt.2
Native Amcrican, NH 1975 2412 431 22.1

HSR Overallr 113618 178042 4424 2.5

Table 9. Roger Williams
Population by Race and Ethnicitv: 2000 and 2010

Ponulation Change
2010 Number Percent2000

3724 8 890 5166 138.7Hispanic or Latino
84997 8041 3 -4518 -5.4White, NH
2965 4294 1329 44.8Black, NH
2724 4320 1 596 58,6AsianÆacific Islander, NH

286 JJ 13,0Native American, NH 253
1465 1.6HSR Overall: 93867 95322

Table 10. South County
Porrulation by Race and EthniciW: 2000 and 2010

ChansePopulation
Numbcr Percent2000 2010

5 5.8Hispanic or Latino 1328 2069 741
2s35 3.2White, NH 79144 81679

884 TT79 295 33,4Black, NH
1339 1 409 70 5.2AsianÆacilic Islander, NH
844 721 -r23 -14.6Native American, NH
83 875 87126 3251 3.9HSR Overall:

4Health Disparities & Access to Cale Team, RI Department of Ifealth



Table 11. Westerly
Population by Race and Ethnic ity: 2000 and 2010

Population Chanqe
2000 2010 Number Percent

Hispanic or Latino 657 9s7 300 45,6
White, NH s4733 37457 -t7276 31.6
Black, NH 393 303 -90 -22.9
AsianÆacific Islander, NH 973 689 -284 -29.2
Native American, NH 396 382 -14 -3.5
HSR Overall: s7353 398s3 -1 7500 -30.s

5Health Disparities & Access to Care Team, RI Department of Health



Exhibit 6



þ7
The Westerly Hospital

Page 1 of4X RevisedtrNew

Supersedes; 1 0/98, I 0/02, 3/06,

6/07 ,7/l I
RevisionÆf lective Date

10/01/2011
Charity CareiFinancial Assistance

Owne¡: Don¡a Duarte, Director Revenue Cycle

SEARCH TERMS: Free Care

Policyr

The Westerly Hospital offers financial assistance 1o patients without insurance or those that may be under insured.

These services inclucle paytnent plans, discount programs and prompt pay discounts. The Westerly Hospital also

provides essential trospitai care without charge to the uninsurecl with incomes up to 200% of the Federal Poverty

Lirnìts (and limìted assets), and discountecl care for inçomes between 200o/o and 300% of the Federal Poverfv Limits

r The hospital shall make an initial determination of eligibiliry for any eligible assistance programs available. The

hospital may refer the applicant to the appropriate medical assistance program.

o The availability of Financial Assistance is commnnicated by mail (bill definition/infomation) to all patients and

by staflcomtnu¡rication via phoue and/or diroct personal conlact,

. Finançial Assistance covers all hospital and hospital employed physician services for medicaily necessary services.

n Non lesidents, as defined as those outside the hospital demographic servìce area, will be eligible for free care or

reduced cost services for all emergency sewices if they qualifz for the hospital's free care guidelines.

. Whencver an application if given to a patient all eligible accounts will be put on a free care pending hold until the

application process is complete.

. An applicant will be given 10 days to retunr application and a one time request for backup information if not

provided with initial submission. If not reoeived then thç application will be f,rled as incompiete.

¡ Availability of Charity Care will be communicated to patients on a public notice basis. The Patient Accounting

Financial Services Deparlment will advise patients concenrìng their eligibility for the public assistance program

before completing the application for Charity Care.

o Residents of foreign counfries may be eligible for Charity Care only during emergency visits based on eligibilìty of

Medicaid,

Scope:

This policy applies to all patients of The Westerly Hospital.

Purpose:

To provide financial assistance to patients without insurance or those that rnay be under insured

Definitions:

Financial assistarrce is defined as arly patients that do not have insurance or are under insured.

Procedure:

Controlled Document 5130/2012



The Westerly Hospital
Page 2of4ENew X Revised

Supersedes: 10198, 10102, 3/06,
6/07 , 7 /11

RevisionÆffectìve Datel

10/01/20t1
Charity Care,Financial Assistance

Owner: Donna Duarle, Director Revenue Cycle

SEARCH TERMS: FTee CaTe

Patienrs may apply for fìnancial assistance by filling out a Financial Aid Apolicatjon. A patient, guarantor, relative or

legal guardian may make the application. The Hospital will provide assistance 1o patients ineligible lor state, federal

or employer sponsored health insurance. Patients are required, based on eligibility, to apply for other government

medical assistançe before the Hospital wiJI grant Charity Care,

¡ Verification of Income:

1 The hospital will require proof of income n,hich includes the following items: Federal Income Tax retums, W-

2 forms, pay check stubs, a letter from an employer or accountant stating the applicants itrcotne, a statement of

the gross benefit amount from any governmental agency providing benefits to the applicant, a copy of the most

rccent checking and savings statements,

2, The hospital as an eligibility requirement may request the applicant to furnish any information that is

reasonably necessary to substantiate the applicant's income and assets and is within the applicant's ability to

suPPlY.

. Applicants may request financial aid for hospital selices rendered up to 6 months f¡om the date of service.

¡ An approved application will cover dates of serwice six months priol and 6 months f'orward from the date of

application. For example, an approval application datcd 01111/2011 will consider dates of service 711/2010

through 7l1l20l1 for ftnancial assistance adjustment,

o An application for financial aid may be made every six months.

. An applicant who is responsible for complying for his/lier iusurçrs pre-certification requirements shall not be

determined to be eligible for financial aid if he/she did not conrply with the requirements of his canier,

o The applicant shall cooperate by providing and verifying all information necessary to estabìish their eligibiiity,

Applìcants who fail to cooperate slrall not be granted financial aid and will be responsible for all hospital oharges,

. Alì applications will be reviewed by a team ancl then by the Patieut Accounting Manager to determine eiigi-oiiiry.

o Asset detçrmination: Assets are items that are or çan be readily converted into cash or equity that can be borrowed

against. This includes but is not limited to cash, savings, and checking accounts, certificates of deposit, lreasury

bills, corporate stocks and bonds, and trust funds,

1 . Motor vehicles: A third vehícle will be considered a full face value asset in a two adult family application. A

secondary vehiclc rvill be considered a full face value asset in an individual application,

2, Home equity: A home owned as residence is not considered, Land or other property will be considered.

3, Income: The applicant must provide proof of actual gross income for the previous tax yoar(fonn 1040) as well

as current income,

r Assets and income will be combined and be compared to the most recent Federal Poverfy Level Guidelines.

2Controlled Document 513012012



The 
.Westerly 

HosPital
Page 3 of4X RevisednNew

Supersedes: 10198, l0/02, 3 /06,
6101 ,'t llt

Rev isi onÆfTective .Date:

10t01/2011
Ch arity CareÆ jnancial Assistance

Owner: Donna Duarte, Direclol Revenue Cycle

SEARCH TERMST Free Care

l, A person lvhose individual or if applicable family income is less than or equal to 200% of the poverty

guidelines will receive fuIl coverage financial aid'

2. A person rvho's individual or if applicable family income is greater than 200%o but less than 300% rvill

receive partial coverage based on the folìowing sliding scale.

2011 HHS Poverty Guidelines

Persons

In Family

For each additional

Person, add

48 Contiguous

States and D.C

48 Contiguous

States and D.C,

x2
Alaska Hawaii

1

2

3

4

5

6

7

8

$ 10,890

14,7 r0

I 8,53 0

22,350

26,170

29,990

33,810

31,630

$21,780

29,420

37,060

44,700

52,340

59,800

67,620

75,260

$ 13,600

I 8,3 80

23,160

2'7,940

32,720

3 7,500

42,280

4'7,060

$12,540

16,930

2t,320
25,710

30,100

34,490

3 8,880

43,270

3,820 7,640 4,780 4,390

3, ApplicantwillÌrave2Tdaystocontactustofinalizepaymentplanarrangel¡ents. Failuretodosowill resultìn

a non-compliance denial,

Litigation cascs: The Patient Aocounting Manager may make the final determination as to the implications of

litigation accounts.

Exception cases: T'¡e Patient Accounting Director may make the frnal dccision on an as needod basis for

deductibles, co-pays or out ofpocket expenses,

The hospitalwill provide each appJicant with an approval or denial letter atthe end of the process.

o

a

a

3Controlled Document 513012012



The V/esterly Hospital
Page 4 of4DNew X Revised

Revisi on/Effective Datel

r0/01/201 I

Supersedes: 10198, 10/02, 3 /06,
6/01,'7 /t I

Charity CareÆinancial Assistance

Owner Donna Duarte, Director Revenue Cycle

SEARCH TERMS: Free Care

Appeals Process

. All applicants who have been denied have thc right to appeal,

. Applicants who have beçn denied fìnansial assistance who wish to appeal must send a letter in writing to the

Financial Services Depaftment and include the basis for the appeal and any additionaì supporting documentation.

. All appeals are reviewed by the Patìent Financial Services Review Team and the Patient Accounting Manager.

Approvals:

Charles Kinney
PresidenUCEO

October 1, 1998

Reviewed October 1, 2002
Updated 312106

Updated 617lO7

Updated 71112011

Updated 911212011

Donna Duafte
Revenue Cycle Director

4Controlled Document Sl30/20t2
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'f'r rn W[fj' rErìr-Y HôsPl]^ L

Date of

#

Work/ Cell ohone

Relation to Þatient/ Cell

address

race Eahe

lndian iRace

Nâtive Hawaiian / Pacific lslander

,he

othêr or MultiDle Races

SS# lif issuedì & Date of Birth

beß oI tho lañllv unft. EXCEPÍ aha Potlent

to Patient

Home address

SS# lif issued) & Date of Bìrth&

Home address& address

Home eddress

SS# l¡f issued) & Date of Birth& to

Home âddress& address

SS# lif issued) & Date of Birth&

Home address&

to Patient

HomeE

sâvinosPatient's &

:heck¡noSoouse's salarv & waoes

lertificates of deoosit (CDs)Guranto/s salary & waoes

Monev Merket AccountsSelÊemolovment income

Sãvinos bonds

StocksRenlâl income

BondsLJnemDlovment ComDensat¡on

Iemooraru disabilitv insurance

401 lkìs

403(b)sWorke/s Comoensation

457sVA benefits

:ãsh-ln vâlue l¡fe insurânceSociel Securitv oavments

Personal ÞrooertvDividend & lnterest income

2nd home & rental oroDertvRovalties

2nd motor vehiclaPen sions

TOTALPublic Assistance

Other

ANNUAL INCOME

"l fequest the hospitat 1o make a dølerminat¡on of oilgibility tor financial assistance, t undeßtand that
veñicat¡on by the hospitat, I also understand that lî the tnîomation I ptovldø ls lalse, I ñay be denied

îor thø hospttat sev¡ces provided, I høreby attest that thø information ¡n thls apPl¡catlon ls compløte

th¡s ¡nformatlon is conttdentlal and subiøct to
Íinanclal asslstanco and bê llable Íor payment
and correct to the best of my knowtedge and

that I undersland ft e process and my rêsponsibitities,"

Date

APPROVED DENIED

o/o\

APPLICATION FOR HOSPITAL FINANCIAL ASSISTANCE
and exp¡rcs 6 nþnths frcnt the date o¡approval ol this request ¡s
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Schedule 19

Payor Mix
lnoat¡ent

Medicare

Rl Medicaid

Non Rl Medicaid

R¡te Care

Blue Cross

Commerc¡al

HMO

Self Pay/charÌty

Other

Total

Outoatient

Medicare

Rl Medica¡d

Non Rl Med¡caid

Rite Care

Blue Cross

CommercÌal

HMO

setf Pay/charity

Other
Total

Combined Hosoital Current

Projected utilization

GeriPsvch Onlv

Prcjected Utilizat¡on
Projested utilìzation Totãl Net Revenue

20,872,7t4
L,798,233

47a,fl7
16,356

6,239,378

rA52,622
3,8s5,898

1.,621,97s

36,337,293

Total Net

Revenue

Total Net

Revenue

L3,6s7

r,tu
265

6

2,378

762

t,432
5t2

#

#

]-2,553,722

2,627,990

398,tL4
6

15,211,91S

4,365,20L

LL,644,764

4,t46,677

50,947.729

87,285,022

10,646

838

209

6

2,085

678

t,307
4t2

% #

t8,732,578
1,567,894

4Æ,U9
16,356

5,937,745

t,368,976
3,730,479

7,615,M2

32,809,819 4,075

L2,733,625

2,627,990

398,114

6

1s,211,915

4,36s,201

rr,603,773

4,L46,617

z,o2s

7@% 50,587,181 2,2lO

83,397,000

*

#

68%

6%

L%

o%

LZ%

4%

7%

3%

o%

toj%

38%

6%

I%
o%

26%

7%

t7%
4%

o%

66%

5%

\Y"

o%

73%

4%

ay
3%

o%

tjw

38%

7%

o%

26%

8%

t7%
4%

o%

3,011

346

56

293

u
tzs
100

7s%

9%

L%

o%

7%

2%

3%

2%

0%

Læ%

90%

0%

o%

0%

o%

o%

to%
o%

o%

2,740,186

23O344

37,327

301,633

83,646

125,469

8,873

3,527 474

320,O97

40,45!

360,s48

3,88a,O22

20,796

67',846

10,531

885

6

42,573

72,235

28,055

6,700

L61,832

16,181

60,azr
10,531

886

6

47-,573

t2,235
27,830

6,700

16r,s82

%

225

!oo%
tæ%



Exhibit I



6/2212012 DRAFT

WORIflI{G DRAFT

THE \ilESTERLY HOSPITAL
MEDICAL STAF'F' DEVELOPMENT PLAN

APRIL 2OI2

DRA.FT redlined 05 l5 09 Med StaffDvlp PIan



6122120t2 DRAFT

It is a given that physicians, both Primary Care (PCP) and Specialists, are

the basis for a successful health care system. For this document, a PCP is
defined as an Internist (IM), Family Physician (FP) or Pediatrician. PCPs

are the drivers of inpatient admissions, referrals to specialists, and ancillary
usage, Without a suff,rcient number to meet the community need, the health
care system will never flourish.

For some time, there has been an insufficient number of physicians, both
PCPs as well as specialists, to care for the Greater Westerly communities.
The shortage of both PCPs and specialists has resulted in stagnant inpatient
growth, referrals leaving town, slow growth in ancillaries and specialty
referrals,

Like other R[ hospitals, we had experienced difficulty in recruiting new
physicians and retaining existing ones. The barriers identified from
discussions with physicians include the lower reimbursement for physicians
in Rhode Island, compared to Connecticut, and the high cost of living,
notably in housing.

In 2006, the hospital, in conjunction with the medical staff, prepared an

initial Medical Staff Development Plan, This was later adopted by the
Board of Trustees. Because specialists tend to practice in close proximity to
the hospital and PCP's tend to be in the local community, we are identifliing
the location for new PCP's by cornmunity. This recruitment plan has been
and will continue to be updated on a periodic basis to adjust for any changes
in staffing.

Atlantic Medical Group (AMG) was formed as a Rhode Island not-for-profit
corporation to be the vehicle for recruiting new physicians. As a result, we
have had considerable success in recruiting new physicians to the
community.

Draft 05 15 09
Med St¿ff Dvlp Plan
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Need for Physicians

The analysis of the need for physicians is a community based approach, with
a multi-step process.

The ratio based approach is the most prevalent type of analysis in use today.

There are a number of sources one can use for the physician to population
ratios. While they all have advantages, there are significant limitations to

solely using this approach. Therefore, when these are reviewed, one must be

cognizanl of these limitations and recognize that the projections for need are

not absolutes. but are directional.

The Graduate Medical Education National Advisory Council (GMENAC) is
the first source for physician to population ratios. GMENAC numbers for
primary care physicians were updated in 1996. They were developed as a

population based model, which has its own inherent problems, but is a very

useful starting point. The numbers for specialists weÍe last updated in 1990.

The second source is from an article written in 1993 by Kronicket al.,"The
Marketplace þr Healthcare Reþrm, " This was written to describe need in
large urban populations and is not truly compatible with smaller markets. It
relied heavily upon recommendations from the GMENAC.

Nathan Kaufman in the October 2005 Trustee magazine is a third source for
analysis.

All three models have the same limitations. They have not been updated for
a number of years to reflect the changes in medicine, technology, and the

needs / wants of the new generation of physicians. In general, many primary
care physicians are seeking a different life style from prior generations of
physicians. They are seeking to work fewer hours and have limited to no

inp atient responsibilities.

The GMENAC (from which the others are based) was determined using the

IJS population in 1980, They have not been adjusted to reflect either the

national or local age distribution. In 1980, the IJS population between 45

and64 yeafs of age was 79,6Yo and was lI.3% for those over 65 years of
age. Currently in the Westerly service area the numbers arc 27Yo between

45 and 64 years, and 1 5%o over 65 years. This is important because the use

rates for health care services and physician services increases with age.

Draft 05 15 09
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Those individuals between 45 and 65 use services 40Yo more than their
younger counterparts, and those over 65 use them 500+% more than their
younger counterparts. Therefore, those specialties which deal more with the

middle age and older populations need to be adjusted up to reflect this fact,

'When one reviews the current "supply" of physicians there are two
rnodiffing factors: 1) not all physicians wish to have fulI practices - need to
estimate FTEs not bodies and 2) anecdotal evidence suggest that physicians
begin to wind down their practices after age 60, warranting a succession plan
as part of this analysis.

PCPs will become ûrore difficult to obtain in the future as fewer candidates
choose primary care compared to the more lucrative specialties. Specialists
enjoy fewer hours and higher salaries than PCPs. Recently a number of
residency programs reported many unfilled PCP slots.

One other limitation to the analysis is that communities are not isolated
models, There is significant in-migration and out-migration in any
community. Patients tend to remain in their local community (1,5 - 20
minutes) for prirnary care, but will travel further for secondary care and
significantly further for tertiary care. The increase in the number of summer

included in this analysis.

Table I reviews the three ratios discussed above. It also includes the
suggested ratio for T'WH, factoring in the limits of the above ratios. The
latest population data we could find is from the Chambers of Commerce.

The population in the primary service area (Westerly, Charlestown,
Richmond, Hopkinton, Stonington (Pawcatuck, Mystic) and North
Stonington) is 70,626. Table 2 compares the ratio to population analysis for
each of the specialties, Specialists tend to locate their offices adjacent to the
hospital but often times have a satellite office in the surrounding
communities i.e. Mystic, Therefore, the specialist analysis is calculated on a
service aÍea basis. PCPs, however, tend to be located in the local
communities. It should be noted that the population is significantly lower in
all of the communities than the 2006 population estimates, These were
forecasts from the 2000 census. This impacts the following tables. Table 3
identifies the PCP need for each of the communities

Draft 05 15 09
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The second step of the analysis reviews those physicians, who are

potentially nearing retirement. We have identified physicians who are 60*
years of age, for whom we should begin to consider the potential for
retirement over the next few years. Table 4 identifies physicians by age

who we should begin succession planning.

The third step includes a review of the physicians on our staff as a

percentage of the physicians in practice in each community.

Table 5 is an updated (2009) version identifuing both PCPs and specialists
needed, a recruitment tirnetable, and proposed locations for new PCPs.

Appendix 1 is a list of the PCP (FP/IM) identified in our service area,
which we used in the analysis.

Draft 05 15 09
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Specialty

Ilvf FP
Pediatrics
OB / GYN
General Surgery
Orthopedic Surgery
ENT
Urology
Opthalmology
Gastroenterology
Neurology
Oncology
Cardiology
Dermatology
Endocrinology

100
50
l1
06
05
none given
02,s
none given
02
01.5
01
03

none given
none given

TABLE 1

PHYSICTAN TO 100,000 POPULATION ANALYSIS

Kronick GMENAC Kaufman TWH Suggested

60-80
20
11

10

06
04
03
05
02.5
03
03.s
03
03
01

62
13

13

07,1
07

03.2
03.1
03.3
0r,7
02.2
none
06
02.3

01

62
l3
11

07
07
04
03
04
04.s#
02.2
02.5
06
03
01

# considers the impact of endoscopy on the needs for GI physicians

6
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TABLE 2

PRIMARY SERVICE AREA PHYSICIAN NEEDS ANALYSIS

Specialty

FP/IM
Pediatrics
OB/ GYN
General Surgery
Orthopedics
ENT
Urology
Opthalmology
Gastroenterology
Neurology
Oncology
Cardiology
Dermatology
Endoøinology

Need/
100,000 # MDs
Population Needed

62
t3
11

7
7
4
J

4
5

2.2
2.5
6
J

1

2.8
3.5
1.5

1.8

4.2
¿,)
0.7

44

Current
# MDs

37
7.5
5

5

4
2
2
J
J

t.2
.,

5

2
1

Variance

,1

1.5
J

0
I
t_.2

0

t
0.2

9
8

5

5

28
2

Assumes a popuiation of 7 0,626

Draft05 15 09
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TABLE 3

THE WESTERLY HOSPITAL
PCP PHYSICIAN NEEDS ANALYSIS

Community Populøtion # of MDs
Needed

62/100,000

Totøl
MDs

TITlH
MD

Vøríance

Charlestown 8,081 5 5 I 0

Hopkinton 8,013 5 4 4 1

Westerly 23,500 14.6 I2 11 2.6
Rich-mond 7,646 4.8 0 0 4,8
Stonington* 18,293 TT.4 13 6

North Stonington 5,093 J.Z J 5 0

TOTAL 70,626 44 37 25 8.4

*Includes Stonington, Pawcatuck, and Mystic, CT
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TABLE 4

PHYSICIANS MORE TIIAN 65 YEARS OLD AS OF
JANUARY 1,20t2

Emergency Department

Medicine

Ob stetrics/Gynecology

Surgery

Dr, Conlin

Dr. Dotolo (IM/ Card)
Dr. Giancaspro (IM)
Dr. Gillie (IM)
Dr. Knisley (Oncology)
Dr. Robin (Psychiatry)
Dr. Sera (Nephrology)
Dr. West (IM)

Dr. Auth
Dr. Greenlee

Dr. Harrison
Dr. Montemarano
Dr. Ware
Dr.'Weaver

60

72
61
66
76
74
63
68

62
63

70
72
63
66

9
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TABLE 5

RECRUITMEI{T SUMMARY

2012
General Surgery ? Replace Prepare for Drs. Weaver, Ware,

Montemarano

2013

Draft 05 15 09
Med StaffDvlp Plan

PCP
PCP
PCP
IM

? Replace
? Replace
New
? Replace

Prepare for Dr. Gillie
Prepare for Dr. 'West

Town of Richmond
Prepare for Dr. Dotolo
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Appendix 1

Family Medicine/lnternal Medicine Providers
within The \ilesterly Hospital Primary Care Area

SpecialtvLocation Physician
Internal MedicineBlock Island RI Janice Miller, M.D.

Charlestown RI W. Scott Curtice, M.D Family Medicine
Stuart V. Demirs, M.D Internal Medicirie
Mary Anne Longaere. M.D Family Medicine
Thomas Warcup. D.O Family Medicine

Hope Vallev RI / .Iohn Bergeron, M.D Internal Medicine
Christopher Campagnari, M.D Family Medicine
Kristen Lichtenbers, M.D Family Medicine
Lisa Menard-Manlove, M.D Family Medicine

Mvstic CT Thomas M. Blum, M.D Internal Medicine
(Stoninston) Rosemary Bontempi, M.D Internal Medicine

Michael Feltes. M.D. Family Medicine
'Warren Fields. M.D Internal Medicine

Farnily MedicineBrandi lovino, D.O. (Half Time)
Louis lovino, D.O. (Half Time) Family Medicine
Roy M. Main, M.D Internal Medicine
Judy Mamailay, M.D, Intemal Medicine
James Scarles, M.D. Internal Medicine
David Schwindt, M.D. Family Medicine
Anne Timmerman, M.D. Internal Medicine
Edmund West, M.D, Intemal Meclicine

North Stoninston CT Amanda Conti, M.D. Internal Medicine/Peds.
Stephana Pecher, M.D. Internal Medicine
Jersey Stocki, N4.D. (Part Time) Family Medicine

Family MedicinePawcatuck CT Brenda Applegate, M.D.
(Stonineton)

No Physicians IdentifiedRichmond RI

Stoninston Boroush David Burchenal. M.D Internal Medicine
(Stoninston CT)

11
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Location Physician Specialtv
Westerly RI Rocco Andreozzi, D,O, Family Medicine

John Beauchamp, M.D. Internal Medicine
Edsell Bernardo, M.D Internal Medicine
Peter Bolton, M.D Internal Medicine
Bartel Crisafi, M.D Family Medicine
Robert Fox, M.D Internal Medicine
Joseph Giancaspro, M,D Internal Medicine
R. Bruce Gillie, M.D Intemal Medicine
Bernard Marzilli, M.D Family Medicine
Lisa Noyes-Duguay, M,D Intemal Medicine
Job Sandoval, M.D Intemal Medicine
James Stuart, D.O. lnternal Medicine
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nlelmld architects' inc.
architects I planners I interior designers

95 Soclcanosset Cross Road, Suite 203 | Cranston, Rhode lsland 02920

T: 40 I .435,3532 | F: 401 ,435.3712 | www.nemd,com I nemd@nemd'com

lune 25, 20 I 2

Ms. Patricia K, Rocha, Attorney
Adler Pollock & Sheehan P.C.

One Citizens Plaza, 8th Floor
Providence, Rl 02903

Re: Westerly Hospital
Behavioral Health Suite
25 Wells Street
Westerly, Rl 02891-2934

Dear Ms. Rocha:

We have produced a preliminary design for this suite based on the owners Program, the requirements

for inpatient and outpatient suites outlined in both the 2006 AIA Guidelines for DesiSn and

Consrruction of Heaith Care Facilities and 2010 FGI Guidelines-llor Design and Constl'uction pf Health

Care Facilities (Sections 2.5 Psychiatric Hospitals and 3.I I Psychiatr¡c OutPatient Centers), Rl State

Building Code (lBC 2006 with amendments), NFPA I 0l and 2010 ADA Standards for Accessible

Design. Semi privateroomsareincludedinthisdesign. Thisisallowedinthe20l0versionoftheFGl
Guidelines Section 2.5 - Specifìc Requirements for Psychiatric Hospital" and in Section 2'2 Specific

Requirementsfor General Hospitals 2.2-2J4, "Psychiatric Nursing Unit" both of which referto 2.5-2'2.7'1. 2.5-

2.2.2,1 states the "maximum room capacity shall be two patients". The current layout includes seven two
patient rooms and one private room, This ratio can be adiusted to meet Protrammatic requirements.

The preliminary design as qualifìed herein is in full compliance with the current 2006 and 2010

Guidelines,
For this preliminary plan we have not shown all of the required equipment (e.g. under counter

refrigerators, code cart, automatic medicine dispensers etc) or furniture. We have indicated some

furniture to open the discussion as to a possible room layout. We have provided storate throughout

the inpatient suite but have not indicated "use" (e.g. equipment storage, Pat¡ent personal storage etc,).

Where windows are required we have provided an outside wall but have not shown openings as the

final locations has not been determined at thls preliminary phase. We have not located all required

staff spaces as some conversat¡ons with the user group(s) will be necessary to customize the facility to
their needs, We have provided space to accommodate all required Program functions. Finally we have



n l"l-lo
architects

not indicated rated construction but rated construction will be provided where required by the above

noted codes and guidelines. This information along with all required M/E/P information will be included

in final documents.
Please note that at this time only the 2006 Guidelines are in effect in Rhode lsland. The state is

planning to adopt the 2010 Guidelines at some time in the future.

Please contact me if you have any questions or concerns regarding this letter.

s incetely

Joáhne O'Connell-Foster, Rl License #2636
Principal,
nlelmld architects, Rl COA A- 14,0 l0

Cc: Mr. Richard Munson, Westerly Hospital, 25 Wells Street, Westerly, MA 02891

Mr. Greg Mercurio, 1800 Mineral Spring Avenue, PO Box 309, North Providence, Rl 02904

nlelmld file

Attachments: Prelíminary Floor Plan datedJune 21,20t'2
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counEy oC Hå8h1ngbon ðnd StÂüe of nhode IBIaIÉ for coÞoldoratlon'Paldr grahb to

THE }TESTEffI,Y HOSPI'¡AL

o¡ !.l6útsrly, Count,y of |.laûhlnÃton a¡rd Staþe of lthods fsland, a qol.ÞOrsUlOn dufy 1nc0ì'porated

ud6¡'çhe LaHB of the stâte of Rhode lolsnd, !{llh QUIT'cr'Arl'l covENANls

A cet,taln DrÀcb o¡ paì.ce1 of land fócaLed on the southenly slde of other PnoÞeFny o

,the |tiesterty lforpttel jl bhe Town of He6ter)y, Cou¡iy qf Heohlngbon Bnd Statc ol Rhode Iüland

snd more 0peclflca]ly de¡çr1bed as folloþrs, to wlÈr

EeglmIng aE Eìre norþhHegte¡Ìy cOPnet or the De'cel l¡ereln oonveyecl ¡b the lnger-

rectlon ôC þHo ðtone valtB, sald polnt ElBo belng bhe northenrbsTfy oorner ôf land oC Aruls E.

Ksbhellne and H, V. Fosücr ns0Bte, ôà!d poln! Âfso belng on the souuherly wall llne of oehen

land of lhls 6ranbec; ilìence ¡Unnlng sou¿herly alon& â. ltono WÀll, bounded v/ÔstePly by sald

FoBte¡ land bhr6s hundred (3oo) feeb, nore or les8, to tl¡e ôouthwesþerly cÔnner of the pÀîcel

hcneln conveyed aE ctìc tntergecElon o1 Lhl,e Hatt Hlth anothej,wall ¡qnning ln sn eåsbcrly d1-

reoilon; thÐce rtlmfng eaoberly al,ong Þs1d other wsll ono hund¡od thlrty (¡3O) feeb, nÖle o¡

léssr to th8 Hcsterfy ltne o! I DroDo.ed être€t as Ehovm on guÞdlvlslon Plån of Land of Paul.

Balko, 8a1d plôn to Þo flled 1n the l-ard Evld€ncs llooo¡da of 9å1d TÔlln of }Jâtgorlyr bou¡dod

0oubherly on thls laat dlmenôlon by lor¡d of PauI J. nslkoi th€nce lulnlng ¡orth€Ply Âlong th€

roste¡Iy llnc of satd pt'aÞosed.oÈrcsg and the extenqlan north of thè YeFteFly l'1nê ol Dald

posad otreet lhreê hu.ridrcd (3oo) fe€t/ nore or Íesa, to tho northeattorly oo¡ncr ol the

h€Feby sonycyed at other fa¡d of þh10 g¡on?ee, bounded €asÈo¡l'y by sålô propored Bt¡eet Hhlch

1õ nçw the prop8¡çy of PauI ¡. RalFo¡ thenc€ ru)ìning voaterly one huñdìrsÖ thfTty (130) fcet,

more or Ioaa, along tho obon€ HaI1 Èo the polnt and plaoe of beglnnlng, bounded noFthe¡try by

otÌ¡er land of thls grantcc,

IÈ ls nade a cóndltian of thtü deed that th€8e prr€mlseB alo to be u€ed by lhe g¡snb

co fo¡ hoopltal purposec gnly and any bultdlnBs erected theroôn 6ha]L nob approach Èhe Þropo5

otr€ct on tho eÂô! or oÂld pErcel nosne¡ thê¡ thlfljy (3o) feob.

lleûnlng and lntendln8 Eo convey a portlon of tho P¡etrdoe8 devlôeil ito th18 grantor

the rdlll of Sannlo P, S. oavltt, ô¡ld Hl]-I havlng 6cen duly provod ûJrii ôlloHÊrl by tho Probabe

Courb of sà1d Tôt{¡ì of NesLoPl,y.

f, Chuleo Cro¡npton Eanle huðband Òf the granÞor releaa€ to 8å1d grentce all ny

rlght ô1 cu¡üoBy ènd all othe¡ tntere6t ln tÞo aloredêEo¡fbed prenl.des,

ìlLtneôB ou hando Uhlo 27th d8y of HåFch¡ 1947. '

U Charloo Crompton Ea¡le

Ârme PFloo EÊrI€

Slatc of Rhode lðland, Etc,

COTII{TY OP TRO\TJÞE¡¡CE

In Provldence, Slode Ioland, on bhe ??bh day of llarch/ ).9q7 befo¡s nc personaìly

appeêred Jt¡us-Pr1ce Eårlc trnd chô¡Ìes Cronpton EålLe to tne kng1rn a¡C lmown by'ne þo þc lhe

)

.s.r,
S .ss
Ståxp
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!a¡tl.e0 €xecu!1ng !he fÔre6ö1ng 1ns!runenb' and uhey âcknoÌl1e'l&ed oald tnstrunent' Þy Uheln

gxeoui;od, !o bo thel¡ C4oe sot Ênd doed'

(r.,s') UoPo ol'ave8 Notary PtlÞ]14

Èt l2iOO ql0look lloon ónò rooordod'

^rtestr O / 
"*¿* 

lF. Q**u,V'To,- Çl"tlt'

nscord AI,r1I loth' il, D' l'917

iir eo ttté;+|+¿zç¿)
RecålYed for

OLIVER P. ORAITDÄI,L,

of Èho Town of lteôtsnly, Corut:i ot Ìlsohlngton and Sgate of Rho'le f8Land'

oon patd, .grub to TTARRY ¡RÁNICTIN QMNDAÍ,L,

of thË of f/esto¡ly, counuy of llashlnBton¡ and stð!s of nhode Island' Yrlüh b-

olÂ1m Covônan

^11 
bhe bllil ê, lnterest, 'pnoPeruy, clalm Ànd demand vhlch I nor ,o¡of

rlght ought bo have, ola|llÌ,,ln ônd bo th€ follolJlng descrlbed lotE ô¡.

the bulldln&s €nd È¡ bhereon otandlng, lylis and belng ln the ðBtd

of land, ì{lth
of lraoüe¡ly,

¿6 of Rhode lola¡d, uo H1Þ:

northe¡ly by lold-of bhe hel¡6 of and w1lÈ,

lrown 86 canal St¡eet, Eoutherly bY rlmerly of Dån1eÌ

Ea61n, ôo ctrLLed' BålFg the prenlleõ corvsy8d to

,. tlre fl¡st of Èúld

of July.26th, À. D,

lÞo¡¡ tho he1¡Â of

0y of tJsshlngton tnd

P¿roêl llo' ].

,ôêasód, e¿Eterly bY the

S, Doual8t, a¡d HèEtorlY bY tho

eB P. Choprun¡ dosealed, þY üHo

Þsboock, alôogaced, Ând boarlnS ard þelng Faso¡dêd tn ths

I,rnó Evtoênce of eôld tlomì of HeÃt€Fly'ln No. 2{, eb pagÊ ¡ Bnd ths 6econd 9f ãtad

eed¡ belflB fao¡ Jô66e.L. I'losa, thó boa¡'hs ot Ì1ay l-ot, Þ, 1t73, and. bolng recondâal

ln !å1d book of tBnd Evfdence a! paga lloi of doed¿ a¡d ühe r'ôcoFilB thelcof alo

a p8rt of thote preðont€

parcct io. 2. Founôerl f¡orthè¡Iy Dy of Mlchtrel 1., l{ertln ahd la1fe,

ilaoorlbed f1¡st Ibt, la¡¡d0 forneF-et8lcrly Þy lanr¡s of the hel¡s o! âlonzo Clnlô¡o,

ol Dûnlel g. Iþugt¡s and lÂ¡1ds fotrEonly'ot , southerly Dy l¿ádE fo¡'mo¡.Ii

of eald NÂthrn F. D1fôn¡ de-of llsthBn ¡. Dt¡on, ¡¡d x6!te¡'ly by lênd6

qcsBcd, o¡ hswtver okheltllos tho ôtô nay bo or Dehg thc ôô,rqe pre¡nlseo

tô ðq10 Chqrlot ?, oh8Dman, ty Horatlo N. by deed atBbed üu¡e ?6thr

, D. I08?, ô¡d reco¡.ded 1ì1 tho Lq¡d e of Eêtd 4own of 1n Þook ,Ío. ?5, ot

235.l ênd stld alêêcl cnd ths aro' tÉd€ a Part these proõer¡tÊ.

ParceL No. 3. t€,.4 Þa¡t uhaù 1ð on HaÞ c8lled Ithe basln", ûnd'1tr boÌüded

dsso¡tbod a6 fôlloHer to Eeglnntng og a 6Èono PoBç Þêl ln grôu¡¡d üwelvo fset

one hund¡ed ud fl.f-à cen€nt wall on eald

ecn leeü to a stone PoBt', ln bho groud¡ thênôo ¡urm1n6 routh'69 ¡Bvcatuck nlven;

northe¡1y along Pa.r{o4tuok nlvo¡ to la¡d fcrne¡ly of' lllohaðl P. ,thence

lng easterìY to of !è¡d Cha¡tss P, chapman, deócê8adt thenoo along ohapnan land

thq Dlace of bounatoa! ooutho¡rly by lan¿l lorEetly of JoscPh ll, ìrestor.l.y

Lh€ ParoÈtuok , no¡thc¡Iy by ¡a¡¡d forE€lly of l'llohael F. I'la¡.tl'n. and by land

Iy of Chsrles P. Qhapnå¡r a¡{t fEnd fomè¡ly of ¡lôrrlot P. Dlron; bofng

-enl 6tl Co É41û ohè¡loE P. ohtPnajr, dËoeEsed, Þy l¡álFlet F. Dlxon by dèêd

A, D, f08?, and recordêd ln the f,ahd Evldcnce ol said 2oìr'n of Veste¡¡y

åt page 203; Ànd sald dsorl and lhe recond th€r)eof slo m¿de a pa¡t of thcse

ôt

ro'ianrt, thence rumlng no¡9h 87

p te]tbcr

B0lng bhe f1Þ0È thr6e Percel! of fEnd descl'lbêd ln a deed fnôm chû¡l'eo D. Chapmn



alod ond d6Ilvol'Ùd llì Proeon0o D1,

USI
I,inlBol'ol B. Johnoton,

os ûdmtnleunotl'!¡ of

, û6 such odmlnlstFûtrlx.

¿ '50
J tOUP

(L,S.l

sepçembor 1ùt, 
^.0

nl! D¡at¡lx ¡d, Ê¡d tho

t6 of ßhode
tâto

t¡ I onk'lytng vr!
ot'ElIo

bh ln
, doogÊ3od

oald lnsb¡ungnt,
PaÌ ttnB aforôf{o lng fnÐ þrìlnoni, - bfgè

lstrDt¡lx, tó bc hor fl'oo Âot

N€1non J, ¡,yIdrnß

n

\

/¡
Ito¡w i c h qÈ1d oaunÞy, on tht8 ¿?th. day of AuBuðt¡

t B, Joh¡ston' to ¡lo knoYfl ond known by Es t

tYl $tats of F,hodo fs]-êndr of llllon Johnstor
¡ho

J Publ lc

¡0P5, ¡t 9, ü5 o I clook ' Â.!l ' , ed
ftôcoì'd

^ttoEü 
:

Towh Cl.o¡k

Ki¡oYr 
^t,L 

r,ruN ll|Ilfusx PflusuNTS,

'rHolìP & r&ìfNtìì, rl.lc,

tbot ! ,{D n't7

acolpo¡teLlondu]-ylncD¡PorstôdMdo¡'LhoIeY/sor¿hggboboornhodelsltrndsndb6VLng¡
plsgeolbuslh!sctnth€Townofwesgo}ly,coÙltyoft.lolhln8ton,BndStatôofRt¡odöI¡lÛnd'
h6r6fndrtorqÂllðdühoorûntor,lnconpldorstlonofaVglugblosufiofnonoyl¡ìdollungtolt
poid by 'l'Hr lv¿-sTl':R!Y nOslIT^f"

o coFpo¡otlon duly lnco¡.po¡oisd undo¡ tho lews of tho Stqto oL FhÔdo Islond snd h¡vlnt{ e

plsso o1 but!n0!5 tn tlìe Town of werçerly afol'o.old, r'oco!pl, whs¡6o.I 13 heloby ÂoknoY/leclged,

do horoby nomlso, rol,Gase, ond Iorovgl qullolqlm uto lho !Êtè'T]to vtÓrto]Iy Ha9Pltql, lts

!uoco$ogrr and 06s1ßnÈ t'o¡evoP, sIf [ho r!ghtr 't1tIE, lntonoot, pnoP€rty' oluln' and donand

wbl¿h lE now hos or ol rtghb ouBhL to hovÊ on ç1!llo ln ônd to

tro co¡,toln bp¡ct! qr psrce].r of ]'¡¡rd ûltuotod on ttrô loutltorly s1d6

of v/otl.ü srnoB!, so-coìIed, somot.Ln6s oû1].od nocky ll!l) Eoad !¡ rald lorvn of lloDte¡'1y, 8Dd

boünded snd dosc¡lbod !r follow¡ to vib¡ FI¡et trcob¡ tlrâi co¡Èoln È¡sot o! I0nd conYêysd

uo lisrSrÌo! l{coowqn by Y/t1I10ñ f), lfoll¡ by do€d.dBÈod ootob8¡ I' ls02 ond ¡eco¡dod ln the

Lånd uvldcneô RôcoFd! of sold l¡tostslly in book nMbe¡ a4 ab pago ?4. Rofô¡onoE to tbß amo

boln8 ho¡oby t¡od ond T¡edg snd thú sûlto lô mádo e Pt¡'l h6rso¡' g€cond t¡Ã6t; that cFrtsln

tÞaÖb o¡ percol of lond convoyöd to l¡Ergûrot Mo0otqth by WlI]fetr D. Ylolls by tloo<t dút€d Jun-

usrJ 6r IBBS, Ànd reco¡ded ln tho LBnd Èvldanco Focords of \toste¡ly 1n Þook 2'ó st ppge 1r'9,

llðfs¡enc6 ¡o tho cqne belng hcroÞy hûó and mod€ snd lho sms lo nado s Ptrt hårôof, lleanlng

snd tntôndtnß to convoy tho ¡nmo p¡eml¡os convoyod þq thts t¡snio¡ by two oort6ln doedt, ono

l.¡on Janes l.,|, IBndtotqn, COllOoLo¡ gf 'I'¡Xee of sal,d To'dn of,WoEËc¡fy Eo Uhlg ûnânÈo¡ by deed

dBtôd Àpttl IO, I9?5 ond duly ¡oco¡ôod ln ghc L¡nd Dvldonco Rôoord! of ¡sld l,otto¡ly. The

othBl.dood ÞÞtn& rt,oll lfôrg¡ro¿ B. Jolùlston eetln8 dc Àdqlnt¡tr¡tr1x ol'Lho 9;tqLe ot Þ]]oß

Johnrton, docaosed, to thl! orrnEor by dood dBtÞd 
^ugu!b,27, 

f926 ênd dql.y,röcordod lh tho

Lond Evtdôncô Rocord! ot'oslo Hocto¡ly, BoÈh of thô Ébov€ PArgÓl! ef ]tnfl ¡¡Þ s\bj€o! Eo

the côndlttqns tonco¡nlnB.fônclng ôJ ero ot rsco¡'ô'
To HAV! Al{D TO HOLD, Èhô !an6 wtth sll tbo ¡1Eht!, P¡lvt¡'oßos, ond sPpu¡

rënaûcor thorcunto Eppo¡È9lhlng, uDco s¡d to lho uôo of !t the ¡old the Wost€nly lfo¿Pltslr

lL¡ !uccossor! oncl Â¡rL&nr ro¡év6F, cnd tt tio Àfo¡eoÀmod TÌ¡o¡P ¿. î¡¡1nôts, Ino, fo¡ tt!911

Ánd for ÍLr sìlqeosõoF6 and arrignc côvonßnt! lrlfh ihe JBtd Ths YfortoÌ)y Hotpt9E\¡ !È3 !u0cor

¡ore ond ¡85lgns, thqt i.E w!11 ìiep¡Ânt ond defond tho sforodðrortbad P¡onlôoà unto th€ ¡a1d

Tho Vlsstôr1y lloupl,to)., lLc sr¡çeq¡set'o utd À¡alFn! for€vsl, ôßqln!l th€ tÀvlul clotmt a¡d dô-

^.D, 
1S25, bofo:'a no Pol¡onEllY

be thê Àdn1n1!t¡'åbrlx of tho 6

Lote aC duld clty of N

B¡orvn

Itocolvo

5 I tÌnod

oö

ll J ÀYl1n

.Ar bl)ul' ì,1 ,

Slrrtc ol Connoc!!9ul;
CouniY ol'NóY, London

In [h6 CILY

hor 6xèouted Ás su



tl:.

Prqsldcni ond soo¡ÙtorY

iubo, o! !YõotsnlY' n,l'

glon r¡ûdo to

of Mry' 1920,

trl,c ft!tl"E¡y

Cônp¡nV, oÙ of. r snd ðôld

qnd WH!:Iì!AB !u Id [ìobort lt

¡ror.ùungo (luIy ÂrlLl¡ar'I¿ocl, ond ullo CorPo¡atê Seúì uo be rl l lKed lìel'o'

t'll1.r SIct d0v oî 
^u8uEt 

1n tho yot¡'ol'ou¡ };old NlhoDoon Hu^dT6d sn(ì

Urvoniy-flvo. slgned on<ì roÙÌod !n the pr60onoo ol:

Clår'once lJ. Rocho îHORP & TR/\INUII' INC' L'5'

HliålÎ i: illil;" g::i;'
sTA[Þ or' nhoD¡l rsl,ÂNlj
ooUtlTY o!'llAsHlNol'olf In vJoôvo¡,ty on !h€ gtst doy of.^ugrìsc À,Þ, 19põ,

bôfoFo tns po¡oonally oppeued KoliAtlD U' TIIOEP ahd FOOUIIS U' TRÀIMIR' to mo k¡ovn and known by

n9tôlo¡ssPeo!tvgIyghoP¡ostdontEndseo¡otqJ.yofDAldoorPo![tlon,qtlthoyaoknovlÞdgod
rôlô lnstrhont bV thón exocutod tÞ bo tho frog oet end dood of ¡nld Co¡po]qù1on and ro v/€Jl

lndivlduolry, ' (L'S ' ) o)-orôncô E' Roch€ NoTARY IUBLIC'

nocalved fo)'lìocord SopLómbeÌ 1ut, À'D' LçJzbt at ø'

Atfoet r

¡eco¡'òsd

Town clElk

KlloY, ALI l'tEtl DY TttÍ;SD P'lt'5¡1N15'

WIÍLRÌ:^S nóbêì,t l{. Po¡klns vac oFpofnÈod AlrclLl'¡ry neôe1veF of Ttlô Shora Llne EIE

fie CompsnY bY lhe StlP6Ì1o)' courL wlbìln ârìd fo¡ Cho county of lYaahlngton, 8ta6ô o

l e lÊnô Proy!dônco PlsnteÞions on the I?th dêy Öf Novcnben' L919''!l tho cÊuo oî

HII¡ | of vs, Thô ghoro Llns ElooÞr'ls IlÊllvity'colnPony, Ùrou8hi to sBtd Court

ld oourt dqtôd oatobol 1,19tgi ëhd wBliR!'i^S by dooneo snte¡qd

45 ôrolook, ¡,,1ìl .,

ank

a po tl-

1v€rshlp ln .ssld ¡ct!on of '!l'enk H11I, 6t aI ' r v3 '

oxLôndod to Þho Prênt6or and propenty mott8å8od th€ old Colony ,

Truoþ ConPrnY ln th€ I of OId oolonY tlust CoEP¡¡y v!. Tt¡o ghorå Eleòt¡1o RÊ1Iwey

t lY, PerklDJ wâô aPPotntod Anclll¡ry lve¡ ln ôsÍd Fct{on¡

hus quoL!l'led ln oeld Pro Ând Jllod hls bonal qs ro-

quttôd by ]¡Y; cnd lltft'XEAs Joln

¿ v¿osiorly R¡lLlr¡y compqny tTo

DocôDbgF 10, I0oB' noco¡d€d tn thô Ylos y Land ñocordl 59r PBgo 995, whlch dêod

vtdÐd thtt sald lBnd w86 to bð utod for ôos a¡ ðl,oot¡r.ô tlÂllwsyi and l¡tllIDR}jJrS Èh€

t*o ÌTa¡br of l¡nó covo¡gd by Jald dôod of 9, I9O0r ìrôIô afto¡vFda oonvey€d Co {tl€

rollwey ovcr sslê lûnd hss tJeen sbûn-ghoro I,lnd DIoÇbrlc fì¡fÌì{s1¿ Compãny; rnd

donôd snd ronovsd ¡nd tho Supontor coutt r rnd tho Coun-ly.or Waðlìlngtonr Stslo of

thoÒ-o I!land Bnd Provlôonco PlinlttloÞo p¡sô6d ah ordô¡ Âuthorlslng md on-'

por¡onlng þbo sBid Robort fl' Porl(lns, n 906 lv6r , ôfó¡osrld¡ to oxecute end dsIlvo¡

to sâl-d Jolr¡ W, Swoôn6Y B qulb cI ol all Lntor8Ël !Eld ?he Shonô Llhe Ul€où¡lc

ÎrtluaY CohPenY eoqu lred ln saLd urd; NoW rfiÈ)tÞF,ofrË, xHot{ lE l,þq o rld

Rob6Þt \Y. Pol(ln8 r

ÂnclllEry llocslva¡ ' 
ts ôÂld, pu¡tuÀn! to tho q¡do¡ ontol'od Â! , heE roml8Ëd,

¡tLoa!od, end forove¡ clalmod¡ cnd doôr by thgoo F¡s!ont! fo} and h1t âtrc06!so¡ô

luoity !ñd sbsolubo ngEl!o, ¡oleaeo, ond lorovon qultolslll u)lto lho àa1d

¡no tq htr h€l¡$ o!!1gnr fo!ôvôr¡ Ell luêh rlBhù ud Þ1tlo al ltle shôro

Ro llxôy , a co¡Po¡c tton oxt!blng undcr bl¡o ¡åvls of thc Stato of Connoo À$d LocÀ-

reó ln the or Old Sôybrook, Counìy oI Mlddlêô€:{, ln 5q1d, gbate, h8! o¡ ought tve l.n

ûrd te u!¡o çrootr of'l,qnd nltuoted tn lh0 Town of TJosbo¡1y¡ Rhodo ond,

ond do!cÌtbod ê! fa!lorYc: !'tlet L¡¡ot. Doßl4ntnB at tho southwoJÙ corne¡ ol

rdJolnÂÈB the ).ohd no3 oI Co¡me¡.Iy of tho low York How ll¡v€n Á. lla!'tl'o¡d Hallrood

29th day

I,lne XIoo-

Swsenoy, ol WoôtolIY , nhodÉ' ) co¡vcyod bo Tho

ol'lÀnd !1tuâtod l¡ Tolrn of Wg¡tsr:'lt bY doed dobôd

v 6, I

ll. Sraeney,

¡jlo ot¡f o



slgns

ln \YltnBso

ûÂalnoU !lìê ìûwful, sl.olmr trnd donlÙ[dr of Â11 l¡¡êolr3

of, vo llovB hc¡oun bo sot our hands ond seulc th1 st dny ot ìle¡clì ln the

yoen or ouû Lond

Exoouted 1n the PFason

Horbort ll, RaÈhbun

eùnd nlnô h\ln':l¡od Ànd tvôntY touÞ

U r,n
) .oo

STATÊ OF B}IODD ISLA}ID¡
oounty of l?sohlnltqn

bsfo¡o mo Þs¡sonoIlY oPPo Blnq¡ f,, BPlg83

rnð knoiln snd knosn

Re c

L. Êrlggo ( sonl)

(roal)Vol,ontoE D. ÞÌlBgs

.ülst dây of MFoh, r\, D, I92{,
0¡onlcB D. Er18¿s, hu¡l)ûnd qnd x11'c, to

) ¿o bo iho penbleo or€outlhS fo¡ogôl,nB fns0Ìwont, €nd thoy nc-

l(ðorI€d6ôd qo trumênt¡ by thom oxoouÙod, to bo tho act n¡ô deod

Ilenbi¡'t ll, Rathbun NotÂ¡y PtrllIlc

to¡ RecoFd Àpr1I 5ch, A,D, 1924ì at 9.50 orclock, À,H. I

Â ttest :

)

lorn Clork

!. ?'Ì /' t^rr
Knor ol). 1,1€n by tl¡€ss Prc¡ont3, thsi I

C, ED?YÀIID ORIIIIIELL,

I of !hô Vlllago of ilyeCto, County of Mor Lorìdon, End 9t0bo of oonnosflout ln oor¡stderatlon qf

lhe sun of Ton {$fg' } Dollo¡¡ and othoi vqlusbl€ oon!1do¡"qt1o[5 to ho Pald by

the Í/ostontY Ho6Þ1ct¡'

ol ìtôeberly, coUnLy of Wqshthglan end gtÃüo of Fhodo Jsland., o co¡Porstlon dul)r lrcô¡porÂled

undsF r.ho I&û5 o{ thô Stag€ oI',Rbod€ ¡rlAnd th€ reootpt thp}ôof 1! ho¡oby qaknowl6d8od, do

hðroby 1061oo, Feloeso ônd forovo¡ QUITCLTIfü untq'tlte ùald' the neáto¡'ly HosPlùslr 1Ès tlrccos-

ro¡! Ð¡d Às!lgns folevor, qtI ¿lr8 rfBb!.¡ tlt16. lnterott, D¡opêrlry' cl.al¡u a:ld denand rhloh I

nots hsvo, oF of rlghb ought !o hove, o¡ clatn, ln lDd to i ,'

¡ c6¡c6tn t¡åcb oF po:'ce1 ol lud.ly1ng Énd betng ln tho'toxq ol'liôr-

terty, county ot tt¡¡hlngton¡ und Stote ol Rhodo trtlend, bounded lnd dô5c¡tbod ss follors, to-
ylÈ:- BoglnntnR ût tho no¡thBûsC cornor of th€ pFemt€op he¡oby oonvóyed., adlolnlng lond nor

q¡ toFE€ply of Þ1111m D. lv€Ito, ot û Þolnt on tho woeterly sldo of Eqlt Avonuo; Èhonco ¡unõ-

lng ln o sorthoì"ly dt)'octton by ud rlth eâ1d Ea!ü.dvonu€r. o dlotrnoo of sl,(Èy (60) focú¡

thonço r[nnlrrg rô.bô¡'ìy onê ]rund¡sd ond !l8hüy (l0o) foet.i th€nco runnln8 noFùhôFly sfxty
(60) feet¡ ihohcô runnlnß €asLerly one hundlred s¡a otghiy (lBO) fôot to tho pofnt ônd plsoô

of bo¡tnntn¡i Bounded oooborly by Êold flåst 
^vonuo, 

sôuþhe¡lyr Foatgrl,y, mçnontËenly lry

lando nor o¡ forne¡ly of-lttl,Ilû0.D. Y/olIÐ, or heïEvo¡ othsrvl.!o bho sqmo nay bô boundôd...and

dôao¡lb€d, n€onlhg bnd 1n!ðrd1n6 to cohvoy thg rm€ p¡ðñLJe! convoygd to fhl! oFÂntôr lron

olnr¡ D. BrlLo¡t þy dsed dùted bho IOth ùBy of Me¡oh lgg4 Ârrd roco¡dôd !n ùho Lend Evldônco

RocþFds of ¡a!d ltôôto¡ly. Tho Gr¡ntoÞr lUs guooosôons and !ostgns ¡re te UqftO onA fo¡ov€Þ

hÀlntaln EÌ¡6 Ienóoo on qll ôldgg 9f cho pFôtrleoB h€roby 0onv€yod.

. To lluvo'ond to llôld tho cMÊ, rlbh atl rf8bb!, pFlvllsgos end apprr-

tônsnoes thorounto apÞo¡tslälng, unto ÊDd to lho uso o! 1b tho ¡a1d G¡anÈeo lta ¡u¿co¡sot's

and 0ssiBnr torevö¡. A¡d I tho nfotonþod C,'Eatrê¡d 0tt¡n01J..for nysolf âhd foF õ¡. h6lr!,
€xgcutotsô. ¡nó ¡dJntnlõt!¡tort, do,oovonÂnt ¡1th thô aÀid OFshtoo 1tr. qucqoÈroFJ ånd arÞlgnr,

tbst I rlll rB¡¡Ent ¡nd defend thõ qforodclcrlbod pronlsor unto tho rald ûranteo, 1t! ruccss-

!ohr ohó ÊsrtBno, fo)'ôvor, og¡lnst tho lÊHfu1 clql¡¡ ¡nd dom¡nd¡ of alì pensone clalnlng by,

th¡ou8h, or undo¡ nÉ, 
^^d 

f, sovónÂnt thqt f u utEr.lêd

In ùortlmony ithol.sof, I hqvo h6¡9uÞ!o !gc ny hqnd cnd coo). lhlo 1{th tlay a! lta¡ch ln tho

yea¡ o¡ oìrF Lo¡d onê chouErnd nlne lùrnd¡od ood tronby-fou¡,

)

)

I

I

I



Dver'otÈ Bq}n$ ,,,it',àóO {) Ddrr0rù Ortnne:[l I"S'

HoÞoId D, Llv!núsIono stq¡rP

SlAlE OP ßHODU ISLAìID,
counhv or iTtehlnBbon 

In rvosÈôF]y oo Lh6 r{!h d(y 01 Mû}ch /\.Þ' 1924

bofono mo po¡sonßlly apponrod c, .Pd\rR¡d 0¡1nno1I bo 06 lrnortì, and known bI no bo bð tho Per-

Iy oxscrìtlnß bho fo¡ogo!nB lnstrumon¿, ond ho ooknorlodgod s¿1d 1¡8t¡unont' by hfm oxco\lL6d,

ta bo hlB f¡ô€ Bot qnd dood.

' Ha¡old D, I,lvlngstone NoTÄFf PUBIIo

lì€oôtv6d lot R0oord 
^pF1l 

?Èh¡ 
^,D. 

1924, Êl ?'ô0 olclookr P'H', al¡d-toooFdod,

^rrostl@
toen CIg¡L,

of

Know ol.I ilsn Þy th6Eo P¡€asntc, tbst I,

Dors J, Kôryon¡

Town óf Wêsto¡l.yr Ln Èho County of lyÂslllo8ton End SlotÐ of Rhodô fs)-ond

cqLled Grontor. ln ooì¡s!d6Ìôt1on ol" 1€o ÞoI!a¡s 4nd qtìl6r voluobf6 cônô

',llltlon Roblnson qnd FuCh noblneon,

Storìlngbon, 1n Chê CounÙy of NelY Lonóon ond SÞatô of

lt ùl't et.

tlon¡, bo mo

t'o ld by

of tho lovn

called Lh¡ 6s, tho ruuÈlpt rlìoreaf ls h6¡oby aclQovlcdSôd, do oby Blvê, grBnt, bûÌ'-

ßoln,3oll and y uDto 'tho sû1d- tPßntoos,'snrl thclr hoi¡'s I fo¡ovðn

a cerbnlrr Ìot o¡ po¡cal of lind Ìylr¡8 Ãt PJ6Èúont Vle", ln

oei.d ,¡ovn ol l/oobÐ11Y, boundod Ând desor'lb€d rs .follows bo.t!tr B€g1nn!ng at thð gouth-

, so oÂIledr rdJólnlng.land o!

Qulnn, ¿hènc€ run ho ovo¡cy-flvo (75) fÉol; co oarto¡Iy on6 hunttrcd flfEy {l5o)

leoti ùìì€nq6 soulhçrIy côvôn ive l?ö) foot; ând roôÞs¡Iy ons hund.red flfty (¡50)

feoL to ÞqlnÈ ond P].Àoo of Bbunû€d by 6ald Bonlon åvonuo, northoFll. Ând

€!qiêFly by otho¡.1and o1'thlo
rnd dEslgnêbed Â3 Lob No. Ì9 on

, and by,ãqld,qu1nn lqnd. sBId lot ls shoiln

'on rrplu of Flnmpaug Frrk Lots I ofl¡âd by 
^1,

radÀ Ä, SûundsFo & B, F, O¡ùndel1' '*r+' u, nor'ån'flto tn Èhð ToÍh Clorlrrð Offlco ln lald

lorn of ?ÊltoFìy¡ lnd bo ì]hLch sqlô e !! ho¡'sby bqd Ând F¡da foÞ R noro qonplotê

subJocl bo Chl! ro€t¡1cClon, to t1t: Thrt

nestôtsIy conno¡ì ths¡eaf hh6 osêts¡l.y sldê of Bênlon

tìrorqó[

oo tlcu t, h6rôlnafter

thirty'(¡O) fóðt of sald Bonron arenuo,

doso¡!ptton, '1.'hl ! sÞnvaytrnc€ 1s

no bulldln8 10 to bo oFôcÈôd. ô¡

To Hrvo ito'iEotat, thô tod p¡6ñ1õoe, rtth all t¡6 ¡lghti,

Þnlv1I6goB BDd sÞPlFt€nsnoos bôlonglng, a¡d to tho uôo of th6 sâId C¡.ante6s,

snd üholr h9l¡ë end o¡a1En fo¡ôvô¡.rr'^nd f, the ðald 'do ho¡sÞy; for nyrei:e rnd fal
hy hol¡¡, €Xgcuho!e¡

ôsslgn. ùhoU I qm lo

lnlsL¡dCo¡s, ggyenont ilgh Èho û1d ormtoos'and'tboln hsl¡s anô

ly ðolzoó ln foo BLmpIo ol Þho ðûtô. proñ1ðesi fllEb thê Eue

å¡o fFo€ lrcrn all I !, oxooph trr'âfonesûf.dl bhtt I tlShtf fuì.I potoF and

Èhat bhs "uid Ormteoolàrfu¡ authorlty 60ll Bnd oonvoy thô smo ln ltlÂrüo¡ ûr afo¡'D!

dsslgn! sÌì61I byJtharo pnosoniô ot ÂI), tlDe¡¡nd thol¡ hotre psEceBbly anù

, ud [ty hðlr!,
0ran;êe! ûnd

qulotly hûvo gn.loy Èho salô pcomlsov, end ühnt, I tb¿ qsld obqnto¡

ex! cÈ for s aô¡tnlitrÂtor!, Àþêlù tsâr:.ant and dofoÞd iho 6ûn6 Co tho

lhotÌ ho and osalgnr forovôn o8qln€Þ tbo layiul clal¡s md dosûnd! ol Þoloon!, €xcapç

l9 Âhd for th€ conetdûFûtlon ôfo¡relatd John L, Ísnyon,. husband of DorB J

, do herqby ¡oloa¡o ÀlI my rtahi of curtory l-n Ênd to ths tqld trrÐtod ões unto

s0l,d 0rsntoo! ¿nd Eh6LF holns Ànd qrrlgng, fo¡gvorr

'rltnoe5 ÍÍhergof, "0 h0vs hôrgunÞo scC our hend¡ ond 5641il thl! 5ih doy of ¡uly,
È-!!.^h¡ ñi h- t.t-¡hñ¡ .nâ Þ!-¡tv-hltb.-.

(o

tlie



Etr Lcn çher¿\trìtô oPPor¿ollltrlñ' ìtlìcç 0n¡l to tho uso ol'hor'r thô sqtd DolLtr

fo¡ my

60d hot holl¿

unDo bhÞ ô old De)'14

qnd ûomû¡ds of ûIl PoF-

tolgnc fo¡evo¡
^ncl 

f , uhc o foronmêd JMo¿ Folgy, fgl' nyt
hol ho Lro

L. Foloy, he¡ lrolrs

¡hô yot¡ of ôuf Ió¡d one Ulrouso

hoIr'r r oxoc!to ndrntD!¿¿r!Èo¡r I tlo cov¿nûni vLDìì tho s¡!ú Del'(q

rci o¡-r1Bn¡, lhct ]1 r,oFrdni ond dolqnd tho afo¡gdôscrlbed

,tJ¡ßns, forêvoF¡ a¡{êlúDL Lho }[eñil

rons ôìslmtn¡, by, th¡oua,h' undo¡,ùro

Iô TostlFooY Wb9¡so,', I h ieL ny hând !eoI thli l?th doy o¡ SoPt¿rlbô¡? 1n

hl¡tìdroal o . bh.è0.

')

(

5!ßnôd snd soal,od tn P¡orgnoo ol

Èvo¡ett Ij, rthlPPÌo

¡l9bol lr, Sorì¡dè¡5.

sÎÀîU OF RlloDu rsL^ìlD
CounÌY oa qothlnBLan

hL!
Janô¡ X ¡'o16Y

mo ¡k
L. 3. :.)

I h Wùð E€r'1,Y, on ./th dûy of SôttoroboF Â.D, I023'

To'm 016¡k

bofore no ponlonoLlY

ocrllnÂ ghê I

ho hls fn6o ! ond do€d

!*verohb E. v¿hlPPIo

R6os for flçcDrd sEPienbo¡ 1?th, 
^.D, 

I92õ, tt ?'ðo 9r¿¡oo¡,

d J6nr€s FoLoY to mo snd lcnom by ns ¿o bÈ tho Porby ox-

t¡rb)u6nt. ¡nrl ho ecloovlsdSod !nôt¡unônt, bY hln sxôou1rad, to

¡Ðd

^llrôst 
:

To'n

l(¡o- all ¡lsñ by çho9o Ple¡onÙi. thtrt I,

Chù]-o! Porry,

ol slìâ Toq ol l¡lôsteì'Iy. ln tho counry ef v/aobln8bon, qnd stôto or Rhoôg Iolqil¡ ln conrld-

e¡!ç!on af thr llrn et Ton dollors to Fo Pstô Þy

lltó TlostsrlY llosPLtsI.

d sorporrllon e¡8ßDtzdd undc¡ b[o larq ol tho 8Þdtô of Rhod€ Is1ond' tnd ]oceted ln r6ld Town

of rt6!toÞfy, th6 roôo1pt qhordel ls horôby ÀcknoîIûdBod, do l¡s}êby Fosl.o, ro)galc ond fo¡svei
I

I QlJItcLAfN \¡nto lt, thd iatd ThôÌtooi6fty tto!pltÀl, lts ouccosso¡! ond eç!1ßn! fo¡ovol, qI¡

i th! ¡tÃht, tLüItr, lniárert' PFoPorLy, olqlm Ànd d€ocnd rh19h I nÔF h¡vs¡ ô¡l of rlght ought tg

! hove. or oletn, ln snd bo
,

i r co¡Ls1D t¡'so! o¡'PÂ¡'coI ot fÂnd' lying ÀFd bDtn8 ln lold loY¡l of lYoâ-

i !ctly. contsl,nlnß by cslfh¡tlDn trslvo ood tlvg tonþh¡ (12.5) scn6!¡ bo the ¡uro noF6 o¡ l8!q

^ôd 
boundad ôñd aloôc¡lbod ¡s fqll'o!ó ¡ to rlt I cmoÞoln8 Dt lho coùthtoöt corno¡ of th! lond

h8¡6in canvoyôd !ùJotnlng trnd of tl. Vo¡non FosúôÌ¿ ÉC tho oorn€¡ o.l s ltono frcYl, thEnqg taln

north otßhty reyon (g?) dotr¡oot, o1ßhtosn {Is) hfnuibs ôalt, one Èhouôqnd nlnò bund¡od ond

s!9on (I,gO7) fgåtr noro or lè€qr rl,oñg rald ótono rsll, to tls louthcÞtt so¡noF ol tllê Land

¡ hlroln oonvoyod, it ctto hislt.ruy lmq.nr o¡ tas? Avon¡o, Þoundod louthqllyr Drttly by lenrl of H,

j vcrhon Foeüsr¡ p¡rtly ìy tord of Fonnlo s. tÊvlt,b'end'Psrt).y Ùy.ilEnr¡ of Elvl}s ll, P6t¡yr
Ith"noo ron rorth t'cney.rt (96) de6reos, forty rôven ({?) Elmte! oßrtr trc lundrôd ôtßhty

ftyo (285) ond threô (3) þontlìs loot, horo o¡ lols, to fho noFbhectt tor¡o¡ o¡ th€ land horg-

tn oonvsyod, boünd0d os$Èorly by rold tþÐb AvôNoi bhenco Nn no¡th ¡àvônþy otght [?B) dÊ-

: Ã¡e9r, !ov€nro€n (1?) ninr¡Èêr wEji, tw hundrod Efxty ono {26I) Ðil tt¡noo (J) tðnhhs f€ob,

rcrG oD lôô¡¡ thoncc Nn norbll Gl8hty ¿nô (82) dogFcc!, Vronty tE (?2) nlroltes rôoE, 'llvq

hnndÞêd rtxty r1no.(ö89) ond tionty ftvo 125) lilndFadth! feot, rcnr or lolrr to c col.noD ln a

i¡¡li bh¡ncô ¡a¡n noìlh olghby ning (89) dogrct6, thlÌ'ly rr,x (ú0) ntmrto¡ vôôt¡ onö thoú¡¡nd

ðóvonty lovon (l,O??) ond flvô (51 ¿snühr looþ, nqro o¡ Isao to the r¡lltQlly llno af !ônd of

Þrûco 8, 0o{1tt, beunôoò no¡lhôrlt. Fr¡tly by lånd of [otl!€ 0, Donotuo; pottfy ty Iånd of

8 lY /,tì,

)



i , :;" . i:tr..i.
' lìront,or; thonco ¡ulì sorr¿lt thLruoorì ".t, ôo¡t'ou', f1l'iy nllle (50) l'rnuigg qoÐi' 0loniii::: ðou

I ¿crty ltno of l0ncì ot 0o1d ilor¡rca D' oovl'tt frvo (5) roGc' bounó6d vesborLy uy ttnd oI eqld

Hon0co n. cûvItjt; tlìdncc ¡l¡11 llolull e[6huy 6cvon (¡ì?) d€grêo9' oISht (81 l0lNlbc!'voðt' !lxLy

reven l6?) ûnd ntnc fO) Èclìths loot, DrÞl'6 or loôsr bor¡n'lod no¡i)le''ly by 1Ând ot'5il1d HoFoco

¡, 0ovtrbl Lhonce ¡lln cot(tll e!¿llL (0J 0e¡lnes' ono (l) m1n\ll;o v69u¡ i'ou¡ hllndro(l o1'(hty nlnc

(4og) ãnd ctx (6) gent¡5 tcet, nû¡o or'Ì0fl5, to bììo Þluoo of bgßlnnrn8' ìrotlndôd rosicì'l'y t'€rÙ

Ìy by'|lollE Siro0t, 50 cul1sd, ÞurÙly'by Isod of BoRo¡ F' D¡nhM ûnd Þ61'il'Y l¡v lond of ll'

Vofnon Fqôton. UxoapE¡nÂ uho lond dsec¡1bed ln q dood f¡om VIIIIlM D' lføII! Èo Jo¡nos Dovd'

dotôd Doccnb0n .¿6| Iø't\' und l.cco¡dod l,n tho Lond uYldonco Roco¡dü o¡ sû1d Îqfl of Y/ôsto¡ly,

tn Book No, 22¡ qr, pogo ?Og¡ ond tho lqtìd do4o¡lbod In a deBa l¡enl lIlìIlôm D' ulsll'a to MÛ!,r[-

n5t ycoaean¡ dobgd october I, lB'¿2, ond rgco¡dod tn !h9 t,Ànd llvLdona0 ßooordq of !¡[d lotn ol'

. t,€llc¡Iy, ln Book lle. 24, ôù Prß6'i?; ênd t\ð Iûnd dêeÔ¡lb.d ln s d€od rnom ll,LìllM D' ylells

bo MÊry Lo¡år.lsbod Juno zir, lss4, 6¡d ¡ocoldBd In bhã Ldnd Lvltlohc€ RBcoIô5 ôf .oldrfotñ af

rysotsr1f, ln Boolc llo, 23, oc Þilßo Õ40í qnd iho lond rlqrcllbed ln t do€d fTon wlllltm D' 'folls

co ll¡FÃrrot Hooo{nr d0ted JûnnD¡y õ, 1885, ond ¡ocafdoil ln hh6 lònd u\ldcnoe nooords ol !eld

' îcm or,yegte¡ly, In Bqok l.lo. 26¡ ùt ptII€ 19i rðleIonco Lo sû1d fo\r¡ doeds snd the rocolds

blìercof, bolnS horoby h¡d snd no<le, rnd bho ¡mo boln8 noô9.û Ps¡t horoof'

' To llõvo qnd qo lroLd tho 5omo¡ rLth aII th6 ¡f8ht!, PDlvllcses ¡nd sP-

.nìrL6n¡nqð9 bhorilnùo olp€r,b01ntnB, ùnbo ond Ùo blìê !so o1 tE, bho ¡nld ths i{03tôrly ltorpltdl

\!s 5¡coesso¡! ¡nd 0!slgng forovg¡. 
^nd 

I tho ¡¡oronMôd chtt'Ì6s l6¡PJr t'o¡ ny3elt, ¡nd lol

, Fy hol¡!, oxocutersr- ond Êdnlntet¡¡tot¡, d0 covoDÂnt rlth Lhc aDtd tho ll9eÞe¡Iy HoopltFl, 1trs

succerJoF! uild 0rrlånir thot I rtI), rûr¡'ont snd dôfond tho qfo¡ôdEóqÌ1bôd pFcm!se¡ unho bha

rÕ1d Tho'¡rotterly lloipltol, lca 5ìlccosso¡'o ontl aocl¡ns, forovo¡, uAui-n3t thÛ locñ¡l clalna

0n(1 dmands of olI pê¡'!ollô clGll[lng by, thÞou8h, oÌ undo¡ h€'

In TerÈl|¡otry l'/ho¡ool¡ I hqvg he¡'€q^to Égt ñy hond End ¡sul th1¡ fhlrd d¡y o¡ goÞþ€nìtoþ tn

r bho yosr ol our !þ¡d ono t)cou:qnd nlno hunûrod oôd tr'onty Èh¡as

i s!Ãnêd Þìld ooolod !'n prosonco of, rl .s.r.R.i H¡rord D. Llvlnßoùonõ $-;5ó 
" che¡16ô P6rrt L.s.

| .tañP
sr^TÞ oF RiloDx fsr,ÀllD,
Corìnþy of tlÁlhlh8ton

fn {,erto¡ay on the flfb€ooth doy of gêPtonb€! 
^'l). 

l02J

b"fols no Pô¡lonå]ly 6PPotFôd chû¡Iss PoÛy tg nê kltô'm ¡nd kr¡oqr by ho to bo thõ pûFty ôx-

ecìlitn8 Èhe lgroÂolng l¡!truncnt¿ onú ho soknoYlcdÃgd !o1d !n!ÈFrm€nt¡ ùy hlm oxoorrtod, bo

rho hts lnoo sct ¿nd degd.

I lt,S. ) RêFeId D, LlvlngFtônç l{ottFy Prtbllc

, Recelyld fo} EEcord Soptoñbor l?h)ì.
^,D. 

l9?3, qü 10,!O orolosì(¡ A.'6,, ¡nd

ttt¿ost I

Tov¡n Cl6rl(

KIIO'T ALL I'EN BY THÉSË PRÊsANTS, thAI

TttoRP & TA^rlljR¡ fllc,

n ooFpoÞót,19n ì¡Ddàn tho l6Er of tho Stôt€ o.f rfênd, und hovlng a

plroo of lil¡lnold ln qôtb of Wêrì¡lnfilon tnd ot Rhodò f slqnd, horolnof be¡

culled ihs oFûnto¡,1¡ cohsldoro

co tfi prtd by

(9r-o.) ¡nd othe, vsl-utrbIo cDnâfòoroClont

gtn ol ond Har trl d ß0

h[lhond cnd rlf!, ùoth of ¡làll oorrnty ol t{o!htDgbon ol Rhoóe lolÂnd, hôr,ôln-

.ftor êÃl),oð tho roaolÞù qhoPôof t! ho¡oby hqtoÞy glvg I

cor¡vôy untó tho cald 0rEntê01, tholF h0ù6 ¡nd

l

trÀni¡ lonBEr.D, ô

ô co¡toln lob on psFcel of l¡nd slhraDö otr bho Þorthe¡Ix

fo¡.o veF

I

I
I

I
I

I

:
t
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I'¡\UL (i. CORINÀ
Lf 'IILI'f II]S SUP ERIN'f ENDEN-f

'Íawn of '(rlesterþ
Qfiole Isfanl

UTILITIES DIVISION
os White Roch Iìoad
Westerly, RI 09891

't'EL: (aot) 3.!8-2561
FAX: (+ot) 5ec;-s512

June 7,2012

Christopher Duhamel, PE, PLS, Vice President
DiPrete Engineering
Two Stafford Court
Cranston, Rl 02920

Re: Proposed Building Addition: The Westerly Hospital

Dear Mr. Duhamel,

I am pleased to inforrn you that the Town of Westerly Water and Sewer Systems are
available to service the proposed addition to the Westerly Hospital on 25 Wells Street,
Prior to final approval, a Hydraulic ModelAnalysis will have to be run in accordance with
the Town of Westerly Code of Ordinance "Chapter 1456" to evaluate water demands.

lf you have any questions about this correspondence, please do not hesitate to contact
me.

Very Truly Yours,

Paul G. Corina
Superintendent of Utilities
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The Westerly HosPital

Geri-Psych CON Application

Response to Appendix F 7

Cash Flow 2013

Cash lnflows

Patient Cash

Other Cash

Geri-Psych

Total lnflows

Cash Outflows

Personnel Costs

Supplies & Expenses

GerÈPsych Expense

. u(¿l utlTflows

Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug sep Total

5 6,437,710 6,230,t30 6,437,770 6,437,770

!44,653 139,990 \44,653 7M,653

0 0 178,800 178,800

5 6,s82,423 6,370,t20 6,761223 6,76L,223

s,874,788 6,437,770

130,654 144,653

161,560 178,800

6,107,OO2 6,76].,223

6,230,730 6,437,77 O 6,230,:-30 6,437,770 6 A37,77 0 6,230,730

139,990 !M,6s3 139,990 144,6s3 1M,653 139,990

r73,tOO 178,800 173,700 178,800 178,800 173,100

6,s43,220 6,7 67,223 6,s43,220 6,7 61,223 6,7 61,223 6,s43,220

75,799,698
t,703,L85

1,753,660

79,256,543

5 4,034,4æ 3,904,320 4,034,4u 4,034,464

2,388,767 2,3t7,7to 2,388,76t 2,388,767

703,917 to3p77 703,977 t03'9L7

i s,527,i43 6.,379,947 6,527,748 6,s27,r48

,W,032 4,034,4il
2,L57,596 2,388,767

703,91-7 LO3,977

s,905,545 6,527,748

3,go4,3ZO 4p34,4æ 3,904,320 4,034,464 4,034,4æ 3'90ø,3ZO 47,s02,560

2,371,7::0 2,388,767 2,37:-/70 2,388,767 2,388,767 2,3!L,770 28,L25,805

703,9!7 103,977 to3,sr7 103,917 L03,917 !03,917 1'247,OO4

6,3Lg,947 6,527,148 6,319,947 6,527,!48 6,527,748 6,3t9,947 76'875'369

2,381,174
Net Cash Posit¡on

lncludes Start-up Geriatric Expenses Personnel costs

S & E Costs

lnterest Costs

Total

5950,000 Start-up

150,000 Start-up

5147,000

57,247,oo0



Cash Flows FYE 2014

Cash lnflows:

Patient Cash

Other Cash

Geri-Psych

Total Cash lnflows

Cash Outflows

Personnel Costs

Supplies & Expenses

Geri-Psych Expenses

Total Outflows

Net Cash Position S

Geri Psych Expenses

2014 Assumpt¡ons

Patient Rev Íncrease 1%

Expenses increase 2%

Oct Nov Dec Jan

Personnel Costs

s&E

I nterest
Total

Feb

1,934,000 Steady State

250,000 SteadyState

1.47,OOO Steady State

2,337,oO0 Steady State

Mar Apr May Jun Jul Aug Sep Total

s 6,s03,676 5,293,910 6,503,676 6,503,676 6,1:66,260 6,503,676 6,293,9].0 6,503,676 6,293,9LO 6,503,576 6,503,676 6,293,9LO 76,857,632

144,653 139,990 IM,653 1,44,653 1,30,654 !M,653 139,990 1M,653 139,990 744,6s3 a44,653 139,990 7,703,\85

390,910 378,300 390,910 390,91-0 3s3,080 390,910 378,300 390,910 378,300 390,910 390,910 378,300 4,602,720

5 7,039,239 6,8L2,2O0 7,039239 7,039,239 6,649,994 7,039,239 6,872,200 7,039,239 6,872,200 7,039,239 7,039,239 6,812,200 83,173,537

5 4,1r5,1s7 3,982,410 4,L75,757 4,!]is,7s7 3,716,9L6 4,7Is,757 3,982,470 4,175,Is7 3,982,470 4,L1'5,157 4,7Is,757 3,982,410 48,4s2,6ss

2,436,s38 2,357,940 2,436,538 2,436,538 2,200,7M 2,436,538 2,357,940 2,436,538 2,357,940 2,436,538 2,436,538 2,357,940 28,688'270

Lg7,966 191,580 7g7,966 1g7,966 178,808 197,s66 191,580 797,966 191,580 197,966 !97,966 191,580 2,330,890

5 6,749,66:- 6,531,930 6,749,661 6,749,661 6,095,468 6,749,66L 5,531.,930 6,749,667 6,s31,930 6,749,667 6,749,661 6,531,930 79'47L,8L5

3,701,722



FYE 2015

Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug Sep Total

Cash lnflows

Pêtient Cash

Other Cash

Geri-Psych

Total Cash lnflows

Cash Outflows

Personnel Costs

Supplies & Expenses

Geri-Psych Expenses

Total Cash Outflows

Net Cash Position 5

2015 Assumptions
Pat Rev lncrease 1% (incfuding Geri)

Op. Expense lncrease 2"t( 2% including Geril

s 6,568,962 6,357,090 6,568,962 6,568,962 6,225,228 6,558,962 6,357,090 6,568,962 6,357,090 6,568,962 6,568,962 6,357,090 77,636,322

1,M,653 139,990 144,653 744,653 130,654 L44,653 139,990 744,653 139,990 744,653 144,653 139,990 7,703,L85

394,816 382,080 394,876 394,816 356,608 394,876 382,080 394,816 382,080 394,8L6 394,816 382,080 4,648,æ0

s 7,108,431 6,879,1,60 7,108,437 7:!08,43L 6J72/90 7,708,431 6,879,160 7,708,431 6,879,L60 7,708,431 7,LO8,437 6,879,160 83,988,147

s 4,Ls7,462 4,062,060 4,197,462 4,797,462 3,79L,256 4,197,462 4,062,060 4,797,462 4,062,060 4,797,462 4,t97,462 4,062,060 49,42L,73O

2,485,270 2,405,100 2,485,270 2,485,2t0 2,244/60 2,485,270 2,405,]:OO 2,485,270 2,405,100 2,485,270 2,485,270 2,405,100 29,262,Os0

207,934 195,420 201,,934 207,934 182,392 201,934 795,420 20r,934 195,420 20r,934 207,934 795,420 2,377,6\0

s 6,384,566 5,662,580 6,884,666 6,884,666 6,218,408 6,884,666 6,662,580 6,834,666 6,662,580 6,884,666 6,884,555 6,662,580 81,061,390

2,926,757
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North Stonington
Health Center, Inc

Westerly Hospital
Energy Company, LLC

Women's Health of
Westerly, LLC

Mastuxet Realty.Inc.

Tl.e Westerly Hospital
Auxiliary,Inc.

Westerly Clinical
Support Services, LLC

\ryESTERLY HOSPITAL HEALTHCARE, INC.

ElderEval, LLC

i Th. Westerly
Hospital

The Westerly Hospital
Foundation, Inc.

Atlantic Medical
Group,Inc.

Ocean Myst MSO,
LLC

Approved: October20l0



WESTERLY HOSPITAL HEALTHCARE (WHr{C)
SUBSIDIARIES

Atlantic Medical Group (AMG) - A subsidiary of WHHC established to
recruit physicians and provide physician practice management. AMG now
employs 3l physicians, 1 nurse practitioner, and 8 physician assistants,

Eldereval - A subsidiary of WHHC that provides full geriatric assessments
and cale management, It is not functioning.

Mastuxet Realty Inc - A subsidiary of WHHC established to acquire, hold,
manage, maintain, develop, or dispose of real property for the benefit of
Community Health of Westerly Inc, and its afhliates. It is not functioning.

North Stonington Health Center, Inc. (NSHC) - A subsidiary of WHHC
established to offer a walk-in clinic, primary care services, physical therapy
and lab services in North Stonington, CT.

Ocean Myst MSO, LLC - A subsidiary of WHHC, a management service
organization that offers various support services to the medical staff,

The Westerly Hospital - A subsidiary of WIIHC, Renders medical and
surgical services to the community. Licensed for 125 beds.

The Westerly Hospital Auxiliary Inc, - A subsidiary of WHHC established to
foste¡ and inc¡ease the community's understanding of The Westerly Hospital
while helping to provide supplementary financial assistance for hospital
projects.

Westerly Hospital Energy Company, LLC - A subsidiary of WHHC
established to purchase energy for WHHC and its subsidiaries.

Women's Health of Westerly LLC - An organized ambulatory care facility
providing obstetrical and gynecological services by physicians employed by
the LLC. A subsidiary of 'WHHC.

WESTERLY HOSPITAL SUBSIDIARIES

The Westerly Hospital Foundation - A subsidiary of The Westeriy Hospital
established to raise dollars for The Westerly Hospital.

Westerly Clinical Support Services LLC - A subsidiary of The Westerly
Hospital established to conduct lab draw services at offsite locations. It is not
functioning.

WHHGA}'FILIATES
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