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Determination of Need Draft Partners HealthCare/Massachusetts General Hospital

Factor 1: Applicant Patient Panel Need, Public Health Values and Operational Objectives

F1.a.i Patient Panel:
Describe your existing Patient Panel, including incidence or prevalence of
disease or behavioral risk factors, acuity mix, noted health disparities,
geographic breakdown expressed in zip codes or other appropriate
measure, demographics including age, gender and sexual identity, race,
ethnicity, socioeconomic status and other priority populations relevant to
the Applicant's existing patient panel and payer mix.

A. Partners HealthCare Patient Panel

Partners HealthCare is a not-for-profit, integrated heaith care system that was formed in 1994
by an affiliation between The Brigham Medical Center, Inc. {(now known as Brigham Health) and
The Massachusetts General Hospital. Partners HealthCare currently operates two tertiary
hospitals, six community acute care hospitals, and one acute care specialty hospital in
Massachusetts; one community acute care hospital in Southern New Hampshire; one facility
providing inpatient and outpatient mental health services; and three facilities providing inpatient
and outpatient services in rehabilitation medicine and long-term care. Partners HealthCare also
operates physician organizations and practices, a home health agency, nursing homes and a
graduate level program for health professionals. Partners HealthCare is a non-university-based
nonprofit private medical research enterprise and its academic medical centers are principal
teaching affiliates of the medical and dental schools of Harvard University. Partners HealthCare
provides its services to patients primarily from the Greater Boston area and eastern
Massachusetts, as well as New England and beyond. Additionally, Partners HealthCare
operates a licensed, not-for-profit managed care organization that provides health insurance
products to the MassHealth Program (Medicaid), Commonwealth Care (a series of health
insurance plans for adults who meet income and other eligibility requirements) and commercial
populations.

Partners HealthCare serves a large and diverse patient panel as demonstrated by the utilization
data for the 36-month period covering Fiscal Year (“FY”) 16-18 and the preliminary data
available for FY19.! Attachment 2 provides this demographic profile for Partners HealthCare in
table form. The number of patients utilizing Partners HealthCare’s services has increased? since
FY16, with 1,377,250 unique patients in FY16, 1,403,853 unique patients in FY17 and
1,500,670 unique patients in FY18.% Preliminary data indicate that for the first six week of FY19

1 Fiscal year October 1 — September 30. While preliminary data is available for FY19, annual comparisons are
calculated using data for FY16-18 as the FY19 data is only for the first six weeks of the new fiscal year and will
change over time.

2 The methodology for aggregating Partners HealthCare's patient panel data has evolved into an automated process
utilizing internal data resources. lnitially, in 2017, when Partners HealthCare began developing its patient panel for
Determination of Need applications, such as the Change of Ownership for Massachusetts Eye and Ear and the
Substantial Capital Expansion for Brigham and Women’s Hospital, staff manually aggregated the necessary data.
However, since these submissions, Partners HealthCare staff have developed a new automated process that allows
for the collection and amalgamation of system-wide data. This refined methodology allows staff to continuously
manitor and improve the way that data are aggregated. Accordingly, between June 2018 and October 2018, staff
further refined the data collection processes leading to a decrease of no more than 5% in overall patient counts for
the system. Staff will continue to refresh and refine the process for aggregating data across the system, leading to
more exact patient panel data.

3 Entities include: Brigham and Women's Hospital, Brigham and Women’s Faulkner Hospital, Massachusetts General
Haospital, Newton-Wellesley Hospital, and North Shore Medical Center; Cooley Dickinson Hospital, Martha's Vineyard
Hospital, McLean Hospital, and Nantucket Cottage Hospital (post-Epic data only); Massachusetts Eye and Ear
Infirmary (outpatient post-Epic data only); Spaulding Rehabilitation Hospital (Telehealth, Partners Mobile Observation
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Determination of Need Draft Partners HealthCare/Massachusetts General Hospital

Partners HealthCare had 398,563 unique patients. Partners HeaithCare's patient mix consists of
approximately 42% males and 58% females. The Massachusetts Center for Health information
and Analysis (“CHIA”) reports that Partners HealthCare's patient panel represents 19% of all
discharges in the Commonwealth.* The system’s case mix adjusted discharge rate is 22%.°

Between FY 16 and FY18, Partners HealthCare saw an increase in the number of patients it
serves across all age cohorts between. Current age demographics show that the majority of the
patients within Partners HealthCare's patient population are between the ages of 18-64 years of
age (61.7-62.1% of the total patient population). Patients that are 65 and older also make up a
significant portion of the total patient population (26.1-27.8% of the total patient population).
Only 10.4-11.9% of Partners HealthCare's patients are between 0-17 years of age. Preliminary
data for FY19 shows similar trends with regard to increases across age cohorts and cohort
distribution.

Partners HealthCare's patient panel reflects a mix of races. Data based on patient self-reporting
demonstrate that in FY18, 72.0% of the total patient population identified as White; 5.5%
identified as African American or Black; 4.1% identified as Asian; 1.5% identified as
Hispanic/Latino; 0.1% identified as American Indian or Alaska Native; and 0.1% identified as
Native Hawaiian or Other Pacific Islander. Since patients were grouped into these categories
based on how they self-identified,® there is a portion of the patient population (16.8% in FY18)
that either chose not to report their race or identified as a race that did not align with the
aforementioned categories. Therefore, it is important to note that the racial composition of
Partners HealthCare’s patient panel may be understated.

Partners HealthCare provides care to patients from a broad range of geographies inciuding all
fifty states. While Partners HealthCare’s patient panel resides mainly in Eastern Massachusetts,
there is a sizeable portion of the patient panel that resides outside of Massachusetts (10.3%, or
165,302 patients, in FY18). By applying the Department of Public Health’'s ("DPH"} Health
Service Area (“HSA”) categories to FY18 data, 43.6% of Partners HealthCare's patients reside
in HSA 4 (654,363 patients); 16.3% reside in HSA 6 (244,578 patients); 13.6% reside in HSA 5
(204,213 patients);, 6.4% reside in HSA 3 (95,780 patients); 3.3% reside in HSA 2 (49,077
patients); 6.1% reside in HSA 1 (90,977 patients); 0.01% reside in MA but outside of HSAs 1-6
(45 patients}; and the origin of 6,335 patients or 0.5% of the panel is unknown.

Unit, Home Hospital programs for GH and BWH, Stay Connected with GH, Lifeline, and CareSage programs are not
included); Brigham and Women’s Physicians Crganization, Massachusetts General Physicians Organization,
Newton-Wellesley Medical Group, and North Shore Physicians Group; Cooley Dickinson PHC (post-Epic data only);
and Partners Community Physicians Organization (pre-Epic non-risk patients not included).

4 Fiscal Year 2015: Partners HealthCare System, MASSACHUSETTS CTR. FOR HEALTH INFORMATION ANALYSIS,
http://www.chiamass.gov/agsets/docs/r/hospital-profiles/2015/Partners-HealthCare-System . pdf (last visited Mar. 29,
2019).

S1d.

8 With the exception of the category “Hispanic/Latino," the race categories shown above are based on the 1997 Office
of Management and Budget standards on race and ethnicity. Patients were grouped into these categories based on
their responses as follows — White: “White®; African American or Black: "African American”, “Black”, "Black or African
American”; American Indian or Alaska Native: “American Indian”, “American Indian or Alaska Native™; Asian: “Asian”;
Native Hawaiian or Other Pacific Islander: “Native Hawaiian or Other Pacific Islander”, “Native Hawaiian/Cther Pacific
Islander”, "Pacific Istander”; Hispanic/Latino: "Hispanic”,” Hispanic or Latino”,” Latino”; Other/Unknown: All other
responses.
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B. Massachusetts General Hospital Patient Panel

Massachusetts General Hospital (‘MGH") is one of the founding members of Partners
HealthCare and the original teaching hospital of Harvard Medicai School. With 1,035 licensed
beds at its main campus in Boston, MGH is the largest hospital in the state. In addition to its
main hospital campus in Boston, MGH offers services to patients through various hospital
satellite and clinic locations across Eastern Massachusetts.

Overalf Patient Panel

Attachment 2 provides the demographic profile for MGH in table form. Similar to Partners
HealthCare, the number of patients utilizing MGH increased from FY16-FY18 and in FY19-year-
to-date (“YTD"), with 563,470 unique patients in FY16, 563,976 unique patients in FY17, and
566,357 unique patients in FY18. In the first six week of FY19, MGH had 149,595 unique
patients. Of these patients, approximately 44% are male and 56% are female.

In regard to age, the majority of MGH's patients are between the ages of 18-64 {(59.3%, or
335,741 patients in FY18). The next largest age cohort is patients that are 65 years and older
(26.4%, or 149,588 patients, in FY18). Subsequently, 14.3% of MGH’s patients are between
ages 0-17 (81,023 patients in FY18).

Moreover, MGH’s patients reflect a diversity of races. Data based on patient self-reporting
demonstrate that in FY18, 73.0% of patients identified as White; 5.2% identified as African
American or Black; 5.2 identified as Asian; 0.8% identified as Hispanic/Latino; 0.1% identified as
American Indian or Alaska Native; and 0.1% identified as Native Hawaiian or Other Pacific
Islander. Since patients were grouped into these categories based on how they self-identified,’
there is a portion of the patient population (15.7% in FY18) that either chose to not report their
race or identified as a race that did not align with the above categories. Therefore, it is important
to note that the racial composition of MGH’s patients may be understated.

Finally, aggregated zip code data by HSA for FY18 demonstrate that MGH'’s patient popuiation
has a similar geographic composition to the larger Partners HealthCare patient panel. These
data indicate that 49.2% of MGH'’s patients resided in HSA 4 (278,900 patients); 17.3% resided
in HSA 6 98,075 patients); 8.6% resided in HSA 5 (48,576 patients); 5.8% resided in HSA 3
(32,725 patients); 3.2% resided in HSA 2 (18,211 patients); 1.3% resided in HSA 1 (7,174
patients). Over 79,819 patients or 14.1% of the panel was from outside of Massachusetts, and
the origin of 0.5% of the panel was unknown.

EP Service Patient Panel

MGH’s Corrigan Minehan Heart Center — Cardiac Arrhythmia Service and Electrophysiology
("EP") Lab were founded nearly thirty years ago. The Cardiac Arrythmia Service treats a wide
range of cardiovascular conditions, including arrhythmias, atrial fibrillation and atrial flutter,
supraventricular tachycardia, ventricular fibrillation and ventricular tachycardia, brachycardia,

7 With the exception of the category “Hispanic/Lating”, the race categories shown above are based on the 1997 Office
of Management and Budget standards on race and ethnicity. Patients were grouped into these categories based on
their responses as follows — White: “White”; African American or Black: “African American”, “Black”, “Black or African
American’; American Indian or Alaska Native: "American Indian”, “American Indian or Alaska Native™: Asian: “Asian”:
Native Hawaiian or Other Pacific Islander: "Native Hawaiian or Other Pacific Islander”, “Native Hawaiian/Other Pacific
Islander”, “Pacific Islander”; Hispanic/Latino: “Hispanic”,” Hispanic or Latino”,” Latino”; Other/Unknown: All other
responses.
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sick sinus syndrome, and genetic cardiac conditions, such as Long QT Syndrome and Brugada
Syndrome. MGH's Cardiac Arrhythmia Service performs a wide variety of procedures to
diagnose cardiac arrythmias, including electrocardiograms, echocardiograms, Holter monitoring,
tilt table evaluation, and invasive electrophysiology studies. MGH'’s Cardiac Arrhythmia Service
also provides patients with education on antiarrhythmic medications and offers an Arrhythmia
Genetics Clinic. Specialists at the Cardiac Arrhythmia Service evaluate and recommend the
best treatment plan for patients.

Many of the patients seen by the Cardiac Arrhythmia Service require EP services to help
manage arrhythmias, including treatments performed at MGH's EP Lab, such as catheter
ablation (cryoablation and radiofrequency ablation), complicated ablation procedures and
pulmonary vein isolations, implantable cardioverter defibrillators (“ICDs”) and pacemaker
insertion, cardiac resynchronization therapy (“CRT") and electrical cardioversion. Consequently,
MGH accommodates a high demand for EP services. in FY16, MGH treated 1,871 unique
patients (2,625 visits) for EP services. This number increased to 2,390 unique patients (3,121
visits) in FY17 and rose again to 2,980 unique patients (3,606 visits) in FY18.% For the first six
weeks of FY19, 825 unique patients (883 visits) had EP procedures.

Aggregated zip code data by HSA for the last three fiscal years demonstrate that MGH's EP
patient population has a similar geographic composition to the larger Partners HealthCare
patient panel. These data indicate that in FY18 43% (1,272 patients) of MGH’'s EP patients
resided in HSA 4; 18% resided in HSA 6 (550 patients); 11% resided in HSA 5 (323 patients);
7% resided in HSA 3 (216 patients); 4% resided in HSA 2 (119 patients); 1% resided in HSA 1
(33 patients); and 454 patients or 15% of the panel in FY 18 was from outside of Massachusetts.

With respect to age, 62% of patients that used MGH's EP service in FY18 were over the age of
65 while 38% of patients were between the ages of 18-64. Of the 825 patients treated by MGH’s
EP service in the first quarter of FY19, 67% of patients were age 65 or older and 33% were
between the ages of 18-64. These data reflect similar patterns in patient trends in FY16 and
FY17.

Patients that utiize MGH’s EP services also represent diverse races. Data based on patient
self-reporting demonstrate that in FY18, 88% of MGH’'s EP patients identified as White; 3%
identified as African American or Black; and 2% identified as Asian. Patients were grouped into
these categories based on how they self-identified;® as such, there is a portion of the patient
population (7% in FY18) that either chose to not report their race or identified as a race that did
not align with the above categories. Therefore, it is important to note that the racial composition
of MGH's EP patients may be understated.

The gender breakdown for patients that utilized MGH's EP service is as follows: in FY18, 66%
of the EP service's patients were male, while 34% were female. Patients were categorized as

8 The growth increase that occurred from FY16 to FY17 resulted from new leadership of the EP Lab as well as
physician recruitment and expanded service hours.

9 With the exception of the category "Hispanic/Latino", the race categories shown above are based on the 1997 Cffice
of Management and Budget standards on race and ethnicity. Patients were grouped into these categories based on
their responses as follows — White: "White”; African American or Black: "African American”, “Black”, “Black or African
American”, American Indian or Alaska Native: “American Indian”, "American Indian or Alaska Native™ Asian: “Asian”;
Native Hawaiian or Cther Pacific islander: “Native Hawaiian or Other Pacific Islander”, "Native Hawaiian/Other Pacific
Islander”, “Pacific Islander”; Hispanic/Latino: “Hispanic”,” Hispanic or Latino”,” Lating”; Other/Unknown: All other
responses.
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male or female based on self-identification, and 0% identified as other. This ratio of male to
female patients is similar to historical data from FY16 and FY17.

In a review of underlying conditions associated with EP services at MGH for the last three fiscal
years and the first quarter of FY2019, the most prevaient diagnoses were: (1) Persistent Atrial
Fibrillation; (2) Paroxysmal Atrial Fibrillation; (3} Supraventricular Tachycardia; (4) Sick Sinus
Syndrome; (5) Unspecified Atrial Fibrillation; (6) Typical Atrial Flutter; (7) Ventricular
Tachycardia; (8) Atrioventricular Block, Complete; (9) Syncope And Collapse; (10) Atypical Atrial
Fiutter, and (11) Other. The breakdown of patients with each of these conditions may be found
in Attachment 2.

F1.a.ii Need by Patient Panel:

Provide supporting data to demonstrate the need for the Proposed Project.
Such data should demonstrate the disease burden, behavioral risk factors,
acuity mix, health disparities, or other objective Patient Panel measures as
noted in your response to Question F1.a.i that demonstrates the need that
the Proposed Project is attempting to address. If an inequity or disparity is
not identified as relating to the Proposed Project, provide information
justifying the need. In your description of Need, consider the principles
underlying Public Health Value (see instructions) and ensure that Need is
addressed in that context as well.

A. Need for Increased Availability of EP Services

The Necessity of Additional Treatment Space to Accommodate Current and Future
Demand for EP Services

MGH's EP Lab needs to be renovated and expanded to address existing physical plant
constraints. The original lab was designed thirty years ago and the demand for services,
surgical intervention methodologies and care processes for patients have substantially changed
over time. MGH'’s EP Lab is comprised of three rooms, including two rooms to perform cardiac
ablations and one room for implantable devices. There is a single recovery bay for the three
procedure rooms. The small number of rooms within the facility presents challenges to meet
current demand in a timely manner. Moreover, the current lay-out of this space creates capacity
constraints leading to operational inefficiencies. The EP Lab has very limited pre- and post-
procedure space, hampering throughput and causing delays, which frequently lead to
overcrowding and necessitate the transfer of patients to the inpatient setting for recovery
services. These inefficiencies lead to longer lengths of stay, constrained discharge processes
and dissatisfaction by patients with their overall care experience. Furthermore, the lack of
accessible space often requires overflow equipment to be located in hallways, which disrupts
patient flow, leading to further inefficiencies. Storing inventory for procedures also is a challenge
with limited areas for supplies.

Increased Need for EP Services Associated with an Aging Patient Panel

Cardiac arrhythmias are a major source of morbidity and mortality and cause more than a
quarter of a million deaths annually in the US alone.’® The American Heart Association

10 Christine Albert et al, The Future of Arthythmias and Electrophysiology, 133 CIRCULATION 25, 2687.
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estimates that more than 4 million Americans suffer from recurrent arhythmias.’ The most
common arrythmia or irregular heart beat is atrial fibrillation (“a-fib").'? Current estimates
indicate that 2.7-6.1 million individuals in the US have a-fib with this number expected to
increase substantially as the “Baby Boomer” generation ages inte the 65+ age cohort.”
Advancing age is one of the greatest risk factors for a-fib, with 9% of adults in the 65+ age
cohort diagnosed with this condition; in contrast, 2% of adults under the age of 65 are
diagnosed with a-fib." Given an increase in the 65+ age cohort across the United States
projected estimates indicate that 24-30 million individuals may be diagnosed with a-fib by
2050.18

Furthermore, the Centers for Disease Control (“CDC”") and Prevention have found that “a-fib
increases a person’s risk for stroke by four to five times compared with stroke risk for people
who do not have a-fib. Strokes caused by complications from a-fib tend to be more severe than
strokes with other underlying causes. A-fib causes 15%—-20% of ischemic strokes.
Consequently, a-fib accounts for approximately 750,000 hospitalizations and 130,000 stroke
deaths per year.”'®

According to the University of Massachusetts’ Donahue Institute’s (“UMDI") fong-Term
Population Projections for Massachusetts Regions and Municipalities, the statewide population
is projected to grow a total of 11.8% from 2010 through 2035." An anaiysis of UMDI's
projections shows that the growth of the Commonwealth’s population is segmented by age
sector, and that within the next 20 years, the bulk of the state’s population growth will cluster
around residents that are age fifty (50) and older.”® Moreover, between 2015 and 2035, the
Commonwealth’s 65+ population is expected to increase at a higher rate compared to all other
age cohorts.' By 2035, the 65+ age cohort will represent approximately a quarter of the
Massachusetts population.® As the number of patients that fall into the 65+ age cohort for MGH
and continues to grow, the demand for EP services is expected to increase because age is one
of the largest risk factors for arrythmias.

Currently, patients in the 65+ age cohort account for approximately two-thirds of the EP services

" Emelia J. Benjamin et al, Heart Disease and Stroke Statistics — 2017 Update: A Report From the American Heart
Association, 135 CIRCULATION 10, e146 (Mar. 7, 2017).

2 Shailee Shah et al., Recurrent Atrial Fibrillation After Initial Long-Term Ablation Success, 11 Circulation 4 (Apr.
2018).

13 Atrial Fibrillation Fact Sheet, CTRS. FOR DISEASE CONTROL AND PREVENTION,

https://iwww.cdc.gov/dhdsp/data statistics/fact sheets/fs atrial fibrillation.htm (fast reviewed Aug. 22, 2017).

" id.

15 Albert, supra note 10 (citing Dariush Mozaffarian et al., Heart disease and stroke stafistics—2015 Update: A Report
From the American Heart Association, 131 Circulation €29 (2015)).

16 Atrial Fibrillation Fact Sheet, supra note 13.

17 | ONG-TERM POPULATION PROJECTIONS FOR MASSACHUSETTS REGIONS AND MUNICIPALITIES, UNIVERSITY OF
MASSACHUSETTS DONAHUE INSTITUTE 11 (Mar. 2015), available af htip://pep.donahue-
institute.org/downloads/2015/Mmew/UMDI LongTermPopulationProjectionsReport 2015%2004%20 29.pdf. The
Massachusetts Secretary of the Commonwealth contracted with the University of Massachusetts Donahue Institute
(UMD} to produce population projections by age and sex for all 351 municipalities. /d. at 7. Within the past five
years, Massachusetts has been experiencing an increase in the population growth rate per year due to high
immigration and low domestic outflow, which is expected to slow down in 2030. /d. at 12.

8 Massachusetts Population Projections — EXCEL Age/Sex Details, UNIVERSITY OF MASSACHUSETTS DONAHUE
INSTITUTE (2015}, htip./pep.donahue-institute.org/downloads/2015/Age Sex_Details UMDI_V2015.xls. This data has
been extracted for counties where current Partners HealthCare hospitals and affiliates are located. /d.

9 UNIVERSITY OF MASSACHUSETTS DONAHUE INSTITUTE, supra note 17, at 14. The report uses the coharts as defined by
the U.S. Census Bureau 2010 Census Summary, which are 0-19, 20-39, 40-64, and 65+. /d. Figure 2.5 in the report
demonstrates that where the 65+ cohort increases from 2015 to 2035, all other cohorts are predicted to decrease. /d.
20 {d,
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provided at MGH. Given projected increases in the overall population and the current growth
trends experienced by the Cardia Arrhythmia Service, MGH must prepare its facilities to provide
EP services to a greater number of patients in the coming years. With the existing service
operating at full capacity, MGH is unable to accommodate additional volume in its EP Lab at this
time due to space constraints, and therefore wait times for these services are increasing with
some patients waiting five to six weeks for procedures. The proposed expansion of the EP Lab
will allow MGH to increase access to these critically needed services and also allow the Hospital
to meet future demand. Moreover, renovations to MGH's EP Lab will allow the Hospital to
provide services in a more efficient manner, creating greater throughput and increasing the
overall number of patients who will benefit from these services.

Current and Projected Demand for EP Services

As discussed, MGH’s physical plant constraints impact the hospital’s ability to meet current
demand for EP services. Overall, MGH’s cardiologists and associated staff provide care to
patients through approximately 55,000 office visits and 5,000 inpatient admissions annualiy. EP
specialists perform an average of 3,000 EP Lab procedures. Table 1 outlines historical EP
service volume by procedure.

Table 1: EP Service Volume by Procedure

Ablations 569 599 601 652 770

Devices 991 1,012 1,075 1,030 1,221
Miscellaneous 898 867 974 943 1,130
TOTAL 2,458 2,478 2,650 2,625 3121

These data provide that EP service volume has increased over time with the exception of FY15-
16. Due to this slight decrease in volume in FY15-FY16, new leadership within the Cardiac
Arrythmia Service sought to expand physician recruitment efforts, as well as hours of operation
for the EP Lab. These efforts were successful as EP procedures increased 19% from FY16-
FY17. However, given the aforementioned physical plant challenges, as well as the increased
demand for EP Lab services, the EP Lab is operating at full capacity. These factors have led to
longer wait times for EP services, particularly for patients in need of compiicated ablation
surgeries. The current wait time for EP services is 5-6 weeks.

To address space constraints and ensure that the hospital will be able to meet both current and
future demand, MGH plans to fully renovate its existing EP Lab and expand into adjacent areas
currently used as administrative offices and waiting rooms. This renovation and expansion will
allow MGH to add two additional procedure rooms (increasing capacity from three to five
rooms), as well as nine additional recovery bays (increasing capacity from one to ten recovery
bays). The Proposed Project will allow MGH to meet both current and future demand. Volume
- projections for the renovated EP Lab are outlined in Table 2.

Electrophysiclogy Renovation and Expansion — 7
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Table 2: Five-Year Volume Projections for EP Services by Procedure

Year Year 1 Year 2 Year 3 Year 4 Year 5
Ablations 770 838 962 1,087 1,212 1,271
Devices 1,221 1,221 1,221 1,221 1,221 1,221
Misc.EF 1,071 1,071 1,071 1,071 1,071 1,071
Services
TOTAL 3,062 3,130 3,254 3,379 3,504 3,563

As shown in Table 2, Year 0 refiects the first 12 months of the procedural space renovation,
during which time, the EP Lab will maintain its current volume at maximum capacity. At the end
of Year 0, the new procedure rooms will be partially open allowing for ablation growth to ramp
up over a four year period, reaching full growth potential by the end of Year 4. Year 5 reflects
the first year at full growth post-construction of the procedure rooms and recovery bays.

Volume projections also take into account that MGH treats a subset of ablation cases that are
considered medically complicated. These cases must be performed at a tertiary medical facility
as patients undergoing such procedures require immediate access to onsite cardiac surgery in
the event additional intervention is required. Due to the risks associated with these procedures,
these cases cannot be moved to another setting.

F1.a.iii Competition:
Provide evidence that the Proposed Project will compete on the basis of
price, total medical expenses, provider costs, and other recognized
measures of health care spending. When responding to this question,
please consider Factor 4, Financial Feasibility and Reasonableness of
Costs.

The Proposed Project will not have an adverse effect on competition in the Massachusetts
healthcare market based on price, TME, provider costs or other recognized measures of health
care spending for numerous reasons. First, in regard to expanded EP services, the ability of
more individuals to access these services in a timely manner and control their arrhythmias
through the noted EP procedures, such as ablations, will reduce overall healthcare spending. It
is well documented that the most common arrhythmia, a-fib, is associated with considerable
morbidity, mortality and cost.?' This condition is a frequently encountered rhythm disorder,
characterized by high recurrence rate, frequent hospitalizations, reduced gquality-of-life and
increased risk of mortality, heart failure and stroke.? Along with these clinical complications, this
type of arrhythmia is a major driver of health-related expenditures. The Centers for Disease
Control and Prevention (“CDC") report that a-fib costs in the United States total approximately
$6 billion each year.” Additionally, medical costs for people who have a-fib are $8,705 higher
per year than for people who do not have a-fib.>* Consequently, the ability to control a patient's
a-fib through EP services will reduce the overall cost of care per patient, as patients who
undergo these procedures have “significantly fewer deaths, hospitalizations and emergency

21 AY. Chang et al., Evaluating the Cost-effectiveness of Catheter Ablation of Atrial Fibrilation, 3 ARRHYTHMIA &
ELECTROPHYSIOLOGY REVIEW 3, 177-83 (2014).

22 G. Kudaiberdieva et al., Cost-Effectiveness of Atrial Fibrillation Ablation, 6 JOURNAL OF ATRIAL FIBRILLATION 1, 880
(2013).

23 Atrial Fibriflation Fact Sheet, supra note 13.

24 d.
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rooms visits for worsening heart failure.””® Reduced rates of emergency department visits and
hospitalizations lead to decreased healthcare spending per patient within the Massachusetts
health care market. Moreover, patients with arrhythmias that have ablations or other procedures
to address their condition tend to use less or no antiarrhythmic medications, leading to less
pharmaceutical costs for payers and lower medication co-pays for patients. These decreased
costs lead to an overall reduction in TME for these patients.

Second, renovation and expansion of the EP service will allow MGH to address physical plant
needs that are causing operational inefficiencies. The renovation of the EP Lab will allow for the
creation of pre- and post-procedure space that will ensure greater patient throughput. The
expansion from one to ten recovery bays will eliminate the need for patients to be transferred to
the inpatient setting for recovery services, thereby reducing lengths of stay and ensuring timely
discharge processes. Moreover, the EP service expansion will reduce wait times, and ensure
efficient and timely care on the day of an appointment. Reducing operational inefficiencies will
lead to lower operational overhead. This reduction in overhead will iead to lower health care
spending and a reduction in TME. Accordingly, the Proposed Project will have no negative
impact on competition within the Massachusetts healthcare market.

F1.b.i Public Health Value /Evidence-Based:
Provide information on the evidence-base for the Proposed Project. That is,
how does the Proposed Project address the Need that Applicant has
identified.

A. MGH's Proposed EP Expansion

MGH’s proposed expansion of its physical space to accommodate EP services is supported by
extensive literature related to evidence-base strategies for addressing arrhythmias.

Use of EP Studies as Diagnostic Tools

EP studies are valuable diagnostic tools that offer a variety of information regarding a patient's
heart function. An EP study is an invasive procedure that is designed to allow physicians to
examine the heart’s electrical activity to determine the cause of an arrhythmia.?® Electrode
catheters are inserted into the patient’s artery or vein and guided to the heart.Z The catheters
can detect the heart’s electrical signals.? The physician may also use the catheters to stimulate
the heart, making the heart beat at different speeds inducing arrhythmias. An EP study can take
1-4 hours to complete and requires a recovery period during which time the patient is monitored
by a clinician following the procedure.?®

28 Daniel Allar, Ablation reduces deaths, hospitalizations for patients with AFib, heart failure, CARDIOVASGULAR
Business (Feb. 1, 2018), hitps://www.cardiovascularbusiness.com/topics/electrophysiology-arrhythmia/ablation-
reduces-deaths-hospitalizations-patients-afib-heart.

26 Flectrophysiology Studies (EPS), AM. HEART ASSCCIATION, https://www heart.org/en/health-
topics/arrhythmia/symptoms-diagnosis--monitoring-of-arrhythmia/electrophysiclogy-studies-
eps?s=0%253Dep%252520study%2526s0rt%253Drelevancy (last reviewed Sept. 30, 2016). See also Cardiac
Arrhythmia Service, MASSACHUSETTS GENERAL HOSPITAL CORRIGAN MINEHAN HEART CENTER,
https://www.massgeneral.org/heartcenter/services/treatmentprograms.aspx?id=1001&display=overview 2018.
27 {d. See also Electrophysiology (EF) Study, MaSSACHUSETTS GENERAL HOSPITAL CORRIGAN MINEHAN HEART CENTER,
EBttDS:/!www.massqeneral.orq/heartcenter!services/procedure.aspx?id=2'I 90 (last visited Apr. 1, 2019).

)
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The findings of an EP study are used to determine the best course of treatment for an
arrhythmia. In some cases, catheter ablation may be used to effectively treat an arrhythmia. The
purpose of catheter ablation is to eliminate the area causing the arrhythmia by ablating electrical
connections within the heart.® This prevents abnormal electrical activity in the heart from
triggering an arrhythmia.®*" In other instances, an EP specialist may determine that an
implantable device may be the best method to treat an arrhythmia. This would result in the
patient receiving a pacemaker or other implantable cardioverter defibrillator to correct the
arrhythmia.?? Finally, in other cases, antiarrhythmic medication management may be possible to
treat a cardiac arrhythmia. By analyzing the findings of the EP study, physicians are equipped
with specific information regarding the heart's functioning to develop an appropriate treatment
plan for a patient.

Use of Ablation and Implantable Devices

Catheter ablation is an effective method for treating specific arrhythmias, including a-fib.3® There
has been an increase in the use of cardiac ablations to treat a-fib. One study conducted
between 2003 and 2012 found that the incidence of cardiac ablation to treat a-fib increased by
seven-fold during this time.3* Another study found that the number of patients receiving cardiac
ablations to treat a-fib and other arrhythmias doubled between 2003 and 2006 when compared
to the 1995 to 2002 time period.* Cardiac ablation is an effective intervention to treat numerous
forms of arrhythmias, leading to improved clinical outcomes compared to medication
intervention.®

Implantable cardiac devices also are effective in the treatment of a variety of cardiac conditions.
This includes devices, such as pacemakers and implantable cardioverter defibrillators.
Pacemakers assist a patient when aging or heart disease has inhibited their sinus node's ability
to set the correct pace for their heartbeat. Such damage can cause siower than normal
heartbeats or long pauses between heartbeats..’’ Pacemakers and cardiac defibrillators that
allow for cardiac resynchronization to treat arrhythmias reduce the risk of heart failure and
death.® Implantable devices improve rates of survival along with other benefits, such as
improved quality of life.* Implantable cardiac devices also are effective at treating arrhythmias,
with proven benefits to patients demonstrated in reduced mortality rates.

30 Catheter Ablation for the Treatment of Atrial Fibriflation, MASSACHUSETTS GENERAL HOSPITAL CORRIGAN MINEHAN
HEART CENTER, https:/fwww.massgeneral.org/heartcenter/services/procedure.aspx?id=2191 (last visited Apr. 1,
2019). See also Electrophysiofogy Studies (EPS), supra note 26.

31 Catheter Ablation for the Treatment of Atrial Fibrillation, supra.

32 |d. See also Electrophysiclogy Studies (EPS), supra note 26.

33 Albenrt, supra note 10.

3 Meytal Avgil Tsadok et al, Temporal trends and sex differences in pulmonary vein isolation for patients with atrial
fibrillation, 12 HEART RHYTHM 9, 1979 (2017).

35 Riccardo Cappato et al, Updated Worldwide Survey on the Methods, Efficacy, and Safety of Catheter Ablation for
Hurmnan Atrial Fibrillation, 3 ARRHYTHMIA AND ELECTROPHYSIOLOGY 1, 32 (2009).

3¢ Qussama Wazni et al, Radiofrequency Ablation vs Antiarrhythmic Drugs as First-line Treatment of Symptomatic
Atrial Fibrillation: A Randormized Trial, 293 JAMA 21, 2634 (2005).

37 Michele Brignole et al, Assessment of Atrioventricufar Junction Ablation and VVIR Pacemaker Versus
Pharmacological Treatment in Patients with Heart Failure and Chronic Atrial Fibrillation, 198 CIRcuLATION 98,953-960
(Sept. 8, 1998).

38 Michael Bristow et al, Cardiac-Resynchronization Therapy with or without an implantable Defibriliator in Advanced
Chronic Heart Failure, 350 N. ENGL. J. MED. 2140 (2004).

38 1d,
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F.1.b.ii Public Health Value /OQutcome-Oriented:
Describe the impact of the Proposed Project and how the Applicant will
assess such impact. Provide projections demonstrating how the Proposed
Project will improve health outcomes, quality of life, or health equity. Only
measures that can be tracked and reported over time should be utilized.

A. Expansion of EP Services at MGH’s Main Campus: Improving Health Qutcomes and Quality
of Life

MGH anticipates that the Proposed Project will provide its patients with improved health
outcomes, improved quality of life and additional access to high quality EP services by
expanding capacity at its main campus. As more fully discussed in Factor F.1.b.i., the
expansion of EP services, including the expansion renovations of the EP Lab, will offer patients
improved access to treatment options for arrhythmias, through reduced wait times for
procedures and thereby fewer complications associated with extended periods of irregular heart
rates. Furthermore, patients with arrhythmias, specifically those patients with a-fib, who
maintain sinus rhythm after an ablation procedure have a significant improvement in symptoms
and overall quality of life due to fewer emergency room visits and hospitalizations, less
psychological stress that is often associated with arrhythmias and an ability to do more in their
daily lives.*® Catheter ablation is also more effective at improving depression, anxiety, and
quality of life in patients with a-fib as compared to antiarrhythmic drug therapy. Accordingly,
additional access to these high quality EP services will improve the quality of life for patients.

The expansion of MGH’s EP Lab will also impact patient experience. Current physical plant
constraints cause overcrowding in the pre- and post-procedure areas of the lab, thereby
impacting patient privacy and satisfaction. Frequently, patients are transferred to the inpatient
setting for recovery services (to avoid overcrowding) causing longer lengths of stay and
constrained discharge processes. Through the Proposed Project, MGH will be able to address
the space constraints that are creating operational inefficiencies, leading to better patient
experience and ensuring greater levels of satisfaction.

B. Additional Strategies for Improving Patient Experience and Ensuring High Quality Qutcomes
for All Services at MGH

The Applicant and MGH are committed to developing and implementing population health
management (‘PHM") strategies to ensure high quality outcomes and an exceptional care
experience for all patients. Currently, MGH is in the midst of a ten-year strategic plan aimed at
improving patient experience and clinical quality outcomes, as well as reducing the costs
associated with care. Every clinical department at MGH, including cardiology, has a PHM
strategy. These strategies are aimed at improving quality, efficiency and patient experience,
such as care models that are rooted in collaboration, including patient-centered medical homes,
care integration and other care initiatives specifically designed by MGH clinicians.
Consequently, MGH offers a number of programs to ensure guality care for patients.

First, MGH staff participate in the eConsult Program. Through the eConsult program, PCPs and
specialists, such as cardiologists, consult (as needed) through a non-face-to-face electronic
interaction that seeks to ensure patients receive appropriate services, while avoiding any
unnecessary higher cost consultations. Through this program, primary care physicians (“PCPs”)

40 Daniel Raine et al, Effect of catheter ablation on quality of life in patients with atrial fibrillation and its correlation
with arrhythmia outcome, 2 OPENHEART 1 (July 2015).
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initiate an eConsult order through the hospital’'s electronic health record ("“EHR”). For cardiology
patients, within three business days, a PCP will be provided with structured guidance from a
cardiologist on a particular question about a specific patient. Cardiology consultations were the
first program offered via the eConsult program and EP related issues are a substantial portion
of the questions asked by PCPs. Through this program, clinical decision support in the EHR
and physician-level variation reporting minimize inappropriate ordering of radiology and other
high-cost diagnostic tests by a PCP and ensure patients receive the right care.

Second, for MGH's highest risk and most complex patients, clinical staff offer the Integrated
Care Management program (“iCMP"}. iCMP provides eligible patients with a care manager who
develops a care plan in collaboration with the patient and other members of the clinical team.
The care manager works in-person and telephonically to coordinate a patient’s care to reduce
hospital readmissions when possible. Additionally, the care manager connects patients with
community-based resources that facilitate recovery. MGH also offers the Patients Linked to
Urgent Supports (“PLUS"}. This program provides intensive wrap-around services {psycho-
social supports) to a small number of patients. Services include acute community paramedicine,
crisis stabilization units, and coordinated transportation. All of these programs work to assure
that MGH’s patients have the highest quality care coordination along the care continuum and
reduced health care costs.

Third, MGH offers alternative care pathways to patients, so they may avoid unnecessary visits
to the emergency department or inpatient hospitalizations. The Partners Mobile Observation
Unit (*PMOU") is a program that provides home-based urgent care for patients experiencing at-
risk medical events that can be addressed with enhanced home care. Additionally, MGH'’s
Home Hospital Program offers daily hospital-level care at home through team-based care.

Through the Proposed Project, the expand EP services will offer these programs to patients,
thereby ensuring improved quality outcomes for patients and overall patient experience. For all
patients access to these critically needed services will allow them to receive appropriate and
timely care, as well as address any social determinant of health challenges. By providing access
to these PHM strategies, MGH provides holistic care, which in turn ensures higher quality
outcomes, satisfaction, and continuity for patients.

C. Assessing the Impact of the Proposed Project

To assess the impact of the Proposed Project, MGH has developed the following quality metrics
and reporting schematic, as well as metric projections for quality indicators that will measure
patient satisfaction, access and quality of care. The measures are discussed below:

Expanded EP Services

1. Satisfaction — Patient Satisfaction: Patients that are satisfied with care are more likely
to seek additional treatment when necessary. MGH staff will review overall ratings of
care for cardiology services via Press Ganey Survey scores.

Measure: Overall rating of Care — Response Options, include: Very Good, Good, Fair,
Poor and Very Poor.

Projections:
a. Helpfulness of Registration Person: Baseline: 91.9; Year 1: 92.9; Year 2: 93.9;
and Year 3: 94.9
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2.

b. Ease of Registration Process: Baseline: 94.6; Year 1: 95.6; Year 2: 96.6; and

Year 3: 97.6

¢. Waiting Time in Registration: Baseline: 87.6; Year 1: 88.6; Year 2: 89.6; and Year
3:90.6

d. Comfort of Waiting Area: Baseline: 86.1; Year 1. 87.1; Year 2: 88.1; and Year 3:
89.1

e. Ease of Finding Your Way Around: Baseline: 87.6; Year 1: 88.6; Year 2: 89.6; and
Year 3: 90.6

f. Cleanliness of Facility: Baseline: 92.8; Year 1: 93.8; Year 2: 94.8; and Year 3:
95.8

g. Our Concern for Privacy: Baseline: 94.6; Year 1: 95.6; Year 2: 96.6; and Year 3:
g7.6

Monitoring: Any category receiving a less than “Good” rating will be evaluated and
policy changes instituted as deemed appropriate.

Access — Wait Times: The number of days from the date that an EP procedure is
indicated to the scheduled EP procedure date. This information will be obtained via
MGH’s EHR system, EPIC.

Measure: Time interval from when the case was initiated for scheduling in Epic to the
date of the EP procedure.

Projections: Baseline: 6 weeks; Year 1: 5 weeks;, Year 2. 4 weeks; and Year 3: 3
weeks.

Monitoring: Reviewed quarterly by clinical staff.

Clinical Quality — Patient radiation dose during fluoroscopy guided procedures:
This measure evaiuates the amount of radiation dose a patient receives during a
fluoroscopy guided EP procedure. Following the NRC ALARA guideline, every
reasonable effort should be made to reduce exposure to ionizing radiation whenever
possible.

Measure: The amount of radiation a patient receives during a fluoroscopy guided EP
procedure.

Projections:
a. Low Dose Setting Procedures: Baseline: 15 nGy/pulse; Year 1; -60%; Year 2: n/a;
and Year 3: n/a*
b. Intermediate Dose Setting Procedures: Baseline: 32 nGy/pulse; Year 1: -62.5%;
Year 2: n/a; and Year 3: n/a*?
¢. High Dose Setting Procedures: Baseline: 45 nGy/pulse; Year 1: -35.5%; Year 2:
n/a; and Year 3: n/a®

“! Imaging system upgrades will allow this measure to realize significant improvement in Year 1, but not in
subsequent years. At the time of system transition, MGH will determine a similar measure to track and provide data
on to the Department of Public Health.

20d
2 d.
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Monitoring: The MGH Radiation Safety Office reports patient-level intraprocedural
radiation dose monthly.

F1.b.iii Public Health Value /Health Equity-Focused:

For Proposed Projects addressing health inequities identified within the
Applicant's description of the Proposed Project's need-base, please justify
how the Proposed Project will reduce the health inequity, including the
operational components (e.g. culturally competent staffing). For Proposed
Projects not specifically addressing a health disparity or inequity, please
provide information about specific actions the Applicant is and will take to
ensure equal access to the health benefits created by the Proposed Project
and how these actions will promote health equity.

To ensure health equity to all patients, including those deemed underserved, the Proposed
Project will not affect accessibility of MGH’'s services for poor, medically indigent, and/or
Medicaid eligible individuals. MGH does not discriminate based on ability to pay or payer source
and this practice will continue following implementation of the Proposed Project. As further
detailed throughout this narrative, the Proposed Project will increase access to high quality EP,
services for all patients in a number of ways.

Over the past decade, MGH has launched a variety of diversity initiatives to address healthcare
disparities, increase the percentage of employees from underrepresented groups, build trust
among people of diverse backgrounds and evaluate the hospital’'s progress. Given these efforts,
MGH was recently named one of the nation’s top ten hospitals and health systems on diversity
issues by Diversity Inc., a publication that monitors best practices in the field. With these goals
and MGH’s commitment to increasing the number of employees from underrepresented groups,
the hospital's staff represent various races and ethnicities. Through the Proposed Project,
patients will have access to culturally competent staffing through a clinical staff representative of
various races and ethnicities.

Moreover, Partners HealthCare, and specifically MGH, has also adopted the Culturally and
Linguistically Appropriate Service (“CLAS") standards set forth by the U.S. Department of Health
and Human Services Office of Minority Health for all practice sites. MGH provides effective,
understandabie, and respectful care with an understanding of patients’ cultural health beliefs
and practices and preferred languages. Additionally, MGH has arrangements to offer ongoing
education and training in culturally and linguistically appropriate areas for staff at all levels and
across all disciplines.

In regard to interpreter services, MGH provides staff interpreters that speak eleven languages,
including American Sign Language (“ASL"). Interpretations for encounters that occur at MGH's
main campus staff are documented in a centralized Interpreter Services Tracking System, which
contains a reporting tool for year-end statistics of positive encounters. MGH staff review the
annual statistics and seek ways to improve these services.

Finally, all Partners HealthCare hospitals, including MGH participate in the American Hospital
Association’s #123Equity Pledge Campaign. This Campaign seeks to eliminate heaith and
health care disparities that exist for racially, ethnically and culturally diverse individuals. The
campaign requires hospital leaders to accelerate progress in the following areas: (1) Increasing
the collection and use of race, ethnicity, language preference and other socio-demographic
data; (2) Increasing cultural competency training; and (3) Increasing diversity in leadership and
governance. Currently, all Partners HealthCare hospitals participate in the Campaign. This
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Campaign will allow MGH staff to ensure equal access to the benefits created by the Proposed
Project.

F1.b.iv Provide additional information to demonstrate that the Proposed Project
will result in improved health outcomes and quality of life of the Applicant's
existing Patient Panel, while providing reasonable assurances of health
equity.

The Proposed Project seeks to expand timely access to EP services. By providing patients with
enhanced access to these services, patient wait times for procedures will be reduced. Timely
treatment often ensures fewer complications from cardiac conditions, leading to reduced
emergency department visits and hospitalizations and improved health outcomes. Moreover,
expedited access to care may lead to a reduction in disease/condition-related complications,
such as pain, depression and a reduced ability to participate in activities that directly impact a
patient’'s quality of life.

Fi.c Provide evidence that the Proposed Project will operate efficiently and
effectively by furthering and improving continuity and coordination of
care for the Applicant's Patient Panel, including, how the Proposed
Project will create or ensure appropriate linkages to patients’ primary care
services.

To ensure continuity of care, improved health outcomes and quality of life, MGH EP staff will
continue existing formal processes for linking patients with their primary care physicians and
community cardiologists for follow-up care, as well as case management/social work support to
ensure patients have access to resources around social determinant of health (*SDoH") issues.
Providing patients with linkages to these necessary services prevents unnecessary
readmissions, ensures appropriate care management and provides the patient with the
resources for improving underlying issues that impact health. Moreover, patients will benefit
from MGH's well-developed PHM strategies, including care coordination and care delivery
alternatives aimed at improving patient experience and outcomes.

MGH has a number of integrated care programs in place to ensure continuity of care and care
integration. In addition to programs, such as eConsult and Shared Decision-Making, MGH
assists patients with linkages to care and SDoH through care managers who follow-up with
patients after ambulatory procedures. These care manager's follow-up with patients
telephonically to provide medication reconciliation and coordinate care with clinicians to
optimize recovery. Moreover, and as discussed, MGH also offers a number of alternatives to
emergency department care for patients through PMOU, a program that provides home-based
urgent care for patients experiencing at-risk medical events believed to be treatable with
enhanced home care. Accordingly, these efforts and initiatives ensure patients are appropriately
linked to care integration resources.

Fi.d Provide evidence of consultation, both prior to and after the Filing Date,
with all Government Agencies with relevant licensure, certification, or other
regulatory oversight of the Applicant or the Proposed Project.

Since a broad range of input is valuable in the planning of a project, the Applicant carried out a
diverse consultative process with individuals at various regulatory agencies regarding the
Proposed Projects. The following individuals are some of those consulted regarding this Project:
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e Department of Public Health: Nora Mann, Director, Determination of Need Program;
Rebecca Rodman, Deputy General Counsel; and Ben Wood, Director, Office of
Community Health Planning and Engagement.

o MassHealth: Steven Sauter, Director, Acute Hospital Program, MassHealth Office of
Providers and Plans and David Garbarino, Director of Purchasing Strategy and Analytics
at Executive Office of Health and Human Services — MassHealth.

F1.e.i Process for Determining Need/Evidence of Community Engagement:
For assistance in responding to this portion of the Application, Applicant is
encouraged to review Community Engagement Standards for Community
Health Planning Guideline. With respect to the existing Patient Panel,
please describe the process through which Applicant determined the need
for the Proposed Project.

A. Community Engagement on the‘Expansion of EP Services

Based upon growing demand by MGH’s patient panel for EP services, and the physical plant
constraints within the existing EP Lab, MGH staff developed a plan to renovate and expand the
EP Lab. In contemplation of this expansion, MGH's leadership sought to define its community
broadly and engage patients and family members that may be impacted by the Proposed
Project to obtain feedback and answer questions. These engagement efforts are described
below.

In an effort to ensure appropriate community engagement, the Proposed Project was presented
to the Patient and Family Advisory Council (“PFAC") at MGH’s Corrigan Minehan Heart Center
("Heart and Vascular PFAC”). This mission of this PFAC is to enhance the patient care
experience by ensuring that the voices of patients and families are represented. This unique
group is comprised of patients who have been treated at MGH's Corrigan Minehan Heart Center
for a broad range of cardiovascular conditions and their family members. During their monthly
meetings, members of the Heart and Vascular PFAC hold stimulating discussions with the
following goals in mind: 1) To represent patient and family perspectives about the overall patient
care experience; 2) To demonstrate the Corrigan Minehan Heart Center's commitment to
hearing the wvoices of patients and families; 3) To work in an advisory role to enhance
cardiovascular care at the Corrigan Minehan Heart Center, including identifying patient and
family-centered care strategies, reviewing and revising patient education materials, influencing
and participating in the education of staff (including physicians, nurses and nurse practitioners)
and support staff, acting as a sounding board for the implementation of new Corrigan Minehan
Heart Center programs, and improvement of existing programs, and providing input regarding
facility design. The input of the Heart and Vascular PFAC makes an important contribution to
the ongoing efforts within the Corrigan Minehan Heart Center and helps to continually improve
patient care.

On March 6, 2018 surgical staff presented to the Heart and Vascular PFAC on the Proposed
Project. Meeting minutes and an agenda for the meeting may be found in Attachment 4a.
Overall feedback from the meeting was very positive and supportive of the plan. There were no
concerns expressed by this group.
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F1.e.ii Please provide evidence of sound Community Engagement and
consultation throughout the development of the Proposed Project. A
successful Applicant will, at a minimum, describe the process whereby the
"Public Health Value™ of the Proposed Project was considered, and will
describe the Community Engagement process as it occurred and is
occurring currently in, at least, the following contexts: Identification of
Patient Panel Need; Design/selection of DoN Project in response to "Patient
Panel” need; and Linking the Proposed Project to "Public Health Value".

To ensure sound community engagement throughout the development of the Proposed Project,
the Applicant, in conjunction with MGH, took the following actions:

» Presented to MGH's Heart and Vascular PFAC on March 6, 2018;
For detailed information on these activities, see Attachments 4a and 4b.

For transparency and to educate the community regarding the public health value of the
proposed EP Project, MGH developed a presentation to provide at the aforementioned PFAC
meeting. This presentation documents the components of the Proposed Project and the patient
panel need that the Project will meet, as well as the impact of the proposed Project including its
public health value (see Attachment 4b).

Factor 2: Health Priorities

Addresses the impact of the Proposed Project on heaith more broadly (that is, beyond
the Patient Panel) requiring that the Applicant demonstrate that the Proposed Project will
meaningfully contribute to the Commonwealth's goals for cost containment, improved
public health outcomes, and delivery system transformation.

F2.a. Cost Containment:
Using objective data, please describe, for each new or expanded service,
how the Proposed Project will meaningfully contribute to the
Commonwealth's goals for cost containment.

The goals for cost containment in Massachusetts focus on providing low-cost care alternatives
without sacrificing high quality. In fact, the Commonwealth’s independent state agency that
develops policy to reduce health care cost growth and improve the quality of patient care, the
Health Policy Commission, has a stated goal of bettering health and care at a lower cost across
the Commonwealth. As described below, the Proposed Project will meaningfully contribute to
Massachusetts’ goals for cost containment.

The expansion and renovation of the Hospital's EP Lab will afford patients more timely access
to treatment. The expedited treatment of arrythmias and other cardiac conditions leads to
reduced rates of emergency depariment visits and hospitalizations, thereby decreasing overall
healthcare spending for these patients. With arrythmias, specifically a-fib, the cost of care rises
each year without timely access to treatment. Through the Proposed Project Improved access
to EP services will help reduce overall health care utilization leading to a reduction in costs.
Accordingly, the Proposed Project will lower costs, as well as overall TME and total health care
expenditures.
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F2.b. Public Health OQutcomes:
Describe, as relevant, for each new or expanded service, how the Proposed
Project will improve public health outcomes.

The expansion of EP services at MGH will improve public health outcomes as patients will have
more timely access to life-saving and life-prolonging services. This increased access to EP
services through the Proposed Project will allow patients to schedule procedures and therapy
appointments in an expedited manner by reducing wait times, ultimately leading to overall better
patient care experiences. Moreover, as discussed, studies have documented the benefits of
obtaining timely EP services, including lower rates of emergency department visits and
hospitalizations, as well as a reduction in disease/condition-related complications that may
cause depression and anxiety or impact a patient's quality of life. When patients receive timely
care in the appropriate setting and achieve cost savings, patients benefit while achieving the
Commonwealth’s goals for cost containment.

F2.c. Delivery System Transformation:
Because the integration of social services and community-based expertise
is central to goal of delivery system transformation, discuss how the needs
of their patient panel have been assessed and linkages to social services
organizations have been created and how the social determinants of health
have been incorporated into care planning.

As outlined in Section F.1.B.ii, MGH has numerous programs in place to ensure linkages to
social service organizations, such as through the iCMP for high-risk, chronically ill patients.
Additionally, as part of the transition to the MassHealth ACO model of care, the Applicant
and MGH have implemented a universal screening program for SDoH. This includes
domains such as: housing, food insecurity, finances, childcare, transportation, and literacy.
Currently, staff are working to connect patients to internal and external resources if the
patient screens positive in any of the SDoH domains.

Factor 5: Relative Merit

F5.a. Describe the process of analysis and the conclusion that the Proposed
Project, on balance, is superior to alternative and substitute methods for
meeting the existing Patient Panel needs as those have been identified by
the Applicant pursuant to 105 CMR 100.210(A){(1). When conducting this
evaluation and articulating the relative merit determination, Applicant shall
take into account, at a minimum, the quality, efficiency, and capital and
operating costs of the Proposed Project relative to potential alternatives or
substitutes, including alternative evidence-based strategies and public
health interventions.

Proposal: Fully renovate and expand the EP Lab to address physical plant constraints and
improve access to EP services for an aging patient panel.

Quality: The Proposed Project is a superior alternative for providing high quality EP services
and improving health outcomes for patients treated in the EP Lab. The expansion of EP services
will allow patients to receive more timely care for arrhythmias, reducing wait times for
procedures and ensuring fewer complications associated with extended periods of irregular
heart rates. Furthermore, patients that have access to high quality EP services, such as
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catheter ablation show a significant improvement in symptoms and overall quality of life due to
fewer emergency room visits and hospitalizations, as well as less psychological stress.

Efficiency: Currently, physical plant constraints cause operational inefficiencies. The EP Lab
has very limited pre- and post-procedure space, hampering throughput and causing delays,
which frequently lead to overcrowding and necessitate the transfer of patients to the inpatient
setting for recovery services. Consequently, the discharge process is constrained, leading to
longer lengths of stay and dissatisfaction by patients with their overall care experience. Through
the Proposed Project, wait times for procedures will be reduced with the addition of two
procedure rooms. Moreover, the Proposed Project will address patient throughput issues by
adding nine additional recovery beds, eliminating the need to transfer patients to the inpatient
setting for recovery services, leading to reduced lengths of stay and more efficient discharge
processes.

Capital Expense: The proposed renovation and expansion of EP services represents a cost
effective project as MGH staff have worked with the architects and the design team to
implement a cost-effective expansion.

Operating Costs: Maintaining the EP Lab in its current state will continue to present operation
inefficiencies, including administrative costs associated with inefficient and ineffective patient
throughput. The Proposed Project will eliminate these inefficiencies, leading to stabilized
operating costs.

List alternative options for the Proposed Project:
Option 1

Alternative Proposal: Expand the Procedural and Recovery Platform on the 4" floors of
Gray Jackson, Gray Bigelow, & Blake Buildings.

Alternative Quality: MGH has excellent quality scores associated with procedural
services, as a result, quality outcomes would be the same.

Alternative Efficiency: Building out a general procedural platform may not allow service
specific operating or cost efficiencies.

Alternative Capital Expenses: The construction costs associated with this project are
approximately $94.7M for 54,540 gross square feet {("GSF”) of renovated space. These
increased costs are due to necessary infrastructure upgrades that would be required to
expand MGH’s procedural services in the Gray, Jackson, and Blake buildings above the
existing OR platform, as well as multi-phased, extensive timelines. Given the age of
these facilities (20-50 years old), the space would require reconfiguration and renovation
to incorporate today's technology and team-based model of care. Accordingly, this
alternative was deemed not feasible.

Alternative Operating Costs: Operating expenses are impacted by the incorporation of
additional technology and to ensure appropriate staffing for a team-based model of care.
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Option 2

Alternative Proposal: Relocation and expansion of the EP Lab on the 9" floor of the
Blake and Gray Buildings adjacent to the current Cardiovascular Lab.

Alternative Quality: This is not a feasible solution as MGH woeuld lose inpatient capacity
and disrupt the Cardiovascular Lab during the major construction period.

Alternative Efficiency: Consolidation of specialized services may not improve operating
or cost efficiencies. Loss of inpatient beds with daily census exceeding 90% is not
feasible.

Alternative Capital Expenses:. The construction costs associated with this alternative
are approximately $62.5M for 32,355 gross square feet (“GSF") of renovated space.
These increased costs are due to necessary infrastructure upgrades that would be
required to relocate EP services in the Gray and Blake buildings as well as multi-phased
extensive timelines. Given the age of these facilities (20-50 years old), the space requires
reconfiguration and renovation to incorporate today's technology and team-based model
of care. Accordingly, this alternative was deemed not feasible as an option.

Alternative Operating Costs: For this alternative, operating costs are impacted by the
various phases of the project and the shifting of services, leading to increased costs.
Additionally, operating expenses are impacted by the incorporation of additional
technology and to ensure apprepriate staffing for a team-based model of care.
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Factor 1: Applicant Patient Panel Need, Public Health Values and Operational Objectives

F1.a.i Patient Panel:
Describe your existing Patient Panel, including incidence or prevalence of
disease or behavioral risk factors, acuity mix, noted health disparities,
geographic breakdown expressed in zip codes or other appropriate
measure, demographics including age, gender and sexual identity, race,
ethnicity, socioeconomic status and other priority populations relevant to
the Applicant's existing patient panel and payer mix.

A. Partners HealthCare Patient Panel

Partners HealthCare is a not-for-profit, integrated health care system that was formed in 1994
by an affiliation between The Brigham Medical Center, Inc. {(now known as Brigham Health) and
The Massachusetts General Hospital. Partners HealthCare currently operates two tertiary
hospitals, six community acute care hospitals, and one acute care specialty hospital in
Massachusetts;, one community acute care hospital in Southern New Hampshire; one facility
providing inpatient and outpatient mental health services; and three facilities providing inpatient
and outpatient services in rehabilitation medicine and long-term care. Partners HealthCare also
operates physician organizations and practices, a home health agency, nursing homes and a
graduate level program for health professionals. Partners HealthCare is a non-university-based
nonprofit private medical research enterprise and its academic medical centers are principal
teaching affiliates of the medical and dental schools of Harvard University. Partners HealthCare
provides its services to patients primarily from the Greater Boston area and eastern
Massachusetts, as well as New England and beyond. Additionally, Partners HealthCare
operates a licensed, not-for-profit managed care organization that provides health insurance
products to the MassHealth Program (Medicaid), Commonwealth Care (a series of health
insurance plans for adults who meet income and other eligibility requirements) and commercial
populations.

Partners HealthCare serves a large and diverse patient panel as demonstrated by the utilization
data for the 36-month period covering Fiscal Year (‘FY")} 16-18 and the preliminary data
available for FY19.? Attachment 2 provides this demographic profile for Partners HealthCare in
table form. The number of patients utilizing Partners HealthCare's services has increased? since
FY16, with 1,377,250 unique patients in FY16, 1,403,853 unique patients in FY17 and
1,500,670 unique patients in FY18.2 Preliminary data indicate that for the first six week of FY19

' Fiscal year October 1 — September 30. While preliminary data is available for FY19, annual comparisons are
calculated using data for FY16-18 as the FY19 data is only for the first six weeks of the new fiscal year and will
change over time.

2 The methodology for aggregating Partners HealthCare’s patient panel data has evolved into an automated process
utilizing internal data resources. Initially, in 2017, when Partners HealthCare began developing its patient panel for
Determination of Need applications, such as the Change of Ownership for Massachusetts Eye and Ear and the
Substantial Capital Expansion for Brigham and Women’s Hospital, staff manually aggregated the necessary data.
However, since these submissions, Partners HealthCare staff have developed a new automated process that allows
for the collection and amalgamation of system-wide data. This refined methodology allows staff to continuously
monitor and improve the way that data are aggregated. Accordingly, between June 2018 and October 2018, staff
further refined the data collection processes leading to a decrease of no more than 5% in overall patient counts for
the system. Staff will continue to refresh and refine the process for aggregating data across the system, leading to
more exact patient panel data.

3 Entities include: Brigham and Women's Hospital, Brigham and Women’s Faulkner Hospital, Massachusetts General
Hospital, Newton-Wellesley Hospital, and North Shore Medical Center; Cooley Dickinson Hospital, Martha's Vineyard
Hospital, McLean Hospital, and Nantucket Cottage Hospital (post-Epic data only); Massachusetts Eye and Ear
Infirmary (outpatient post-Epic data only); Spaulding Rehabilitation Hospital (Telehealth, Partners Mobile Observation
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Partners HealthCare had 398,563 unique patients. Partners HealthCare's patient mix consists of
approximately 42% males and 58% females. The Massachusetts Center for Health Information
and Analysis (“CHIA™) reports that Partners HealthCare’s patient panel represents 19% of all
discharges in the Commonwealth.* The system’s case mix adjusted discharge rate is 22%.°

Partners HealthCare has seen an increase in the number of patients it serves across all age
cohorts between FY16 and FY18. Current age demographics show that the majority of the
patients within Partners HealthCare’s patient population are between the ages of 18-64 years of
age (61.7-62.1% of the total patient population). Patients that are 65 and older also make up a
significant portion of the total patient population (26.1-27.8% of the total patient population).
Only 10.4-11.9% of Partners HealthCare’s patients are between 0-17 years of age. Preliminary
data for FY19 shows similar trends with regard to increases across age cohorts and cohort
distribution.

Partners HealthCare’s patient panel reflects a mix of races. Data based on patient self-reporting
demonstrate that in FY18, 72.0% of the total patient population identified as White; 5.5%
identified as African American or Black; 4.1% identified as Asian; 1.5% identified as
Hispanic/Latino; 0.1% identified as American Indian or Alaska Native; and 0.1% identified as
Native Hawaiian or Other Pacific Islander. Since patients were grouped into these categories
based on how they self-identified,® there is a portion of the patient population {(16.8% in FY18)
that either chose not to report their race or identified as a race that did not align with the
aforementioned categories. Therefore, it is important to note that the racial composition of
Partners HealthCare’s patient panel may be understated.

Partners HealthCare provides care to patients from a broad range of geographies including all
fifty states. While Partners HealthCare’s patient panel resides mainly in Eastern Massachusetts,
there is a sizeable portion of the patient panel that resides outside of Massachusetts (10.3%, or
155,302 patients, in FY18). By applying the Department of Public Health's (“DPH"} Health
Service Area (“HSA”) categories to FY18 data, 43.6% of Partners HealthCare’s patients reside
in HSA 4 (654,363 patients); 16.3% reside in HSA 6 (244,578 patients), 13.6% reside in HSA 5
(204,213 patients); 6.4% reside in HSA 3 (95,780 patients);, 3.3% reside in HSA 2 (49,077
patients); 6.1% reside in HSA 1 (80,977 patients); 0.01% reside in MA but outside of HSAs 1-6
(45 patients); and the origin of 6,335 patients or 0.5% of the panel is unknown.

Unit, Home Hospital programs for GH and BWH, Stay Connected with GH, Lifeline, and CareSage programs are not
included); Brigham and Women’s Physicians Organization, Massachusetts General Physicians Organization,
Newton-Wellesley Medical Group, and North Shore Physicians Group; Cooley Dickinson PHO (post-Epic data only);
and Partners Community Physicians Organization (pre-Epic non-risk patients not included).

4 Fiscal Year 2015: Partners HealthCare System, MASSACHUSETTS CTR. FOR HEALTH INFORMATION ANALYSIS,
http://www.chiamass.gov/assets/docs/rfhospital-profiles/2015/Partners-HealthCare-System.pdf (last visited Apr. 2,
2018).

51d.

§ With the exception of the category “Hispanic/Latino," the race categories shown above are based on the 1997 Office
of Management and Budget standards on race and ethnicity. Patients were grouped into these categories based on
their responses as follows — White: “White”; African American or Black: "African American®, “Black”, "Black or African
American’; American Indian or Alaska Native: “American Indian”, “American Indian or Alaska Native”; Asian: “Asian”;
Native Hawaiian or Other Pacific Islander: “Native Hawaiian or Other Pacific Islander”, "Native Hawaiian/Other Pacific
Islander”, "Pacific Islander”; Hispanic/Latino: "Hispanic”,” Hispanic or Latino”,” Latino”; Other/Unknown: All other
responses.

Emergency Department Renovation and Behavioral Health Expansion — 2
622626.1



Determination of Need Draft Partners HealthCare/Massachusetts General Hospital

B. Massachusetts General Hospital Patient Panel

Massachusetts General Hospital (*MGH”) is one of the founding members of Partners
HealthCare. With 1,035 licensed beds at its main campus in Boston, MGH is the fargest hospital
in the state. In addition to its main hospital campus in Boston, MGH offers services to patients
through various hospital satellite and clinic locations across Eastern Massachusetts.

QOverall Patient Panel

Attachment 2 provides the demographic profile for MGH in table form. Similar to Partners
HealthCare, the number of patients utilizing MGH increased from FY16-FY18 and in FY19-year-
to-date (“YTD"), with 563,470 unique patients in FY16, 563,976 unique patients in FY17, and
566,357 unigue patients in FY18. In the first six week of FY19, MGH had 149,595 unique
patients. Of these patients, approximately 44% are male and 56% are female.

In regard to age, the majority of MGH’s patients are between the ages of 18-64 (58.3%, or
335,741 patients in FY18). The next largest age cohort is patients that are 65 years and older
(26.4%, or 149,588 patients, in FY18). Subsequently, 14.3% of MGH'’s patients are between
ages 0-17 (81,023 patients in FY18).

Moreover, MGH's patients reflect a diversity of races. Data based on patient self-reporting
demonstrate that in FY18, 73.0% of patients identified as White; 5.2% identified as African
American or Black; 5.2 identified as Asian; 0.8% identified as Hispanic/Latino; 0.1% identified as
American Indian or Alaska Native;: and 0.1% identified as Native Hawaiian or Other Pacific
Islander. Since patients were grouped into these categories based on how they self-identified,”
there is a portion of the patient population (15.7% in FY18) that either chose to not report their
race or identified as a race that did not align with the above categories. Therefore, it is important
to note that the racial composition of MGH’s patients may be understated.

Finally, aggregated zip code data by HSA for FY18 demonstrate that MGH’s patient population
has a similar geographic composition to the larger Partners HealthCare patient panel. These
data indicate that 49.2% of MGH's patients resided in HSA 4 (278,900 patients); 17.3% resided
in HSA 6 98,075 patients); 8.6% resided in HSA 5 (48,576 patients); 5.8% resided in HSA 3
(32,725 patients); 3.2% resided in HSA 2 (18,211 patients); 1.3% resided in HSA 1 (7,174
patients).® Over 79,819 patients or 14.1% of the panel was from outside of Massachusetts, and
the origin of 0.5% of the panel was unknown.

Emergency Depariment Patient Panel

MGH’s Emergency Department ("ED"} is a full-service, state-of-the-art facility that is equipped to
handle any medical emergency. As a Level | Trauma Center, Level | Pediatric Trauma Center
and Level | Burn Center, MGH treats patients with the most critical injuries. In addition, MGH is
the local ED for residents of the West End, Beacon Hill, the North End and other parts of

7 With the exception of the category “Hispanic/Lating”, the race categories shown above are based on the 1997 Office
of Management and Budget standards on race and ethnicity. Patients were grouped into these categories based on
their responses as follows — White: “White”; African American or Black: “African American”, “Black”, “Black or African
American”; American Indian or Alaska Native: “American Indian”, “American Indian or Alaska Native”; Asian: *Asian”;
Native Hawaiian or Other Pacific Islander: “Native Hawaiian or Other Pacific [slander”, “Native Hawaiian/Other Pacific
Islander”, “Pagcific Islander”; Hispanic/Latino: "Hispanic”,” Hispanic or Latino”," Latinc”; Other/Unknown: All other
responses.

80.004% of MGH/MGPQ's patients reside in MA but outside of HSAs 1-6 (22 patients).
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downtown Boston. MGH's ED provides exceptional depth of continuous coverage through: (1)
robust 24/7 board-certified attending physician presence; (2) a full team of onsite trauma
surgeons; (3) dedicated radiologists; (4) an Acute Psychiatric Service ("APS") that treats acute
psychiatric and neuropsychiatric emergencies; and (5) dedicated support personnel.
Additionally, MGH’s ED has the latest technology, such as two new-generation helical CT
scanners and one dedicated MRI machine. A full-weather rooftop heliport that allows two
helicopters to land at one time. The Hospital also offers access to a hyperbaric chamber located
nearby at the Massachusetts Eye and Ear Infirmary.

In addition to addressing demand for all levels of emergency services, MGH is working to
improve the future delivery of emergency care by conducting clinical trials and research studies
exploring new medicines and technologies, as well as coordinating the Emergency Medicine
Network, which advances public health objectives through multicenter, ED-based research.
MGH'’s ED also hosts a variety of medical education courses and conferences for practicing
physicians, including an annual pair of symposia on cutting-edge topics in emergency medicine.
Finally, the hospital offers training opportunities for fellows and residents in emergency
medicine.

MGH accommodates a high demand for emergency medicine services. In FY16, MGH treated
76,503 unique patients (107,577 visits) through its ED. This number slightly decreased® to
75,504 unique patients (106,018 visits) in FY17 and rose again to 76,401 unique patients
(107,997 visits) in FY18. For the first quarter of FY19, 22,344 unique patients (26,738 visits)
received treatment through MGH's ED.

Aggregated zip code data by HSA for the last three fiscal years demonstrate that MGH's ED
patient population has a similar geographic composition to the larger Partners HealthCare
patient panel. For example, in FY18, data indicate that 62% (46,997 patients) of MGH’s ED
patients resided in HSA 4; 15% (11,319 patients) resided in HSA 6; 6% (4,682) resided in HSA
5; 4% (3,284 patients) resided in HSA 3; 2% (1,423 patients) resided in HSA 2; 1% (529
patients) resided in HSA 1; and 10% (7,351 patients) came from outside of Massachusetts. Less
than 1% of patients seeking care in the ED either came from other countries or unknown
geographies.

With respect to age, 65% (49,579 patients) of patients that sought treatment at MGH’s ED in
FY18 were in the 18-64 age cchort, while 23% (17,332 patients) of patients were aged 65+ and
12% of patients (9,490 patients) were aged 0-17. Although utilization trends for the past two
fiscal years are similar for the 0-17 and 18-64 age cohorts, the 65+ age cohort has increased
utilization of the MGH ED by 1% each year for the past three years.

Patients that utilize MGH's ED also reflect diverse races. Data based on patient self-reporting
demonstrate that in FY18, 67% of MGH’s ED patients identified as White or Caucasian; 10%
identified as African American or Black; and 5% identified as Asian. Approximately 1% of MGH's
ED patients identified as Hispanic. Patients were grouped into these categories based on how
they self-identified;'® as such, there is a portion of the patient population (17% in FY18) that

® This slight decrease in ED patient volurme was due to a number of factors, including 1) Hospital-wide efforts to
reduce ED volume; 2) A milder flu season in FY 17; and 3) A more restrictive policy for ED-to-ED transfers from other
hospitals.

2 With the exception of the category “Hispanic/Latino", the race categories shown above are based on the 1997
Office of Management and Budget standards on race and ethnicity. Patients were grouped into these categories
based on their responses as follows — White; “White”; African American or Black: “African American”, “Black”, "Black
or African American”; American Indian or Alaska Native: “American Indian”, “American Indian or Alaska Native”;
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either chose to not report their race or identified as a race that did not align with the above
categories. Therefore, it is important to note that the racial composition of MGH's ED patients
may be understated. The racial breakdown of the ED panel had not significantly changed over
the past three fiscal years.

in FY18, 51% of MGH's ED patients were male, while 49% were female. Patients were
categorized as male or female based on self-identification, and less than 1% identified as other.
This ratio of male to female patients is consistent with patient utilization data for FY16 and
FY17.

The most prevalent diagnoses encountered in MGH's ED in FY18 consisted of: (1) Other; (2)
Chest pain; (3) Headache; (4) Syncope and collapse; (5) Lower back pain; (6) Dizziness and
giddiness,; (7) Alcohol abuse with intoxication; (8) Acute upper respiratory infection; (9) Urinary
tract infection; and (10) Unspecified abdominal pain. FY16 to FY18 exhibit similar trends. The
breakdown of patients with each of these conditions may be found in Attachment 2.

F1.a.ii Need by Patient Panel:

Provide supporting data to demonstrate the need for the Proposed Project.
Such data should demonstrate the disease burden, behavioral risk factors,
acuity mix, health disparities, or other objective Patient Panel measures as
noted in your response to Question F1.a.i that demonstrates the need that
the Proposed Project is attempting to address. If an inequity or disparity is
not identified as relating to the Proposed Project, provide information
justifying the need. In your description of Need, consider the principles
underlying Public Health Value (see instructions) and ensure that Need is
addressed in that context as well.

A. Behavioral Health and the Need for Additional Capacity MGH

Between 2009 and 2015, the number of emergency department visits related to mental health
increased 56% among children and 41% among adults nationwide." Throughout
Massachusetts, delays for behavioral health patients awaiting inpatient care in EDs have
become a crisis.'? To combat this issue, the Massachusetts Department of Public Health
(“Department”) convened a task force in 2013 to examine the issue of ED boarding. This task
force was charged with evaluating data, trends, and possible policy solutions. In 2015, the
Department updated its Code Help policies and regulations to address the need to move
behavioral health patients from the ED to more appropriate care settings.

In 2017, the Annals of Emergency Medicine published a study that investigated ED Boarding at
10 Massachusetts hospitals.’® This study reviewed care provided to over 800 patients at ten

Asian: “Asian”; Native Hawaiian or Other Pacific Islander: “Native Hawaiian or Other Pacific Islander®, “Native
Hawaiian/Other Pacific Islander”®, “Pacific Islander®; Hispanic/Latino: “Hispanic”,” Hispanic or Lating”,” Latino”;
Other/Unknown; All other responses.

1t Doug Brunk, Mental health visits, boarding continue to climb, CLINICAL PsycHIATRY NEws (Oct. 1, 2018),
hitps:/Awww.mdedge.com/psychiatry/articie/1 76014/mental-health/mental-health-visits-boarding-continug-climb.

12 jg,

13 Mark D. Pearimutter et al., Analysis of Emergency Degartment Length of Stay for Menfal Health Patients at Ten
Massachusetts Emergency Departments, 70 ANNALS OF EMERGENCY MED. 193, 183 (2017), available at
http://www.annemergmed.com/article/S0196-0644(16)31217-3/pdf.
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unnamed EDs over a two-week period in 2012."* Researchers found that patients with mental
health issues waited an average of 16.5 to 21.5 hours for an admission or a transfer.'®
Meanwhile, patients with physical health problems spent an average of 4 hours in the ED."®
Moreover, the researchers observed that the median length of stay for mental health patients
was nearly 11 hours, with certain types of insurance coverage correlating with longer lengths of
stay in the ED." For example, within the study, patients with Medicaid were twice as likely, and
uninsured patients were 2.8 times as likely as privately insured patients to see delays of a day
or more for inpatient placement.’ Uninsured patients with mental health diagnoses also waited
in the ED for approximately 4 hours longer than privately insured patients.'®

Similar to the aforementioned study, MGH’s ED has similar psychiatric boarding issues. Over
the last three fiscal years, the demand for acute psychiatric services ("APS”) in MGH’s ED has
continued to increase, with an expected annual patient volume of approximately 7,600 patients
by FY25. From FY14 to FY18 APS volume in the ED grew 7%. From FY18 to FY25, behavioral
health patient volume is expected to grow an additional 16%. Overall, from FY14 to FY25 APS
volume within MGH'’s ED is expected to increase by over 22%. Table 1 below depicts historical
volume data, as well as volume projections for APS at MGH.

Table 1: ED APS Visit Volume FY14 through FY25

ED APS Visit Volume FY14 through FY25 Projection
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Currently, the MGH ED has only 6 secured bays for APS. Due to demand, the APS census is
consistently above available capacity in the APS area. In FY18, the median daily APS census at
MGH was 15 patients and was as high as 25 patients during peak times. Once the APS bays
are full, the remaining patients are placed throughout other areas of the ED, requiring additional
resources for observation and safety. Assuming the projected increase of patients per year
through 2025, MGH will continue to have significant difficulty caring for APS patients in the ED.

4 1d.; Lisa Creamer, Study: Patients With Mental ilinesses Wait Significantly Longer Inside Mass. Emergency Rooms,
WBUR (Jan. 5, 2017), http:/imww.wbur.org/commenhealth/2017/01/05/study-mental-illness-er-waits.

15 Pearimutter, supra note 13, Creamer, supra note 14.

18 Pearimutter, supra note 13; Creamer, stpra note 14,

17 Pearimutter, supra note 13; Creamer, supra note 14.

18 Pearimutter, supra note 13; Creamer, supra note 14,

18 Paarimutter, supra note 13; Creamer, supra note 14.
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Furthermore, “prolonged ED stays are associated with increased risk of symptom exacerbation
or elopement for patients with mental health/substance abuse issues.?® External stimuli from the
busy ED can increase patient anxiety and agitation, which is potentially harmful for both patients
and staff.?' Elopement from the ED prior to definitive screening and treatment can lead to
increased risk of self-harm and suicide.?? In addition, mental health patients in the ED contribute
to other system issues, as previously referenced, such as increased ancillary resource
utilization (e.g. sitters, security officers, etc.) as a safety measure to protect staff and patients.”?
Accordingly, care for all patients is more effective and efficient by “cohorting” patients in a
dedicated APS area.

Through the proposed Project, MGH will renovate 6,700 square feet on the first floor of the
Gray and Jackson Buildings on the Hospital’'s main campus to increase APS capacity by
creating a secured unit with 20 treatment rooms. This designated treatment space will create
care efficiencies that allow more APS patients to receive expedited care in a more
therapeutically appropriate clinical setting.?* Specifically, treatment for APS patients will have
lower stimulation, reducing agitation and violent behavior, thus improving patient and staff
safety. This new secured unit will allow the hospital to address the sustained high capacity for
APS services, as well as ensure patients are treated in the most appropriate clinical setting.

B. The Need for Greater Throughput and Care Efficiencies in MGH's ED

In past years, creating more effective and efficient throughput within EDs has been a major
focus for most US hospitals, as when EDs are crowded with lower acuity patients, it prevents
patients with acute needs from receiving timely care, leading to adverse impacts on patient
outcomes and health care costs.?® Over the last three years, the demand for services in the fast
track area of the ED (an area designated for lower-acuity patients who tend to need urgent care
services rather than emergent care) and the Clinical Decision Unit (“CDU”) within the ED (where
patients are evaluated and moved to other areas of the ED depending on acuity level), have
been consistent. Table 2 below provides a breakdown of MGH's ED visits by type with fast track
visits representing a little over 20% of all ED visits and evaluation visits representing just over
30% of all visits.

20 B A, Nicks et al., The impact of psychiatric patient boarding in emergency departments, 2012 EMERGENCY MEDICINE
INTERNATIONAL, 360308 (June &, 2012).

24d.

22 Id.

3 d.

24 Pearimutter, supra note 13; Creamer, supra note 14.

% Jacqueline Fellows, Simple Changes for Boosting ER Throughput, HEALTHLEADERS (Sept. 18, 2015),

https:/iwww healthleadersmedia.com/clinical-care/simple-changes-boosting-er-throughput.
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Table 2: Percentage of ED Visits at MGH by Type of Visit

Distribution of ED Visits by Dismiss Area
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Through the Proposed Project, the Hospital will renovate 9,500 square feet of the ED, part of
which currently contains the APS. This renovated space will provide additional patient bays with
cardiac monitoring and medical gas capabilities, allowing greater flexibility to treat more
complex and higher acuity patients. Moreover, this renovation will allow ED staff to redesign
workflows, leading to greater throughput, ensuring more timely care, faster discharge processes
and faster admission procedures. Finally, the renovation will improve privacy and patient
satisfaction.

C. An Aging Patient Population Needs Access to ED Services

The proposed Project also will allow the Applicant, and specifically MGH, to address the needs
of an aging patient panel and the need to improve access to ED services. According to the
University of Massachusetts’ Donahue Institute’s (“UMDI") Long-Term Population Projections for
Massachusetts Regions and Municipalities, the statewide population is projected to increase by
11.8% between 2010 and 2035.% An analysis of UMDI’s projections shows that the growth of
the Commonwealth’s population is segmented by age sector, and that within the next 20 years,
the bulk of the state's population growth will cluster around residents that are age fifty (50) and
older.# Moreover, between 2015 and 2035, the 65+ population is expected to increase at a
higher rate compared to all other age cohorts.?® By 2035, the 65+ age cohort will represent

28 | ONG-TERM POPULATION PROJECTIONS FOR MASSACHUSETTS REGIONS AND MUNIGIPALITIES, UNIVERSITY OF
MASSACHUSETTS DONAHUE INSTITUTE 11 (Mar. 2015), available at hitp://pep.donahue-
institute.org/downloads/2015/new/UMDI_LongTermPopulationProjectionsReport 2015%2004%20 29.pdf. The
Massachusetts Secretary of the Commonwealth contracted with the University of Massachusetts Donahue Institute
(UMDI) to produce population projections by age and sex for all 351 municipalities. Id. at 7. Within the past five
years, Massachusetts has been experiencing an increase in the population growth rate per year due to high
immigration and low domestic outflow, which is expected to slow down in 2030, /d. at 12.

27 Massachusetts Population Projections — EXCEL Age/Sex Details, UNIVERSITY OF MASSACHUSETTS DONAHUE
INSTITUTE (2015}, http://pep.donahue-institute ora/downloads/2015/Age Sex_Details UMDI V2015.xls. This data
has been extracted for counties where current Partners HealthCare hospitals and affiliates are located. Id.

28 UNIVERSITY OF MASSACHUSETTS DONAHUE INSTITUTE, supra note 26, at 14. The report uses the cohorts as defined by
the U.S. Census Bureau 2010 Census Summary, which are 0-19, 20-39, 40-684, and 65+. Id. Figure 2.5 in the report
demonstrates that where the 65+ cohort increases from 2015 to 2035, all other cohorts are predicted to decrease. /d.
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approximately a quarter of the Massachusetts population.*® The general trend of growth
appears consistent across MGH’s service area. As the number of patients that fall into the 65+
age cohort for MGH continues to grow, the demand for ED services is expected to increase as
well.

Elderly patients (those within the 65+ age cohort} are one of the top three age groups that tend
to use the ED for primary care services.*® Studies show that older adults use emergency
services at a higher rate than young adults.>' Moreover, when an older adult presents at an ED,
the visit typically is more emergent and requires longer stays and increased services.*? Elderly
patients also are more likely to make repeat ED visits due to complex care needs.®® As '
previously discussed, individuals in the 65+ age cohort account for 23% of all ED visits at MGH.
Due to the projected increase in the older adult population, MGH’s ED requires renovations to
redesign patient flow to manage the higher care demands of this population.

F1.a.iii Competition:
Provide evidence that the Proposed Project will compete on the basis of

price, total medical expenses, provider costs, and other recognized
measures of health care spending. When responding to this question,
please consider Factor 4, Financial Feasibility and Reasonableness of
Costs.

The Proposed Project will not have an adverse effect on competition in the Massachusetts
healthcare market based on price, TME, provider costs or other recognized measures of health
care spending. Rather, by increasing throughput, reducing wait times and decreasing boarding
within the MGH ED, the Proposed Project will have a negligible to positive impact on the overall
health care market. Over the years, research studies have reviewed the impact on wait times
and extended boarding on hospitals costs. In 2010, Huang et al. found that when a patient’s
triage to admission was greater than 12 hours, the patient’s cost of care was 11% higher.>*
Building upon this research, Woodworth et al. sought to understand the impact of timely care on
costs and found that, “for patients who arrive at the ED with the most acute conditions, a 60-
minute increase in wait time increases the hospital's cost to care for the patient by an average
of 30%. For patients who arrive with moderately acute conditions, a 60-minute increase in wait
time increases the hospital’'s cost to care for the patient by an average of 21%.%° Accordingly, a
reduction in wait times by even 60-minutes will decrease the overall cost of care for hospital
providers by 21-30% (depending upon the acuity level of the patient), thereby reducing TME.
Through the Proposed Project, MGH aims to reduce wait times through greater throughput and
more expeditious care.

Moreover, behavioral health patients in the ED that exhibit signs of agitation and aggression are
the most difficult patients to place within inpatient units as frequently these patients require

9 1d.

30 Doris F. Glick et al., Analysis of emergency room use for primary care needs, 15 NURSING ECONOMICS 42 (1997).
31 Faranak Aminzadeh et al., Older adults in the emergency department: A sysfematic review of patfemns of use,
adverse oufcomes, and effectiveness of inferventions, 39 ANNALS OF EMERGENCY MED. 238, 238-47 (2002).

32 yd.

33 SR Lowenstein et al., Care of the elderly in the emergency department, 15 ANNALS OF EMERGENCY MED. 528, 528-
35 (1986).

3 Qing Huang et al., The impact of delays to admission from the emergency department on inpatient outcomes, 10
BMC EmMERGENCY MEDICINE 16 (2010).

3 Lindsey Woodworth et al., Just a Minute: The Effect of Emergency Deparfrment Wait Time on Cost of Care, AM.
EconoMIC ASSOCIATION, avaifable af hitps://www.aeaweb.org/conference/2018/preliminary/paper/AQRh5AzK (last
visited Apr. 2, 2019).
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assignment to settings that have specific resources to address behavioral challenges. However,
if these patients are placed in a more therapeutic environment, such as an APS, which has less
stimulation than the ED, providers will be able to more readily control their behavior, allowing for
expedited placement to the inpatient setting and reduced boarding times in the APS. Studies
have found that the average cost of psychiatric patient boarding is approximately $100 per hour
with the average psychiatric patient costing an ED up to $1,198.% When the costs of lower bed
tumover are factored in, the total cost leaps to $2,264 per patient.*” Of course, these average
costs rise based on increased boarding times. As previously discussed in Section F.1.a.ii Need
by the Patient Panel, MGH's boarding times have increased significantly over the past three
years. The addition of the secured APS unit will create greater throughput in the ED, allowing for
APS patients to be moved to a more appropriate, private care setting in a timely manner,
leading to expedited inpatient placement and reduced overall length of stay. Shifting behavioral
health patients to a more appropriate setting will also allow for a reduction in ancillary resources
needed in the ED for this patient population, such as sitters, security officers, etc. Accordingly,
providing APS patients with expedited care will decrease provider costs, reducing overall TME.

F1.b.i Public Health Value /Evidence-Based:
Provide information on the evidence-base for the Proposed Project. That is,
how does the Proposed Project address the Need that Applicant has
identified.

A. MGH'’s Proposed Renovation and Creation of a Secured APS Unit

The Applicant’s proposed ED renovation and expanded, secured APS Unit is supported by
extensive literature related to evidence-based strategies to reduce ED crowding for behavioral
health patients and improve patient throughput. Nationally, behavioral health patients account
for between 6% and 9% of alt ED visits, with behavioral health patients waiting significantly
longer to be seen than patients presenting with physical health needs.® Studies have found that
as many as 71% of patients who received a psychiatric evaluation in the ED were admitted for
inpatient psychiatric care.*® Moreover, ED visits related to behavioral health and substance use
disorders result in a 2.5 times higher likelihood of being admitted to the hospital when compared
to non-behavioral health conditions.*® Health care providers, as well as behavioral health
patients generally report a negative experience with psychiatric services in general ED settings
and express a clear preference for treatment in a specialized psychiatric area of the ED.#'
Evidence-based research has demonstrated that with appropriate interventions, the majority of
psychiatric emergencies can be resolved in less than twenty-four hours, much like other
physical medical emergencies.*?

Research has shown that noisy, hectic EDs are upsetting to behavioral health patients, and the
longer a patient stays the worse the symptoms become.** Symptoms may be exacerbated as a

3 Nicks, supra note 20.

37 Nicks, supra note 20.

58 Scott Zeller et al., Effects of a Dedicated Regional Psychiatric Emergency Service on Boarding of Psychiatric
Patients in Area Emergency Departments, 15 WESTERN JOURNAL OF EMERGENCY MED. 1, 1-2 (Feb. 2014).

39

“ ;g at 2.

“fd at1.

42 Scott Zeller, emPATH Units as a Solution for ED Psychiatric Patiert Boarding, PSYCHIATRY ADVISOR {Sept. 7. 2017),
hitps://www. psychiatryadvisor.com/home/practice-management/empath-units-as-a-solution-for-ed-psychiatric-patient-
boarding/.

43 CARE OF THE PSYCHIATRIC PATIENT IN THE EMERGENCY DEPARTMENT — A REVIEW OF THE LITERATURE, AMERICAN COLLEGE
OF EMERGENCY PHYSICIANS (Oct. 2014), available at hitps./fwww.acep.ora/globalasseis/uploads/uploaded-
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result of being confined to a gurney, guarded by personnel, flashing lights, loud noises, and
other agitating activity.* Therefore, it is beneficial to move medically cleared patients to calmer,
quieter environments as soon as possible following presentation to the ED, as increased
boarding times in the chactic environment of the ED are often associated with poorer heaith
outcomes for behavioral health patients.* Increased boarding times also may lead behavioral
health patients to pace or become anxious, leading to agitation or becoming loud and disrupting
others.*® An isolated, therapeutic unit where patients can interact with personnel who are trained
to speak in quiet tones is crucial to the de-escalation of a patient in the midst of a behavioral
health crisis.*’

B. Redesign of ED Space for Greater Throughput

MGH also proposes to redesign a small area of the Hospital’s ED (that will be vacant due to the
relocation of the existing APS) to accommodate designated spaces for patients presenting with
various acuity levels. This process involves triaging similar patients (with regard to disease
severity, nature of compliant, or condition) to a particutar work stream.*® Typically, patients in
each work area of the ED are assessed by dedicated staff in that area and managed through
separate processes.*® Evidence suggests that dividing patients into different pathways results in
reduced wait times and shorter lengths of stay.®® The effectiveness of this strategy is dependent
on having enough appropriately plotted physical space to meet the patient demand of each
individual work stream.®" Thus, renovations and the workflow redesign of MGH's ED is
necessary to aliow for this model of care.

F.1.b.ii Public Health Value /Qutcome-Oriented:
Describe the impact of the Proposed Project and how the Applicant will
assess such impact. Provide projections demonstrating how the Proposed
Project will improve health outcomes, quality of life, or health equity. Only
measures that can be tracked and reported over time should be utilized.

A. A Larger Secured APS Unit and Renovations to the Hospital's ED will Lead to Improved
Health Outcomes and Quality of Life

The Applicant anticipates that the proposed Project will provide MGH’s ED patients, including
behavioral health patients with improved health outcomes, improved quality of life and
additional access to high quality ED and behavioral health services by creating a larger,
secured APS unit that will provide a more therapeutic environment. In addition, redesign of
select ED workflow processes will create greater throughput. As more fully discussed in Factor
F.1.b.i., an expanded, secured APS Unit will allow patients presenting to the ED with mental

files/acep/clinical-and-practice-management/resources/mental-health-and-substance-abuse/psychiatric-patient-care-
in-the-ed-2014 .pdf; Zeller, supra note 42.

44 CARE OF THE PSYCHIATRIC PATIENT IN THE EMERGENCY DEPARTMENT — A REVIEW OF THE LITERATURE, supra; Zeller,

supra note 42.

45 CARE OF THE PSYCHIATRIC PATIENT IN THE EMERGENCY DEPARTMENT — A REVIEW OF THE LITERATURE, Supra note 43;
Zeller, supra note 42.

48 The Treatment of Psych Patients in the ED: What You Need to Know — Part 1, COMPASS GLINICAL CONSULTING (June
1, 2017), https://www.compass-clinical. com/treatment- psych-patients-ed-need-know-part-1/.

47 4d.

18 Payl Richard Edwin Jarvis, Improving emergency department patient flow, 3 CLIN. ExP. EMERG. MEG. 2, 63-68
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health conditions and substance use disorders to be evaluated medically and then transferred
to the secured APS for observation or while waiting for an inpatient bed or transfer. By shifting
these patients to a more clinically appropriate environment patients will have reduced levels of
agitation, decreasing incidences of violence with other patients and staff. Moreover, this calmer
environment will allow behavioral health patients to receive timely treatment and expedited care
processes, ultimately leading to improved health outcomes.

The renovation of the vacated APS and surrounding space will improve efficiencies through
regionalized treatment based on acuity level. Renovations that create improved space for
complex, acute patients will ensure that these patients receive expedited services, and in some
cases life-sustaining treatment. Expedited care leads to improved quality outcomes, higher
levels of patient satisfaction and enhanced throughput processes.

B. Additional Strategies for Improving Patient Experience and Ensuring High Quality Outcomes
for All Services at MGH

The Applicant and MGH are committed to developing and implementing population health
management (“PHM”) strategies to ensure high quality outcomes and an exceptional care
experience for all patients. Currently, MGH is in the midst of a ten-year strategic plan aimed at
improving patient experience and clinical quality outcomes, as well as reducing the costs
associated with care. Every clinical department at MGH, including the ED, has a PHM strategy.
Currently, high quality patient outcomes are achieved through these strategies, which are aimed
at improving quality, efficiency and the patient experience. Care models that are rooted in
collaboration, including patient-centered medical homes, care integration and other care
initiatives are specifically designed by MGH clinicians. Accordingly, MGH offers a number of
programs to ensure quality care for patients.

First, MGH offers alternative care pathways to patients, so they may avoid unnecessary visits to
the emergency department or inpatient hospitalizations. One such program is the Partners
Mobile Observation Unit (*“PMOU"), which is a program that provides home-based urgent care
for patients experiencing at-risk medical events believed to be treatable with enhanced home
care. MGH's Home Hospital Program also offers daily hospital-level care at home through
team-based care. Finally, MGH participates in the Skilled Nursing Facility (“SNF”") Three Day
Waiver Program. Through this program, clinically appropriate Medicare patients may be
admitted directly to a SNF for short-term skilled nursing care and/or rehabilitation care without
needing to be admitted to the Hospital for three consecutive days.

Second, for MGH’s highest risk and most complex patients, clinical staff offer the Integrated
Care Management program (“iCMP”). iCMP provides eligible patients with a care manager who
develops a care plan in tandem with the patient and other members of the clinical team. The
care manager works in-person and telephonically to coordinate a patient’'s care and ensures
that patients are not readmitted to the hospital when possible. Additionally, the care manager
connects patients with community based resources that are vital for recovery. MGH also offers
the Integrated care management program, Patients Linked to Urgent Supports (*PLUS"). This
program provides intensive wrap-around services (psycho-social supports) to a small number of
patients. Services include acute community paramedicine, crisis stabilization units, and
coordinated transportation. All of these programs assure that MGH’s patients have the highest
quality care, as well as a superior care experience.

Third, for those patients enrolled in a Medicaid Accountable Care Organization, MGH has a
multi-pronged approach to identify the unmet medical and non-medical needs of these patients.
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An ED Navigator, a non-clinical resource specialist, assists these members, who present to the
Emergency Department, with a range of services including, primary care; community resources;
and links to community organizations.

Through the Proposed Project, the ED will continue to offer these programs to patients, thereby
ensuring improved quality outcomes for patients and a better overall patient experience. For all
patients, access to these critically needed services will allow them to receive appropriate and
timely care, as well as address any social determinant of health challenges that a patient may
be facing. By providing access to these PHM strategies, MGH provides holistic care, which in
turn ensures higher quality outcomes.

C. Assessing the Impact of the Proposed Project

To assess the impact of the Proposed Project, MGH developed the following metrics and
reporting schematic, as well as metric projections for process and quality indicators that will
measure patient satisfaction, access and quality of care. The measures are discussed below:

1. Satisfaction — Patient Satisfaction: Patients that are satisfied with care are more likely
to seek additional treatment when necessary. MGH will review patient satisfaction levels
with ED services via an overall satisfaction scale of 0-10.

Measure: To ensure a service-excellence approach, patient experience metrics are
collected through the QDM survey vendor (via phone) from patients who visited the
MGH ED. Patients are asked specific questions around satisfaction with wait times,
communication and various aspects of their care. MGH will monitor responses to all of
these questions, with particular focus on overall satisfaction with care provided.

Projections: Baseline: 57.0%; Year 1: 58.0%; Year 2: 59.0%:; and Year 3: 60.0%

Monitoring: Any category receiving a less than exceptional rating (satisfactory level) will
be evaluated and policy changes instituted as deemed appropriate.

2. Access - Leave Without Being Seen and Leave Without Clinical Treatment: Given
enhanced throughput, MGH ED staff will reduce the percentages of patients who leave
without being seen or leave without receiving treatment.

Measure: The number of patients leaving the ED without treatment, without being seen
or without an appropriate discharge.

Projections: Baseline: 2.4%; Year 1. 2.3%; Year 2: 2.2%; and Year 3: 2.1%

Monitoring: This data will be evaluated on a quarterly basis by the ED operations
leadership team.

3. Clinical Quality — Access Measure — The Amount of Time between ED Arrival to
Being Seen by a Provider: Patients will be evaluated to determine the amount of time it
takes for the individual to move from arrival as a patient in the ED to being seen by a
physician (or equivalent, such as a physician assistant or nurse practitioner).

Measure: The amount of time it takes between a patient arriving to the ED to being seen
by a treating provider.
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Projections:% Baseline: 30 minutes; Year 1: 29 minutes; Year 2: 28 minutes; and Year
3: 27 minutes

Monitoring: This data wili be evaluated on a quarterly basis by the ED operations
leadership team.

4. Process Measure — Percentage of APS Patients Treated Outside the APS Area:
Approximately 69% of ED patients presenting with psychiatric needs are treated outside
of the APS. Consequently, patients are treated in locations that may impact privacy and
patient experience. This measure will monitor the amount of psychiatric care provided
outside of the APS to determine the impact of the redesigned space.

Measure: The percentage of APS patients treated outside of the APS Area.
Projections: Baseline: 69%; Year 1: 35%; Year 2: 00%; and Year 3: 30%

Monitoring: This data will be evaluated on a quarterly basis by the ED operations
leadership team.

F1.b.iii Public Health Value /Health Equity-Focused:

For Proposed Projects addressing health inequities identified within the
Applicant's description of the Proposed Project's need-base, please justify
how the Proposed Project will reduce the health inequity, including the
operational components (e.g. culturally competent staffing). For Proposed
Projects not specifically addressing a health disparity or inequity, please
provide information about specific actions the Applicant is and will take to
ensure equal access to the health benefits created by the Proposed Project
and how these actions will promote health equity.

To ensure health equity to all populations, including those deemed underserved, the Proposed
Project will not affect accessibility of MGH’s services for poor, medically indigent, and/or
Medicaid eligible individuals. MGH does not discriminate based on ability to pay or payer source
and this practice will continue following implementation of the Proposed Project. As further
detailed throughout this narrative, the Proposed Project will increase access to high quality ED
and behavioral health services for all patients in a number of ways.

Over the past decade, MGH has launched a variety of diversity initiatives to address healthcare
disparities, increase the percentage of employees from underrepresented groups, build trust
among people of diverse backgrounds and evaluate the hospital's progress. Given these efforts,
MGH was recently named one of the nation’s top ten hospitals and health systems on diversity
issues by Diversity Inc., a publication that monitors best practices in the field. With these goals
and MGH’s commitment to increasing the number of employees from underrepresented groups,
the hospital’s staff represent various races and ethnicities. Through the Proposed Project,
patients will have access to culturally competent staffing through clinical staff representatives of
various races and ethnicities. The Hospital is committed to recruiting and hiring additional
diverse staff that reflect the Hospital's patient panel.

52 MGH's current rate for thi.é measure is one of the lowest in Massachusetts. Accordingly, overall improvement on
this metric wili be challenging given the hospital's current position.
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Moreover, Partners HealthCare, and specifically MGH, has also adopted the Culturally and
Linguistically Appropriate Service (“CLAS") standards set forth by the U.S. Department of Health
and Human Services Office of Minority Health for all practice sites. MGH provides effective,
understandable, and respectful care with an understanding of patients’ cultural health beliefs
and practices and preferred languages. Additionally, MGH has arrangements to offer ongoing
education and training in culturally and linguistically appropriate areas for staff at all levels and
across all disciplines.

In regard to interpreter services, MGH provides staff interpreters that speak eleven languages,
including American Sign Language (“ASL"). Interpretations for encounters that occur at MGH's
main campus staff are documented in a centralized Interpreter Services Tracking System, which
contains a reporting tool for year-end statistics of positive encounters. MGH staff review the
annual statistics and seek ways to improve these services.

Finally, all Partners HealthCare hospitals, including MGH participate in the American Hospital
Association’s #123Equity Pledge Campaign. This Campaign seeks to eliminate health and
heaith care disparities that exist for racially, ethnically and culturally diverse individuals. The
campaign requires hospital leaders to accelerate progress in the following areas: (1) Increasing
the collection and use of race, ethnicity, language preference and other socio-demographic
data; (2) Increasing cuttural competency training; and (3) Increasing diversity in leadership and
governance. Currently, all Partners HealthCare hospitals participate in the Campaign. This
Campaign will allow MGH staff to ensure equal access to the benefits created by the Proposed
Project.

F1.h.iv Provide additional information to demonstrate that the Proposed Project
will result in improved health outcomes and quality of life of the Applicant’'s
existing Patient Panel, while providing reasonable assurances of health

equity.

The Proposed Project seeks to ensure timely access to ED services. By providing patients with
access to these services, patient wait times for care will be reduced. Timely treatment often
ensures fewer complications, leading to reduced repeat emergency department visits and
hospitalizations and improved health outcomes. Moreover, expedited access to care may lead
to a reduction in disease/condition-related complications, such as pain that directly impact a
patient's quality of life.

Fl.c Provide evidence that the Proposed Project will operate efficiently and
effectively by furthering and improving continuity and coordination of
care for the Applicant's Patient Panel, including, how the Proposed
Project will create or ensure appropriate linkages to patients’ primary care
services.

To ensure continuity of care, improved health outcomes and enhanced quality of life, through
the proposed Project, MGH’s ED staff will continue existing formal processes for linking patients
with their primary care physicians for follow-up care, as well as case management/social work
support to ensure patients have access to resources around social determinant of heaith
(“SDoH") issues. Providing patients with linkages to these necessary services prevents
unnecessary readmissions, ensures appropriate care management and provides the patient
with additional resources that impact care. Moreover, patients at MGH will benefit from MGH’s
mature PHM strategies, including an existing system of care coordination and care delivery
alternatives aimed at improving patient experience and outcomes.
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Partners has a number of integrated care programs in place to ensure continuity of care and
care integration. In addition to previously discussed PHM programs, MGH assists patients with
linkages to care and SDoH through care managers who follow-up with patients after ambulatory
care. These care managers follow-up with patients telephonically to provide medication
reconciliation and coordinate care with clinicians to optimize recovery. Moreover, and as
discussed, MGH also offers a number of aiternatives to ED care for patient, such as PMOU,
which is a program that provides home-based urgent care for patients experiencing at-risk
medical events believed to be treatable with enhanced home care. Accordingly, these efforts
and initiatives ensure patients are appropriately linked to care integration resources.

F1.d Provide evidence of consultation, both prior to and after the Filing Date,
with all Government Agencies with relevant licensure, certification, or other
regulatory oversight of the Applicant or the Proposed Project.

As a broad range of input is valuable in the planning of a project, the Applicant carried out a
diverse consultative process with individuals at various regulatory agencies regarding the
Proposed Projects. The following individuals are some of those consulted regarding this Project:

¢ Department of Public Health: Nora Mann, Director, Determination of Need Program;
Rebecca Rodman, Deputy General Counsel; and Ben Wood, Director, Office of
Community Health Planning and Engagement.

» MassHealth: Steven Sauter, Director, Acute Hospital Program, MassHealth Office of
Providers and Plans and David Garbarino, Director of Purchasing Strategy and Analytics
at Executive Office of Health and Human Services — MassHealth.

Fl.e.i Process for Determining Need/Evidence of Community Engagement:
For assistance in responding to this portion of the Application, Applicant is
encouraged to review Community Engagement Standards for Community
Health Planning Guideline. With respect to the existing Patient Panel,
please describe the process through which Applicant determined the need
for the Proposed Project.

A. Community Engagement on the Expansion of Behavioral Health Services and Renovation of
the Hospital ED

Based upon growing demand by MGH’s patient panel for ED and behavioral health services and
given space constraints within the ED, MGH developed a plan to renovate and expand the ED
to accommodate a secured unit for behavioral health patients. In contemplation of this
expansion and renovation, MGH's leadership sought to define its community broadly and
engage patients and family members that may be impacted by the Proposed Project to obtain
feedback and answer questions. These engagement efforts are described below.

In an effort to ensure appropriate community engagement, the Proposed Project was presented
at an Experience Design Workshop for the MGH — Cambridge Street Project Patient and Family
Advisory Council (“PFAC”). The purpose of this meeting was to build a vision for the ideal MGH
experience based on patient and family member feedback. At this workshop, participants were
taken through a series of interactive activities, where they provided input on proposed projects,
such as the renovation of the ED and expansion of a secured APS unit. An agenda and list of
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attendees for the meeting may be found in Attachment 4c. Overall feedback from the meeting
was very positive and supportive of the plan. There were no concerns expressed by this group.

F1.e.ii Please provide evidence of sound Community Engagement and
consultation throughout the development of the Proposed Project. A
successful Applicant will, at a minimum, describe the process whereby the
"Public Health Value" of the Proposed Project was considered, and will
describe the Community Engagement process as it occurred and is
occurring currently in, at least, the following contexts: ldentification of
Patient Panel Need; Design/selection of DoN Project in response to "Patient
Panel” need; and Linking the Proposed Project to "Public Health Value™.

To ensure sound community engagement throughout the development of the Proposed Project,
the Applicant, in conjunction with MGH, took the following actions:

* Presented to the MGH — Cambridge Street Project PFAC on February 11, 2019 at an
Experience Design Workshop.

For detailed information on these activities, see Attachment 4c.

For transparency and to educate the community regarding the public health value of the
proposed ED renovation and expansion, MGH staff presented at a PFAC meeting and
documented the components of the Proposed Project, how the project will address the needs of
the aging patient panel, as well as the impact of the Proposed Project.

Factor 2: Health Priorities

Addresses the impact of the Proposed Project on health more broadly (that is, beyond
the Patient Panel) requiring that the Applicant demonstrate that the Proposed Project wili
meaningfully contribute to the Commonwealth's goals for cost containment, improved
public health outcomes, and delivery system transformation.

F2.a. Cost Containment:
Using objective data, please describe, for each new or expanded service,
how the Proposed Project will meaningfully contribute to the
Commonwealth's goals for cost containment.

The goals for cost containment in Massachusetts center around providing low-cost care
alternatives without sacrificing high quality. In fact, the Commonwealth’s independent state
agency that develops policy to reduce health care cost growth and improve the quality of patient
care, the Health Policy Commission, has a stated goal of bettering health and care at a lower
cost across the Commonwealth. Consequently, the Proposed Project will meaningfully
contribute to Massachusetts’ goals for cost containment through the efforts outlined below. First,
an expanded ED APS unit will allow for timely treatment, ensuring care in a more appropriate
and therapeutic setting. By caring for behavioral health patients in a designated area separated
from the main ED, resources to ensure the safety of the patient, staff, and other ED patients,
such as sitters or security offers may be used more efficiently. Moreover, timely treatment in an
appropriate environment may lead to faster recovery times for patients and less agitation,
leading to shorier lengths of stay and overall lower costs.
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Second, renovating the existing ED space will create greater throughput for medical patients,
leading to expedited care processes, including more efficient discharge and transfer processes,
leading to reductions in the cost of care. Moreover, MGH’s ED staff have implemented on-going
efforts to decrease ED costs, including implementation of the aforementioned PHM programs,
such as improved care management pathways for patients with multiple visits and accelerating
ED length of stay reduction efforts.

F2.b. Public Health Qutcomes:
Describe, as relevant, for each new or expanded service, how the Proposed
Project will improve public health outcomes.

The expansion of emergent behavioral health services and minor renovation of the MGH ED will
improve public health cutcomes through additional capacity and improved care processes as
demand continues to increase for the aging patient panel, ultimately leading to better quality
outcomes and an enhanced patient care experience. Moreover, as discussed, studies have
documented the benefits of obtaining timely ED and behavioral health services, including
expedited treatment of diseases and conditions that impact a patient’s quality of life. When
patients receive care in the appropriate setting and achieve cost savings, both the health care
market and patients benefit from these practices.

Additionally, by providing patients with high quality care services in appropriate settings, patients
are more likely to stay to obtain care services (a reduction in the left without being seen rate)
and seek additional services when necessary. Accordingly, the Proposed Project may reduce
ED revisits, inpatient readmissions and will allow clinical staff to refer or link patients to
additional community services that will facilitate improved health outcomes.

F2.c. Delivery System Transformation:
Because the integration of social services and community-based expertise
is central to goal of delivery system transformation, discuss how the needs
of their patient panel have been assessed and linkages to social services
organizations have been created and how the social determinants of health
have been incorporated into care planning.

As outlined in Section F.1.B.ii, MGH has numerous programs in place to ensure linkages to
social service organizations, such as through the iICMP for high-risk, chronically ill patients.
Additionally, as part of the transition to the MassHealth ACO model of care, the Applicant
and MGH have implemented a universal screening program for SDoH. This includes
screening for: housing, food insecurity, finances, childcare, transportation, and literacy.
Staff have developed workflows to connect patients to internal and external resources if the
patient screens positive in any of the SDoH domains.

Factor 5: Relative Merit

F5.a.i Describe the process of analysis and the conclusion that the Proposed
Project, on balance, is superior to alternative and substitute methods for
meeting the existing Patient Panel needs as those have been identified by
the Applicant pursuant to 105 CMR 100.210(A)(1). When conducting this
evaluation and articulating the relative merit determination, Applicant shall
take into account, at a minimum, the quality, efficiency, and capital and
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operating costs of the Proposed Project relative to potential alternatives or
substitutes, including alternative evidence-based strategies and public
health interventions.

Proposal: Expand and relocate a secured unit for behavioral health patients to provide
expanded capacity and renovate the vacated space and surrounding areas to improve capacity
for emergent care.

Quality: The Proposed Project is a superior alternative for providing high quality ED and
behavioral health services and improving health ocutcomes for patients. The renovation of ED
services and the expansion of behavioral health services will allow patients to receive timely
diagnosis and treatment for urgent and emergent medical and mental health conditions.

Efficiency: Currently, physical plant constraints cause operational inefficiencies in the ED. The
ED has very limited space due to increases in demand, hampering throughput and causing
delays, which frequently lead to overcrowding. Conseguently, the discharge process is
constrained, leading to longer lengths of stay and dissatisfaction by patients with their overall
care experience. Through the Proposed Project, wait times for ED services will be reduced,
creating greater throughput by renovating 9,500 square feet of clinical space and moving
behavioral health patients to a secured unit.

Capital Expense: The proposed renovation of the ED and expansion of APS represents a cost-
effective project as MGH staff have worked with the architects and the design team to
implement a cost-effective expansion.

Operating Costs: Maintaining the ED in its current state will continue to present operational
inefficiencies, including administrative costs associated with inefficient patient throughput. The
Proposed Project will eliminate these inefficiencies, leading to stabilized operating costs.

List alternative options for the Proposed Project:
Option 1

Alternative Proposal: Sustain the current ED clinical space at MGH, leaving the existing
APS area in the ED with 6 bays for treatment and eliminate redesign processes to create
greater throughput.

Alternative Quality: This is not a feasible solution as this alternative would not allow for
behavioral health patients to receive timely treatment. Additionally, this alternative would
ensure long wait times in the ED for all patients, decreasing patient satisfaction and
impacting the overall care experience, including poor health outcomes.

Alternative Efficiency: No operational efficiencies can be created by sustaining the
current space and infrastructure.

Alternative Capital Expenses: Although there would be no capital expenses associated
with this alternative, this option will not allow the Hospital to meet the needs of its patient
panel.

Alternative Operating Costs: Operating costs will be impacted due to inefficiencies,
leading to longer lengths of stay. By treating behavioral health patients in areas that
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were not exclusively built for the treatment of psychiatric patients, MGH staff must
mitigate risks by having additional ancillary resources, such as sitters, extra security and
additional care providers on hand, leading to increased operating expenses.
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Factor 1: Applicant Patient Panel Need, Public Health Values and Operational Objectives

F1.a.i Patient Panel:
Describe your existing Patient Panel, including incidence or prevalence of
disease or behavioral risk factors, acuity mix, noted health disparities,
geographic breakdown expressed in zip codes or other appropriate
measure, demographics including age, gender and sexual identity, race,
ethnicity, socioeconomic status and other priority populations relevant to
the Applicant's existing patient panel and payer mix.

A. Partners HealthCare Patient Panel

Partners HealthCare is a not-for-profit, integrated health care system that was formed in 1994
by an affiliation between The Brigham Medical Center, Inc. (now known as Brigham Heaith) and
The Massachusetts General Hospital. Partners HealthCare currently operates two tertiary
hospitals, six community acute care hospitals, and one acute care specialty hospital in
Massachusetts; one community acute care hospital in Southern New Hampshire; one facility
providing inpatient and outpatient mental health services; and three facilities providing inpatient
and outpatient services in rehabilitation medicine and long-term care. Partners HealthCare also
operates physician organizations and practices, a home heaith agency, nursing homes and a
graduate level program for health professionals. Partners HealthCare is a non-university-based
nonprofit private medical research enterprise and its academic medical centers are principal
teaching affiliates of the medical and dental schools of Harvard University. Partners HealthCare
provides its services to patients primarily from the Greater Boston area and eastern
Massachusetts, as well as New England and beyond. Additionally, Partners HealthCare
operates a licensed, not-for-profit managed care organization that provides health insurance
products to the MassHealth Program (Medicaid), Commonwealth Care (a series of health
insurance plans for adults who meet income and other eligibility requirements) and commercial
populations.

Partners HealthCare serves a large and diverse patient panel as demonstrated by the utilization
data for the 36-month period covering Fiscal Year (“FY") 16-18 and the preliminary data
available for FY19." Attachment 2 provides this demographic profile for Partners HealthCare in
table form. The number of patients utilizing Partners HealthCare’s services has increased? since
FY16, with 1,377,250 unique patients in FY18, 1,403,853 unique patients in FY17 and
1,500,670 unique patients in FY18.% Preliminary data indicate that for the first six week of FY19

1 Fiscal year October 1 — September 30. While preliminary data is available for FY19, annual comparisons are
calculated using data for FY16-18 as the FY 19 data is only for the first six weeks of the new fiscal year and will
change over fime.

2 The methodology for aggregating Pariners HealthCare's patient panel data has evolved into an automated process
utilizing internal data resources. Initially, in 2017, when Partners HealthCare began developing its patient panel for
Determination of Need applications, such as the Change of Ownership for Massachusetts Eye and Ear and the
Substantial Capital Expansion for Brigham and Women's Hospital, staff manually aggregated the necessary data.
However, since these submissions, Partners HealthCare staff have developed a new automated process that allows
for the collection and amalgamation of system-wide data. This refined methodology allows staff to continuously
menitor and improve the way that data are aggregated. Accordingly, between June 2018 and October 2018, staff
further refined the data collection processes leading to a decrease of no more than 5% in overall patient counts for
the system. Staff will continue to refresh and refine the process for aggregating data across the system, leading to
more exact patient panel data.

3 Entities include: Brigham and Women's Hospital, Brigham and Women's Faulkner Hospital, Massachusetts General
Hospital, Newton-Wellesley Hospital, and North Shore Medical Center; Cooley Dickinson Hospital, Martha's Vineyard
Hospital, McLean Hospital, and Nantucket Cottage Hospital (post-Epic data only); Massachusetts Eye and Ear
Infirmary (outpatient post-Epic data only); Spaulding Rehabilitation Hospital (Telehealth, Partners Mobile Observation
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Partners HealthCare had 398,563 unique patients. Partners HealthCare’s patient mix consists of
approximately 42% males and 58% females. The Massachusetts Center for Health Information
and Analysis (“CHIA™) reports that Partners HealthCare’s patient panel represents 19% of all
discharges in the Commonwealth.* The system’s case mix adjusted discharge rate is 22%.°

Partners HealthCare has seen an increase in the number of patients it serves across all age
cohorts between FY16 and FY18. Current age demographics show that the majority of the
patients within Partners HealthCare's patient population are between the ages of 18-64 years of
age (61.7-62.1% of the total patient population). Patients that are 65 and older also make up a
significant portion of the total patient population (26.1-27.8% of the total patient population).
Only 10.4-11.9% of Partners HealthCare’s patients are between 0-17 years of age. Preliminary
data for FY19 shows similar trends with regard to increases across age cohorts and cohort
distribution.

Partners HealthCare's patient panel reflects a mix of races. Data based on patient self-reporting
demonstrate that in FY18, 72.0% of the total patient population identified as White; 5.5%
identified as African American or Black; 4.1% identified as Asian; 1.5% identified as
Hispanic/Latino; 0.1% identified as American Indian or Alaska Native; and 0.1% identified as
Native Hawaiian or Other Pacific Islander. Since patients were grouped into these categories
based on how they self-identified,® there is a portion of the patient poputation (16.8% in FY18)
that either chose not to report their race or identified as a race that did not align with the
aforementioned categories. Therefore, it is important to note that the racial composition of
Partners HealthCare’s patient panel may be understated.

Partners HealthCare provides care to patients from a broad range of geographies including all
fifty states. While Partners HealthCare’s patient panel resides mainly in Eastern Massachusetts,
there is a sizeable portion of the patient panel that resides outside of Massachusetts (10.3%, or
155,302 patients, in FY18). By applying the Department of Public Health’'s {(“DPH") Health
Service Area (“HSA") categories to FY18 data, 43.6% of Parihers HealthCare’s patients reside
in HSA 4 (654,363 patients); 16.3% reside in HSA 6 (244,578 patients); 13.6% reside in HSA 5
(204,213 patients); 6.4% reside in HSA 3 (85,780 patients); 3.3% reside in HSA 2 (49,077
patients); 6.1% reside in HSA 1 (80,977 patients); 0.01% reside in MA but outside of HSAs 1-6
(45 patients); and the origin of 6,335 patients or 0.5% of the panel is unknown.

Unit, Home Hospital programs for GH and BWH, Stay Connected with GH, Lifeline, and CareSage programs are not
included); Brigham and Women’s Physicians Organization, Massachusetts General Physicians Organization,
Newton-Wellesley Medical Group, and North Shore Physicians Group; Cooley Dickinson PHO (post-Epic data only);
and Partners Community Physicians Organization (pre-Epic non-risk patients not included).

4 Fiscal Year 2015 Partners HealthCare Sysfem, MassaCHUSETTS CTR. FOR HEALTH INFORMATION ANALYSIS,
hitp://www.chiamass.gov/assets/docs/r/hospital-profiles/2015/Partners-HealthCare-Systern. pdf (last visited Mar. 28,
2019).

51d.

8 With the exception of the category “Hispanic/Latino,"” the race categories shown above are based on the 1897 Office
of Management and Budget standards on race and ethnicity. Patients were grouped into these categories based on
their responses as follows — White: “White™; African American or Black: “African American”, “Black”, “Black or African
American”; American Indian or Alagka Native: "American Indian”, “American Indian or Alaska Native”; Asian: “Asian”;
Native Hawaiian or Cther Pacific Islander: “Native Hawaiian or Other Pacific Islander”, “Native Hawaiian/Other Pacific
Islander”, “Pacific Islander”; Hispanic/Latino: “Hispanic”,” Hispanic or Latino”,” Latino”; Other/Unknown: All other
responses.
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B. Massachusetts General Hospital Patient Panel

Massachusetts General Hospital (*MGH") is one of the founding members of Partners
HealithCare and the original teaching hospital of Harvard Medical School. With 1,035 licensed
beds at its main campus in Boston, MGH is the largest hospital in the state. In addition to its
main hospital campus in Boston, MGH offers services to patients through various hospital
satellite and clinic locations across Eastern Massachusetts.

Overall Patient Panel

Attachment 2 provides the demographic profile for MGH in table form. Similar to Partners
HealthCare, the number of patients utilizing MGH increased from FY16-FY18 and in FY19-year-
to-date (*YTD), with 563,470 unique patients in FY16, 563,976 unique patients in FY17, and
566,357 unique patients in FY18. In the first six week of FY19, MGH had 149,595 unique
patients. Of these patients, approximately 44% are male and 56% are female.

In regard to age, the majority of MGH’s patients are between the ages of 18-64 (569.3%, or
335,741 patients in FY18). The next largest age cohort is patients that are 65 years and older
(26.4%, or 149,588 patients, in FY18). Subsequently, 14.3% of MGH’s patients are between
ages 0-17 (81,023 patients in FY18).

Moreover, MGH’s patients reflect a diversity of races. Data based on patient self-reporting
demonstrate that in FY18, 73.0% of patients identified as White; 5.2% identified as African
American or Black; 5.2 identified as Asian; 0.8% identified as Hispanic/Latino; 0.1% identified as
American Indian or Alaska Native; and 0.1% identified as Native Hawaiian or Other Pacific
Islander. Since patients were grouped into these categories based on how they self-identified,”
there is a portion of the patient population (15.7% in FY18) that either chose to not report their
race or identified as a race that did not align with the above categories. Therefore, it is important
to note that the racial composition of MGH's patients may be understated.

Finally, aggregated zip code data by HSA for FY18 demonstrate that MGH’s patient population
has a similar geographic composition to the larger Partners HealthCare patient panel. These
data indicate that 49.2% of MGH's patients resided in HSA 4 (278,900 patients); 17.3% resided
in HSA 6 98,075 patients); 8.6% resided in HSA 5 (48,576 patients); 5.8% resided in HSA 3
(32,725 patients); 3.2% resided in HSA 2 (18,211 patients); 1.3% resided in HSA 1 (7,174
patients). Over 79,819 patients or 14.1% of the panel was from outside of Massachusetts, and
the origin of 0.5% of the panel was unknown.

Endoscopy Patient Panel

MGH's Division of Gastroenterology (“Gl Division”) offers comprehensive, leading-edge care for
patients with all types of digestive diseases, from heartburn to organ failure. The Hospital's
collaborative practice of gastroenterologists and endoscopists are dedicated to the prevention,
diagnosis, treatment and management of digestive diseases. Possessing expertise in all

7 With the exception of the category “Hispanic/Latino", the race categories shown above are based on the 1997 Office
of Management and Budget standards on race and ethnicity. Patients were grouped into these categories based on
their responses as follows — White: “White”; African American or Black: “African American”, “Black”, “Black or African
American”; American Indian or Alaska Native: "American Indian”, “American Indian or Alaska Native”; Asian; “Asian”;
Native Hawaiian or Other Pagcific Islander: “Native Hawaiian or Other Pacific Islander”, “Native Hawaiian/Other Pacific
Islander”, "Pacific Islander”; Hispanic/Latino: “Hispanic”," Hispanic or Latino”,” Latino”; Other/lUnknown: All other
responses.
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aspects of digestive health, MGH’s multidisciplinary team of specialists offers patients the
benefit of an individualized treatment plan.

in 2018, the GI Division was ranked eighth in the country by US News and World Report,
making it the highest ranked Gl practice in New England. Regionally, MGH’s Gl Division
performs the greatest number of procedures related to digestive health, including diagnosis and
treatment of diseases and conditions of the esophagus, stomach, small and large intestine, liver,
gallbladder, pancreas and colon. MGH’s board-certified specialists offer depth of experience
and skill in using conventional, innovative and investigational methods to diagnose and manage
both common conditions and more complex diseases, with excellent clinical outcomes.

Moreover, the GI Division is committed to applying the latest research findings in clinical
practice to diagnose and treat conditions throughout the entire digestive system. The Gl Division
is actively involved in research programs, allowing the hospital to provide cutting-edge therapies
and clinical trials to patients. MGH’s Crohn's and Colitis Center is a designated National Institute
of Diabetes and Digestive and Kidney Disease (‘NIDDK”) — Digestive Disease Research
Center. The Hospital offers highly sought-after advanced fellowships in inflammatory bowel
disease, hepatology, obesity medicine, Gl motility, and interventional endoscopy.

Due to MGH’s commitment to excellence, the Hospital experiences a high demand for Gl
services. In FY16, MGH treated 22,941 unique patients (29,139 visits) for Gl services. This
number increased to 23,217 unique patients in FY17 (29,496 visits} and rose again to 23,884
unique patients (27,073 visits) in FY18. For the first quarter of FY19, 6,143 unique patients
(6,471 patients) had Gl services.

Aggregated zip code data by HSA for the last three fiscal years demonstrate that MGH's Gl
patient population had a similar geographic composition to the larger Partners HealthCare
patient panel. These data indicate that in FY18, 58% of MGH's Gl patients resided in HSA 4
(13,810 patients); 14% resided in HSA 6 (3,290 patients); 9% resided in HSA 5 (2,139 patients);
6% resided in HSA 3 (1,414 patients); 3% resided in HSA 2 (684 patients); 1% resided in HSA 1
(234 patients); and 2,203 patients or 9% of the panel in FY18 was from outside of
Massachusetts. These trends in geography are similar for FY16, FY17, as well as the first
quarter of FY19.

With respect to age, 61% of patients that used MGH’s Gl services in FY18 were in the 18-64
age cohort. For this same timeframe, over a third of patients or 33% were in the 65+ age cohort
and 6% were in the 0-17 age cohort. Of the 6,143 patients treated by MGH's Gl Division in the
first quarter of FY19, 59% of patients were in the 18-64 age cohort, 35% were in the 65+ age
cohort and 6% were in the 0-17 age cohort. These data reflect similar patterns in patient trends
for FY16 and FY17.

Patients that utilize MGH’s Gl services also reflect a mix of races. Data based on patient self-
reporting demonstrate that in FY18, 80% of MGH’s Gl patients identified as White or Caucasian;
5% identified as African American or Black; and 5% identified as Asian. Additionally, in terms of
ethnicity, 1% of patients identified as Hispanic or Latino. Patients were grouped into these
categories based on how they self-identified;® as such, there is a portion of the patient

8 With the exception of the category “Hispanic/Lating", the race categories shown above are based on the 1997 Office
of Management and Budget standards on race and ethnicity. Patients were grouped into these categories based on
their responses as follows — White: “White”; African American or Black: “African American®, "Black”, “Black or African
American”; American Indian or Alaska Native: "American Indian”, “American Indian or Alaska Native”; Asian: “Asian”;
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population (9% in FY18) that either chose to not report their race or identified as a race that did
not align with the above categories. Therefore, it is important to note that the racial composition
of MGH'’s GI patients may be understated.

The gender breakdown for patients that utilized MGH's Gl services was: 52% female and 48%
male in FY18. Patients were categorized as male or female based on self-identification, and 0%
(2 patients) identified as other. This ratio of female to male patients is similar to historical data
from FY16 and FY17.

In a review of underlying conditions associated with endoscopy patients at MGH for the last
three fiscal years and the first quarter of FY19, the most prevalent diagnoses were: (1) Other;
(2) Encounter for screening for malignant neoplasm of the colon; (3) Benign neoplasm of the
transverse colon; (4} Benign neoplasm of the ascending colon; (5) Benign neoplasm of the
sigmoid colon; (6) Benign neoplasm of the descending colon; (7) Other diseases of the stomach
and duodenum; (8) Benign neoplasm of the cecum; (9) Gastro-esophageal refiux disease
without esophagitis; (10} Diverticulosis of the large intestine without perforation or abscess
without bleeding; and (11) Epigastric pain. The breakdown of patients with each of these
conditions may be found in Attachment 2.

F1.a.ii Need by Patient Panel:

Provide supporting data to demonstrate the need for the Proposed Project.
Such data should demonstrate the disease burden, behavioral risk factors,
acuity mix, health disparities, or other objective Patient Panel measures as
noted in your response to Question F1.a.i that demonstrates the need that
the Proposed Project is attempting to address. If an inequity or disparity is
not identified as relating to the Proposed Project, provide information
justifying the need. In your description of Need, consider the principles
underlying Public Health Value (see instructions) and ensure that Need is
addressed in that context as well.

A. Need for Increased Availability of Endoscopy Services

MGH’s Endoscopy Unit ("surgical area” or “clinical space”) requires renovation and expansion to
address physical plant constraints that impact access to care. The demand for services, surgical
intervention methodologies and care processes for patients requiring endoscopy services have
substantially changed in the 20 years since the existing clinical space opened. The clinical
space cannot accommodate the latest technological devices for certain endoscopic procedures
due to size, leaving the Hospital unable to offer certain minimally invasive procedures.
Accordingly, through the Proposed Project, MGH will address capacity constraints in the
Endoscopy Unit by increasing the total number of procedure rooms from ten to thirteen, with
four rooms equipped as IR/Fluoro rooms and nine rooms serving as general procedure rooms.
These renovated and new procedure rooms will allow clinicians to perform interventional and
routine endoscopy. MGH also will expand the pre-and post-procedural space in the Endoscopy
Unit from 21 to 31 bays, allowing for greater privacy as current overcrowding frequently leads to
a negative impact on patient experience. Other renovations to the clinical space include the
creation of dedicated provider workstations for fellows, nurse practitioners and on-call
physicians; centralized workstations for resource nurses; and the relocation of the scope

Native Hawaiian or Other Pacific Islander; “Native Hawaiian or Other Pacific Islander’, “Native Hawaiian/Other Pacific

islander”, "Pacific Islander”; Hispanic/Latino: “Hispanic”,” Hispanic or Lating”,” Latino”; Other/Unknown: All other
responses.
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cleaning and reprocessing area to MGH’s Central Sterile Processing unit. These renovations
will allow the Hospital to maximize the clinical space on the floor and redesign patient
throughput, leading to greater efficiencies in care processes, including reduced wait times for
discharge and an overall shorter length of stay for patients.

Increased Need for Endoscopy Services by an Aging Patient Panel

By 2050, the number of U.S. older aduits, defined as persons aged 65 and over, is expected to
more than double, rising from 40.2 million to 88.5 million individuals.® Higher rates of Gl disease
among this older population are driving demand for endoscopy services as these types of
procedures are commonly performed on older adults to diagnose and treat Gl conditions. '° GI
cancers are among the disorders that disproportionately effect the 65+ age cchort. For this
population, pancreatic, liver and colorectal cancer incidences are on the rise. Advancing age is
a high risk factor for cancer, and more than 60% of new cancer cases and over 70% of cancer
mortalities occur in the elderly population each year.”"' With over 55,000 new cases of
pancreatic cancer diagnosed annually in the US, this disease is the fourth leading cause of
cancer-related death. Furthermore, the incidence of pancreatic cancer increases with age; in the
United States, 87% of all patients with pancreatic cancer are diagnosed after the age of 60.'2
Rates of liver cancer also are increasing for those 65 and older with a 37% increase in the age-
adjusted death rate for these adults from 2008 to 2016."® The death rate from liver cancer for
individuals 75 and older was 35% in 2016."™ In addition, colonoscopy, a specific type of
endoscopic procedure, is often accepted as the “gold standard® for detecting colon cancer.
Given that the incidence of colorectal cancer increases with age, colonoscopy plays a major role
in cancer detection, especially for patients in the 65-75 age cohort, who are less susceptible to
complications and more likely to seek treatment if an issue is found. Consequently, the need for
endoscopic procedures to diagnose and treat these oncologic conditions is increasing with the
aging population.

A number of other conditions that are more prevalent in the 65+ age cohort also increase
demand for endoscopy services. For example, approximately 35% of adults aged 65+ are
obese, representing over 8 million adults aged 65-74, and almost 5 million adults aged 75+.*°
The number of obese individuals within the US is expected to increase in the coming years,
leading many of these individuals to need and receive novel endoscopic devises to address
their condition.'® Moreover, nonalcoholic fatty liver disease (“NAFLD")} often requires endoscopy
services. NAFLD is the build-up of extra fat in liver cells that is not caused by alcohol."” Affecting
over 100 million individuals in the US, it is most common in the 65+ age cohort, “in whom it
carries a more substantial burden of hepatic (nonalcoholic steatohepatitis, cirrhosis and
hepatocellular carcinoma) and extra-hepatic manifestations and complications (cardiovascular

® Prevalence of Obesity Among Older Adults in the United States, 2007-2010, CTRs. FOR DISEASE CONTROL AND
PREVENTION, hitps.//www.cdc.gov/nchs/data/databriefs/db106.pdf (Sept. 2012).

0 Anne Travis et al, Endoscopy in the Elderly, 107 Am. J. GASTROENTEROLOGY 14951501 (Aug. 7, 2012).

" Oliver Higuera et al, Management of pancreatic cancer in the elderly, 22 WORLD J. OF GASTROENTEROLOGY 2, 764-
75 (Jan. 14, 2016).

2 1,

'3 Pravalence of Obesity Among Older Adults in the United States, 2007-2010, supra note 9.

4 Prevalence of Obesity Among Older Adtifts in the United States, 2007-2010, supra note 9.

15 Prevalence of Obesity Among Older Adults in the Unifed States, 2007-2010, supra note 9.

% Prevalence of Obesity Among Older Adults in the United States, 2007-2010, supra note 9.

7 Non-Alcoholic Fatly Liver Disease, AM. LIVER FOUNDATION, hitps:/fiverfoundation.orgffor-patients/about-the-
liver/diseases-of-the-liver/non-alcoholic-fatty-liver-disease/ (last visited Mar. 29, 2019).

Endoscopy Renovation and Expansion — 6

622626.1



Determination of Need Draft Partners HealthCare/Massachusetts General Hospital

disease and extrahepatic neoplasms) than in younger age groups.”® '* Historically, NAFLD was
thought to be of little importance, but recent advances have uncovered that fatty liver disease
can lead to end stage liver disease, cirrhosis and liver cancer.?® With incidence of NAFLD
growing steadily each year, it is estimated that by the year 2020 fatty liver disease will be the
leading reason for liver transplants in the US.?" MGH offers evaluation, diagnosis and treatment
plans for patients with this disease, with endoscopy being an important tool in providing care.

Currently, patients in the 65+ age cohort account for approximately one-third of the patients that
obtain endoscopy services from MGH. Accordingly, the proposed expansion and renovation of
MGH's Endoscopy Unit will allow the Hospital to address the needs of its aging patient panel
and provide improved access to endoscopy services that address various digestive diseases
and conditions. According to the University of Massachusetts’ Donahue Institute’s (*UMDI")
Long-Term Population Projections for Massachusetts Regions and Municipalities, the statewide
population is projected to grow a total of 11.8% from 2010 through 2035.%2 An analysis of
UMDI's projections shows that the growth of the Commonwealth’s population is segmented by
age sector, and that within the next 20 years, the bulk of the state’s population growth will
cluster around residents that are age fifty (50) and older.?* Moreover, between 2015 and 2035,
the Commonwealth’s 85+ population is expected to increase at a higher rate compared to all
other age cohorts.?* By 2035, the 65+ age cohort will represent approximately a quarter of the
Massachusetts population.?® This general trend of growth appears consistent across MGH's
patient panel with the number of patients in need of endoscopic procedures growing each year
of the last three fiscal years. As the number of patients that fall into the 65+ age cohort for MGH
continues to grow, the demand for endoscopy services is expected to increase given that age is
one of the largest risk factors for Gi disorders.

Projected Demand for Endoscopy Services

Monthly, the Gl Division receives over 1,600 external referrals for endoscopy services. In
addition to this volume, MGH's Gl providers produce another 500 or more requests per month
for endoscopy services from current or previous patients. With demand for endoscopy projected
to increase in the coming years due to an aging patient panel and new innovations in surgical

18 M. Bertolotti et al, Nonalcoholic fatty liver disease and aging: epidemiology to management, 20 WORLD J. OF
GASTROENTEROLOGY (39), 14185-204 (Oct. 21, 2014).

3 Non-Alcoholic Fatty Liver Disease, supra note 17.

20 Fatty Liver Clinic, MASSACHUSETTS GENERAL HOSPITAL GASTROENTEROLOGY,

https://iwww.massgeneral .ora/gastroenterology/services/fatty_liver_clinic.aspx?display=home (last visited Mar, 29,
2019},

2 Fatty Liver Clinic, supra.

22 | ONG-TERM POPULATION PROJECTIONS FOR MASSACHUSETTS REGIONS AND MUNICIPALITIES, UNIVERSITY OF
MASSACHUSETTS DONAHUE INSTITUTE 11 {Mar. 2015), avaifable at hitp.//pep.donahue-
institute.org/downioads/2015/new/UMDI|_LongTermPopulationProjectionsReport 2015%2004%20 29.ndf. The
Massachusetts Secretary of the Commonwealth contracted with the University of Massachusetts Donahue Institute
(*UMD!") to produce population projections by age and sex for all 351 municipalities. /d. at 7. Within the past five
years, Massachusetts has been experiencing an increase in the population growth rate per year due to high
immigration and low domestic outflow, which is expected to slow down in 2030. fd. at 12.

28 Massachusetts Population Projections — EXCEL Age/Sex Details, UNIVERSITY OF MASSACHUSETTS DONAHUE
INSTITUTE (2015), http:./pep.donahue-institute.org/downloads/2015/Age_Sex Details UMDI_V2015.xls. This data has
been extracted for counties where current Partners HealthCare hospitals and affiliates are located. /d.

24 | ONG-TERM POPULATION PROJECTIONS FOR MASSACHUSETTS REGIONS AND MUNICIPALITIES, supra note 17 at 14. The
report uses the cohorts as defined by the U.S. Census Bureau 2010 Census Summary, which are 0-19, 20-39, 40-64,
and 65+. /d. Figure 2.5 in the report demonstrates that where the 65+ cohort increases from 2015 to 2035; all other
cohorts are predicted to decrease. /d.

25 |_OoNG-TERM POPULATION PROJECTIONS FOR MASSACHUSETTS REGIONS AND MUNICIPALITIES, Supra note 17 at 14.
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interventions, MGH must address its capacity constraints to ensure patients have access to
these diagnostic and treatment services. Table 1 below outlines historical volume trends for
endoscopy procedures, as well as future demand for these services. Table 1 illustrates that
demand for endoscopy services continues to increase in the coming years. In 2019, MGH did
experience a slight decrease in endoscopy volume due to the loss of clinical staff. However,
between 2019 and 2020, volume will increase by nearly 17% due to the addition of new facuity
members. This increase in volume is outlined in Tabkie 1.

Table 1: Endoscopy Services Volume Projections at MGH
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F1.a.iii Competition:
Provide evidence that the Proposed Project will compete on the basis of
price, total medical expenses, provider costs, and other recognized
measures of health care spending. When responding to this question,
please consider Factor 4, Financial Feasibility and Reasonableness of
Costs.

The Proposed Project will not have an adverse effect on competition in the Massachusetts
healthcare market based on price, TME, provider costs or other recognized measures of health
care spending. The evolution of endoscopy from a purely diagnostic tool to a therapeutic
resource has impacted its use in a considerable way.?® Advances in endoscopic techniques,
such as endoscopic retrograde cholangio-pancreatography (“ERCP”), endoscopic ultrasound
("EUS"), and enteroscopy have turned the endoscopic pathway into an alternative to surgery for
some pathologies.”” A comparative study on the differences in costs between endoscopic
procedures and corresponding surgical alternatives indicates that out of the 33 advanced

26 G, Loras et al, Study of the standard direct costs of various techniques of advariced endoscogy. Comparison with
surgical alternatives, 50 DIGESTIVE AND LIVER DISEASE 7, 689-698 (July 2018).
27 I,
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endoscopic procedures reviewed — 57% of the time, the cost of the endoscopic procedure was
anywhere from two to five times less than the costs for the equivalent surgical alternative.?®
Moreover, studies have found that these endoscopic techniques are as therapeutic (and in
some cases may even be more therapeutic) than the analogous surgery, with fewer side effects
and less complications.?® Patients experiencing fewer complications have lower rates of
readmission, fewer physician visits and faster recovery periods. Accordingly, endoscopy is
considered a lower-cost alternative than traditional surgical options for many applications,
lowering provider costs, payer costs, and out-of-pocket expenses for patients, leading to an
overall reduction in TME, while achieving high quality outcomes.

In addition, when endoscopy is used as a screening and diagnostic tool, as in the case of
colonoscopy, Gl disorders such as colorectal cancer may be detected in the disease’s early
stages. According to the American Cancer Society when cancer is found in its earliest stages,
with no opportunity to spread, patients have more cost-effective treatment options and better
survival rates.** For example, when colorectal cancer is found at an early stage (prior to
metastases), the 5-year survival rate is approximately 90% with minimal clinical interventions.
Preventative care, such as screenings through colonoscopy lead to early detection and thereby
a reduction in the utilization of healthcare services. Consequently, when treatment is timely and
appropriate, cost efficiencies are created leading to a reduction in overall services and costs,
directly impacting TME.

F1.b.i Public Health Value /Evidence-Based:
Provide information on the evidence-base for the Proposed Project. That is,
how does the Proposed Project address the Need that Applicant has
identified.

A. MGH’s Proposed Gl Renovation and Expansion

To address capacity constraints, MGH developed a renovation and expansion plan for the
Endoscopy Unit that will increase procedural and peri-procedural space, create concentric
circles of multi-disciplinary care, concentrate highly specialized and complex care on the
Hospital's main campus, and significantly enhance patient experience. The proposed expansion
and renovation of Gl services, specifically endoscopy, is supported by extensive literature
reiated to evidence-based strategies for addressing digestive health diseases and conditions.

Endoscopy: Backqground Information

Endoscopy is a nonsurgical procedure using an endoscope, a flexible tube with a light and
camera attached to it, to examine a patient’s digestive tract.®’ Endoscopy allows doctors to view
and operate on the internal organs without making large incisions and is most commonly used
to help determine the cause of Gl symptoms, to remove a small sample of tissue for biopsy,
and/or to guide physicians during surgical procedures.?” Endoscopic procedures are generally
performed one of two ways; during an upper endoscopy, the endoscope is passed through the
mouth and into the esophagus, providing a view of the esophagus, stomach, and upper part of

% Id,

2 1d,

30 Can Colorectal Polyps and Cancer Be Found Early?, Am. CANCER SoC'Y, hitps:/fwww.cancer.org/cancer/colon-
rectal-cancer/detection-diagnosis-staging/detection.html {last revised Feb. 21, 2018).

3 Upper GI Endoscopy, NAT'L INSTITUTE OF DIABETES AND DIGESTIVE AND KIDNEY DISEASES,
https:/fwww.niddk.nih.gov/health-information/diagnostic-tests/upper-gi-endoscopy (fast revised July 2017).

32 Endoscopy, HEALTHLINE, https://www.healthline.com/health/endoscopy (last visited Mar. 29, 2019).
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the small intestine.®® During a lower endoscopy or colonoscopy, the endoscope is passed
through the rectum into the large intestine to examine the colon.® Colonoscopy can show
irritated and swollen tissue, ulcers, polyps and cancer.®®* ERCP” is used to obtain images of the
pancreas and gallbladder, to place stents, and to obtain biopsies. EUS combines endoscopy
and ultrasound technology to obtain images of the digestive tract.®* Other endoscopy
technologies include capsule endoscopy, where a patient swallows a small pill with a camera
inside to take images of the intestines as it moves through the digestive tract;
chromoendoscopy, a technique that uses a specialized dye on the lining of the intestine to help
doctors visualize abnormalities, endoscopic mucosal resection ("EMR”), a technique used to
remove cancerous fissue in the digestive tract; and narrow band imaging (“NBI”), the use of a
special filter to create contrast between the vessels and the mucosa, the inner lining of the
digestive tract.>’

Other types of endoscopic procedures, include colonoscopy, enteroscopy and sigmoidoscopy
and esophageal manometry. Colonoscopy is used as a screening tool to check the entire colon
and large intestine for colorectal polyps or cancer, as well as a diagnostic tool for patients who
have bleeding from the anus, changes in bowel activity, pain in the abdomen, and unexplained
weight loss, and is recommended for all adults aged 50 and older, as well as anyone with
parents, siblings, or children with a history of colorectal cancer or polyps. A colonoscopy shows
irritated and swollen tissue, ulcers, and polyps, which doctors may remove for biopsy during the
procedure. Removal of polyps can prevent colorectal cancer, which is frequently not diagnosed
until the disease is advanced. Enteroscopy is the examination of the small intestine and
provides a more extensive view of the small-bowel than that provided from a colonoscopy.
Enteroscopes often have an apparatus attached, such as an overtube or small balloon, and are
used to reach less accessible parts of the colon. Enteroscopy is generally used for the
evaluation of the source of Gl bleeding not identified by colonoscopy, localization of known or
suspected small-bowel lesions, and tissue sampling form the small bowel.

Flexible sigmoidoscopy is used to examine the lower part of the colon (sigmoid colon), and as
with colonoscopy, is used to determine causes of abdominal pain, rectal bleeding, changes in
bowel habits, and other intestinal problems.*® Sigmoidoscopy is also used to screen for
colorectal cancer. Although this procedure does not provide a complete view of the colon, it is
occasionally preferred over colonoscopy as it takes less time to perform, frequently does not
require an anesthetic, and is associated with lower risk of harm, such as perforation, when
compared with colonoscopy.®

Esophageal manometry is a test that examines the esophagus and provides information about
the motility, or movement of food.*® Used to examine the bands of muscle at the top and bottom
of the esophagus, esophageal manometry shows the pressure, strength, and wave pattern of
the esophageal muscle’'s contractions that move food through the esophagus and into the

23 Endoscopic Procedures, AM .S0C’Y FOR GASTROINTESTINAL ENDOSCOPY, https://www.asge. org/home/about-
asge/newsroom/media-backarounders-detail/endoscopic-procedures (last reviewed Aug. 2014).

¥id.

35 Colonoscopy, NAT'L INSTITUTE OF DIABETES AND DIGESTIVE AND KIDNEY DISEASES, hitps:/fwww.niddk.nih.gov/health-
information/diagnostic-tests/colonoscopy (last revised July 2017},

¥ fd.

%7 Endoscopy, supra note 32.

3 Flexible sigmoidoscopy, Mayo CLINIC, https://www.mayoclinic.ora/tests-procedures/flexible-

sigmoidoscopy/about/pac-20394189 (Cct. 25, 2018).
Mg,

40 Esophageal manometry, MaYo CLINIC, hitps //www.mayoglinic.org/tests-procedures/esophageal-
manometry/about/pac-20394000 (June 8, 2018).
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stomach.*' Esophageal manometry is used to diagnose esophageal spasm, a swallowing
problem; achalasia, a condition that prevents food from entering the stomach; and scleroderma,
a progressive disease that causes the muscles in the lower esophagus to stop moving, leading
to severe gastroesophageatl reflux.*?

Endoscopy: Use as a Screening and Diagnostic Tool

When endoscopy is used as a screening tool, as in the case of colonoscopy, clinicians are able
to identify conditions in the early stages of a disease and delay or prevent further development
of the disease.”® In contrast to diagnostic tests, screening tests evaluate individuals that have a
low pretest probability of a particular disease. These individuals are either asymptomatic or are
at preclinical stages of their disease.*® Thus, colonoscopy is considered the “gold standard” in
detecting colorectal cancer. Moreover, endoscopy is frequently used as a diagnostic tool to
evaluate stomach pain, ulcers, gastritis, digestive tract bleeding, changes in bowel habits, and
polyps or growths in the colon.* Studies have shown that upper endoscopy is more accurate
than x-rays in detecting abnormal growths, such as cancer, and is more accurate for
examination of the upper digestive system.”® Upper endoscopy may also be used to identify and
remove polyps, or to dilate or stretch narrowed areas of strictures of the esophagus, stomach,
or duodenum that result from cancer or other diseases.*’

Endoscopy: Use as a Treatment Tool

Therapeutic endoscopy is an endoscopic procedure during which treatment is carried out.
Advances in therapeutic and interventional endoscopy over the last three decades have made a
substantial impact on treating various conditions.*® Endoscopic therapy is “the most effective
form of treatment in stopping hemorrhage from actively bleeding lesions and has reduced the
need for emergency bowel resection.”® Moreover, endoscopic placement of stents for “the
treatment and palliation of benign and malignant strictures involving the esophagus, duodenum,
and colorectal regions of the gastrointestinal tract have shown to be more efficacious, cost-
effective, and associated with less morbidity and mortality.®® Accordingly, these important
treatment advances are used to address Gl conditions and disease.

F.1.b.ii Public Health Value /Outcome-Oriented:
Describe the impact of the Proposed Project and how the Applicant will
assess such impact. Provide projections demonstrating how the Proposed
Project will improve health outcomes, quality of life, or health equity. Only
measures that can be tracked and reported over time should be utilized.

1 d.

2 1d.

3 T.H. Ro et al, Value of screening endoscopy in evaluation of esaphageal, gastric and colon cancers. 21 WORLD J.
OF GASTROENTEROLOGY, 33, 9693-706 (Sept. 7, 2015).

“ fd,

45 Colorectal Cancer Screening, AM. SOC'Y FOR GASTROINTESTINAL ENDOSCOPY, https.//www.asge.org/home/about-
asge/newsroom/media-backgrounders-detail/colorectal-cancer-screening (last reviewed July 2017).

48 Id,

T id.

48 Endoscopic Therapy, SCIENCEDIRECT, hitps://www. sciencedirect.com/topics/medicine-and-dentistry/endoscopic-
therapy (last visited Mar. 29, 2019).

45 1d.

50 Id.
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A. Expansion of Endoscopy Services at MGH's Main Campus: Improving Health Qutcomes
and Quality of Life

MGH anticipates that the Proposed Project will provide its patients with improved health
outcomes, improved quality of life, and additional access to high quality endoscopy services by
expanding endoscopy capacity at its main campus. As more fully discussed in Factor F.1.b.i.,
the expansion and renovation of the Endoscopy Unit at MGH wiil improve access to treatment
options, including innovative endoscopic procedures and devices; reduce wait times for
procedures; and ensure higher quality outcomes. Endoscopy is used as a diagnostic tool, as
well as an alternative to open surgery for some conditions. When endoscopy is used as a
screening or diagnostic tool, various conditions are identified expeditiously, leading to timely
treatment and improved quality outcomes. When endoscopy is performed rather than a
corresponding open surgery, patients tend to have smaller or fewer incisions; less pain, lower
risk of infection; shorter hospital stays; quicker recovery times; less scarring and a reduced loss
of blood.*' Consequently, endoscopic procedures frequently have fewer side effects and less
complications for patients, leading to improved quality outcomes, while shorter recovery periods
lead to improved quality of life for patients and their families.*?

Moreover, the expansion and renovation of MGH's Endoscopy Unit will also impact patient
experience. Current physical plant constraints cause overcrowding in the perioperative space,
thereby impacting patient privacy and satisfaction. Frequently, patients have longer lengths of
stay (due to overcrowding) constraining discharge processes. Through the Proposed Project,
MGH will eliminate the space constraints that are creating operational inefficiencies, leading to
better patient throughput, as well as enhanced patient experience and higher levels of
satisfaction.

B. Additional Strategies for Improving Patient Experience and Ensuring High Quality Qutcomes
for All Services at MGH

The Applicant and MGH are committed to developing and implementing population health
management (“PHM") strategies to ensure high quality outcomes and an exceptional care
experience for all patients. Currently, MGH is in the midst of a ten-year strategic plan aimed at
improving patient experience and clinical quality outcomes, as well as reducing the costs
associated with care. Every clinical department at MGH, including the Gl Division, has a PHM
strategy. Currently, high quality patient outcomes are achieved through these strategies, which
are aimed at improving quality, efficiency and patient experience, such as care models that are
rooted in collaboration, including patient-centered medical homes, care integration and other
care initiatives specifically designed by MGH clinicians. Accordingly, MGH offers a number of
programs to ensure quality care for patients.

First, MGH staff participate in the eConsult Program. Through the eConsult program PCPs and
specialists, such as gastroenterologists and endoscopists, consult (as needed) through a non-
face-to-face electronic interaction that seeks to ensure patients are receiving appropriate care
services, while avoiding any unnecessary higher cost consultations. Through this program,
primary care physicians (“PCPs") initiate an eConsult order through the hospital's electronic
health record (“EHR”). Within three business days, for endoscopy patients, a PCP will be

51 Loras, supra note 26.

52 | gras, supra note 26,

53 Minimally Invasive Surgery, JOHNS HOPKINS MEDICINE,

https:/Aiwww.hopkinsmedicine.org/minimally invasive_robotic surgery/types.html (last visited Mar. 29, 2018).
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provided with structured guidance from a gastroenterologist on a particular question about a
specific patient. Through this program, clinical decision support in the EHR and physician-level
variation reporting minimize inappropriate ordering high-cost diagnostic tests by a PCP and
ensure patients receive the care that they need.

Second for MGH's highest risk and most complex patients, clinical staff offer the Integrated
Care Management program (“iCMP”). iCMP provides eligible patients with a care manager who
deveiops a care plan in tandem with the patient and other members of the clinical team. The
care manager works in-person and telephonically to coordinate a patient's care and ensures
that patients are not readmitted to the hospital when possible. Additionally, the care manager
connects patients with community based resources that are vital for recovery. MGH also offers
the Integrated care management program, Patients Linked to Urgent Supports (“PLUS). This
program provides intensive wrap-around services (psycho-social supports) to a small number of
patients. Services include acute community paramedicine, crisis stabilization units, and
coordinated transportation. All of these programs assure that MGH's patients have the highest
quality care, as well as a superior care experience.

Third, MGH offers alternative care pathways to patients, so they may avoid unnecessary visits
to the emergency department or inpatient hospitalizations. The Gl Division offers a Lower Gl
Bleed pathway for patients that are in need of urgent Gl procedures and a post-discharge clinic
for cirrhotic patients, so they may be seen immediately in order to avoid readmissions.
Additionally, the Partners Mobile Observation Unit (*PMOU”) is a program that provides home-
based urgent care for patients experiencing at-risk medical events believed to be treatable with
enhanced home care. Additionally, MGH’s Home Hospital Program offers daily hospital-level
care at home through team-based care.

Through the Proposed Project, the Gl Division will offer these programs to patients, thereby
ensuring improved quality outcomes for patients and a better overall patient experience. For all
patients access to these critically needed services will allow them to receive appropriate and
timely care, as well as address any social determinant of health challenges that a patient may
be facing. By providing access to these PHM strategies, MGH provides holistic care, which in
turn ensures higher quality outcomes.

C. Assessing the Impact of the Proposed Proiect

To assess the impact of the Proposed Project, MGH developed the following metrics and
reporting schematic, as well as metric projections for process and quality indicators that will
measure patient satisfaction, access and quality of care. The measures are discussed below:

1. Satisfaction — Patient Satisfaction: Patients that are satisfied with care are more likely
to seek additional treatment when necessary. MGH staff will review the Access to Care
metric with Gl-Endoscopy via CG-CAPS scores.

Measure: Access to Care — Response Options, include: Never/No, Sometimes, Usually,
Always/Yes

Projections: Baseline: 71.3%; Year 1: 71.8%; Year 2; 72.0%; and Year 3: 72.5%.

Monitoring: Any category receiving a less than “Always/Yes” top box rating will be
evaluated and policy changes instituted as deemed appropriate.
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2. Access — Reduction in Inpatient Case Delays: This metric reviews delays in the start time
of inpatient cases. This information will be obtained via MGH’s electronic health record
(“‘EHR") system, EPIC.

Measure: Time interval between inpatient cases performed in the Endoscopy Unit.

Projections: Baseline: 75 minutes; Year 1: 65 minutes, Year 2: 60 minutes; and Year 3:
50 minutes.

Monitoring: Reviewed quarterly based on inpatient case data.

3. Clinical Quality -~ Improved Patient Flow in the Endoscopy Unit. This measure
evaluates the total time a patient scheduled for an outpatient sedation case is in the
Endoscopy Unit. This information will be obtained via MGH’s EHR system, EPIC.

Measure: Total patient time in the Endoscopy Unit measured from patient arrival to
procedure.

Projections: Baseline: 105 minutes; Year 1. 100 minutes; Year 2: 95 minutes; and Year
3: 90 minutes.

Monitoring: Reviewed quarterly by clinical staff.

F1.b.iii Public Health Value /Health Equity-Focused:

For Proposed Projects addressing health inequities identified within the
Applicant’s description of the Proposed Project's need-base, please justify
how the Proposed Project will reduce the health inequity, including the
operational components (e.g. culturally competent staffing). For Proposed
Projects not specifically addressing a health disparity or inequity, please
provide information about specific actions the Applicant is and will take to
ensure equal access to the health benefits created by the Proposed Project
and how these actions will promote health equity.

To ensure health equity to all populations, including those deemed underserved, the Proposed
Project will not affect accessibiliiy of MGH's services for poor, medically indigent, and/or
Medicaid eligible individuals. MGH does not discriminate based on ability to pay or payer source
and this practice will continue following implementation of the Proposed Project. As further
detailed throughout this narrative, the Proposed Project will increase access to high quality
endoscopy, services for all patients in a number of ways.

Over the past decade, MGH has launched a variety of diversity initiatives to address healthcare
disparities, increase the percentage of employees from underrepresented groups, build trust
among people of diverse backgrounds and evaluate the hospital’'s progress. Given these efforts,
MGH was recently named one of the nation’s top ten hospitals and health systems on diversity
issues by Diversity Inc., a publication that monitors best practices in the field. With these goals
and MGH'’s commitment to increasing the number of employees from underrepresented groups,
the hospital’s staff represent various races and ethnicities. Through the Proposed Project,
patients will have access to culturally competent staffing through a clinical staff representative of
various races and ethnicities. Recently, the Gl Division hired a new faculty member who is
bilingual in English and Spanish to spearhead efforts in community outreach. The Hospital is
committed to recruiting and hiring additional diverse staff that reflect the Hospital's patient panel.
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Moreover, Partners HealthCare, and specifically MGH, has also adopted the Culturally and
Linguistically Appropriate Service (“CLAS”) standards set forth by the U.S. Department of Health
and Human Services Office of Minority Health for all practice sites. MGH provides effective,
understandable, and respectful care with an understanding of patients’ cultural health beliefs
and practices and preferred languages. Additionally, MGH has arrangements to offer ongoing
education and training in culturaliy and linguistically appropriate areas for staff at all levels and
across all disciplines.

In regard to interpreter services, MGH provides staff interpreters that speak eleven languages,
including American Sign Language (“ASL"). Interpretations for encounters that occur at MGH's
main campus staff are documented in a centralized Interpreter Services Tracking System, which
contains a reporting tool for year-end statistics of positive encounters. MGH staff review the
annual statistics and seek ways to improve these services.

Finally, all Partners HealthCare hospitais, including MGH participate in the American Hospital
Association’s #123Equity Pledge Campaign. This Campaign seeks to eliminate health and
health care disparities that exist for racially, ethnically and culturally diverse individuals. The
campaign requires hospital leaders to accelerate progress in the following areas: (1) Increasing
the collection and use of race, ethnicity, language preference and other socio-demographic
data; (2) Increasing cultural competency training; and (3) Increasing diversity in leadership and
governance. Currently, all Partners HeaithCare hospitals participate in the Campaign. This
Campaign will allow MGH staff to ensure equal access to the benefits created by the Proposed
Project.

F1.b.iv Provide additional information to demonstrate that the Proposed Project
will result in improved health outcomes and quality of life of the Applicant’s
existing Patient Panel, while providing reasonable assurances of health

equity.

The Proposed Project seeks to ensure timely access to endoscopy services. By providing
patients with access to these services, patient wait times for procedures will be reduced. Timely
treatment often ensures fewer complications, leading to reduced emergency department visits
and hospitalizations and improved health outcomes. Moreover, expedited access to care may
lead to a reduction in disease/condition-related complications, such as pain that directly impact
a patient's quality of life.

F1l.c Provide evidence that the Proposed Project will operate efficiently and
effectively by furthering and improving continuity and coordination of
care for the Applicant's Patient Panel, including, how the Proposed
Project will create or ensure appropriate linkages to patients' primary care
services.

To ensure continuity of care, improved health outcomes and enhanced quality of life, through
the proposed Project, MGH's Gl staff will continue existing formal processes for linking patients
with their primary care physicians for follow-up care, as weli as case management/social work
support to ensure patients have access to resources around social determinant of health
(*SDoH") issues. Providing patients with linkages to these necessary services prevents
unnecessary readmissions, ensures appropriate care management and provides the patient
with the resources for leading a better life. Moreover, patients at MGH will benefit from MGH's
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mature PHM strategies, including an existing system of care coordination and care delivery
alternatives aimed at improving patient experience and outcomes.

Partners has a number of integrated care programs in place to ensure continuity of care and
care integration. In addition to programs, such as eConsult and Shared Decision-Making, MGH
assists patients with linkages to care and SDoH through care managers who follow-up with
patients after ambulatory procedures. These care manager's follow-up with patients
telephonically to provide medication reconciliation and coordinate care with clinicians to
optimize recovery. Moreover, and as discussed, MGH also offers a number of alternatives to
emergency department care for patients through PMOU, a program that provides home-based
urgent care for patients experiencing at-risk medical events believed to be treatable with
enhanced home care. Accordingly, these efforts and initiatives ensure patients are appropriately
linked to care integration resources.

F1.d Provide evidence of consultation, both prior to and after the Filing Date,
with all Government Agencies with relevant licensure, certification, or other
regulatory oversight of the Applicant or the Proposed Project.

Since a broad range of input is valuable in the planning of a project, the Applicant carried out a
diverse consultative process with individuals at various regulatory agencies regarding the
Proposed Projects. The following individuals are some of those consulted regarding this Project:

e Department of Public Health: Nora Mann, Director, Determination of Need Program;
Rebecca Rodman, Deputy General Counsel; and Ben Wood, Director, Office of
Community Health Planning and Engagement.

o MassHealth: Steven Sauter, Director, Acute Hospital Program, MassHealth Office of
Providers and Plans and David Garbarino, Director of Purchasing Strategy and Analytics
at Executive Office of Health and Human Services — MassHealth.

F1l.e.i Process for Determining Need/Evidence of Community Engagement:
For assistance in responding to this portion of the Application, Applicant is
encouraged to review Community Engagement Standards for Community
Health Planning Guideline. With respect to the existing Patient Panel,
please describe the process through which Applicant determined the need
for the Proposed Project.

A. Community Engagement on the Expansion of Endoscopy Services

Based upon growing demand by MGH’'s patient pane! for endoscopy services and given
physical plant constraints within the Endoscopy Unit, MGH staff developed a plan to renovate
and expand this clinical space. In contemplation of this expansion, MGH’s leadership sought to
define its community broadly and engage patients and family members that may be impacted by
the Proposed Project to obtain feedback and answer questions. These engagement efforts are
described below.

In an effort to ensure appropriate community engagement, the Proposed Project was presented
at an Experience Design Workshop for the MGH — Cambridge Street Project Patient and Family
Advisory Council (*PFAC™). The purpose of this meeting was to build a vision for the ideal MGH
experience based on patient and family member feedback. At this workshop, participants were
taken through a series of interactive activities, where they provided input on proposed projects,
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such as the expansion and renovation of the Endoscopy Unit. An agenda and list of attendees
for the meeting may be found in Attachment 4¢. Overall feedback from the meeting was very
positive and supportive of the plan. There were no concerns expressed by this group.

F1.e.i Please provide evidence of sound Community Engagement and
consultation throughout the development of the Proposed Project. A
successful Applicant will, at a minimum, describe the process whereby the
"Public Health Value"” of the Proposed Project was considered, and will
describe the Community Engagement process as it occurred and is
occurring currently in, at least, the following contexts: ldentification of
Patient Panel Need; Design/selection of DoN Project in response to "Patient
Panel" need; and Linking the Proposed Project to "Public Health Value".

To ensure sound community engagement throughout the development of the Proposed Project,
the Applicant, in conjunction with MGH, took the following actions:

¢ Presented to the MGH — Cambridge Street Project PFAC on February 11, 2019 at an
Experience Design Workshop.

For detailed information on these activities, see Attachment 4c.

For transparency and io educate the community regarding the public health value of the
proposed endoscopy renovation and expansion, MGH presented on the Proposed Project at the
aforementioned PFAC meeting. At this meeting, staff discussed the components of the
Proposed Project and the patient panel need that the Project will meet, as well as the impact of
the proposed Project including its public health value with PFAC members.

Factor 2: Health Priorities

Addresses the impact of the Proposed Project on health more broadly (that is, beyond
the Patient Panel) requiring that the Applicant demonstrate that the Proposed Project will
meaningfully contribute to the Commonwealth’'s goais for cost containment, improved
public health outcomes, and delivery system transformation.

F2.a. Cost Containment:
Using objective data, please describe, for each new or expanded service,
how the Proposed Project will meaningfully contribute to the
Commonwealth's goals for cost containment.

The goals for cost containment in Massachusetts center around providing low-cost care
alternatives without sacrificing high quaiity. In fact, the Commonwealth's independent state
agency that develops policy to reduce health care cost growth and improve the quality of patient
care, the Health Policy Commission, has a stated goal of bettering health and care at a lower
cost across the Commonwealth. Consequently, the Proposed Project will meaningfully
contribute to Massachusetis’ goals for cost containment through the efforts outlined below. The
expansion and renovation of the Hospital's Endoscopy Unit will allow more patienis access to
high quality endoscopy services. Studies comparing endoscopic procedures to open surgery
have found that these minimally invasive procedures are iwo to five times less costly than open
surgery. Furthermore, patients who have endoscopy tend to have fewer side effects and
complications, as well as faster recovery times, leading to less health care utilization (through
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reduced readmissions and emergency department visits) and therefore, reduced costs for
providers, payers and patients. Moreover, when endoscopy is used as a screening or diagnostic
tool, clinical conditions are identified in a timely manner, providing patients with more treatment
interventions that tend to be lower cost. Accordingly, the Proposed Project will iower costs by
providing timely access to cost-effective surgical alternatives. This Project also will provide
earlier diagnoses for some patients, allowing for expedited treatment, thereby leading to a lower
cost of care.

F2.b. Public Health Outcomes:
Describe, as relevant, for each new or expanded service, how the Proposed
Project will improve public health outcomes.

The expansion of endoscopy services at MGH will improve public health outcomes as patients
will have more timely and continued access to necessary services as demand continues to
increase for the aging patient panel, ultimately leading to better quality outcomes and an
enhanced patient care experience. Moreover, as discussed, studies have documented the
benefits of obtaining timely endoscopy services, including more timely treatment of diseases
and conditions that impact a patient's quality of life. When patients receive timely care, in the
appropriate setting and achieve cost savings, both the health care market and patients benefit
from these practices.

F2.c. Delivery System Transformation:
Because the integration of social services and community-based expertise
is central to goal of delivery system transformation, discuss how the needs
of their patient panel have been assessed and linkages to social services
organizations have been created and how the social determinants of health
have been incorporated into care planning.

As outlined in Section F.1.B.ii, MGH has numerous programs in place to ensure linkages to
social service organizations, such as through the iCMP for high-risk, chronically ill patients.
Additionally, as part of the transition to the MassHealth ACO model of care, the Applicant
and MGH have implemented a universal screening program for SDoH. This includes
screening for: housing, food insecurity, finances, childcare, transportation, and literacy.
Staff have developed workflows to connect patients to internal and external resources if the
patient screens positive in any of the SDoH domains.

Factor 5: Relative Merit

F5.a.i Describe the process of analysis and the conclusion that the Proposed
Project, on balance, is superior to alternative and substitute methods for
meeting the existing Patient Panel needs as those have bheen identified by
the Applicant pursuant to 105 CMR 100.210(A){(1). When conducting this
evaluation and articulating the relative merit determination, Applicant shall
take into account, at a minimum, the quality, efficiency, and capital and
operating costs of the Proposed Project relative to potential alternatives or
substitutes, including alternative evidence-based strategies and public
health interventions.

Proposal: Renovated and expand the Endoscopy Unit to address physical plant constraints and
ensure access to endoscopy services for an aging patient panel.
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Quality: The Proposed Project is a superior alternative for providing high quality endoscopy
services and improving health outcomes for patients. The expansion of endoscopy services, will
allow patients to receive timely diagnosis and treatment for Gl diseases and conditions. When
endoscopy is used as a diagnostic tool, various conditions are identified expeditiously, leading
to timely treatment and improved quality outcomes. When endoscopy is performed rather than a
corresponding open surgery, patients tend to have fewer complications and fast recovery times.

Efficiency: Currently, physical plant constraints cause operational inefficiencies. The
Endoscopy Unit has very limited perioperative space, hampering throughput and causing
delays, which frequently lead to overcrowding. Consequently, the discharge process is
constrained, leading to longer lengths of stay and dissatisfaction by patients with their overall
care experience. Through the Proposed Project, wait times for procedures will be reduced with
the expansion of the dlinical space. Moreover, the Proposed Project will address patient
throughput issues by adding ten additional recovery beds, leading to reduced lengths of stay
and more efficient discharge processes.

Capital Expense: The proposed renovation and expansion of endoscopy services represents a
cost-effective project as MGH staff have worked with the architects and the design team to
implement a cost-effective expansion.

Operating Costs: Maintaining the Endoscopy Unit in its current state will continue to present
operation inefficiencies, including administrative costs associated with inefficient and ineffective
patient throughput. The Proposed Project will eliminate these inefficiencies, leading to stabilized
operating costs.

List alternative options for the Proposed Project:
Option 1

Alternative Proposal: Expansion of the Endoscopy Unit across the Gray and Jackson
building to create a larger multi-specialty procedural space for cardiclogy, pulmonary,
and endoscopy.

Alternative Quality: This is not a feasible solution as this alternative requires major
construction that would disrupt other clinical services, impacting patient care and
experience. Additionally, this alternative would require the relocation of the Anesthesia
Department, which is not feasible.

Alternative Efficiency: Given the large amount of construction, this alternative would
need to occur through a multi-phased strategy taking approximately six years. Moreover,
consolidation of specialized services may not improve operating or cost efficiencies.

Alternative Capital Expenses: The capital expense for this alternative would have
been much more expensive than the Proposed Project with projected costs at
approximately $98M over six years, nearly three times the cost of the Proposed Project.

Alternative Operating Costs: Operating costs would be higher for this alternative given
disruption to other clinical services, including the need to relocate the Anesthesia
Department.
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Option 2

Alternative Proposal: Expansion of the Endoscopy Unit to an off-campus location at the
Charles River Plaza 9 Building.

Alternative Quality: Relocating the Endoscopy Unit from MGH's main campus to an off-
campus setting is not feasible as this off-campus location is limited in regard to the types
of patients that may be cared for in this outpatient setting. Patients with co-morbidities
and higher levels of acuity, as well as inpatients would still need to receive services at
MGH’s main campus as these patients need access to resources only available on the
main campus, such as anesthesia support and operating rooms. Furthermore, this
alternative only allows for the expansion of endoscopy at the off-campus location by one
procedure room. Since demand for these services will increase, this alternative does not
allow MGH to meet the demand for endoscopy services of an aging patient panel.

Alternative Efficiency: With only specific types of patients able to receive services in an
off-campus setting, MGH would need to create both an on-campus and off-campus
program for patients with endoscopy needs. The creation of two programs would be
inefficient and impact patient and provider experience.

Alternative Capital Expenses: Given that this alternative would not allow MGH to meet
current and future demand for endoscopy services, this alternative was deemed not
feasible and exact capital expenses were not caiculated.

Alternative Operating Costs: Operating costs for this alternative would be higher than
the Proposed Project as MGH would need to maintain operations for two Endoscopy
Units both on- and off-campus.
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Factor 1: Applicant Patient Panel Need, Public Health Values and Operational Objectives

F1.a. Patient Panel:
Describe your existing Patient Panel, including incidence or prevalence of
disease or behavioral risk factors, acuity mix, noted health disparities,
geographic breakdown expressed in zip codes or other appropriate
measure, demographics including age, gender and sexual identity, race,
ethnicity, socioeconomic status and other priority populations relevant to
the Applicant's existing patient panel and payer mix.

A. Partners HeailthCare Patient Panel

Partners HealthCare is a not-for-profit, integrated health care system that was formed in 1994
by an affiliation between The Brigham Medical Center, Inc. (now known as Brigham Health) and
The Massachusetts General Hospital. Partners HealthCare currently operates two tertiary
hospitals, six community acuie care hospitals, and one acuie care specialty hospital in
Massachusetts; one community acute care hospital in Southern New Hampshire; one facility
providing inpatient and outpatient mental health services; and three facilities providing inpatient
and outpatient services in rehabilitation medicine and long-term care. Partners HealthCare also
operates physician organizations and practices, a home health agency, nursing homes and a
graduate level program for health professionals. Partners HealthCare is a non-university-based
nonprofit private medical research enterprise and its academic medical centers are principal
teaching affiliates of the medical and dental schools of Harvard University. Partners HealthCare
provides its services to patients primarily from the Greater Boston area and eastern
Massachusetts, as well as New England and beyond. Additionally, Partners HealthCare
operates a licensed, not-for-profit managed care organization that provides health insurance
products to the MassHealth Program (Medicaid}, Commonwealth Care (a series of health
insurance plans for adults who meet income and other eligibility requirements) and commercial
populations.

Partners HealthCare serves a large and diverse patient panel as demonstrated by the utilization
data for the 36-month period covering Fiscal Year (*FY") 16-18 and the preliminary data
available for FY19." Attachment 2 provides this demographic profile for Partners HealthCare in
table form. The number of patients utilizing Partners HealthCare's services has increased? since
FY16, with 1,377,250 unique patienis in FY16, 1,403,853 unique patients in FY17 and
1,500,670 unique patients in FY18.% Preliminary data indicate that for the first six week of FY19

1 Fiscal year QOctober 1 — September 30. While preliminary data is available for FY19, annual comparisons are
calculated using data for FY16-18 as the FY19 data is only for the first six weeks of the new fiscal year and will
change over fime.

? The methodology for aggregating Partners HealthCare's patient panel data has evolved into an automated process
utilizing internal data resources. Initially, in 2017, when Partners HealthCare began developing its patient panel for
Determination of Need applications, such as the Change of Ownership for Massachusetts Eye and Ear and the
Substantial Capital Expansion for Brigham and Women’s Hospital, staff manually aggregated the necessary data.
However, since these submissions, Partners HealthCare staff have developed a new automated process that allows
for the collection and amalgamation of system-wide data. This refined methodology allows staff to continuously
monitor and improve the way that data are aggregated. Accordingly, between June 2018 and October 2018, staff
further refined the data collection processes leading to a decrease of no more than 5% in overall patient counts for
the system. Staff will continue to refresh and refine the process for aggregating data across the system, leading to
maore exact patient panel data.

3 Entities include: Brigham and Women's Hospital, Brigham and Women's Faulkner Hospital, Massachusetts General
Hospital, Newton-Wellesley Hospital, and North Shore Medical Center; Cooley Dickinson Hospital, Martha's Vineyard
Hospitai, McLean Hospital, and Nantucket Cottage Hospital {post-Epic data only); Massachusetts Eye and Ear
Infirmary (outpatient post-Epic data enly); Spaulding Rehabilitation Hospital (Telehealth, Partners Mobile Observation
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Partners HealthCare had 398,563 unique patients. Partners HealthCare’s patient mix consists of
approximately 42% males and 58% females. The Massachusetts Center for Health Information
and Analysis (“CHIA"} reports that Partners HealthCare's patient panel represents 19% of all
discharges in the Commonwealth.* The system’s case mix adjusted discharge rate is 22%.°

Partners HealthCare has seen an increase in the number of patients it serves across all age
cohorts between FY16 and FY18. Current age demographics show that the majority of the
patients within Partners HealthCare’s patient population are between the ages of 18-64 years of
age (61.7-62.1% of the total patient population). Patients that are 65 and older also make up a
significant portion of the total patient population (26.1-27.8% of the total patient population).
Cnly 10.4-11.9% of Partners HealthCare's patients are between 0-17 years of age. Preliminary
data for FY19 shows similar trends with regard to increases across age cohorts and cohort
distribution.

Partners HealthCare's patient panel reflects a mix of races. Data based on patient seif-reporting
demonstrate that in FY18, 72.0% of the total patient population identified as White; 5.5%
identified as African American or Black; 4.1% identified as Asian; 1.5% identified as
Hispanic/Latino; 0.1% identified as American indian or Alaska Native; and 0.1% identified as
Native Hawaiian or Other Pacific Islander. Since patients were grouped into these categories
based on how they self-identified,® there is a portion of the patient population (16.8% in FY18)
that either chose not to report their race or identified as a race that did not align with the
aforementioned categories. Therefore, it is important to note that the racial composition of
Partners HealthCare’s patient panel may be understated.

Partners HealthCare provides care to patients from a broad range of geographies including all
fifty states. While Partners HealthCare’s patient panel resides mainly in Eastern Massachusetts,
there is a sizeable portion of the patient panel that resides outside of Massachusetts (10.3%, or
155,302 patients, in FY18). By applying the Department of Public Health’s (“DPH"} Health
Service Area ("HSA”) categories to FY18 data, 43.6% of Partners HealthCare’s patients reside
in HSA 4 (654,363 patients); 16.3% reside in HSA 6 (244,578 patients); 13.6% reside in HSA 5
(204,213 patients); 6.4% reside in HSA 3 (95,780 patients); 3.3% reside in HSA 2 (49,077
patients); 6.1% reside in HSA 1 (90,977 patients); 0.01% reside in MA but outside of HSAs 1-6
(45 patients); and the origin of 6,335 patients or 0.5% of the panel! is unknown.

Unit, Home Hospital programs for GH and BWH, Stay Connected with GH, Lifeline, and CareSage programs are not
included); Brigham and Women’s Physicians Organization, Massachusetts General Physicians Crganization,
Newton-Wellesley Medical Group, and North Shore Physicians Group; Cooley Dickinson PHO (post-Epic data only);
and Partners Community Physicians Organization {pre-Epic non-risk patienis not included).

4 Fiscal Year 2015: Partners HealthCare Sysfem, MASSACHUSETTS CTR. FOR HEALTH INFORMATION ANALYSIS,
htto://www.chiamass.gov/assets/docs/r/hospital-profiles/2015/Partners-HealthCare-System. pdf (last visited Mar. 29,
2019).

5id.

8 With the exception of the category “Hispanic/Latino," the race categories shown above are based on the 1997 Office
of Management and Budget standards on race and ethnicity. Patients were grouped into these categories based on
their responses as follows — White: “White”; African American or Black: “African American”, “Black”, “Black or African
American”; American Indian cr Alaska Native; “American Indian”, “American Indian or Alaska Native”; Asian: “Asian”;
Native Hawaiian or Other Pacific Islander: "Native Hawaiian or Other Pacific Islander”, “Native Hawaiian/Other Pacific
Islander’, “Pacific Islander”; Hispanic/Latino: “Hispanic”,” Hispanic or Latino®," Latino”; Other/Unknown: All other
responses.
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B. Massachusetts General Hospital Patient Panel

Massachusetts General Hospital (*MGH”) is one of the founding members of Partners
HealthCare and the original teaching hospital of Harvard Medical School. With 1,035 licensed
beds at its main campus in Boston, MGH is the largest hospital in the state. In addition to its
main hospital campus in Boston, MGH offers services to patients through various hospital
satellite and clinic locations across Eastern Massachusetts.

Overall Patient Panel

Attachment 2 provides the demographic profile for MGH in table form. Similar to Partners
HealthCare, the number of patients utilizing MGH increased from FY16-FY18 and in FY19-year-
to-date (“YTD"), with 563,470 unique patients in FY16, 563,976 unique patients in FY17, and
566,357 unigue patients in FY18. In the first six week of FY19, MGH had 149,595 unique
patients. Of these patients, approximately 44% are male and 56% are female.

In regard to age, the majority of MGH's patients are between the ages of 18-64 (59.3%, or
335,741 patients in FY18). The next largest age cohort is patients that are 65 years and older
(26.4%, or 149,588 patients, in FY18). Subsequently, 14.3% of MGH’s patients are between
ages 0-17 (81,023 patients in FY18).

Moreover, MGH'’s patients reflect a diversity of races. Data based on patient self-reporting
demonstrate that in FY18, 73.0% of patients identified as White; 5.2% identified as African
American or Black; 5.2 identified as Asian; 0.8% identified as Hispanic/Latino; 0.1% identified as
American Indian or Alaska Native; and 0.1% identified as Native Hawaiian or Other Pacific
Islander. Since patients were grouped into these categories based on how they self-identified,”
there is a portion of the patient population (15.7% in FY 18} that either chose to not report their
race or identified as a race that did not align with the above categories. Therefore, it is important
to note that the racial composition of MGH's patients may be understated.

Finally, aggregated zip code data by HSA for FY18 demonstrate that MGH's patient population
has a similar geographic composition to the larger Partners HealthCare patient panel. These
data indicate that 49.2% of MGH'’s patients resided in HSA 4 (278,900 patients); 17.3% resided
in HSA 6 98,075 patients); 8.6% resided in HSA 5 (48,576 patients); 5.8% resided in HSA 3
(32,725 patients); 3.2% resided in HSA 2 (18,211 patients); 1.3% resided in HSA 1 (7,174
patients). Over 79,819 patients or 14.1% of the panel was from outside of Massachusetts, and
the origin of 0.5% of the panel was unknown.

PET/MR Patient Panel

The MGH Department of Radiology provides comprehensive diagnostic imaging and
interventional services, trains the next generation of subspecialty radiologists, and carries out
research that advances the state of the art in medical imaging. MGH's Department of Radiology
employs more than 100 board-certified radiologists specializing in twelve clinical areas

7 With the exception of the category “Hispanic/Lating", the race categories shown above are based on the 1997 Office
of Management and Budget standards on race and ethnicity. Patients were grouped into these categories based on
their responses as follows — White: “White”; African American or Black: “African American”, “Black”, "Black or African
American”; American Indian or Alaska Native: “American Indian”, “American Indian or Alaska Native”; Asian: "Asian”;
Native Hawaiian or Other Pacific Islander: “Native Hawaiian or Other Pacific Islander”, “Native Hawaiian/Other Pacific
istander’, "Pacific 1slander”; Hispanic/Latino: "Hispanic”,” Hispanic or Latino”," Lating”; Other/Unknown: All other
responses.
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supported by hundreds of highly trained technologists and support staff. Over 500 researchers
are pioneering advances in medical imaging, and close to 100 trainees are studying to become
the next generation of subspecialized radiologists. MGH'’s radiologists provide expert insight on
using medical imaging to answer clinical questions and guide critical decisions.

To ensure patients have access to necessary imaging capabilities, through the Proposed
Project, MGH plans to add one PET/MR unit that will be utilized for part-time clinical use with
the remainder of its time dedicated to research. The high incidence of patients within the
Commonwealth and the Applicant's patient panel with oncologic, cardiovascular, pediatric,
neurologic, muskulo-skeletal and gastrointestinal conditions, the addition of this new modality
will benefit individuals with these conditions. As this is the first PET/MR unit on the MGH
campus, there is no historical volume data available. However, the benefits of PET/MR have
been noted in numerous studies and are documented below and throughout this narrative.

MRI Patient Panel

Only a smalt population of patients wili be eligible for PET/MR clinical scans. To maximize the
utility of this resource, MGH also plans to utilize the MRI component of the PET/MR for part-time
clinical use. Currently, MGH has ten MRI scanners, five of which are 1.5T strength and five
MRIs that are 3.0T. In FY15 these ten MRI scanners performed 37,804 scans and in FY 16 this
scan volume had a slight decrease to 37,106 scans. However, in FY17, scan volume at MGH
increased by nearly 5% to 39,577 scans. Currently, wait times for outpatient scans at MGH are
up to 18 days for non-preferred time slots and up to 6 weeks for preferred time slots. This
backlog coupled with a 1% growth trend for MRI services will severely constrain access to these
services at MGH. Consequently, to ensure patients have timely access to MR services, through
the Proposed Project, MGH will add additional part-time clinical MRI slots at its main campus by
utilizing the MRI component of the PET/MR for twelve hours during the week and sixteen hours
each weekend day. This increase in scanner availability will allow for an additional 1,500 scans
annually, easing the backlog that currently exists at MGH's main campus.

F1.a.ii Need by Patient Panel:

Provide supporting data to demonstrate the need for the Proposed Project.
Such data should demonstrate the disease burden, behavioral risk factors,
acuity mix, health disparities, or other objective Patient Panel measures as
noted in your response to Question F1.a.i that demonstrates the need that
the Proposed Project is attempting to address. If an inequity or disparity is
not identified as relating to the Proposed Project, provide information
justifying the need. In your description of Need, consider the principles
underlying Public Health Value (see instructions) and ensure that Need is
addressed in that context as well.

A. Need for PET/MR Technology for Part-Time Clinical Use

As the population in the 65+ age cohort continues to rapidly grow within the Commonwealth (by
2035, the 65+ age cohort will represent approximately a quarter of the Massachusetts
population®), so too, will the incidence of certain conditions, such as oncologic and
cardiovascular conditions. Additionally, PET/MR may be used to diagnose pediatric, and

8 | ONG-TERM POPULATION PROJECTIONS FOR MASSACHUSETTS REGIONS AND MUNICIPALITIES, UNIVERSITY OF
MaASSACHUSETTS DONAHUE INSTITUTE 11, 14 (Mar. 2015), available af hitp://pep.donahue-
institute.org/downloads/2015/new/UMD| LongTermPopulationProjectionsReport 2015%2004%20 29.pdf.
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neurologic conditions. PET/MR has proven to be an important tool in obtaining the necessary
data to diagnose, stage and treat specific conditions within these sub-specialties. Consequently,
MGH is seeking to add a PET/MRI unit for part-time clinical use. The addition of this modality
will allow appropriate patients access to this necessary imaging technology.

Some of the benefits of PET/MR include, “Combined PET/MR scanners acquire PET and MR
data simultaneously, allowing for accurate temporal and spatial matching of PET and MR data.
MR has better soft-tissue contrast than CT and can acquire functional data with, for example,
diffusion-weighted imaging (“DWI”). In a study that compared PET/CT and PET/MR, PET/CT
was found to be superior in detecting lung nodules, but PET/MR revealed additional findings not
seen on PET/CT in 41% of oncology patients. The radiation dose from PET/MR is substantially
less than PET/CT. PET/MR appears to be particularly helpful in evaluating lesions in lymph
nodes, liver, bone, pelvic organs, and breast tissue.” For these reasons, the Applicant’s and
MGH's patient panel will benefit from the addition of this unit.

Increased Incidence of Cancer Leads to a Greater Need for PET/MR Imaqging Services

Cancer is the leading cause of death in the Commonwealth, with an age-adjusted death rate of
155.5 per 100,000 persons in 2014.'° Preliminary cancer incidence rates reported by the
Massachusetts Department of Public Health — Massachusetts Cancer Registry from September
2017 provide an age-adjusted overall cancer incidence rate of 459.4 per 100,000 persons (with
a 95% confidence limit of 457 2-461.5 per 100,000 persons} for 2011-2015, which is greater
than the national incidence rate. The most commonly diagnosed types of cancer in
Massachusetts for men during 2011-2015 were prostate cancer, followed by cancers of the
bronchus and lung, colon/rectum, and urinary bladder." '? Among women in Massachusetts,
the most commonly diagnosed cancer types were cancers of the breast, bronchus and lung,
colon/rectum, and thyroid."® From 2009-2013, there were 64,543 deaths from cancer among
Massachusetts residents, for an average annual age-adjusted mortality rate of 162.9 deaths per
100,000 persons.’ From 2010-2014, the number of deaths slightly decreased to 63,671 deaths,
with an average of 12,734 deaths annually."® Similar to newly diagnosed cases, cancer mortality
in Massachusetts decreased from 2009 to 2013 and again from 2010 to 2014."® These
decreases in overall cancer rates are evidence that treatment services, along with new
technology and scientific discoveries are leading to improved outcomes in the Commonwealth.
However, cancer remains pervasive, leading to more deaths in Massachusetts than any other
disease.’ Accordingly, through the Proposed Project, MGH will provide access to PET/MR
services (with this being the only PET/MR within Massachusetts), which will allow for better
staging and enhanced ability to appropriately diagnosis and treat patients with specific oncologic
conditions.

? Janet Cochrane Miller, Combined PET/MR Imaging, 14 RADIOLOGY ROUNDS 11 (Nov./Dec. 2016),
https://www.massgeneral.org/imaging/news/radiology-rounds/nov-dec-2016/combined-pet-mr-imaging/.
10 Stats of the State of Massachusetts, CTRS. rOR DiSEASE CONTROL AND PREVENTION,
https:./iwww.cdc.gov/nchs/pressroom/states/massachusetts.htm (ast reviewed July 7, 2016).

" 1d,

2 Cancer Incidence and Mortality in Massachusetts 2011 — 2015: Statewide Report, Mass. DEP'T. oF PugLic HEALTH,
hitps://www.mass.gov/lists/cancer-incidence-statewide-reports (July 2018).

13 1d.

4 d.

15 Id.

18 1d.

17 Stats of the State of Massachusetts, supra note 10,
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Several studies show that PET/MR has superior diagnostic potential for the overall detection of
malignancies in cancer patients.’”® PET/MR has proven particularly useful in evaluating lesions
and providing better information and characterization in prostate cancer, pediatric oncology,
breast cancer, and gynecologic malignancies."® Oncologic imaging research demonstrates the
clinical advantages of using PET/MR over PET/CT at several clinical stages, including: the
identification and evaluation of lesions in the brain, breast, liver, kidney, and bones; improved
lesion margins in non-pulmonary soft tissue and bone; better overall lesion alignment;
quantitative accuracy by MRI-based motion correction without additional radiation; reduced
overall radiation exposure; and expanded parametric quantitative imaging.?® PET/MR has also
shown better accuracy in local staging of the pelvis and better evaluation of tumors in regions
difficult to assess, such as the kidneys.?! Accordingly, access to PET/MR imaging services for
patients with specific oncologic conditions is vital to enhanced diagnosis and appropriate
treatment.

Cardiac Conditions and the Need for PET/MR Services

According to the 2015 Massachusetts Behavioral Risk Factor Surveillance System, statewide,
5.7% of Massachusetts adults are diagnosed with myocardial infarction and 5.3% are diagnosed
with angina or coronary heart disease annually. These percentages are similar to figures from
previous years, representing a consistent incidence rate trend: in 2013, 5.2% of Massachusetts
adults were diagnosed with myocardial infarction, and 4.7% were diagnosed with angina or
coronary heart disease; and in 2014, 5.6% of Massachusetts adults were diagnosed with
myocardial infarction, and 5.8% were diagnosed with angina or coronary heart disease.
Moreover, according to the American Heart Association, 12,023 people died of coronary artery
disease in Massachusetts in 2013, making heart disease, the second leading cause of death.

PET imaging is the most frequently used modality for diagnosing obstructive coronary artery
disease; its high sensitivity and specificity yields accurate prognosis and good patient
management.?? The addition of MRI imaging after an injection of a fast bolus of gadolinium
contrast agent yields even increased sensitivity in the diagnosis of obstructive coronary artery
disease.? MRI is the gold standard in assessing cardiac structure, left ventricular function, and
wall motion; tissue perfusion and glucose metabolism provided by PET improves the opportunity
for identifying underlying cardiac disease.?* Cardiac PET/MR imaging that uses specific tracers
to explore various designated areas of the heart might also provide valuable pathophysiclogic
data.?® Consequently, given that coronary artery disease is the second leading cause of death in

18 Guohua Shen et al., Diagnostic Performance of Whole-Body PET/MR! for Detecting Malignancies in Cancer
Patients: A Meta-Analysis, 11 PLOS ONE 4 (Apr. 28, 2016); Onofrio A. Catalanc et al, Clinical Impact of PET/MR
Imaging in Patients with Cancer Undergoing Same-Day PET/CT: Initial Experience in 134 Patienfs — A hypothesis-
generating Exploratory Study, 269 RapioLoGy 3, 857 (Dec. 2013).

9 Miller, supra note 9; D.L. Bailey et al., Combined PET/MRI: Global Warming — Summary Report of the 6th
international Workshop on PET/MRI, March 27-29, 2017, Tibingen, Germany, 20 MoL. IMAGING BloL. 4, 10 (Oct.
2017).

20 Miller, supra note 9; Andrew B. Rosenkrantz et al., Current Status of Hybrid PET/MRI! in Oncologic Imaging, 206
AM. J. ROENTGENOL. 1 (Jan. 2016).

21 Catalano, supra note 18 at 864,

22 Christoph Rischpler et al., Hybrid PET/MR Imaging of the Heart: Pofential. Initial Experiences, and Fulure
Prospects, 54(3) J. NucL. MeD. 402, 407 (Mar. 2013).

2B 1d.

2 {d. at 408-9.

% Felix Nensa et al., Hybrid PET/MR Imaging of the Heart: Feasibility and Inifial Results, 268(2) RapioLogy 366 {Aug.
2013).
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the Commonwealth, enhanced access to PET/MR imaging may assist clinicians in diagnosing
and treating patients in a more timely fashion, reducing complications from the disease.

Evolving Technoloqy and the Benefits of PET/MR

Multimodality imaging has made great strides in imaging evaluation of patients with a variety of
diseases, including oncologic, cardiovascular, pediatric, and neurologic conditions. “While the
initial development of combined PET/MR was in the preclinical arena, hybrid PET/MR scanners
are now available for clinical use. PET/MR combines the unique features of MRI including
excellent soft tissue contrast, diffusion-weighted imaging, dynamic contrast-enhanced imaging,
fMRI and other specialized sequences, as well as MR spectroscopy with the quantitative
physiologic information that is provided by PET. Most evidence for the potential clinical utility of
PET/MR is based on studies performed with side-by-side comparison or software-fused MRI
and PET images. Data on distinctive utility of hybrid PET/MR are rapidly emerging. In general,
PET/MR may be preferred over PET/CT where the unique features of MRI provide more robust
imaging evaluation in certain clinical settings.”?® Accordingly, the benefits of this multimodality
imaging are vast, especially for specific sub-sets of patients.

Through the Proposed Project, MGH pilans to offer access to the benefits of this multimodality
imaging technology to its patients. Based on forecasted volume for the PET/MR, MGH has
developed Table 1 outlining the number of clinical PET/MR scans that will be performed
annually.

Table 1: Projected PET/MR Scans

~Year1 Year2 Year3 Year4 = Year5

Annual PET/MR 356 416 462 462 462
clinical scans
Annual PET/MR 462 546 596 596 596
research scans
Total 818 962 1,058 1,058 1,058

B. Need for Additional MR Capacity

Growing Demand for Imaging Technology

The use of advanced diagnostic imaging in the United States, including imaging with MRI has
increased significantly over the last two decades.?” Several factors have contributed to this
increase, including advancements in technology (e.g., improvements in techniques, resolution,

*¢ Hossein Jadvar et al, Competitive Advantage of PET/MRI, 81 EUR. J. RADIOL. 1, 84-94 (Jan. 2014).

27 Rebecca Smith-Bindman et al., Rising Use Of Diagnostic Medical Imaging In A Large Integrated Health System, 27
HEALTH AFFAIRS 1491 (2008), avaifable atf hitps://'www.ncbi.nim.nih.gov/pmc/articles/PMC2765780/pdfinihms-
137739.pdf; Rebecca Smith-Bindman et al., Use of Diagnostic Imaging Studies and Associated Radiafion Exposure
For Patients Enrolled in Large Integrated Healthcare Systems, 1996—-2010, 307 JAMA 2400 (2012), available at
https://jamanetwork.com/journals/iama/fullarticle/1182858; Robert J. McDonald et al., The Effects of Changes in
Utilization and Technological Advancements of Cross-Sectional Imaging on Radiologist Worldoad, 22 ACADEMIC
RaploLoGy 1191 (2015); Michael Walter, Feeling overworked? Rise in CT, MRl images adds fo radiologist workload,
RabploLogy BusINEss (Jul. 31, 2015), hitp:/imww.radiclogybusiness.com/topics/quality/feeling-overworked-rise-ct-mri-
images-adds-radiologist-workload; Increases in Imaging Procedures, Chronic Diseases Spur Growth of Medical
Imaging Informatics Market, IMAGING TECHNOLOGY NEwWS (Oct. 28, 2016), hitps:/Mmww.itnonline.com/content/increases-
imaging-procedures-chronic-diseases-spur-growth-medical-imaging-inforrmatics-market.
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and acquisition time), expansion of clinical applications (particularly to diagnose and treat age-
related conditions), and patient- and physician-generated demand.?® These advancements are
widely credited with leading to improved patient outcomes — through earlier and more accurate
diagnoses of disease using noninvasive techniques — as well as improved patient care
processes.”®

MGH has experienced demand consistent with this upward trend. As set forth in Factor F.1.a.i,
across MGH, the number of patients receiving MRI services has increased over the last two
fiscal years. From FY16 to FY17, the number of MRI scans performed at MGH increased by
5.0% (from 37,106 patients in FY16 to 39,577 patients in FY17). Moreover, this trend appears to
have remained consistent with 42,669 scans in FY18. Although MGH consistently provides
continuous access to MRI services (with two hours of quality control and cleaning time built into
each scanner’s schedule per week), there are backlogs and longer wait times. Currently the wait
time to obtain an outpatient MRI scan at MGH is 18 days for a non-preferred time slot. For
preferred time slots, the wait time for a scan is up to 6 weeks. For inpatients and emergency
department patients, the wait is generally six hours, which exceeds the hospital's benchmark of
2 hours.

With the current backlog of MR scans at MGH's main campus, as well as the forecasted future
demand for MR services by an aging patient population, the hospital needs increased MR
capacity at its main campus. Through the implementation of the PET/MR, the hospital will utilize
the MR component of this technology, three evenings per week and on both weekend days to
meet the demand for MRI services. Projected scans for the MRI component of the PET/MR is
outlined in Table 2.

Table 2: Projected MRI Scans on the PET/MR Unit

| Year1 Year2 Year3 Year4 & Year5

Annual MRI 1,167 1,373 1,510 1,510 1,510
exams

Total | 1,167 1,373 1,510 1,510 1,510

The addition of this MRI capacity at MGH’s main campus will allow the hospital to address the
backlog of needed scans, reduce wait times for an MR! scan and improve access to necessary
imaging services. Additionally, this capacity will assist in meeting the current and future needs of
its patient panel for MR services.

28 Rising Use Of Diagnostic Medical Imaging In A Large Integrated Health System, supra note 27; Use of Diagnostic
Imaging Studies and Associated Radiation Exposure For Patients Enrolled in Large Integrated Healthcare Sysitems,
1996-2010, supra note 27; McDonald, supra note 27; Walter, supra note 27; Increases in Imaging Procedures,
Chronic Diseases Spur Growth of Medical Imaging Informatics Market, supra note 27.
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