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Project Summary and Regulatory Review

Beth Israel Lahey Health, Inc. (“BILH” or the “Applicant”), with a principal place of business at 20 University Road, Suite 700, Cambridge, MA 02138,  filed a Notice of Determination of Need Application (“DoN”) with the Department of Public Health (“DPH”). The Applicant seeks approval for a significant capital expenditure and a substantial change in service for the acquisition of DoN-required equipment by Lahey Clinic (f/k/a Lahey Hospital & Medical Center, LHMC) including (a) the construction of a new inpatient unit housing 36 new medical/surgical beds and eight observation beds, and (b) the construction of one new cardiac catheterization/electrophysiology procedure laboratory at the Hospital’s main campus located at 41 Mall Road, Burlington, MA 01805; and (c) the acquisition of one new computed tomography (“CT”) unit for operation at the Hospital’s satellite, Lahey Medical Center – Peabody (“LMC Peabody”), located at 1 Essex Drive, Peabody, MA 01960 (collectively, the “Proposed Projects”).

This DoN application falls within the definition of Substantial Capital Expenditure and Substantial Change in Service, which is reviewed under the DoN regulation 105 CMR 100.000. The Department must determine that need exists for a Proposed Project, on the basis of material in the record, where the Applicant makes a clear and convincing demonstration that the Proposed Project meets each Determination of Need Factor set forth within 105 CMR 100.210. This staff report addresses each of the six factors set forth in the regulation.
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[bookmark: _Toc240289052]Background: Beth Israel Health, Inc. and Application Overview
[bookmark: _Toc17474921]
BILH is a Massachusetts, non-profit, tax-exempt corporation that operates an integrated healthcare delivery system comprised of academic, teaching, and community hospitals; physician groups; behavioral health providers; post-acute care providers; and other caregivers serving patients in Greater Boston and the surrounding communities in eastern Massachusetts and southeastern New Hampshire. Table 1 shows BILH’s member hospitals by type.

Table 1: BILH Member Acute Hospitals[footnoteRef:1] [1:  BILH’s system also includes Bayridge Hospital (Department of Mental Health licensed hospital), Beverly Hospital (Department of Mental Health licensed hospital), and Exeter Hospital in Exeter, NH. ] 
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	Acute Hospital
	Type (Per CHIA Category[endnoteRef:1]) [1:  Center for Health Information and Analysis. Massachusetts Acute Hospital Profiles. ] 


	Anna Jaques Hospital
	Community High Public Payer Hospital

	Beth Israel Deaconess Hospital–Milton
	Community Hospital

	Beth Israel Deaconess Hospital–Needham
	Community Hospital

	Beth Israel Deaconess Hospital–Plymouth
	Community-High Public Payer Hospital

	Beth Israel Deaconess Medical Center
	Academic Medical Center

	Lahey Clinic
	Teaching Hospital 

	Mount Auburn Hospital
	Teaching Hospital

	New England Baptist Hospital
	Specialty Hospital

	Northeast Hospital
	Community-High Public Payer Hospital

	Winchester Hospital
	Community Hospital



BILH also operates Beth Israel Lahey Health Performance Network, LLC (“BILHPN”), a clinically integrated network of physicians, clinicians, and hospitals. BILHPN is a Health Policy Commission (HPC) certified Accountable Care Organization (ACO) committed to providing high-quality, cost-effective care to the patients and communities they serve, while effectively managing medical expenditures. 

Lahey Clinic is a tertiary teaching hospital that currently operates 333 inpatient beds (including 272 M/S beds), a Level I trauma center, six (6) cardiovascular procedure rooms, and an ambulatory care center, and supports over 50 medical and surgical specialties. 

Lahey Medical Center – Peabody  (LMC Peabody) is a satellite of Lahey Clinic that offers ten (10) inpatient beds for overnight hospitalizations, advanced imaging services, laboratory and pharmacy services, primary care, cancer treatment, orthopedic care, and a full-service Satellite Emergency Facility (SEF) that provides 24/7 emergency care.

Proposed Project

The Applicant seeks approval for the following three components of the Proposed Project:  
1. Construction of a new inpatient unit housing 36 new medical/surgical beds and eight observation beds at the Lahey Clinic’s Main Campus at 41 Mall Road, Burlington, MA 01805 (“Hospital”); 
2. Construction of one new cardiac catheterization/electrophysiology procedure room at the Hospital; and
3. Acquisition of one new computed tomography (“CT”) unit to be located at Lahey Clinic’s Peabody location at 1 Essex Drive, Peabody, MA 01960 (“LMC Peabody”, “satellite”).
[bookmark: _Toc240289053][bookmark: _Toc17151135][bookmark: _Toc17731308][bookmark: _Toc18420176][bookmark: _Toc18922397][bookmark: _Toc27567690][bookmark: _Toc17151137]Patient Panel[footnoteRef:2] [2:  As defined in 105 CMR 100.100, Patient Panel is the total of the individual patients regardless of payer, including those patients seen within an emergency department(s) if applicable, seen over the course of the most recent complete 36-month period by the Applicant or Holder.] 


Table 2 shows the number of unique patients served by the Applicant and the number of unique patients receiving selected services from fiscal year 2023 through 2025. During this period, the BILH and Lahey Clinic patient panel grew 26 percent and 2 percent, respectively. Unique patients receiving Lahey Clinic Medical/Surgical services and LMC Peabody CT services increased by 2 percent and 3 percent, respectively.
 
Table 2: Patient Panel, FY23-FY25

	Site
	2023
	2024
	2025
	FY 23-25 Percent Change

	BILH
	995,640
	1,097,931
	1,251,364
	26%

	Lahey Clinic
	240,169
	239,821
	244,318
	2%



Table 2: Patient Panel, FY23-FY25

	Unique Patients by Service
	2023
	2024
	2025
	FY 23-25 Percent Change

	Lahey Clinic M/S
	16,454
	16,899
	16,887
	3%

	LMC Peabody CT
	12,230
	12,596
	13,112
	7%



The Applicant provided demographic data for the Patient Panel and patient populations by site
for three years. Staff notes that there were no significant changes in percentages distribution over the three-year reporting period and highlights the following observations about the data below in Tables 3 and 4. 

Table 3: FY 2025 Patient Age by Site

	Age 
	BILH
	Lahey Clinic
	Lahey Clinic M/S
	LMC Peabody CT
	LMC Peabody CT

	 0 to 17
	6%
	2%
	0%
	18%
	0-44

	18 to 64
	60%
	58%
	33%
	31%
	45-64

	 65+
	34%
	41%
	67%
	51%
	65+



Age: The 65+ population comprised 34 percent, 41 percent, 67 percent and 51 percent of the BILH, Lahey Clinic, Lahey Clinic M/S, and Peabody populations, respectively. 
Gender: Except for the Lahey Clinic M/S service, the majority of patients are Female.
Race and Ethnicity: Across all four sites and services, the majority of patients identify as White. Black/ African American and Asian patients represent smaller proportions of the patient populations. Between 90 percent and 93 percent of patients identify as Not Hispanic or Latino.
 
Table 4: FY 2025 Demographic Data for Gender, Race and Ethnicity

	Gender
	BILH
	Lahey Clinic
	Lahey Clinic M/S
	LMC Peabody CT

	Male
	42%
	45%
	52%
	43%

	Female
	58%
	55%
	48%
	57%


Table 4: FY 2025 Demographic Data for Gender, Race and Ethnicity

	Race
	BILH
	Lahey Clinic
	Lahey Clinic M/S
	LMC Peabody CT

	White
	73%
	83%
	88%
	87%

	Black or African American
	6%
	3%
	3%
	3%

	American Indian or Alaska Native
	0%
	0%
	0%
	-

	Asian
	8%
	6%
	4%
	2%

	Native Hawaiian or Other Pacific Islander
	0%
	0%
	0%
	-

	Other
	7%
	-
	4%
	-

	Unknown/Patient Declined 
	6%
	7%
	4%
	9%


Table 4: FY 2025 Demographic Data for Gender, Race and Ethnicity

	Ethnicity
	BILH
	Lahey Clinic
	Lahey Clinic M/S
	LMC Peabody CT

	Hispanic or Latino
	7%
	5%
	4%
	7%

	Not Hispanic or Latino
	93%
	90%
	93%
	90%

	Unknown/Patient Declined
	0%
	5%
	3%
	3%




Table 5: Payor Mix
	-
	BILH
	Lahey Clinic
	LMC M/S
	Peabody CT

	Commercial
	50%
	47%
	22%
	32%

	Medicare
	19%
	23%
	42%
	30%

	Medicare Managed Care
	10%
	14%
	22%
	18%

	Medicaid
	9%
	5%
	4%
	6%

	Medicaid Managed Care
	6%
	6%
	5%
	8%

	Other[footnoteRef:3] [3:  Other self-pay, health safety net, and liability coverage other than worker’s compensation for an injury event.
] 

	6%
	4%
	5%
	6%



Payer Mix: In FY25, commercial insurance was the primary payer for both BILH and Lahey Clinic patients, followed by Medicare and Medicaid. 

Patient Origin: BILH Patient Panel is from a very broad geographic region. Its top 10 communities comprise 20 percent of total discharges and include Plymouth, Woburn, Peabody, Beverly, Gloucester, Medford, Billerica, Burlington, Watertown, Arlington, Wilmington, Quincy, Danvers, Reading, and Belmont. 

Lahey Clinic’s patient origin is also broad with the 10 communities comprising 31 percent of discharges (including the first seven towns listed that overlap with BILH’s): Peabody, Billerica, Burlington, Woburn, Beverly, Danvers, Wilmington, Tewksbury, Gloucester, and Salem.

[bookmark: _Toc17731309][bookmark: _Toc18922398][bookmark: _Toc240289054]Factor 1a: Patient Panel Need 

The Applicant’s explanation for each of the three components of the Proposed Project are addressed separately in this section.[footnoteRef:4] The Applicant demonstrated the need for the three components of the Proposed Project as follows: [4:  The Applicant was asked about their approach to addressing each individual component rather than as a whole and the Applicant responded that each component addresses a separate identified patient population need that does not lend itself to a unified approach to need for the Patient Panel as a whole.] 


1. Medical/surgical beds and eight observation beds:
· Need to Alleviate the Ongoing High Medical/Surgical Occupancy Rates
· Need to Decompress the ED Through Timely Inpatient Admission to a M/S Bed
· Need for 8 Observation Beds to Efficiently Manage Short-Stay Patients
2. Cardiac catheterization/electrophysiology procedure laboratory: 
· Need Increased Capacity to Meet Growth in Patient’s Needs for Cardiovascular Procedures
· Need to Accommodate the Projected Growth in the Aging Population
3. Computed tomography (“CT”) unit:
· Need capacity due to increasing patient needs including new stroke requirements in the ED
· Need Back-up to Mitigate Service Disruptions Caused by Unscheduled Downtime
· Need to Increase CT Capacity to Support Current and Projected Growth for Needed Programs Low Dose Computed Tomography (“LDCT”) and Cardiac Catheterization

1. Medical Surgical Beds and Observational Beds
The Applicant seeks DoN approval to add 36 medical/surgical beds and eight observation beds (the “Proposed Beds”) through a build-out of the 7th floor of the Hospital’s main campus. (Table 6)

Table 6: Current and Proposed Bed Configuration at Lahey Clinic

	Bed Type 
	Current Beds
	Proposed New Beds
	Total Beds After Expansion
	Percent Increase

	Observation Beds 
	0
	8
	8
	NA

	Progressive Care Unit
	33
	36
	69
	109%

	Medical/surgical Total
	272
	36
	308
	13%

	Inpatient Total[footnoteRef:5] [5:  The Hospital’s license also includes 53 intensive care beds and 8 coronary care beds. ] 

	333
	36
	369
	11%



The Applicant states that this expansion is necessary due to sustained overutilization of existing resources, as evidenced by the Hospital’s current high occupancy rates (over 100 percent) adversely impacting patient flow in the ED and inpatient units of the Hospital as outlined below.

Need to Alleviate the Ongoing High Medical/Surgical Occupancy Rates

Over the past several years, the Hospital’s occupancy rates have consistently exceeded the Hospital’s licensed capacity; utilization in 2025 reached an average occupancy of 114 percent. In December 2025, the Hospital’s occupancy reached 117 percent, with an average of 391 patients compared to a licensed capacity of 333 inpatient beds, including 272 medical/surgical inpatient beds. Between October 2025 and March 2026, the occupancy percent was never below 110 percent. As discussed under Public Health Value (Factor 1(b)), this occupancy rate is significantly above the “ideal” rate of 85 percent.

The ongoing need for inpatient capacity has led to the Hospital’s reliance on a temporary alternative care space waiver (“Waiver”) from DPH, which was initially approved in January 2024 authorizing the use of a 10-bed Transitional Care Unit (“TCU”) for inpatient medical/surgical care which consists of 10 curtained-off patient bays. The Applicant states this has become a critical relief valve for the Hospital to ensure safe and effective care delivery. The current TCU operating under the extended Waiver[footnoteRef:6] cannot be converted into a permanent inpatient unit because it cannot meet Facility Guidelines Institute (“FGI”) hospital building requirements[footnoteRef:7] for patient room size and windows, and support spaces including clean and dirty utility rooms, medication rooms, a lounge, and a nurses’ station. Since this space cannot be brought into compliance, a new unit is needed.  [6:  This request was extended on April 17, 2025.]  [7:   FGI sets minimum standards for healthcare facility planning, design, and construction, covering everything from space requirements and infection control to building systems and commissioning.] 


In addition to the approved Waiver, the Hospital has implemented multiple mitigation initiatives, including overnight boarding in the ED for lower acuity patients staffed by a combination of ED and medical/surgical nurses; boarding post-operative patients in the Post Anesthesia Care Unit (PACU) after recovery from general anesthesia; and holding post-interventional cardiology and electrophysiology patients in the interventional cardiology holding unit (ICHU). Even with these strategies in place, occupancy remains above 100 percent prompting the Hospital to seek an additional waiver from DPH on February 12, 2026, to permit the use of its 12-bed Medical Management Unit (MMU) as alternate care space.[footnoteRef:8]  [8:  This request is pending as of this Application submission date.] 


In addition to sustained high occupancy at the Hospital’s main campus, historical inpatient medical/surgical utilization data show, in Table 7, increasing patient acuity based on several indicators. Over the past three years, medical/surgical average length of stay (“ALOS”) increased from 6.08 to 6.74 days, Case Mix Index (“CMI”), an indicator of complex cases, increased 10 percent, and inpatient days increased by nearly 6,000 days. Due to longer lengths of stay, there were 725 fewer discharges in FY25 compared to FY23. 

Table 7: Historical Medical/Surgical Utilization
	Historical Utilization:
Overall Medical/Surgical
	FY23
	FY24
	FY25
	Percent Change
(FY23 – FY25)

	Licensed M/S Beds 
	272
	272
	272
	0%

	ALOS
	6.08
	6.49
	6.74
	+ 11%

	Case Mix Index (CMI)
	2.133
	2.289
	2.345
	+ 10%

	Days
	100,546
	106,451
	106,420
	+ 6%

	Discharges
	16,440
	16,280
	15,715
	- 4%

	Occupancy
	104%
	110%
	114%
	+ 10%



The Applicant states in response to the increasing acuity, the new beds will be PCU beds, which are licensed medical/surgical beds used to care for a subset of patients whose acuity levels fall between standard medical/surgical care and the intensive care unit, and are distinguished primarily by enhanced staffing ratios and monitoring capabilities. The Applicant states this flexibility is essential for facilitating timely step-down of ICU patients who are not ready for medical/surgical placement. Because of the higher level of care provided compared to traditional medical/surgical units, the Applicant asserts ideal occupancy for a PCU is 80 percent.

The Hospital has 33 medical/surgical beds that function as PCU beds. All 36 new beds will be PCU so that they can be allocated to the appropriate level of care as needed. Table 8 shows that since FY23, the occupancy rate of Lahey Clinic’s PCU beds has remained above 89 percent, however, average daily census (ADC) frequently exceeds its licensed bed count because inadequate medical/surgical bed availability keeps patients in PCU beds longer than clinically necessary, which in turn backs up patients ready to step down from ICU and cardiac specialty beds; thereby disrupting the appropriate level of care for patients in many units. 

Table 8: Historical PCU Utilization

	Historical Utilization: PCU
	FY23
	FY24
	FY25
	Percent Change (FY23-FY25)

	Licensed Beds
	33
	33
	33
	0%

	ALOS
	5.29
	5.48
	5.92
	+ 12%

	Case Mix Index (CMI)
	2.268
	2.607
	2.622
	+ 16%

	Days
	4,953
	4,051
	5,034
	+ 2%

	Discharges
	933
	738
	850
	- 9%

	Occupancy
	90%
	89%
	88%
	-2%



Need to Decompress the ED Through Timely Inpatient Admission to a M/S Bed

The Applicant states without adequate capacity to care for varying acuity levels, the Hospital is experiencing continued constraints that negatively impact throughput across the Hospital. High inpatient bed occupancy has detrimental impact on both inpatient and emergency care.[footnoteRef:9] The Hospital must keep admitted patients in the ED until an inpatient bed becomes available, which contributes to ED crowding and extends wait times for all ED patients. At the Hospital, Medical ED boarding hours have increased by more than 50 percent since FY22. (Table 9)  [9:  This is discussed in more detail with citations in Factor 1(b) Public Health Value] 


Table 9: Lahey Clinic ED Utilization

	ED Utilization  
	FY22
	FY23
	FY24
	FY25
	Percent Change FY 22-25

	Total ED Medical Boarding Hours 
	119,245
	142,308
	168,369
	181,840
	52%

	Average ED Medical Boarding Hours Per Patient
	9,937
	11,859
	14,031
	15,153
	52%

	Annual ED Visits
	49,466
	50,802
	51,061
	48,256
	-2%



Additionally, annual ED visits have declined by 2 percent. The Applicant states, when admitted patients board in the ED waiting for an inpatient bed, the Hospital is unable to accept transfer patients needing the tertiary care the Hospital offers. In FY 2025 and FY 2026 (through the second quarter), respectively, the Hospital declined an average of 46 and 50 transfers monthly, or 552-600 annually.
The Applicant adds that increased crowding and boarding in the ED prevents emergency resources, including clinicians, from being allocated to emergency cases. ED clinicians must prioritize newly arrived patients, which limits the availability of care for boarded patients in the ED[endnoteRef:2] and disrupts care coordination, increases length of stay for all ED patients, and diminishes the quality of care received by both boarded and non-boarded patients.[endnoteRef:3] Accordingly, the Applicant states, because many patients’ first experience with a hospital or health care system is their visit to the ED, the negative experience caused by overcrowding could have a lasting impact on the patient’s willingness (or reluctance) to seek care in the future.[endnoteRef:4] [2:  Sun, Benjamin C et al. “Effect of emergency department crowding on outcomes of admitted patients.” Annals of Emergency Medicine (2013). ]  [3:  Laam LA, Wary et al. “Quantifying the impact of patient boarding on emergency department length of stay: All admitted patients are negatively affected by boarding.” Journal of the American College of Emergency Physicians (2021). ]  [4:  Sonis, Jonathan D et al. “Emergency Department Patient Experience: A Systematic Review of the Literature.” Journal of Patient Experience (2018). ] 


Need for 8 Observation Beds[footnoteRef:10] to Efficiently Manage Short-Stay Patients [10:  Observation status is an outpatient classification governed by clinical criteria and the Centers for Medicare and Medicaid Services Two-Midnight Rule, meaning hospitals decide the designation based on expected treatment length and medical necessity.] 


The Applicant states that currently, low acuity short-stay patients occupy medical/surgical beds because Lahey Clinic does not have dedicated inpatient observation beds. In FY25, Lahey Clinic provided observation-level care to patients in an inpatient bed for a total of 4,147 days with an average length of stay of 1.1 days. The proposed eight observation beds will open existing capacity for higher-acuity medical/surgical patients who require longer lengths of stay in acute care units and consequently, patients will be cared for in the most appropriate setting. 

Projected Utilization of Medical/Surgical Beds and Observational Beds
The Applicant states projections are based on historical trends and projected demographic changes,[footnoteRef:11] continuing to sustain the need for inpatient M/S service. Due to physical limitations of the current building, only 36 M/S beds and eight observation beds can be added at this time through renovation to existing space, however the Applicant anticipates the proposed units will reduce the current high utilization and reduce ED overcrowding and wait times enabling it to operate more efficiently.  [11:  See U.S. centenarian population is projected to quadruple over the next 30 years, finding that the number of adults age 65 and older is expected to grow by more than 20 million individuals by 2050.] 


Tables 10 and 11 below show the Applicant’s projected utilization of the proposed  Beds are expected to lower the Hospital’s occupancy from a current average of 114 percent to 104 percent in year 1 and rising to 106 percent in Year 2 and remaining static thereafter since they anticipate having sustained high demand/need above available space for the foreseeable future. The Applicant acknowledges that the occupancy rates will remain high, however it asserts that this is the only space and resources that they have to allocate towards new beds at this time. This Proposed expansion will allow the Hospital to increase discharges by 4.5 percent from their 2024 high of 16,280 (see Table 6) through improving flow, leading to reductions in ALOS. Further, by dedicating a space to short-stay observation patients, they can be better managed compared with the current state where these patients are dispersed in M/S inpatient beds throughout the hospital. It will also support the Hospital’s critical role as the only Level 1 Trauma Center in the Northeast Region by alleviating ED boarding, improving patient flow, and enhancing the Hospital’s ability to accept complex transfers.

Table 10: Projected Med/Surg Utilization

	-
	Year 1
	Year 2

	Licensed Medical/Surgical Beds
	308
	308

	ALOS
	6.896
	6.877

	CMI
	2.365
	2.365

	Discharges
	17,020
	17,279

	Patient Days 
	117,370
	118,830

	Occupancy
	104%
	106%



Table 11: Projected Observation Utilization

	-
	Year 1
	Year 2

	Licensed Beds
	8
	8

	Discharges
	6,367
	6,367

	Patient Days
	7,067
	7,067

	ALOS
	1.1
	1.1

	Occupancy
	100%
	100%



In response to staff inquiry about the continued pressures for inpatient beds, the Applicant responded that it would continue to evaluate capacity requirements through ongoing demand forecasting, and strategic planning efforts. Lahey Clinic anticipates demand for inpatient hospitalizations over the next decade will be driven largely by growth in tertiary and quaternary care services in particular for cardiology (+12.0 percent), neurosciences (+9.6 percent), and pulmonology (+10.6 percent) services. Following the opening of the proposed beds, the Applicant will continue evaluating patient throughput, discharge planning, and length-of-stay management, and will continue to assess additional strategies including the following:
1. the need to continue use of the Waivers of Alternative Care Space,
2. the feasibility of expanding its Hospital at Home program, for select patient populations; 
3. the ongoing strengthening of partnerships with local and regional post-acute providers to facilitate timely patient transitions and reduce avoidable inpatient days;
4. further investing in home-based and community-based services to support patients outside the hospital whenever clinically appropriate; and,
5. leveraging a pre-transfer virtual consultation and patient repatriation strategies with affiliated community hospitals to ensure that patients receive care at the most appropriate level and location within the system. 

To implement the Proposed Beds, the Hospital will require additional staff including approximately 61.71 full-time (FTE) Registered Nurses, 21.33 FTE nursing assistants, 7.79 FTE administrative positions, and 4.0 FTE management positions. Additionally, Lahey Clinic anticipates four (4) additional hospitalists will be needed to staff the PCU and observation unit. 

2. Cardiovascular Laboratory[footnoteRef:12] [12:  Procedure Laboratories are not DoN required equipment. ] 

Need Increased Capacity to Meet Patients’ Increasing Needs for Cardiovascular Procedures

The Hospital currently has six cardiovascular procedure labs at its main campus and seeks to add one additional lab at its main campus for a total of seven cardiovascular procedure labs. The Applicant reports cardiovascular discharges from the Hospital comprise three of the top four DRG categories.[endnoteRef:5] Table 12 shows that the Hospital’s cardiac catheterization procedure volume has increased by 17 percent, from FY23 to FY25. Similarly, EP procedure volume has grown by 78 percent, from FY23 to FY25. Overall, the total number of annual cardiovascular procedures has increased by 36 percent, rising from 4,503 in FY2023 to 6,130 in FY25. From FY 24-FY 25, Inpatient Catheterizations and EP procedures each grew 8 percent, while Outpatient procedures grew 9 percent and 16 percent, respectively, over the same period.  [5:  Lahey Hospital & Medical Center -Hospital Fiscal Year 2024 Profile ] 


Table 12: Historical Cardiovascular Procedure Volume

	Cardiac Catheterization
	FY 2023*
	FY 2024
	FY 2025
	Change
FY23-25 
	Change       FY 24-25

	Inpatient
	· 
	1,884
	2,038
	-
	8%

	Outpatient
	· 
	1,421
	1,555
	-
	9%

	Total
	3,078
	3,305
	3,593
	17%
	9%

	Percent Utilization
	80%
	86%
	94%
	-
	9%


Table 12: Historical Cardiovascular Procedure Volume

	Electrophysiology
	FY 2023*
	FY 2024
	FY 2025
	Change
FY23-25 
	Change       FY 24-25

	Inpatient
	-
	545
	588
	-
	8%

	Outpatient
	-
	1,684
	1,949
	-
	16%

	Total
	1,425
	2,229
	2,537
	78%
	14%

	Utilization
	49%
	77%
	88%
	-
	14%

	Total Cardiovascular Procedures
	4,503
	5,534
	6,130
	36%
	11%


*Due to the migration of data to a new platform, some information is not available for FY23.

With the rising procedure volume from FY23-FY25, cardiac catheterization room utilization grew from 80 percent to 94 percent (+14 percent) indicating that these rooms are nearing full capacity. Similarly, from FY23-FY25, EP procedure room utilization increased 39 percent (from 49 percent to 88 percent) leading the Hospital to frequently utilize the labs beyond the 10.5 currently scheduled hours of operation (Monday-Friday[footnoteRef:13], 7:00 a.m. to 5:30 p.m.). Despite the extended hours of the existing labs, patients are experiencing wait-times of five to six weeks for non-emergent procedures, approximately three times longer than the Hospital’s target wait time of two weeks. Research demonstrates that delayed access to cardiac catheterization care places patients at increased risk of complications and mortality due to the progression of their cardiac conditions, whereas improving access can increase survival rates by 10–15 percent and help patients maintain higher levels of functioning, compared to those who experience delays or have no access to a cardiac catheterization laboratory.[endnoteRef:6]  [13:  Some rooms are available 24/7 for urgent and emergent cases, including weekends and holidays. ]  [6:  Dharman, Sunitha, Improving Access to Cardiac Catheterization, Scholarly Projects, University of South Alabama (SOAR Repository).] 


Need to Accommodate the Projected Growth in the Aging Population

The Applicant anticipates the need for cardiovascular care will continue to grow due to an aging population as this age cohort is most at risk of developing CVD. [endnoteRef:7] The Applicant has shown that 72 percent of the Hospital’s cardiovascular procedure patients are aged 65 and over. This age cohort is expected to grow by 32 percent in the Hospital’s service area by 2050 which will increase the need for cardiovascular procedures. As further detailed in Factor 1(b) almost 128 million Americans had some form of CVD between 2017 and 2020.[endnoteRef:8] By 2050, 184 million Americans are projected to have CVD, representing a 61 percent increase in the number of cases from 2020 to 2050.[endnoteRef:9] The Applicant states this trend suggests the need for cardiovascular procedures that diagnose and treat CVD will be sustained due to the projected rise in the growth in the aging population and the increasing incidence of CVD.  [7:  UMass Donahue Institute, Massachusetts Population Projections (last visited February 20, 2026).]  [8:  American Heart Ass'n, 2025 Heart Disease and Stroke Statistics Update Fact Sheet.  (last visited April 25, 2026). ]  [9:  American Heart Ass’n, Population shifts, risk factors may triple U.S. cardiovascular disease costs by 2050. (last visited on April 25, 2026).] 


Projected Utilization and Staffing for Cardiovascular Laboratory

Table 12: Projected Cardiovascular Procedure Volume

	Procedure Type
	Year 1
	Year 2

	Cardiac Catheterization
	3,902
	3,902

	Utilization
	87%
	87%

	Electrophysiology
	2,877
	2,877

	Utilization
	85%
	85%

	Total Procedures
	6,779
	6,779



With the proposed lab, the Hospital will have capacity to perform a total of 6,779 procedures annually. The projected volume detailed in Table 12 will result in an overall utilization rate of approximately 87 percent and 85 percent for cardiac catheterization and EP, respectively. This utilization rate is within the range of the Hospital’s goal of 85 percent utilization, which allows for flexibility around cancellations, urgent cases, and longer than expected case times. By expanding procedural capacity ,wait-times will be reduced, patient flow will improve, and timely access to cardiovascular care will enhance patient outcomes.

To support the expanded services, the Hospital plans to hire six FTE non-physician staff. The Hospital will recruit for these positions internally and externally through its robust training and workforce development pathways. When the lab opens, four positions are expected to be filled by internal candidates desiring to be transferred to Cardiovascular Medicine. The Hospital does not anticipate additional physicians will be needed. 

3. Computed Tomography at LHC Peabody
Need Capacity Due to Increasing Patient Needs Including New Stroke Requirements in the ED

Lahey Clinic currently operates a total of six (6) CT units – five (5) at its main campus and one (1) at LMC Peabody. In FY2025, Lahey Clinic completed 78,080 CT scans at both sites, a 14 percent increase from FY2023 (Table 13). The Applicant reports that four of the five units at the Hospital were at 89 percent -116 percent capacity in 2025 and the fifth unit, which is operated as a backup with limited functionality and significant downtime, was ~60 percent capacity. 

Table 13: Total Historical Lahey Clinic CT Scans

	CT Type
	FY23
	FY24
	FY25
	FY26 (Q1-Q3)

	Emergency 
	36,550
	37,865
	40,010
	31,121

	Inpatient
	12,929
	14,533
	15,804
	12,432

	Outpatient
	19,137
	21,231
	22,265
	17,845

	Subset: Cardiac
	1,233
	1,765
	2,342
	2,018

	Subset: Low Dose CT (Lung Cancer Screening)
	1,582
	1,555
	1,594
	1,149

	Total
	68,616
	73,629
	78,079
	61,398



The sole unit at LMC Peabody serves the CT needs of inpatients, ED patients, and outpatients. 
In FY2025, the one unit at LMC Peabody experienced a 12 percent increase over FY2023 which resulted in a corresponding increase in the unit’s utilization and patient wait-times, and operating hours (evening) during the week. Table 14 shows that, currently, LMC Peabody’s CT unit operates at 104 percent capacity[footnoteRef:14], which is 22 percent higher than the target utilization of 85 percent. [14:  Maximum capacity methodology: (4,320 minutes available per week x 52 weeks per year)/14 minutes per scan = 16,045 scans per year. ] 





Table 14: Historical CT Utilization at LMC Peabody

	CT Type 
	FY23
	FY24
	FY25
	Growth FY23-FY25

	Emergency
	7,376
	7,823
	8,261
	12%

	Inpatient 
	136
	171
	223
	64%

	Outpatient
	10,144
	11,177
	11,223
	11%

	Total 
	17,656
	19,171
	19,707
	12%

	Utilization
	93%
	101%
	104%
	12%



As noted under Background, Lahey Clinic operates a SEF and 10 inpatient beds at LMC Peabody. CTs for emergency cases at the SEF comprise 41 percent of all scans performed at LMC Peabody and grew 12 percent from 2023-2025 and outpatient wait-times for CT scans now exceed five weeks. While LMC Peabody does not provide trauma services, in the event that a trauma or stroke patient arrives at LMC Peabody outside of EMS transport[footnoteRef:15] and the CT at the LMC Peabody is available, the patient would be treated in accordance with DPH’s stroke requirements,[footnoteRef:16] if the CT is unavailable the patient is transported to the main campus for treatment.  [15:  current Emergency Medical Services (EMS) protocol is for trauma and suspected stroke patients to be brought directly to the emergency department at Lahey Clinic’s main campus.]  [16:  stroke receive CT within 25 minutes of ED  arrival] 

Need Back-Up to Mitigate Service Disruptions Caused by Unscheduled Downtime
The Applicant states due to the existing unit’s high utilization and age, downtime for both scheduled and unscheduled maintenance is increasing. Between FY23 and FY25, unscheduled downtime for LMC Peabody’s CT unit increased, and in FY25, accounted for 65 percent of all downtime hours. The Applicant states that this may affect timely access for emergency patients, particularly those presenting to LMC Peabody’s ED with stroke symptoms, and could adversely affect patient outcomes.

The Applicant further states that operating two CT units would provide back-up capacity during downtime, reduce over utilization of the existing unit, and potentially extend the lifespan of both units.

Need to Increase CT Capacity to Support Current and Projected Growth for Additional Programs for Lung Cancer Screening and Cardiac CT 

The Applicant also expects CT utilization to continue increasing due to historical trends, projected growth in the aging population, and expansion of certain imaging services. The population age 65 and older in Lahey Clinic’s primary service area is projected to increase by 32 percent, and the Applicant states that older patients are more likely to present with higher acuity and require advanced imaging, including LDCT and cardiac CT. 

The Applicant states that current high CT utilization limits LMC Peabody’s ability to expand LDCT lung cancer screening, which can support earlier identification and effective treatment, resulting in improved health outcomes and lower costs. Between FY2023 and FY2025, lung cancer screening volume increased from 1,260 to 1,279, or 2 percent, while overall CT volume increased by 12 percent.

Further, the Applicant states the existing CT unit at LMC Peabody does not have the functionality to perform cardiac CT. The Applicant states the new unit will have this ability enabling the Main Hospital to shift some volume to LMC Peabody, thereby improving timely access to cardiac CT procedures for the Patient Panel. 

Projected Utilization and Staffing for the Computed Tomography at LHC Peabody

The Applicant asserts that a second unit will provide capacity to accommodate emergent patients, without disrupting timely access to CT for inpatients and outpatients and also improve access to LDCT and cardiac CT. Table 15 illustrates projected volume and utilization of the Proposed CT in which the Applicant anticipates shifting approximately 2,000 patients from the Hospital to LMC Peabody as more Lahey Clinic patients originate from Peabody than any other zip code. Also, the Hospital projects that the new beds will increase need for CT on the main Campus.[footnoteRef:17] Therefore, shifting some scheduled CT outpatients from the Main Campus to LMC Peabody should help decompress capacity demands on its Hospital units since the Applicant’s data shows that the five units are projected to reach capacity with 105 percent utilization by Year 2, FY 2028. Similarly, the LMC Peabody CTs are expected to reach 105 percent utilization by year two, which the Applicant will continue to monitor. [17:  Based on FY 2025 CT utilization rates for inpatients, the Hospital anticipates ultimately  ~2,600 incremental CT scans annually once the new PCU/Observation units achieve steady state census which is beyond the projection period .] 


Table 15: Projected CT Volume, LMC Peabody

	 CT Scan at LMC Peabody
	FY 27
	FY 28

	Emergency
	8,261
	8,261

	Inpatient
	223
	223

	Total Outpatient Scans
	20,423
	20,423

	Total LMC Peabody CT Volume
	28,907
	28,907

	Percent Utilization
	90%
	90%

	CT Scans at Lahey Clinic 
	83,631
	86,118

	Percent Utilization Average 
	102%
	105%


Table 15: Projected CT Volume, LMC Peabody

	Outpatient Volume
	FY 27
	FY 28

	Existing outpatient volume
	11,223
	11,223


Table 15: Projected CT Volume, LMC Peabody

	New outpatient volume
	FY 27
	FY 28

	Lung Cancer Screening
	2,795
	2,795

	Cardiac CT
	3,300
	3,300

	Wait time Reduction
	1,000
	1,000

	Shift from Lahey Clinic Main Campus
	2,105
	2,105

	Total New Outpatient Volume
	9,200
	9,200

	Total Outpatient Scans
	20,423
	20,423



The Proposed CT will be installed adjacent to the existing CT unit on the second floor at LMC Peabody, which will ensure maximum efficiency by leveraging the existing resources and infrastructure of LMC Peabody’s CT service. Lahey Clinic anticipates it will need to hire 4.3 full-time CT technologists; they will be recruited for both internally and externally, including through the Hospital’s relationships with regional schools and training programs. Each year, Lahey Clinic trains approximately 18 radiography students from Massachusetts College of Pharmacy and Health Sciences, Middlesex Community College, Bunker Hill Community College, and Regis College. This pipeline supports internal cross-training opportunities, enabling radiologic technologists to advance into modalities such as CT thereby promoting career growth and professional development.
Analysis Of Need

Staff finds that the Applicant has demonstrated the need for the Proposed Project as the Patient Panel is experiencing delayed access to inpatient beds as a result of capacity constraints as shown by high M/S occupancy (over 100 percent), reliance on insufficient temporary space waivers, lengthening ED M/S boarding, and delays in diagnosis and treatment for patients residing in the service area. The Applicant has shown that the Proposed Project increases needed M/S (all PCU) and Observation beds, supports throughput and efficiency for both inpatient and emergency services, and is anticipated to improve access to diagnosis and services for an increasingly complex patient population.

Staff also finds the Applicant demonstrated need for the addition of one Cardiovascular Lab at the Hospital as it is expected to support the needs of the growing patient population with cardiovascular disease by alleviating the growing volume, high utilization rates, and extended wait -times.

Additionally, Staff finds the Applicant demonstrated need for the addition of one CT at LMC Peabody to support the growing ED needs to comply with the requirements for timely access for stroke patients, to allow for additional functionality for Cardiac CT for the aging population, and for the expansion of LDCT for lung cancer screening.

As a result, Staff finds that, with the annual reporting requirements, the Proposed Project meets the requirements of Factor 1a.

[bookmark: _Toc28797402][bookmark: _Toc240289055][bookmark: _Toc17151180][bookmark: _Toc17322392][bookmark: _Toc18922408][bookmark: _Toc17322387][bookmark: _Toc18922403]Factor 1: b) Public health value: Improved Health Outcomes and Quality of Life; Assurances of Health Equity

[bookmark: _Toc17149377][bookmark: _Toc17151181]In this section staff will assess if the Proposed Project adds measurable public health value in terms of improved health outcomes and quality of life for the Applicant’s existing patient panel, while providing reasonable assurances of health equity. 

Public Health Value: Improved Health Outcomes and Quality of Life


Studies have shown that hospitals with average occupancy rates above 85 percent are at increased risk for delayed admissions, prolonged ED boarding, and bed shortages, and are associated with increased rates of adverse events, hospital-acquired infections, mortality, and decreased patient satisfaction [endnoteRef:10], [endnoteRef:11], [endnoteRef:12] High occupancy has been linked to increased rates of patient readmission and reduced staff satisfaction, compounding operational challenges.[endnoteRef:13] One study found that ED boarding for more than 12 hours increased mortality rate by 4.5 percent and had a significant impact on average length of stay.[endnoteRef:14]  [10:  See, e.g., Alan J. Forster et al, The Effect of Hospital Occupancy on Emergency Department Length of Stay and Patient Disposition, Acad Emerg Med (2003),. See also A. Bagust et al, Dynamics of Bed Use in Accommodating Emergency Admissions: Stochastic Simulation Model, BMJ (1999),. ]  [11:  Sun, Benjamin supra note b.]  [12:  Sonis, Jonathan D et al. “Emergency Department Patient Experience: A Systematic Review of the Literature.” Journal of Patient Experience (2018). ]  [13:  Id.]  [14:  Adam J. Singer et al., The Association Between Length of Emergency Department Boarding and Mortality, Acad Emerg Med (2011). ] 


The Applicant anticipates the Proposed Project will ease the current high M/S occupancy rates, and support ED decompression and treatment in appropriate levels of care. Research shows that expanding inpatient medical/surgical capacity is among the most effective strategies for reducing ED boarding, improving patient flow[endnoteRef:15] and outcomes for individual patients while improving overall hospital efficiency.[endnoteRef:16] [15:  See, e.g., Charles Hammer et al, Enhancing Hospital-Wide Patient Flow to Reduce Emergency Department Crowding and Boarding, J EMERG NURS (2022). ]  [16:  Laam LA, Wary et al. “Quantifying the impact of patient boarding on emergency department length of stay: All admitted patients are negatively affected by boarding.” Journal of the American College of Emergency Physicians (2021). see also Sun, Benjamin C et al. supra note b.] 


CVD is a significant and growing public health concern in Massachusetts where heart disease, a type of CVD, affected 6.2 percent of adults aged 35 and older in 2022, accounting for 432,000 individuals.[endnoteRef:17] The American Heart Association (AHA), states that heart disease accounted for 20.6 percent of all deaths in Massachusetts in 2017, making it the second leading cause of death that year.[endnoteRef:18] The AHA predicts that by 2050, the U.S. population, having CVD, will increase 43.86 percent[endnoteRef:19] which will increase the need for cardiac catheterization procedures.[endnoteRef:20] Providers use a range of tests and procedures to diagnose and treat CVD including electrocardiograms, echocardiograms, and cardiac catheterization[endnoteRef:21]. The clinical benefits of cardiac catheterization and EP procedures are well documented in the literature.  [17:  Mass. Dep't of Pub. Health, Basic Facts About Heart Disease. Mass.gov (last visited April 25, 2026). ]  [18:  American Heart Ass’n, MASSACHUETTS FACT SHEET. (last visited April 25, 2026). ]  [19:  American Heart Association. Population shifts, risk factors may triple U.S. cardiovascular disease costs by 2050. American Heart Association Newsroom. Published June 4, 2024. (last visited April 24, 2026).]  [20:  Manda YR, Baradhi KM. Cardiac Catheterization Risks and Complications. [Updated 2023 Jun 5]. In: StatPearls [Internet]. Treasure Island (FL): StatPearls Publishing; 2026 Jan-.  ]  [21:  Thomas A, Valero‑Elizondo J, Khera R, Warraich HJ, Reinhardt SW, Ali H‑J, Nasir K, Desai NR. Forgone medical care associated with increased health care costs among the U.S. heart failure population. JACC: Heart Failure. 2021;9(10):710–719. doi:10.1016/j.jchf.2021.05.010] 


The Applicant states inclusion of a Cath Lab in the Proposed Project is anticipated to improve access and alleviate the risks associated with delayed CVD care. Studies indicate that delayed access to care places patients at an increased risk of complications and mortality due to the progression of their underlying cardiac conditions,[endnoteRef:22] and that elderly patients with heart failure who delayed medical care were more likely to have had at least one emergency department visit in the past year than those without delayed care.[endnoteRef:23] Certain interventional cardiac catheterizations, including transcatheter aortic valve replacement (TAVR), often reduce the need for more invasive procedures which reduces recovery times and costs.[endnoteRef:24] Accordingly, the Applicant anticipates that timely access to services is intended to support improved outcomes for patients residing in the Lahey Clinic service area.  [22: ]  [23: 
]  [24: ] 


The public health value of CT due to its ability to noninvasively view internal organs has been driven by technological advancements enabling an increase in clinical applications of CT, across the full array of specialties, over the last several decades which has been well documented in evidence-based literature.[endnoteRef:25]. [footnoteRef:18] [endnoteRef:26] [25:  Neurologica, Recent Advances in CT Scan Technology, (last visited Feb. 24, 2022).]  [18:  See Factor 1(b) DoN Application  Computed Tomography is a computerized x-ray imaging tool that utilizes x-ray beams to generate cross-sectional images - or “slices” - of the bones, organs, blood vessels and soft tissue. producing more clear, detailed images than conventional x-rays, making CTs extremely useful in detecting, for example, tumors or lesions within the abdomen and lungs; heart disease or abnormalities of the heart; head injuries; and blood clots and embolisms and  is useful in diagnosing disease, treatment planning, guiding procedures, and monitoring the effectiveness of therapy. CT-guided interventional radiology is used to perform diagnostic and therapeutic medical procedures to treat neurological conditions, cancer, heart disease, spinal problems, and vascular disease, among others.,  
]  [26:  Cutler DM, Klarnet L. Scanning the Health Care System in the US. JAMA Health Forum. 2026;7(4):e261235. doi:10.1001/jamahealthforum.2026.1235] 


The Applicant states the addition of another CT unit and services at the LMC Peabody site will support timely screening, diagnosis and treatment for a wide array of presenting conditions, including emergent conditions such as stroke. The Applicant anticipates the second CT unit at this site will address high-utilization and service disruptions, leading to a reduction in wait-times and timely access. 

Analysis

Staff finds that the Proposed Project has the potential to improve health outcomes and quality of life for the Patient Panel by expanding capacity, improving access to services, reducing avoidable ED visits and hospitalizations, reducing wait-times for patients, and enabling more prompt diagnosis and treatment. The Applicant provided significant citations and documentation that each component of the Proposed Project will contribute to improved health outcomes. The Applicant will report annually to the Department on the measured outcomes listed in Appendix I. As a result, staff finds that the Applicant meets the requirements of Public Health Value: Health Outcomes as part of Factor 1b.


Public Health Value: Health Equity 

Lahey Clinic reports that it is certified by The Joint Commission (the “Commission”) for meeting its health equity standards, which emphasize a structured, organization-wide approach to identifying and reducing health disparities by integrating equity into leadership, data use, operations, and performance improvement. Lahey Clinic met standards such as assessing community and patient sociodemographic data and health-related social needs and setting strategic goals for improving equitable access, quality, and outcomes.

Staff Development 

The Applicant states all Personnel receive regular training on topics such as health equity, disability, interpreter services, and social determinants of health through department meetings and online modules, supporting a system-wide focus on equitable and inclusive care and innovative methods for addressing health disparity and inequity.

Screening for Social Determinants of Health

The Applicant states that all inpatient and ED patients are screened for SDoH, administered by trained nurses and social workers. In outpatient clinics, SDoH information is collected through standardized surveys and questionnaires at each visit. Patients screening for a health-related social need are automatically referred to the social work team who meet with patients, assess needs and coordinate resource navigation all of which is integrated in the Electronic Medical Record (“EMR”), which the patients care team can access.

Promoting Language Access

The Applicant asserts they prioritize clear and equitable communication. The Applicant states all patients receive care in their preferred language which is integrated into the EMR so that at each subsequent visits preferred language services are scheduled.
 
RELD/SOGI Data Collection
 
The Applicant launched a comprehensive initiative after convening a broad multidisciplinary team to capture, during patient registration, information on race, ethnicity, language, disability, sexual orientation, and gender identity (RELD/SOGI), making BILH better equipped to identify and address health disparities within its Patient Panel. 

Analysis: Health Equity

Staff finds the Applicant has adequately described processes in place to support equitable access to care by routinely screening for SDoH challenges, connecting patients to community resources, ensuring care is delivered in each patient’s preferred language, and identifying and addressing health disparities in its patient panel. As a result, Staff finds that the Applicant meets the requirements of the Public Health Value: Health Outcomes part of Factor 1(b).
[bookmark: _Toc18922409][bookmark: _Toc17151150][bookmark: _Toc17322394]
[bookmark: _Toc240289056][bookmark: _Toc17322393][bookmark: _Toc17748465]Factor 1: c) Efficiency, Continuity of Care, Coordination of Care

The Applicant states the Proposed Project will enhance efficiency, continuity and coordination of care for the Applicant’s Patient Panel in several ways. 
The Applicant notes that Lahey Clinic is a teaching hospital and affiliated with primary care offices, specialists, community health centers, and urgent care centers. The Applicant states integrated EMR are central to promoting quality of care and public health outcomes through effective coordination of care across these affiliations. The Applicant states Lahey Clinic’s EMR serves as the primary linkage between the Hospital and community providers, specialists, and primary care providers and allows authorized providers outside of BILH to view their patients’ records and send progress notes back which improves coordination and continuity of care. The Applicant asserts this EMR integration supports care coordination, improved outcomes, and quality of life.
Additionally, the Applicant participates in the MassHealth ACO Program through the Beth Israel Lahey Health Performance Network (“BILHPN”) and its clinically integrated network. The Applicant asserts Clinical integration facilitates prompt relaying of medical information and improves efficiency. The Applicant states patients benefit from a connected, community-based approach through data analytics, and risk management tools, including a Population Health Management Tool that supports primary care physicians in monitoring and managing chronic conditions.
Analysis 
Staff finds that the Applicant’s care coordination will continue to contribute to efficiency, continuity, and coordination of care. The Applicant demonstrated appropriate integration among all care providers which are central to delivering timely, high-quality services, and the Proposed Project will support these linkages by enhancing access to inpatient, cardiac, and diagnostic imaging services for all patients within the Applicant’s network. As a result, Staff finds that the Proposed Project meets the requirements of Factor 1(c).
[bookmark: _Toc18922415][bookmark: _Toc240289057]Factor 1: d) Consultation

The Applicant has provided evidence of consultation, both prior to and after the Filing Date, with all government agencies that have licensure, certification, or other regulatory oversight, which has been done and will not be addressed further in this report.

[bookmark: _Toc240289058][bookmark: _Toc18922416]Factor 1: e) Evidence of Sound Community Engagement through the Patient Panel
The Department’s Guideline[footnoteRef:19] for community engagement defines “community” as the Patient Panel and requires that, at minimum, the Applicant must “consult” with groups representative of the Applicant’s Patient Panel. Regulations state that efforts in such consultation should consist of engaging “community coalitions statistically representative of the Patient Panel.”[footnoteRef:20]  [19:  Community Engagement Standards for Community Health Planning Guideline. ]  [20:  DoN Regulation 100.210 (A)(1)(e).] 


To fulfill the community engagement requirement, the Applicant took the actions described below: 

Community Benefits Advisory Committee Meeting: On December 17, 2025, the Applicant presented the Proposed Project to the community via a meeting with the Community Benefits Advisory Committee. This meeting was attended by eleven (11) total members of the Committee and three (3) guests; all attendees expressed support for the projects.

Public Meeting: On January 20, 2026, the Applicant hosted a public meeting where the Hospital’s president, Susan Moffatt-Bruce, presented to 15 community members on the need for the Proposed Projects and how each project will contribute to better patient care and improved health outcomes. Attendees asked questions about staffing, ongoing communications about the Proposed Projects, and disbursement of community health initiative funds. The feedback supported the Proposed Project components.

Patient and Family Advisory Council (PFAC) Meeting: On February 3, 2026, the Applicant presented the Proposed Project to the 13-member Lahey Clinic Patient and Family Advisory Committee (PFAC). Attendees unanimously endorsed the Proposed Projects.

Published Notice: The Applicant published a legal notice announcing the Proposed Projects in the Boston Herald on March 27, 2026, and posted a copy of the legal notice on the Hospital’s website. 

Analysis
Staff reviewed the information on the Applicant’s community engagement and finds that the Applicant has met the required community engagement standard of Consult in the planning phase of the Proposed Project. As a result, Staff finds that the Proposed Project meets the requirements of Factor 1e.
[bookmark: _Toc18922417][bookmark: _Toc17322399][bookmark: _Toc240289059]Factor 1: f) Competition on Price, Total Medical Expenses (TME), Costs and Other Measures of Health Care Spending
The Applicant asserts the Proposed Project will compete on the basis of price, total medical expenses (“TME”), provider costs, and other recognized measures of health care spending by expanding access to services. 
Medical/Surgical Inpatient Beds
The Applicant states Additional Beds will decompress ED boarding which is documented to increase inefficiencies and healthcare costs. A recent analysis found daily ED boarding costs were nearly twice as high as inpatient care for medical/surgical boarding, $1,856, compared to $993, and for ICU boarding daily costs were $2,267 compared to $2,165 for ICU inpatient care.[endnoteRef:27]  Studies have shown that ED boarding prolongs overall patient length of stay, increases resource utilization, and drives up hospital operating costs.[endnoteRef:28] For patients, ED boarding is associated with higher out-of-pocket expenses and increased risk of complications, which can require additional downstream medical care and further elevate total medical expenditures.[endnoteRef:29] The Applicant states the Proposed Beds will enable more timely admissions from the ED to an inpatient bed, improve patient flow, and reduce avoidable costs for both patients and payers. [27:  Canellas M, Jewell M, Edwards J. et al Measurement of Cost of Boarding in the Emergency Department Using Time-Driven Activity-Based Costing Annals of Emergency Medicine, 2024; 84, 376-385]  [28:  See, e.g., Foley, Mathew et. al., Financial Impact of Emergency Department Crowding, West J Emerg Med (2011),. ]  [29:  Id., see also Kelen, GD et. al., Emergency Department Crowding: The Canary in the Health Care System, NEJM Catalyst (Sept. 2021).] 

Seventh Cardiovascular Procedure Room
The Applicant states the addition of a seventh cardiovascular procedure room will improve the Hospital’s ability to provide timely access to critical diagnostic and interventional cardiovascular services which is important since cardiovascular disease remains a leading driver of healthcare utilization, with national expenditures expected to nearly triple by 2050.[endnoteRef:30] Delays in cardiovascular care are associated with higher rates of complications, more frequent ED visits, and substantially higher annual healthcare costs for affected patients. The Applicant states increasing procedural capacity is anticipated to reduce wait times for necessary interventions and help prevent adverse patient outcomes, lowering total medical expenses for patients and payers. [30:  Tsao, Connie W. et al., Heart Disease and Stroke Statistics—2023 Update: A Report from the American Heart Association, 147(8) Circulation e93 (2023).] 

CT Unit
The Applicant states the addition of one CT Unit at LMC Peabody will provide redundancy at that site in the event of an emergency, unscheduled downtime, and scheduled downtime and is anticipated to alleviate delays in diagnosis and treatment which can lead to an increase in overall health care expenses. The addition of CT capacity supports screening for lung cancer and timely diagnosis of various heart conditions, two types of advanced imaging that Lahey Clinic currently has limited capacity to perform. 
[bookmark: _Hlk17663634]Analysis

The most recently published CHIA report on relative prices[footnoteRef:21]of Acute Hospitals in Massachusetts showed that  for all hospital cohorts Lahey Clinic's Relative Price is 5 percent above the mean, and it is the second highest in its Teaching hospital cohort (Table 16). Lahey Clinic’s Level 1 Trauma Center[footnoteRef:22], and its high Case Mix Index are likely contributing factors. However, Lahey Clinic’s Case Mix Index falls in the middle of the Academic Medical Center Cohort as is its Relative Price.   [21:  CHIA Acute Hospital Profiles 2026 ]  [22:  Lahey Clinic is the only Level 1 Trauma Center in the Northeastern Region. The three other hospitals in the Region are Level 3.] 


Table 16: Comparison of Relative Price and Case Mix Index of Teaching Hospitals and Academic Medical Centers

	Teaching Hospitals
	Adult Trauma
	Relative Price
	Case Mix Index (CMI)

	Cambridge Health Alliance
	-
	0.80
	0.80

	Brigham and Women's Faulkner Hospital
	-
	0.87
	0.91

	Mount Auburn Hospital
	-
	0.90
	0.83

	Steward Carney Hospital
	-
	0.91
	0.91

	Baystate Medical Center
	Level 1
	0.93
	1.16

	Saint Vincent Hospital
	-
	1.01
	0.98

	Lahey Hospital & Medical Center
	Level 1
	1.05
	1.59

	Steward St. Elizabeth's Medical Center
	Level 2
	1.10
	1.25


Table 16: Comparison of Relative Price and Case Mix Index of Teaching Hospitals and Academic Medical Centers

	Academic Medical Centers
	Adult Trauma
	Relative Price
	Case Mix Index (CMI)

	Boston Medical Center
	Level 1
	0.96
	1.19

	Beth Israel Deaconess Medical Center
	Level 1
	1.03
	1.47

	Tufts Medical Center
	Level 1
	1.08
	1.60

	UMass Memorial Medical Center
	Level 1
	1.17
	1.23

	Massachusetts General Hospital
	Level 1
	1.29
	1.72

	Brigham and Women's Hospital
	Level 1
	1.34
	1.60



Analysis

Staff finds that the Applicant has demonstrated that the Proposed Project provides a timely option for expanding Patient Panel access through increased bed capacity and expanded access to CVD and CT services, the benefits of which include improved efficiencies, and patient health outcomes that can result in lower health care costs. Therefore, staff finds that, on balance, the requirement that the Proposed Project will likely compete on the basis of price, TME provider costs, and other measures of health care spending and therefore, the requirements of Factor 1(f) have been met.

Analysis of Factor 1

As a result of the information provided by the Applicant and additional analysis, staff finds that the Applicant has demonstrated that the Proposed Project meets Factors 1(a-f). The Applicant 
proposed specific outcome and process measures to track the impact of the Proposed Project 
which Staff reviewed, and which will become a part of the reporting requirements (see Appendix I).

[bookmark: _Toc240289060]Factor 2: Cost containment, Improved Public Health Outcomes and Delivery System Transformation
[bookmark: _Toc17731330][bookmark: _Toc17748250][bookmark: _Toc17748477][bookmark: _Toc17748721][bookmark: _Toc18420200][bookmark: _Toc18922421]
Cost Containment

The Applicant states the Proposed Project will meaningfully contribute to the Commonwealth’s goals for cost containment by reducing delays to support timely access to existing hospital-based services, including inpatient beds, cardiovascular procedures, and CT imaging. The Applicant states that the expansion of existing services will not result in any changes to contracted rates stemming from the Proposed Projects. 

Additionally, studies show that lack of adequate capacity and services available in local hospitals may result in delays in care and/or transfers to other facilities that can be costly.[endnoteRef:31], [endnoteRef:32] The Applicant states patients having access to appropriate services locally can contribute to cost saving and better coordination of care, including offsetting costly delays in diagnosis and care delivery. The Applicant asserts that by alleviating bottlenecks in hospital capacity and diagnostic services, the Proposed Projects will reduce avoidable hospitalizations and ED utilization, while limiting the need for patients to seek care outside of the BILH network (and ACO) where care can become fragmented, redundant and more costly. As cited herein, prolonged ED boarding is costly and delays the delivery needed treatment.  [31:  Reimer AP, Schiltz N, Koroukian SM, Madigan EA. National Incidence Of Medical Transfer: Patient Characteristics And Regional Variation. J Health Hum Serv Adm. 2016;38(4):509-528.]  [32:  Lyon M, Lendermon D, Mueller R, Gibson R, Xu H. 217 Effect on Patient Transfers From Rural Emergency Departments Due to Lack of Radiology Services. Annals of Emergency Medicine. 2011 Oct 1;58(4):S250.] 


Analysis: Cost Containment

Staff finds that the Applicant demonstrated how the Proposed Project aligns with the Commonwealth’s cost containment goals through expanding access to inpatient and outpatient services at current cost for payers. Therefore, DoN Staff conclude that with the Proposed Project will likely meet the cost containment component of Factor 2.


Public Health Outcomes

As noted above in Factor 1b: Public Health Value, increasing access to the appropriate level of inpatient and outpatient services can lead to timely screening, diagnosis, and treatment in the appropriate setting. For example, the Applicant asserts the Proposed Beds are needed to provide timely and safe inpatient care in the appropriate setting that does not rely on boarding in the ED or in designated Temporary Waiver space that cannot be brought up to current standards. 

Similarly, the Applicant states a seventh cardiovascular procedure room is anticipated to support improved access to the population most in need of the lifesaving service, the aging Patient panel. The Applicant reported that urgent procedure volume increased 29 percent from FY 2023-25. Long wait times (of five to six weeks for catheterization procedures and over four months for elective ablations for the Patient Panel) can be associated with higher rates of complications and mortality, while timely intervention can improve survival by 10–15 percent.[endnoteRef:33]  [33:  Supra note u. ] 


The Applicant states a second CT unit at LMC Peabody supports improved health outcomes as it will significantly improve access to critical diagnostic imaging for inpatient, emergency, and outpatient populations. The Applicant asserts a second CT unit is anticipated to address the current utilization, wait-time and capacity concerns, while also expanding low-dose lung cancer screening and cardiac CT. The Applicant anticipates these improvements will enhance patient outcomes, support adherence to public health screening guidelines, and ensure equitable access to advanced imaging for a growing and aging patient population.

Analysis: Public Health Outcomes

Staff finds that the Applicant has demonstrated that the Proposed Project can improve patient outcomes and quality of life through increasing timely access to the inpatient and outpatient services described throughout this report. Therefore, DoN Staff conclude that the Proposed Project will likely meet the Public Health Outcomes component of Factor 2.

Delivery System Transformation

The Applicant states the Proposed Project supports delivery system transformation by working with patients and primary care providers to connect patients to appropriate services. The Applicant’s Beth Israel Lahey Healthcare primary care practice locations screen all patients’ SDoH as part of their annual wellness exam. The form is modified from the Protocols for Responding to and Assessing Patients’ Assets, Risks, and Experiences (“PRAPARE”). If a safety concern is flagged through the screen, the provider is notified immediately to address the issue during the visit. 

The Applicant states that upon admission to the Hospital, nursing staff also screens every patient to evaluate SDoH challenges. The Applicant asserts that each screening includes targeted questions addressing core social needs, such as food, housing, transportation, and interpersonal safety. The results are documented in the EMR to track and address needs in a timely manner. According to the Applicant, certain patient characteristics, such as specific diseases (e.g., diabetes) and high intensity resource utilization may also prompt additional needs screening resulting in a referral to a community-based organization to a resource within the Hospital and/or BILH. Through these approaches, the Applicant asserts they have a robust screening and linkages process to identify and address the SDoH impacting its patients.

Analysis: Delivery System Transformation

Staff finds that through the processes of integrating SDOH screenings into care planning, flagging vulnerable patients in need of additional internal and community-based resources, tracking disease categories and high resource utilization patients for additional screenings and needs, the Proposed Project will likely meet the Delivery System Transformation component of Factor 2.   

[bookmark: _Toc17748725][bookmark: _Toc17748726]Analysis of Factor 2

The Applicant, through the Proposed Project, has appropriately considered cost, quality, and access and their impact on public health outcomes. As a result of information provided by the Applicant and additional analysis, staff finds that with the standard reporting requirements, the Applicant demonstrated that the Proposed Project has met Factor 2.

[bookmark: _Toc240289061]Factor 3: Relevant Licensure/Oversight Compliance

The Applicant has provided evidence of compliance and good standing with federal, state, and local laws and regulations. As a result of information provided by the Applicant, staff finds the Applicant has reasonably met the standards of Factor 3.

[bookmark: _Toc240289062]Factor 4: Demonstration of Sufficient Funds as Supported by an Independent CPA Analysis

Under Factor 4, the Applicant must demonstrate that it has sufficient funds available for capital and operating costs necessary to support the Proposed Project without negative effects or consequences to the existing Patient Panel. Documentation sufficient to make such finding must be supported by an analysis conducted by an independent certified public accountant (CPA). The Applicant submitted a report performed by Meyers Brothers Kalicka, P.C. (“CPA Report”). 

To arrive at its conclusions, the scope of the CPA report is limited to an analysis of the five-year Projections for the fiscal years ending September 30, 2027, through September 30, 2031 (Projection Period), prepared the Management Sources of information used and relied upon in the report:

1. Beth Israel Lahey Health, Inc. and Affiliates audited consolidated financial statements as of and for the years ended September 30, 2025, and September 30, 2024. 
2. Projected medical/ surgical, EP, Cath and CT volume, revenues and expenses for the fiscal years ending September 30, 2027, 2028, 2029, 2030, and 2031. 
3. Historical revenue and expenses of inpatient medical and surgical cases performed at Lahey Hospital and Medical Center for the nine months ended June 30, 2025.
4. Historical revenue and expenses of medical and surgical transfer cases performed by Beth Israel Lahey Health, Inc. for the year ended September 30, 2024. 
5. Historical revenue and expenses of observation cases performed in the progressive care units at Beth Isreal Lahey Health, Inc. for the year ended September 30, 2025.
6. Historical revenue and expenses of outpatient cases in the EP and cardiac cath service line of Lahey Hospital and Medical Center for the six months ended March 31, 2025. 
7. Historical outpatient volume, revenue and expenses for three existing CT departments at Lahey Hospital and Medical Center for the six months ended March 31, 2025.
8. Clinical Equipment and construction estimates 
9. DoN instructions and Application form.

Revenues: In order to form an opinion as to the reasonableness and feasibility of the projections for the Proposed Project, the CPA reviewed and analyzed net operating revenues for each individual component of the Proposed Project. All of the projected revenues are consistent with historical performance.

Revenues- Bed Expansion- The billings for projected inpatient cases[footnoteRef:23] is expected to grow during the years ending September 30, 2028, through September 30, 2031. The inpatient case volume in the year ending September 30, 2027, is estimated to ramp up period for the first five months of the year ending September 30, 2027, and assumes the unit will be operating at full occupancy in months six through twelve. Management projected inpatient volume to increase 2 percent annually from full occupancy of 1,534 cases in the years ending September 30, 2028, through September 30, 2031.  [23:  As measured by relative value unit(RVU)  represents billings for services performed by the providers at Lahey Hospital during a patient's stay and is projected at approximately 3,250 units per provider.] 


Contractual allowances are calculated at 61 percent of gross revenue per case in the year ending September 30, 2027, and the allowance is estimated to increase annually to 62 percent in the year ending September 30, 2031. This results in an annual increase in net revenue per case of 1 percent to 2.5 percent for the years ending September 30, 2028, through September 30, 2031. 

Revenues - Cath Lab- The net operating revenues in the Cath lab assumes the Cath Lab will be operating at full capacity for the years ending September 30, 2027, through September 30, 2031, based on current market demand. Net revenue per case is projected to increase 2 percent annually for the fiscal years ending September 30, 2027, through September 30, 2031, which is consistent with historical results.

Revenues – CT - The net operating revenues in CT assumes the CT Unit will be operating at full capacity for the years ending September 30, 2027, through September 30, 2031, based on current market demand. Net revenue per case is projected to increase 2 percent annually for the fiscal years ending September 30, 2027, through September 30, 2031, which is consistent with the historical results of the three existing CT units at Lahey Hospital and Medical Center.

Conclusion of All Projected Revenues

The CPA’s analysis to assess the reasonableness of the projected/pro-forma incremental net revenue for the PCU Bed Expansion, Cath Lab, and CT Unit projects at Lahey Hospital and Medical Center for the fiscal years ending September 30, 2027, through September 30, 2031, in relation to historical data concluded that “the revenue projected by Management is a reasonable estimation and conservative.”

Expenses: 
In order to form an opinion as to the reasonableness and feasibility of the projections for the Proposed Project, the CPA reviewed and analyzed each of the categorized expenses for each individual component of the Proposed Project. All of the projected revenues are consistent with historical performance; for each of the three project components, the fringe benefits are calculated at 31 percent of salaries and an annual 2-3 percent cost of living, and annual 3-4 percent inflation for variable costs were also factored in.
 
Expenses- Bed Expansion 
1. Salaries and wages for the year ending September 30, 2027, are based on an estimate of 99 full-time equivalents ("FTEs"), including four providers with hourly rates ranging from $26.69 to $140.20, and averaging $57.81 per FTE. 
2. Other variable direct costs including drugs, implants, medical supplies, purchased services and equipment and facility maintenance costs are calculated at approximately $5,041 per case for inpatient medical/surgical volume with an approximate 4 percent inflation adjustment annually for the reporting period.

Expenses- Cath Lab
1. Salaries and wages for the year ending September 30, 2027, are based on an estimate of six full-time equivalents ("FTEs"), including registered nurses and technicians with hourly rates ranging from $62.98 to $75.28. 
2. Expense for the proposed Cath Lab unit is $128,500 per month and includes a delivery fee of $100,000 and a commissioning fee of $25,000, which will be due in the year ending September 30, 2027. 
3. Other variable direct costs are calculated at approximately $9,721 per case for EP volume and approximately $3,153 per case for cath volume, which is consistent with the historical results of outpatient cases in the electrophysiology and cardiac catheterization service line of Lahey Hospital and Medical Center. Other variable direct costs include drugs, implants, medical supplies, purchased services and equipment and facility maintenance costs. 

Expenses- CT Unit 
1. Salaries and wages for the year ending September 30, 2027, are based on an estimate of 4.3 full-time equivalents ("FTEs"), which are comprised of CT technologists at an hourly rate of $60. 
2. Annual payments of $283,000 will be due in the fiscal years ending September 30, 2028, through September 30, 2031.
3. Other variable direct costs are calculated at approximately $62.50 per case. Other variable direct costs include drugs, medical supplies, purchased services and equipment and facility maintenance costs. 

Other Expenses
The Applicant is required to pay a 5 percent fee to the Commonwealth of Massachusetts based on total project costs of $79,520,606, which results in a community health initiative ("CHI") payment of $3,976,030. 

Conclusions on all Expenses- The CPA States it is not anticipated that the Applicant will require any financing associated with this Project. Based on their analysis, the CPA found the projected pro-forma expenses for the Projection Period to be a reasonable estimation and conservative.
 
CPA’s Conclusion of Feasibility

The CPA concluded that “The Project is expected to have positive overall cash flows (see section V of this report). We determined that the projections were not likely to result in a scenario where there are insufficient funds available for the ongoing operating costs of the Project at Lahey Hospital. It is not anticipated that the Applicant will require any financing associated with this Project. It is our conclusion that the projections are financially feasible and within the financial capability of the Applicant as detailed below.”

Further the CPA concluded that “Based upon our review of the projections and relevant supporting documentation, we determined the expansion of the PCU Bed Expansion, Mobile Cath Lab, and CT Unit projects at Lahey Hospital and Medical Center is financially feasible and within the financial capability of the Applicant.”  

Analysis

Staff are satisfied with the CPA’s analysis and that the Applicant has provided sufficient documentation of the availability of sufficient funds for capital and ongoing operating costs necessary to support the Proposed Project without negative impacts or consequences to the Applicant’s Patient Panel. As a result, staff finds that the Applicant has met the requirements of Factor 4.

[bookmark: _Toc240289063]Factor 5: Assessment of the Proposed Project’s Relative Merit

[bookmark: _Toc17151192][bookmark: _Toc17322410]The Applicant has provided sufficient evidence that the Proposed Project, on balance, is superior to alternative and substitute methods for meeting the existing Patient Panel needs identified by the Applicant pursuant to 105 CMR 100.210(A)(1). Evaluation of 105 CMR 100.210(A)(5) considers, 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. 

The Applicant was asked about their approach to addressing the alternatives based on each individual component rather than as a whole and the Applicant responded that each component addresses a separate identified patient population need that does not lend itself to a unified alternative. 

Medical/Surgical Inpatient Beds
Alternative Proposal 1: Expand Access to Lahey Clinic’s Hospital at Home program. 
· Quality: The Applicant states the nature of the Hospital at Home program is limited to acute but stable patients. This alternative does not address the documented needs of the majority of patients who require inpatient admission, those with high acuity, advanced age, or multiple comorbidities, are not eligible for home-based care and would not address issues such as ED boarding, delayed admissions, and would compromise care for the sickest patients.
· Efficiency: While this program has increased efficiency and hospital throughput by allowing a subset of lower-acuity inpatients to receive care at home, the bottlenecks, ED boarding and delays in inpatient admissions, are caused by patients whose clinical needs exceed what can safely be managed at home. 
· Capital Expenses: There are no capital expenses under this alternative. 
· Operating Costs: With this alternative, operating costs may increase moderately due to expanded home care staffing and technology/supply needs but would likely be lower than the Proposed Beds.
Alternative Proposal 2: Do not expand inpatient med/surg capacity 
· Quality: This Alternative will exacerbate current capacity challenges and impact care delivery, increasing the cited risks of adverse outcomes, including higher mortality rates for boarded patients and reduced patient satisfaction. 
· Efficiency: This Alternative will continue to impede operational efficiency requiring staff to manage patient care in settings that at times do not match patients’ levels of acuity, disrupt care coordination, result bottlenecks throughout the system and leading to increased ED wait times, delayed discharges and higher rates of readmission which also increase the cost of care for patients. 
· Capital Expenses: There are no capital expenses under this alternative. 
· Operating Costs: Operating costs for inpatient services would remain unchanged, but the ongoing strain on resources would likely result in higher indirect costs from staff turnover.

Cardiovascular Procedures 
Alternative Proposal 1: Add Cardiovascular Capacity at another BILH Hospital 
· Quality: This alternative was not considered a viable alternative because of the distance between the other BILH hospitals and Lahey Clinic’s main campus, as shown in Table 17, below[footnoteRef:24] and each site would also require expansion of capacity. Given the time-sensitive nature of emergency cardiovascular procedures, this means that if patients must travel to any of the alternative hospitals, care could be delayed and outcomes negatively impacted. [24: Several BILH Hospitals offer cardiac catheterization and electrophysiology, including Beth Israel Deaconess Medical Center (BIDMC), Beverly Hospital, and Anna Jaques Hospital. ] 

· Efficiency: This alternative would not improve efficiency for patients traveling distances to alternative sites and could lead to delays, which for acute cardiac events could lead to increased admissions and undermine the goal of reducing bottlenecks and improving patient flow.
· Capital Expenses: Capital expenses would be similar to the proposed lab. 
· Operating Costs: Potential exists for operating costs at Lahey Clinic to increase in the long- term if patients delay care due to travel and then require more advanced care due to the wait-times at Lahey. 
Table 17: Distance from Lahey Clinic Main Campus to BILH Alternative Cardiac Sites
	BILH Hospital
	Distance to Lahey Clinic Main Campus (miles)
	Peak[footnoteRef:25] Drive Time [25:  Weekday, 8am ] 

(mins)
	Non-Peak[footnoteRef:26] Drive Time (mins) [26:  Weekend, 12pm] 


	BIDMC
	19.4 
	45 – 60 
	28-50 

	Beverly Hospital
	22 
	28-40 
	28-40 

	Anna Jaques Hospital
	37.2 
	35-50 
	35-50 



Alternative Proposal 2: Do not expand cardiovascular procedural capacity at Lahey Clinic.
· Quality: The Applicant states this Alternative compromises timely access to life-saving care, worsens patient outcomes, increases health disparities, and strains both staff and healthcare resources, potentially reducing the overall quality of care. 
· Efficiency: This will disrupt patient throughput, leading to longer wait-times, more acute patients, longer hospital stays, and higher readmission rates, negatively impacting health outcomes and overall healthcare costs. 
· Capital Expenses: There are no capital expenses under this alternative.
· Operating Costs: Operating costs for cardiovascular procedure services will remain unchanged under this alternative.

LMC Peabody CT 
Alternative Proposal 1: Acquire a part-time mobile CT
· Quality: This alternative does not address the need by LMC Peabody’s SEF to comply with the stroke requirements discussed in Factor 1(a).
· Efficiency: This alternative would initially reduce outpatient wait times and allow for cardiac CT to be offered at LMC Peabody, but it would not create sufficient capacity to address the needs at LMC Peabody for LDCT lung cancer screening and cardiac CT. 
· Capital Expenses: Capital expenses would be lower under this alternative. 
· Operating Costs: Operating costs would be lower under this alternative. 

Alternative Proposal 2: Do not expand CT capacity 
· Quality: This alternative does not address the need of Peabody’s patient population to have timely access to CT imaging. Delays in diagnosis result in delayed treatment, which can adversely impact patient outcomes and quality of life, and increase costs.
· Efficiency: The Applicant states this alternative will not improve access to CT imaging as wait times increase. With documented CT downtime, and emergency patients increasing, more inpatients and outpatients will wait or be diverted to another facility and the ability to accommodate cardiac CT procedures or expand LDCT lung cancer screening will be lost. 
· Capital Expenses: There are no capital expenses under this alternative. 
· Operating Costs: There are no additional operating costs under this option.
Analysis

Staff finds that the Applicant has appropriately considered the quality, efficiency, and capital and operating costs of each of the Proposed Project’s components relative to potential alternatives and finds that on balance the Proposed Project better meets the Patient Panel’s needs than any of the alternatives identified. As a result of information provided by the Applicant and additional analysis, staff finds the Applicant has reasonably met the standards of Factor 5.

[bookmark: _Toc240289064]Factor 6: Fulfillment of DPH Community-based Health Initiatives Guideline

Summary, relevant background and context for this application: This is a DoN project that will result in a Tier 2 CHI. To fulfill Factor 6 requirements, the Applicant submitted its 2025 Lahey Clinic Community Health Needs Assessment (“CHNA”) and 2023-2025 Implementation Strategy (IS), a Self-Assessment, Community Engagement Plan, Partner Assessments and a CHI Narrative. 

In the CHNA/IS, the Applicant highlights social determinants of health for priority communities and should focus CHI planning and implementation efforts in these key areas to ensure selection of strategies that meet the CHI guidelines. This will help the Applicant and their Community Benefits Advisory Committee (CBAC) focus on priority areas that allow for implementation at the root cause level. In the existing CHNA, these areas are economic stability, education, food insecurity and nutrition, neighborhood and built environment, including housing and transportation. The Applicant will work with its CBAC to select priorities and approve implementation strategies. DPH staff have determined that if the Applicant agrees to address community conditions and root causes while engaging in ongoing work with their CBAC to invest in communities most impacted by inequities, the CHI investment will align appropriately with the CHI guidelines.

The 2025 Community Health Needs Assessment (CHNA) assessed the communities of Arlington, Bedford, Billerica, Burlington, Danvers, Lexington, Lowell, Lynnfield and Peabody. Collectively, these cities and towns reflect diverse communities in terms of demographics (e.g., age, ethnicity, race), socioeconomics (e.g., income, education, employment) and geography (e.g., urban and suburban), which influences community needs. Using a health equity framework, the CHNA focused on better understanding the needs of community residents who have been historically underserved, such as those who are unstably housed or experiencing homelessness, individuals who speak a language other than English, those who are in substance use recovery and those who experience barriers and disparities due to their race, ethnicity, gender identity, age, disability status or other personal characteristics. With a deep focus on community engagement, the CHNA analyzed primary and secondary quantitative and qualitative data capturing key demographics and social determinants of health (SDoH). This process included community listening sessions, health surveys, focus groups and interviews. 

Based on the CHNA findings, LMHC’s SDoH needs that align with CHI guidelines include:
· Economic stability—income/poverty, financial resources, employment and work environment
· Education
· Food insecurity and nutrition
· Neighborhood and built environment—housing, transportation, roads/sidewalks

Guided by the CHNA findings, the Applicant’s 2026-2028 Implementation Strategy (IS) health priority needs include equitable access to care, SDoH, mental health and substance use and chronic and complex conditions for priority populations. Using the CHNA/IS, the Applicant will engage its CHI Community Benefits Advisory Committee (CBAC) to select SDoH-level priorities and strategies for implementation with the funds associated with this proposed project.

The Self-Assessment provided a summary of community engagement processes and socio-demographic information, data and highlights related to topics and themes of community needs related to the existing CHNA and IS. Through primary data collection such as community listening sessions, health surveys, focus groups and interviews and data analysis, the Applicant and participating community partners identified the key needs outlined in the CHNA/IS. 

Partner Assessments submitted provided information on the individuals’ engagement levels (e.g. their personal participation and role) and their analysis of how the Applicant engaged the community in community health improvement planning processes. The information provided in these forms were largely consistent with the self-assessment conducted by the Applicant.

The CHI Narrative provided background and overview information for the CHI processes. The narrative also outlines advisory duties for the CBAC, and planned use of funding for evaluation and administrative activities. The narrative outlines the CHI funds breakdown and the anticipated timeline for CHI activities. With the administrative funds, the Applicant plans to offset the grantmaking process costs to ensure a robust and effective CHI process, including development and promotion of the RFP(s), translation/interpretation, childcare, supplies, and other needs. The timeline, RFP processes, and use of evaluation and administrative funds are in line with CHI planning guidelines. 

Summary, relevant background and context for this application: This is a DoN project that will result in a Tier 2 CHI. To fulfill Factor 6 requirements, the Applicant submitted its 2025 Lahey Clinic Community Health Needs Assessment (CHNA) and 2023-2025 Implementation Strategy (IS), a Self-Assessment, Community Engagement Plan, Partner Assessments and a CHI Narrative. 

In the CHNA/IS, the Applicant highlights social determinants of health for priority communities and should focus CHI planning and implementation efforts in these key areas to ensure selection of strategies that meet the CHI guidelines. This will help the Applicant and their Community Benefits Advisory Committee (CBAC) focus on priority areas that allow for implementation at the root cause level. In the existing CHNA, these areas are economic stability, education, food insecurity and nutrition, neighborhood and built environment, including housing and transportation. The Applicant will work with its CBAC to select priorities and approve implementation strategies. DPH staff have determined that if the Applicant agrees to address community conditions and root causes while engaging in ongoing work with their CBAC to invest in communities most impacted by inequities, the CHI investment will align appropriately with the CHI guidelines.

The 2025 Community Health Needs Assessment (CHNA) assessed the communities of Arlington, Bedford, Billerica, Burlington, Danvers, Lexington, Lowell, Lynnfield and Peabody. Collectively, these cities and towns reflect diverse communities in terms of demographics (e.g., age, ethnicity, race), socioeconomics (e.g., income, education, employment) and geography (e.g., urban and suburban), which influences community needs. Using a health equity framework, the CHNA focused on better understanding the needs of community residents who have been historically underserved, such as those who are unstably housed or experiencing homelessness, individuals who speak a language other than English, those who are in substance use recovery and those who experience barriers and disparities due to their race, ethnicity, gender identity, age, disability status or other personal characteristics. With a deep focus on community engagement, the CHNA analyzed primary and secondary quantitative and qualitative data capturing key demographics and social determinants of health (SDoH). This process included community listening sessions, health surveys, focus groups and interviews. 

Based on the CHNA findings, LMHC’s SDoH needs that align with CHI guidelines include:
· Economic stability—income/poverty, financial resources, employment and work environment
· Education
· Food insecurity and nutrition
· Neighborhood and built environment—housing, transportation, roads/sidewalks

Guided by the CHNA findings, the Applicant’s 2026-2028 Implementation Strategy (IS) health priority needs include equitable access to care, SDoH, mental health and substance use and chronic and complex conditions for priority populations. Using the CHNA/IS, the Applicant will engage its CHI Community Benefits Advisory Committee (CBAC) to select SDoH-level priorities and strategies for implementation with the funds associated with this proposed project.

The Self-Assessment provided a summary of community engagement processes and socio-demographic information, data and highlights related to topics and themes of community needs related to the existing CHNA and IS. Through primary data collection such as community listening sessions, health surveys, focus groups and interviews and data analysis, the Applicant and participating community partners identified the key needs outlined in the CHNA/IS. 

Partner Assessments submitted provided information on the individuals’ engagement levels (e.g. their personal participation and role) and their analysis of how the Applicant engaged the community in community health improvement planning processes. The information provided in these forms were largely consistent with the self-assessment conducted by the Applicant.

The CHI Narrative provided background and overview information for the CHI processes. The narrative also outlines advisory duties for the CBAC, and planned use of funding for evaluation and administrative activities. The narrative outlines the CHI funds breakdown and the anticipated timeline for CHI activities. With the administrative funds, the Applicant plans to offset the grantmaking process costs to ensure a robust and effective CHI process, including development and promotion of the RFP(s), translation/interpretation, childcare, supplies, and other needs. The timeline, RFP processes, and use of evaluation and administrative funds are in line with CHI planning guidelines.

Summary Analysis: 

As a result of information provided by the Applicant and additional analysis, staff finds that with the conditions outlined below, and the ongoing communication on items outlined above, the Applicant will have demonstrated that the Proposed Project has met Factor 6.

[bookmark: _Toc226541463][bookmark: _Toc240289065]Findings and Recommendations

Based upon a review of the materials submitted, Staff finds that, with the addition of the recommended Conditions detailed below, the Applicant has met each DoN Factor for the Proposed Project and recommends that the Department approve this Determination of Need, subject to all applicable Standard and Other Conditions.

[bookmark: _Toc240289066]Conditions to the DoN

Based upon a review of the materials submitted, Staff finds that the Applicant has met each DoN Factor for the Proposed Project and recommends that the Department approve this Determination of Need, subject to all applicable Standard Conditions.

1. Of the total required CHI contribution of $3,976,030.30
a. $964,187.35 will be directed to the CHI Statewide Initiative.
b. $2,892,562.04 will be dedicated to local approaches to the DoN Health Priorities.
c. $119,280.91 will be designated as the administrative fee. 

2. To comply with the Holder’s obligation to contribute to the CHI Statewide Initiative, the Holder must submit a check for $964,187.35 to Health Resources in Action (the fiscal agent for the CHI Statewide Initiative) within 30 days from the date of the Notice of Approval.
a. Payments should be made out to:
Health Resources in Action, Inc. (HRiA) 
2 Boylston Street, 4th Floor 
Boston, MA 02116 Attn: MACHHAF c/o Bora Toro 
DoN project #: BILH-26010510-HS

b. Please send a PDF image of the check or confirmation of payment to DONCHI@Mass.gov and dongrants@hria.org

3. If you should have any questions or concerns regarding the payment, please contact the CHI team at DONCHI@Mass.gov.


[bookmark: _Toc240289067]Appendix I

The Proposed Projects will provide public health value by improving access to services at Lahey Clinic, thereby positively impacting health outcomes and patient satisfaction. To assess the impact of the Proposed Project, the Applicant will monitor and report the following quality metrics.

1. All Proposed Projects: Patient Satisfaction
a) Numerator = Number of top scores, such as “likely to recommend” or “highly satisfied.” 
b) Denominator = Total number of survey respondents  

	Quality Measure 1:  Percent of Patients “likely to recommend” or “highly satisfied”
	Baseline[footnoteRef:27] [27:  All baseline figures provided are from FY2025. ] 

	Year 1
	Year 2
	Year 3

	Med/Surg Patients
	67.16 
	67.26
	67.36
	67.5

	Cardiovascular Procedure Patients
	70
	71
	73
	75

	CT Patients 
	81.39
	83
	85
	87



2. Medical-Surgical Inpatient Beds: ED Throughput and Medical/Surgical Bed Utilization
The Applicant identified the need to reduce ED boarding and M/S utilization rates. The Applicant has set targeted reductions in hours, midnight census, and occupancy rates.

	Quality Measure 2 
	Baseline26
	Year 1
	Year 2
	Year 3

	Average ED Medical Boarding Hours (Monthly)
	15,153
	14,396
	13,676
	13,084

	Average Number of Patients Boarding (Midnight Census)
	47
	43
	42
	40

	Average Med/Surg Beds Occupancy
	114%
	106%
	106%
	106%



3. Cardiovascular Procedures: Median time from Procedure Order to Procedure Completion (Outpatients)

	Quality Measure 3
	Baseline 
	Year 1
	Year 2
	Year 3

	Cardiac Catheterization median wait time (Days)
	17
	15.3
	16
	17

	EP median wait time (Days)
	67
	60.3
	64
	67



4. Computed Tomography: Median time interval from CT Order to CT Completion
The Applicant has identified the need to reduce wait times and has set targets for those reductions in years 1-3.

	Quality Measure 4
	Baseline26
	Year 1
	Year 2
	Year 3

	Outpatients (days)
	67 
	30
	30
	30

	Inpatients (hours)
	2
	1
	1
	1

	Emergency (minutes)
	54
	30
	30
	30
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