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Project Summary and Regulatory Review
 Beth Israel Lahey Health, Inc. (Applicant or BILH) filed a Determination of Need (DoN) application with the Department of Public Health (Department) on behalf of Winchester Hospital (the Hospital) to expand services at Winchester Hospital’s satellite (an outpatient department of Winchester Hospital, or HOPD), Winchester Hospital Endoscopy Center (the Center), located at 10P Commerce Way, Woburn, MA. The Applicant is proposing to increase the number of endoscopy procedure rooms from five to eight and to increase the number of endoscopy pre/post procedure bays from 15 to 22 at the Center (Proposed Project). The total value for the Proposed Project is $1,912,573.00. The Community Health Initiative (CHI) contribution is $95,628.65.

This DoN Application falls within the definition of Ambulatory Surgery, 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.

The Department did not receive any public comments on this DoN application, nor did any Ten Taxpayer Groups (TTGs) form in connection with this DoN application.
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[bookmark: Background:_Emerson_Endoscopy_and_Digest][bookmark: _Toc226541448]Background: Beth Israel Lahey Health, Inc.; and Application Overview

Beth Israel Lahey Health, Inc.
The Beth Israel Lahey Health, Inc. (BILH or Applicant), is a Massachusetts non-profit, tax-exempt corporation that oversees an integrated health care delivery system comprised of teaching and community hospitals, physician groups, behavioral health providers, post-acute care providers and other caregivers serving patients in Greater Boston[footnoteRef:2] and the surrounding communities in Eastern Massachusetts and Southeastern New Hampshire. [2:  Communities in Greater Boston includes the following cities/towns: Acton, Arlington, Ashland, Bedford, Belmont, Boston, Boxborough, Braintree, Brighton, Brookline, Burlington, Cambridge, Canton, Carlisle, Chelsea, Cohasset, Concord, Dedham, Dorchester, Dover, Foxboro, Framingham, Hingham, Holbrook, Holliston, Hopkinton, Hudson, Hull, Lexington, Lincoln, Littleton, Marlborough, Maynard, Medfield, Millis, Milton, Natick, Needham, Newton, Norfolk, Northborough, Norwell, Norwood, Quincy, Randolph, Revere, Roslindale, Scituate, Sharon, Sherborn, Somerville, Southborough, Stow, Sudbury, Walpole, Waltham, Watertown, Wayland, Wellesley, Westborough, Weston, Westwood, Weymouth, Wilmington, Winchester, Winthrop, Woburn, and Wrentham.] 


BILH’s member hospitals include[footnoteRef:3]: [3:  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. https://www.mass.gov/doc/dmh-licensed-hospital-list-1/download ] 


Table 1: BILH Acute Hospitals 
	Acute Hospital
	Type (Per CHIA Category[endnoteRef:2]) [2:  Center for Health Information and Analysis. Massachusetts Acute Hospital Profiles. 
https://www.chiamass.gov/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 Hospital & Medical Center
	Teaching Hospital 

	Mount Auburn Hospital
	Teaching Hospital

	New England Baptist Hospital
	Specialty Hospital

	Northeast Hospital
	Community-High Public Payer Hospital

	Winchester Hospital
	Community Hospital



Additionally, BILH operates Beth Israel Lahey Health Performance Network, LLC (BILHPN), a Massachusetts Health Policy Commission (HPC) certified Accountable Care Organization (ACO), which the Applicant states is a value-based physician and hospital network whose goal is to partner with other community hospitals and providers throughout Eastern Massachusetts to improve quality of care while managing medical costs. The Applicant states that BILHPN leverages best practices in population health management and data analytics to improve the quality of care and patient health outcomes across the BILH system. 

Winchester Hospital 
Winchester Hospital (the Hospital) is a non-profit, acute care hospital in Winchester MA with 229 licensed inpatient beds. Winchester Hospital provides acute care inpatient services, and outpatient services. The Hospital provides comprehensive health services in northeast suburban Boston, predominantly serving the communities of Medford, North Reading, Reading, Stoneham, Tewksbury, Wakefield, Wilmington, Winchester, and Woburn. 

Winchester Hospital Endoscopy Center 
Winchester Hospital Endoscopy Center (the Center) is a satellite of Winchester Hospital that opened in 2006 with a focus on endoscopy services. The Center operates as a single specialty HOPD providing endoscopy and currently has five endoscopy procedure rooms and 15 endoscopy pre/post procedure bays.[footnoteRef:4] The Center provides outpatient diagnostic and preventive care.  [4:   The difference between an ASC and HOPD specifically refers to the regulations that apply to the center; therefore, a “freestanding” surgery center can still be classified as an HOPD if it is within a 35-mile radius of the hospital and falls under the same financial and administrative contracts. 
https://www.aaos.org/aaosnow/2019/sep/managing/managing02/#:~:text=Ambulatory%20Surgery%20Centers%20Versus%20Hospital%2Dbased%20Outpatient%20Departments:%20What's%20the,with%20its%20own%20Medicare%20agreement. ] 


Application Overview
Per DoN Regulation, 100.715(B)(2)(a)(2) the Applicant is proposing An Expansion of Ambulatory Surgery capacity located on a satellite campus of an existing Hospital for which the Applicant has or is a participant in a Certified ACO. Staff consulted the DoN Programs current memorandum (Primary Service Area (PSA) of Independent Community Hospitals with respect to Ambulatory Surgery Centers). The Center is not located within the PSA of an Independent Community Hospital.[footnoteRef:5]  [5:  Primary Service Area (PSA) of Independent Community Hospitals with respect to Ambulatory Surgery Centers (PDF): https://www.mass.gov/doc/primary-service-area-psa-of-independent-community-hospitals-with-respect-to-ambulatory-surgery-centers-pdf/download ] 


The Applicant is proposing to expand the number of procedure rooms and pre/post procedure bays at the Center to address Patient Panel need for timely access to endoscopy services. The Applicant states that the addition of procedures rooms and pre/post procedure bays will improve the Center’s ability to efficiently manage patient flow and recovery. Table 2 provides an overview of the Proposed Project. 

Table 2: Overview of Proposed Project at the Center  
	Type
	Current
	Proposed
	Total

	Procedure Rooms
	5
	+3
	8

	Pre/Post Procedure Bays 
	15
	+7
	22



The Applicant asserts that the Proposed Project is needed because the Center’s existing procedure room capacity is unable to accommodate the Center’s large increase in procedure volume which is resulting in long wait-times for procedures for the Applicant’s Patient Panel. The Applicant states that the Proposed Project will address several sources of increasing need for the Center’s endoscopy services including long wait times for endoscopy services in the BILH system, specifically for Lahey Primary Care (Lahey) and Beth Israel Deaconess Medical Center (BIDMC) Gastroenterology (GI) patients; increasing need for endoscopy services in Winchester Hospital’s service area and from Winchester Hospital patients with an active order for a colonoscopy; and Winchester Hospital patients that are eligible for their screening colonoscopy and waiting for a referral from their primary care physician (PCP). This will be discussed further in Factor 1a: Patient Panel Need. 

The Applicant notes several design features of the Center that will allow for the expansion to be efficient, cost-effective, and minimize disruption to patient care. 
· The Center’s design and operational flow allow for renovations to be carried out with minimal impact to clinical services. 
· The proposed renovations to the Center are not expected to be significant, which will allow for a cost-effective and time-sensitive expansion of services.
· The Center’s central location makes it easily accessible for both Lahey and BIDMC patients, and increasing the Center’s capacity to take on these patients will help to alleviate BILH system-wide wait times for endoscopy. 
· The Center is a freestanding building with dedicated parking and streamlined access, making it a convenient option for existing patients, and new patients that will be accommodated through the proposed expansion. 

The Applicant states that with increasing rates of colorectal cancer (CRC), particularly among younger populations, timely and equitable access to endoscopy services is required. The Applicant maintains that the Proposed Project will increase endoscopy procedural capacity, reduce wait-times, and improve access, and as such, the Center will play a critical role in advancing early detection of disease, improve clinical outcomes, and contain healthcare costs. 

Background: Winchester Hospital Endoscopy Services 
Currently, Winchester Hospital provides outpatient endoscopy services at the Hospital’s main campus in Winchester (hospital outpatient department), and at the Hospital’s satellite, the Center (hospital outpatient department), located in Woburn. The top 10 communities served by Winchester Hospital – Main Campus Endoscopy based on patient utilization are: Woburn (13%), Stoneham (8%), Medford (7%), Wilmington (6%), Reading (6%), Tewksbury (6%), Winchester (6%), North Reading (4%), Wakefield (4%) and Billerica (3%). The top 10 communities served by the Center based on patient utilization are: Woburn (8%), Medford (6%), Wilmington (6%), Winchester (5%), Reading (5%), Burlington (4%), Tewksbury (4%), Stoneham (4%), Billerica (4%), and Wakefield (3%).

Winchester Hospital’s main campus has two endoscopy procedure rooms, and the Center has five endoscopy procedure rooms. The Center’s current hours of operation are Monday through Friday, 7am to 5pm. The Center does not employ providers, but grants surgical privileges and block time to eligible providers who need a facility in which to perform procedures for the patients they see in their office. Currently, the Center provides block time to Winchester Hospital GI or Winchester GI (Winchester Hospital’s GI practice), Digestive Health Associates (DHA), and Atrius GI physicians. Atrius is a private physician group that does not have its own outpatient endoscopy facilities in the Winchester service area. DHA is a private group of physicians that provide GI services in Winchester and the surrounding community. DHA physicians are credentialed by Winchester Hospital to provide endoscopy services at the Center. 

Winchester Hospital GI patients comprise 34% of the Center’s patients, DHA patients comprise 30% and Atrius patients comprise the remaining 36% of patients. The Applicant states that block time is determined by utilization of block time granted and currently Winchester GI, DHA and Atrius each have 90 hours of block time per week. The Applicant states further that allocation of block time after project implementation has not yet been determined because it will be driven by utilization trends after the Proposed Project is implemented. 

To facilitate access to the Center for BIDMC patients, Winchester Hospital provides seven days of block time per month to one BIDMC GI provider, which allows for approximately 1,000 BIDMC patients per year to receive their care at the Center with their existing provider. To facilitate access to the Center for Lahey patients, Winchester Hospital works with Lahey Primary Care patients with colonoscopy orders to schedule their procedures at the Center with the next available provider. 

The Applicant states that the following are some of the criteria used to determine which patients are treated at the Center and which patients are treated at Winchester Hospital’s Main Campus: pregnancy; Body Mass Index (BMI) over 50 (BMI between 45 and 50 must be approved by Anesthesia); American Society of Anesthesiology score of four; history of malignant hyperthermia or family history of the same; difficult airway; known active severe GI bleed; severe lung disease; severe heart disease; myocardial infarction (MI), stroke, neuro crisis within the last six months; cirrhosis; and patients with pacemakers must receive cardiac and Anesthesia clearance. 

[bookmark: _Toc226541449]Patient Panel[footnoteRef:6] [6:  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. Patient Panel also means: (1) If the Applicant or Holder has no Patient Panel itself, the Patient Panel includes the Patient Panel of the health care facilities affiliated with the Applicant; or (2) If the Proposed Project is for a new facility and there is no existing Patient Panel, Patient Panel means the anticipated patients; or (3) In the case of a Transfer of Ownership, Patient Panel also includes the Patient Panel of the Entity to be acquired.] 

Table 3 includes three fiscal years (FYs), 2023 to 2025, of the Applicant’s Patient Panel.[footnoteRef:7] The Applicant’s Patient Panel increased by 26% from FY23 to FY25.  [7:  The Applicant’s fiscal year, and all entities within the organization, is October 1 to September 30th. ] 


Table 3: BILH Patient Panel, FY23 to FY25  
	Patients
	FY23
	FY24
	FY25
	% Change
FY23 to FY25 

	Unique Patients
	995,640
	1,097,931
	1,251,364
	26%



The Applicant also provided information on the number of patients served at Winchester Hospital, Winchester Hospital – Main Campus Endoscopy, and the Center from FY23 to FY25. This is shown in Tables 4, 5, and 6 below. Winchester Hospital patients increased by 6% from FY23 to FY25, Winchester Hospital – Main Campus Endoscopy patients increased by 24% and the Center’s patients increased by 84%. 

Table 4: Winchester Hospital Patients, FY23 to FY25  
	Patients
	FY23
	FY24
	FY25
	% Change
FY23 to FY25 

	Unique Patients
	154,014
	158,383
	163,740
	6%



Table 5: Winchester Hospital – Main Campus Endoscopy Patients, FY23 to FY25  
	Patients
	FY23
	FY24
	FY25
	% Change
FY23 to FY25 

	Unique Patients
	1,549
	2,056
	1,916
	24%



Table 6: The Center’s Patients, FY23 to FY25  
	Patients
	FY23
	FY24
	FY25
	% Change
FY23 to FY25 

	Unique Patients
	4,903
	6,558
	9,028
	84%



Tables 7, 8, 9, and 10 provide payer mix information for BILH, Winchester Hospital, Winchester Hospital- Main Campus Endoscopy and The Center’s patients, inclusive of DHA and Atrius patients. 

Table 7: BILH Payer Mix, FY23 to FY25 
	Payer
	FY23
	FY24
	FY25

	Commercial
	48.3%
	48.3%
	49.7%

	Medicare
	19.1%
	19.2%
	19.0%

	Medicare Managed Care
	12.0%
	11.2%
	10.1%

	Medicaid
	8.3%
	9.0%
	8.7%

	Medicaid Managed Care
	7.4%
	6.7%
	6.2%

	Other[footnoteRef:8] [8:  Includes self-pay, health safety net, and liability coverage other than worker’s compensation for an injury event.] 

	4.9%
	5.7%
	6.2%

	Total 
	100%
	100%
	100%



Table 8: Winchester Hospital Payer Mix, FY23 to FY25 
	Payer
	FY23
	FY24
	FY25

	Commercial
	62.7%
	62.2%
	62.0%

	Medicare
	15.8%
	15.5%
	15.8%

	Medicare Managed Care
	7.2%
	7.6%
	7.8%

	Medicaid
	8.2%
	5.7%
	5.5%

	Medicaid Managed Care
	3.0%
	5.3%
	5.2%

	Other[footnoteRef:9]/Unknown [9:  Includes self-pay, health safety net, and liability coverage other than worker’s compensation for an injury event.] 

	3.2%
	3.8%
	3.7%

	Total 
	100%
	100%
	100%



Table 9: Winchester Hospital - Main Campus Endoscopy Payer Mix, FY23 to FY25 
	Payer
	FY23
	FY24
	FY25

	Commercial
	40.0%
	39.6%
	36%

	Medicare
	29.6%
	32.8%
	38%

	Medicare Managed Care
	16.2%
	14.8%
	17%

	Medicaid
	1.5%
	1.5%
	1%

	Medicaid Managed Care
	6.3%
	6.4%
	5%

	Connector Care, HSN, Self-Pay, 
Other Government Payer
	6.4%
	4.8%
	4%

	Total 
	100%
	100%
	100%



Table 10: The Center’s Payer Mix, FY23 to FY25 
	Payer
	FY23
	FY24
	FY25

	Commercial
	68.7%
	67.5%
	69.6%

	Medicare
	12.8%
	14.0%
	13.5%

	Medicare Managed Care
	7.7%
	7.8%
	7.6%

	Medicaid
	1.0%
	0.3%
	0.3%

	Medicaid Managed Care
	5.1%
	5.1%
	4.6%

	Connector Care, HSN, Self-Pay, 
Other Government Payer
	4.7%
	5.3%
	4.4%

	Total 
	100%
	100%
	100%



Tables 11a-11d shows Patient Population information for BILH, Winchester Hospital, Winchester Hospital- Main Campus Endoscopy, and the Center, for the most recent year available, FY25.

Table 11a: BILH, Winchester Hospital, Winchester Hospital-Main Campus Endoscopy, and the Center’s Patient Populations, FY25: Unique Patients 
	Patients
	BILH
	Winchester
Hospital
	Winchester 
Hospital- Main 
Campus Endoscopy
	The Center

	Unique Patients
	1,251,364
	163,740
	1,916
	9,028



Table 11b: BILH, Winchester Hospital, Winchester Hospital-Main Campus Endoscopy, and the Center’s Patient Populations, FY25: Age
	Age[footnoteRef:10]  [10:  The Applicant states that there are some discrepancies between the patient totals within these age categories compared to the totals that were originally submitted. Due to data transfers that have occurred since the data was originally pulled, some totals may not match.] 

	BILH
	Winchester
Hospital
	Winchester 
Hospital- Main 
Campus Endoscopy
	The Center

	0-27
	15.5%
	23.1%
	2.3%
	4.0%

	28-45
	22.5%
	21.6%
	9.8%
	22.7%

	46-54
	12.2%
	12.2%
	10.7%
	25.5%

	55-64
	17.8%
	16.6%
	21.6%
	23.2%

	65+
	32.0%
	26.4%
	55.6%
	24.6%

	Total 
	100%
	100%
	100%
	100%



Table 11c: BILH, Winchester Hospital, Winchester Hospital-Main Campus Endoscopy, and the Center’s Patient Populations, FY25: Gender
	Gender
	BILH
	Winchester
Hospital
	Winchester 
Hospital- Main 
Campus Endoscopy
	The Center

	Male
	42.1%
	42.3%
	50.9%
	46.4%

	Female
	57.8%
	57.7%
	49.1%
	53.6%

	Other[footnoteRef:11] [11:  Includes genders other than male/female, as well as patients for whom a gender is not specified, and whose gender varies across visits over the time period.] 

	0.1%
	0.0%
	0.0%
	0.0%

	Total 
	100%
	100%
	100%
	100%



Table 11d: BILH, Winchester Hospital, Winchester Hospital-Main Campus Endoscopy, and the Center’s Patient Populations, FY25: Race/Ethnicity

	Race/Ethnicity
	BILH
	Winchester
Hospital
	Winchester 
Hospital- Main 
Campus Endoscopy
	The Center

	White
	73.0%
	84.9%
	93.0%
	83%

	Black or African American
	6.3%
	3.1%
	2.1%
	3.0%

	Asian
	7.8%
	6.1%
	2.5%
	6.7%

	American Indian or 
Alaska Native
	0.1%
	0.2%
	<11
	0.1%

	Native Hawaiian or 
Other Pacific Islander
	0.1%
	0%
	0.0%
	<11

	Other
	7.2%
	3.9%
	1.9%
	3.1%

	Unknown/Patient Declined
	5.6%
	1.7%
	0.5%
	3.7%

	Hispanic or Latino
	7.3%
	5.0%
	<11
	0.3%



Staff notes the following observations:
· Age: The age 65 and older population comprised 32% of BILH patients, 26% of Winchester Hospital patients, and 24% of the Center’s patients, but approximately 56% of Winchester Hospital – Main Campus Endoscopy patients.  
· Race/Ethnicity: 73% of the BILH patients identified as White, compared to 83% of the Winchester Hospital and the Center’s patients and 93% of Winchester Hospital – Main Campus Endoscopy patients identified as White.
· Payer Mix: Making up approximately 50% or more of the payer categories, Commercial payers were the predominant payer for BILH, Winchester Hospital, and the Center. Medicaid’s percentage of the Winchester Hospital’s payer mix decreased from FY23 to FY25, which the Applicant states reflects overall trends in Massachusetts Health Insurance enrollment from March 2023 to March 2025 at the state level as reported by the Center for Health Information and Analysis (CHIA). Per data from CHIA, statewide enrollment in MassHealth primary coverage decreased by 20% between March 2023 and March 2025 (enrollment trends specific to Winchester Hospital’s PSA are not available in the dataset).[endnoteRef:3] The Applicant notes that the absolute number of patients insured through Medicaid at the Center, inclusive of Managed Medicaid, increased from 298 covered patients in FY23 to 442 covered patients in FY25, which the Applicant states indicates increased access to endoscopy services for patients insured through Medicaid. [3:  Center for Health Information and Analysis (CHIA). Massachusetts Health Insurance Enrollment Overview, March 2023-March 2025. 
https://www.chiamass.gov/enrollment-in-health-insurance/ ] 


[bookmark: Factor_1a:_Patient_Panel_Need][bookmark: _Toc226541450]Factor 1: a) Patient Panel Need
In this section, staff assesses if the Applicant has sufficiently demonstrated need for the Proposed
Project components by the Applicant’s Patient Panel. The Applicant attributes Patient Panel need for three additional procedure rooms and seven pre/post procedure bays at the Center to the following factors:
· Need to reduce wait times at the Center due to large increases in endoscopy procedure volume; and
· Need to reduce long wait times for endoscopy services across the BILH System.

Background: Colorectal Cancer
Cancers of the colon and rectum, known as colorectal cancer (CRC), are the fourth most common type of cancer with 154,270 estimated cases and 52,900 estimated deaths in the United States (US) in 2025.[endnoteRef:4] CRC is the leading cause of cancer death in adults younger than age 50 in the US.[endnoteRef:5] The risk of CRC increases with age, and while incidence rates have decreased in adults age 65 and older since 2011, CRC rates have been increasing by 2% per year in people younger than age 50, and in people ages 50 to 54.[endnoteRef:6] According to the American Cancer Society, CRC incidence is increasing by 3% per year in adults ages 20 to 49 since the 1990’s.[endnoteRef:7],[endnoteRef:8] A study examining US Centers for Disease and Control and Prevention (CDC) data from 1999 to 2020 found that “the rate of colorectal cancers grew 500% among children ages 10 to 14, 333% among teens aged 15 to 19, and 185% among young adults ages 20 to 24.”[endnoteRef:9] The Applicant states that while early screening is not recommended for younger adults, endoscopic procedures are instrumental in the diagnosis and management of symptoms once they arise. The Center accepts patients as young as age 16. Patients under age 16, are required to be seen at Winchester Hospital’s Main Campus. The Applicant states that less than 1% of the Center’s patients were aged 18 and younger in FY25. Estimated number of new cases of colon and rectum cancer in Massachusetts in 2025 is 2,770. [4:  National Cancer Institute. Cancer Stat Facts: Colorectal Cancer. 
https://seer.cancer.gov/statfacts/html/colorect.html ]  [5:  Siegel RL, Wagle NS, Jemal A. Leading Cancer Deaths in People Younger Than 50 Years. JAMA. Published online January 22, 2026. doi:10.1001/jama.2025.25467]  [6:  American Cancer Society. Colorectal Cancer Facts & Figures 2023-2025. Atlanta: American Cancer Society; 2023.
https://www.cancer.org/content/dam/cancer-org/research/cancer-facts-and-statistics/colorectal-cancer-facts-and-figures/colorectal-cancer-facts-and-figures-2023.pdf ]  [7:  American Cancer Society. New Research: Rectal Cancer Incidence Rising After Decades of Decline as Colorectal Cancer Shifts Toward Younger Generations. https://www.prnewswire.com/news-releases/new-research-rectal-cancer-incidence-rising-after-decades-of-decline-as-colorectal-cancer-shifts-toward-younger-generations-302700398.html ]  [8:  Dharwadkar P, Zaki TA, Murphy CC. Colorectal Cancer in Younger Adults. Hematol Oncol Clin North Am. 2022 Jun;36(3):449-470. doi: 10.1016/j.hoc.2022.02.005. Epub 2022 May 13. PMID: 35577711; PMCID: PMC9177054.]  [9:  Digestive Disease Week. Colorectal Cancer Cases More than Tripled Among Teens Over Two Decades. May 10, 2024. 
https://ddw.org/colorectal-cancer-cases-more-than-tripled-among-teens-over-two-decades/#:~:text=WASHINGTON%2C%20D.C.%20(May%209%2C,contributors%20to%20colorectal%20cancer%20risk.                  ] 


The American Cancer Society’s Report, Colorectal Cancer, Facts and Figures, 2023 – 2025, states that “a large proportion of CRC incidence and mortality is preventable through the receipt of regular screening, surveillance, and high-quality treatment.”[endnoteRef:10] CRC often starts as a growth or polyp on the inner lining of the colon or rectum.[endnoteRef:11] Many polyps are benign, but some may develop into cancer over time.[endnoteRef:12] Detecting and removing polyps during CRC screening can reduce the risk of developing CRC. The American Cancer Society and US Preventive Services Task Force recommend CRC screening begin at age 45 for individuals at average risk.[endnoteRef:13] The three main types of screening for CRC are stool-based test (Fecal immunochemical test (FIT) or Guaiac-based fecal occult blood test (gFOBT)), visual exams (colonoscopy or sigmoidoscopy), and blood-based tests (Shield or Colo-Health).[endnoteRef:14] While fecal and blood tests may miss polyps, and sigmoidoscopy does not examine the entire colon, colonoscopy, which can look at the entire colon, and can biopsy and remove polyps, is the “Gold Standard” screening test for CRC.[endnoteRef:15] In a large prospective cohort study, colonoscopy was associated with a 69% decrease in CRC-specific mortality compared with no exposure to colonoscopy[endnoteRef:16], and a large community study examining long-term risk of colon cancer and related deaths found that those with a negative colonoscopy screening had a 46% lower risk of colorectal cancer and 88% lower risk of related deaths than those who were unscreened, in the 12-year follow-up period under examination.[endnoteRef:17] Of the new cases of CRC diagnoses in the United States between 2018 and 2022, 32.9% were localized, meaning the cancer was confined to the primary site.[footnoteRef:12],[endnoteRef:18] CRC survival rates vary based on the cancer stage of diagnosis: the 5-year relative survival rate[footnoteRef:13] for localized CRC is 91% compared to 13% for CRC that has spread to distant parts of the body such as other organs and tissue.[endnoteRef:19] [10:  American Cancer Society. Colorectal Cancer Facts & Figures 2023-2025. Atlanta: American Cancer Society; 2023.
https://www.cancer.org/content/dam/cancer-org/research/cancer-facts-and-statistics/colorectal-cancer-facts-and-figures/colorectal-cancer-facts-and-figures-2023.pdf ]  [11:  American Cancer Society. Wha is Colorectal Cancer?
https://www.cancer.org/cancer/types/colon-rectal-cancer/about/what-is-colorectal-cancer.html ]  [12:  American Cancer Society. Colorectal Cancer Facts & Figures 2023-2025. Atlanta: American Cancer Society; 2023.
https://www.cancer.org/content/dam/cancer-org/research/cancer-facts-and-statistics/colorectal-cancer-facts-and-figures/colorectal-cancer-facts-and-figures-2023.pdf ]  [13:  American Cancer Society. Cancer Facts & Figures 2025. Atlanta: American Cancer Society; 2025. 
https://www.cancer.org/content/dam/cancer-org/research/cancer-facts-and-statistics/annual-cancer-facts-and-figures/2025/2025-cancer-facts-and-figures-acs.pdf ]  [14:  American Cancer Society. Colorectal Cancer Screening Tests.
https://www.cancer.org/cancer/types/colon-rectal-cancer/detection-diagnosis-staging/screening-tests-used.html ]  [15:  American Cancer Society. Colorectal Cancer Screening Tests.
https://www.cancer.org/cancer/types/colon-rectal-cancer/detection-diagnosis-staging/screening-tests-used.html ]  [16:  Nishihara R, Wu K, Lochhead P, Morikawa T, Liao X, Qian ZR, Inamura K, Kim SA, Kuchiba A, Yamauchi M, Imamura Y, Willett WC, Rosner BA, Fuchs CS, Giovannucci E, Ogino S, Chan AT. Long-term colorectal-cancer incidence and mortality after lower endoscopy. N Engl J Med. 2013 Sep 19;369(12):1095-105. doi: 10.1056/NEJMoa1301969. PMID: 24047059; PMCID: PMC3840160.]  [17:  Lee JK, Jensen CD, Levin TR, Zauber AG, Schottinger JE, Quinn VP, Udaltsova N, Zhao WK, Fireman BH, Quesenberry CP, Doubeni CA, Corley DA. Long-term Risk of Colorectal Cancer and Related Deaths After a Colonoscopy With Normal Findings. JAMA Intern Med. 2019 Feb 1;179(2):153-160. doi: 10.1001/jamainternmed.2018.5565. PMID: 30556824; PMCID: PMC6439662.]  [12:  Colon and Rectum, Male and Female, All Ages, All Races and Ethnicities. ]  [18:  U.S. Cancer Statistics Working Group. U.S. Cancer Statistics Data Visualizations Tool. U.S. Department of Health and Human Services, Centers for Disease Control and Prevention and National Cancer Institute; https://www.cdc.gov/cancer/dataviz, released in June 2025.]  [13:  A relative survival rate compares people with the same type and stage of cancer to people in the overall population. For example, if the 5-year relative survival rate for a specific stage of colon or rectal cancer is 80%, it means that people who have that cancer are, on average, about 80% as likely as people who don’t have that cancer to live for at least 5 years after being diagnosed.]  [19:  National Cancer Institute. Cancer Stat Facts: Colorectal Cancer
https://seer.cancer.gov/statfacts/html/colorect.html ] 

 
Need to Reduce Wait Times at The Center
The Applicant states that the Center’s need for additional endoscopy procedure rooms is demonstrated in the Center’s historical utilization, which is shown in Table 12. Staff note that the DoN regulations require an Applicant provide 36 months of data on the Applicant’s patients. For the purposes of demonstrating historical utilization at the Center, the Applicant has chosen to provide data for four fiscal years. As shown in Table 12, the Center’s volume made up 75% or more of Winchester Hospital’s total endoscopy procedure volume from FY22 to FY25. Additionally, the Center’s procedure volume increased by 202% between FY22 and FY25, representing a more than three-fold increase in the Center’s endoscopy procedure volume. The Applicant attributes the increase in procedure volume at the Center to the seven additional providers that started performing procedures in FY22. As noted above, the Center does not employ providers, but rather grants surgical privileges and block time to eligible Winchester GI, DHA, and Atrius providers to perform procedures for patients they see in their office. The Applicant states that increased CRC awareness and changes in CRC screening guidelines that lowered the screening age for average-risk adults from age 50 to 45 drove the expansion of providers at these practices as more patients were referred from primary care to Winchester GI, DHA, and Atrius. This increase in referrals required more endoscopy providers and more procedural block time. The Applicant states that the additional providers account for over 5,500 cases at the Center in FY25, which makes up almost 50% of the Center’s procedure volume in FY25. Staff note that Winchester Hospital’s total procedure volume also increased since FY22, along with the share of procedures performed at the Center as compared to the Main Campus.  

Table 12: Winchester Hospital Endoscopy Procedures, FY22 to FY25  
	Location
	FY22
	% of Total Volume
	FY23
	% of Total Volume 
	FY24
	% of Total Volume 
	FY25
	% of Total Volume 
	% Change                            FY22 to FY25 

	The Center
	3,674
	75%
	6,634
	80%
	8,671
	78%
	11,079
	80%
	202%

	Winchester Hospital -
Main Campus Endoscopy
	1,194
	25%
	1,622
	20%
	2,456
	22%
	2,720
	20%
	128%

	Total Procedure Volume 
	4,868
	100%
	8,256
	100%
	11,127
	100%
	13,799
	100%
	183%



Table 13 shows Year-over-year change in endoscopy procedures at Winchester Hospital. The Center experienced its largest increase in procedure volume from FY22 to FY23, and the Main Campus experienced its largest increase in procedures from FY23 to FY24. 

Table 13: Winchester Hospital Year-Over-Year Change in Endoscopy Procedures, FY22 to FY25  
	Location
	FY22
	FY23
	% Change FY22-23
	FY23
	FY24
	% Change FY23-24
	FY24
	FY25
	% Change FY24-25
	% Change                            FY22 to FY25 

	The Center
	3,674
	6,634
	81%
	6,634
	8,671
	31%
	8,671
	11,079
	28%
	202%

	Winchester Hospital – 
Main Campus
	1,194
	1,622
	36%
	1,622
	2,456
	51%
	2,456
	2,720
	11%
	128%

	Total Procedure Volume 
	4,868
	8,256
	70%
	8,256
	11,127
	35%
	11,127
	13,799
	24%
	183%



Table 14 shows the Center’s procedure volume by Diagnostic and Screening purposes. As shown in Table 14, from FY22 to FY25, Diagnostic Procedures comprised more than 80% of the Center’s procedure volume, and both Diagnostic and Screening Procedures increased by 200% and 215%, respectively. The Applicant points to the Center’s increase in screening procedures as indication of the important role that the Center plays in providing preventive care to its Patient Panel. 

Table 14: The Center’s Endoscopy Procedures by Category, FY22 to FY25 
	Procedure Type
	FY22
	% of Total Volume
	FY23
	% of Total Volume
	FY24
	% of Total Volume
	FY25
	% of Total Volume
	% Change                                  FY22 to FY25 

	Diagnostic 
	3,102
	84%
	5,579
	84%
	7,311
	84%
	9,270
	84%
	199%

	Screening 
	572
	16%
	1,055
	16%
	1,360
	16%
	1,809
	16%
	216%

	Total Procedure Volume 
	3,674
	100%
	6,634
	100%
	8,671
	100%
	11,079
	100%
	202%



Table 15 shows the Center’s procedure volume by Upper and Lower Endoscopy. As shown in Table 15, lower endoscopy procedures comprised more than 70% of the Center’s procedure volume from FY22 to FY25, and upper and lower procedure volume increased by 151% and 220%, respectively. 

Table 15: The Center’s Endoscopy Procedures by Upper and Lower Endoscopy, FY22 to FY25 
	Procedure Type
	FY22
	% of Total Volume
	FY23
	% of Total Volume
	FY24
	% of Total Volume
	FY25
	% of Total Volume 
	% Change                                     FY22 to FY25 

	Upper
	974
	27%
	1,444
	22%
	1,998
	23%
	2,444
	22%
	151%

	Lower
	2,700
	73%
	5,190
	78%
	6,673
	77%
	8,635
	78%
	220%

	Total Procedure Volume 
	3674
	100%
	6,634
	100%
	8,671
	100%
	11,079
	100%
	202%



Table 16 shows the Center’s utilization from FY22 to FY25. Utilization is one indicator of existing capacity. As shown in Table 16, the Center’s utilization has been steadily increasing since FY22, and in FY25 utilization reached 92%, a 63% difference from FY22.  

Table 16: The Center’s Utilization, FY22 to FY25
	 Utilization
	FY22
	FY23
	FY24
	FY25
	% Change 
FY22 to FY25 

	Utilization 
	29%
	53%
	69%
	89%
	207%



The Applicant asserts that the increase in the Center’s procedure volume over the years has exceeded the Center’s procedure room capacity, which has translated into increased wait times for endoscopy procedures at the Center. The Applicant states that current wait times at the Center are between six weeks and six months with patients of Winchester’s GI group and DHA experiencing an average wait time of one to two months, which accounts for 64% of the Center’s volume, and the remaining 36% of volume from Atrius GI providers, whose patients are waiting an average of six months due to limited block time at the Center. The Applicant states that wait times differ between Winchester GI and DHA and Atrius GI providers due to the number of patients and providers within each practice. Currently, the three practices have equal hours block time at the Center, and the Applicant states that re-allocating block time to reduce wait times for Atrius patients, would increase wait times for Winchester GI and DHA patients. The Applicant asserts that the goal of the Proposed Project is to increase procedure room capacity to reduce wait times for all patients. Wait time for endoscopy procedures at Winchester Hospital – Main Campus Endoscopy are one to three months, depending upon the patient’s GI physician’s available block time. 

The Applicant states that there isn’t a national benchmark for endoscopy wait times. The Applicant asserts that extended wait times of six months can have adverse implications for patients including later-stage cancer diagnoses that reduce the likelihood of curative treatment and worsen patient outcomes. The Applicant states that the Center estimates that wait times of greater than three months more frequently result in cancellations at the Center. The Center provides patients with appointment reminders two weeks before each patient’s procedure, but the Applicant notes the likelihood for patient plans to change due to the length of time since booking. Cancellations made two weeks prior to the procedure, cannot be rescheduled due to the lead time necessary to prepare for the procedure. The Applicant states that for these reasons, the Center aims to maintain wait times under two months to maximize appointment completion. 

Need to Reduce Wait Times Across the BILH System
The Applicant asserts that the Proposed Project will address a growing need for endoscopy services for patients from across the BILH system, and more specifically from patients of Lahey Primary Care (Lahey) in the communities of Burlington up through Peabody as well as patients of BIDMC GI in Boston, both of which experience long wait times for endoscopy appointments. The Applicant states that Lahey patients are currently waiting 12 months on average to be scheduled for endoscopy, and Lahey’s practices are located within a 12-mile radius of the Center making it a convenient option for their patients. BIDMC GI patients experience wait-times of five months on average for endoscopy. 

Table 17 shows the location of all BILH facilities performing outpatient endoscopy procedures, and the current average wait time for endoscopy procedures at each location.[footnoteRef:14]  [14:  The Applicant states that wait time is defined as the time interval from scheduling a screening colonoscopy to the procedure date.] 


Table 17: BILH Facilities Performing Outpatient Endoscopy Procedures
	BILH Facility
	Facility Address 
	Wait Time for Colonoscopy 

	BIDMC *
	330 Brookline Ave., Boston, MA  02215
	5 months

	BID Plymouth
	275 Sandwich Street, Plymouth, MA  02360
	2 weeks

	BID Milton
	199 Reedsdale Road, Milton, MA  02186
	6 months

	Mount Auburn Hospital
	330 Mt. Auburn Street, Cambridge, MA  02138
	5 months

	BID Needham
	148 Chestnut Street, Needham, MA  02492
	6+ months

	LHMC Burlington* 
	41 Mall Road, Burlington, MA  01805
	12 months

	LHMC Peabody*
	1 Essex Center Drive, Peabody, MA  01960
	12 months

	Beverly Hospital
	85 Herrick Street, Beverly, MA  01915
	5 months


*Denotes a location that serves as a primary facility for Lahey Primary Care and BIDMC GI patients to receive endoscopy.

The Applicant states that the Center’s current procedure room capacity limits the Center from being able to expand access to patients outside of Winchester GI, DHA, and Atrius. The Applicant maintains that with the additional procedure room capacity that would be achieved through the Proposed Project, the Center will be able to provide access to Winchester GI, DHA, and Atrius patients, and to Lahey and BIDMC patients, without compromising wait times. 

Projected Volume at the Center 

The Applicant asserts that the following factors will also contribute to additional volume at the Center following the Proposed Project’s implementation: 
· Currently, 4,100 Winchester Hospital patients are eligible for  colonoscopy screening but don’t have any order yet from their PCP. The Applicant states that the reason these patients don’t have active orders from their PCP is likely because most are overdue for their annual physical with their PCP or have not been seen by another physician who could also place an order for a screening colonoscopy. The Applicant explained that colonoscopy is the only screening option for high-risk individuals; average-risk individuals have a choice of colonoscopy or stool-based testing, after consulting with their PCP or GI provider. The Applicant states further that if the wait time for a colonoscopy is more than six months, then stool-based testing is recommended, with the understanding that a colonoscopy may be the recommended follow-up. The Applicant notes that approximately 68% of colonoscopies at the Center are scheduled screening colonoscopies, and of those cases, 74% resulted in some clinical finding. Colonoscopy remains the preferred choice for screening for preventing, and treating CRC, because of the ability to remove cancerous and pre-cancerous polyps during the procedure. To reduce the most common barriers to CRC screening and to make screening more accessible to patients, Winchester Hospital will begin piloting a program to distribute Cologuard screening kits through its primary care practices to average-risk patients who have not received a colonoscopy within the last three years, have not had a positive screen, and have an incomplete outstanding screening order. 
· Currently, 2,700 Winchester Hospital patients with an active order from their PCP are waiting for their screening colonoscopy to be scheduled, and combined with the 4,100 patients without active orders yet, accounts for an additional 6,800 patients who would need to be screened this year. With a target screening compliance rate of 80% (National Colorectal Cancer Roundtable CRC screening goal), an additional 6,000 more patients that may have been seen at the Center, but could not have been due to existing capacity constraints. 
· The Center’s historical utilization shows that non-colonoscopy procedures account for approximately 20% of procedure volume, and the Applicant expects that in six years, non-colonoscopy procedures will make up 3,356 cases of the Center’s annual volume. 
· An estimated 13,000 patients annually in the towns closest to the Center[footnoteRef:15] will need some form of screening colonoscopy, based on projected population increases. If 80% of those residents followed the recommended screening guidance, it would result in 10,400 additional procedures. This does not account for high-risk patients that require more frequent screenings or follow-up screening, which when accounted for would further increase procedure volume, nor does it account for the Winchester Hospital endoscopy patients under the age of 45, who are not represented in the projections.   [15:  This includes Arlington, Burlington, Lynnfield, Medford, North Reading, Peabody, Reading, Stoneham, Tewksbury, Winchester, and Woburn. ] 


The proposed endoscopy rooms are expected to open Summer 2027. The Applicant’s projected procedure volume is shown below in Table 18. The Applicant is projecting 14,499 procedures in Year 1, with utilization increasing from 72% in Year 1 to 84% in Year 5 when procedure volume is projected to increase to 16,779. New volume will make-up 24% of the Cener’s total procedure volume in Year 1 and will increase to 32% of the Center’s procedure volume in Year 5. The Applicant states that currently, the Center cannot accommodate a significant number of Lahey patients, if any at all. The Applicant anticipates that the Center will be able to accommodate approximately 2,700 additional patients from the Winchester referral queue through the Proposed Project, one-third of which will be Lahey patients. The Applicant also anticipates that an additional 1,000 BIDMC patients will have access to endoscopy at the Center following implementation of the Proposed Project.

Table 18: The Center’s Projected Procedure Volume Following Implementation 
	Projected Volume 
	Year 1
	% of Total Volume
	Year 2
	% of Total Volume 
	Year 3
	% of Total Volume 
	Year 4
	% of Total Volume 
	Year 5

	New Volume 
	3,420
	24%
	3,800
	26%
	4,370
	28%
	5,130
	32%
	5,700

	Existing Volume
	11,079
	76%
	11,079
	74%
	11,079
	72%
	11,079
	68%
	11,079

	Total Volume
	14,499
	100%
	14,879
	100%
	15,449
	100%
	16,209
	100%
	16,779

	Utilization 
	72%
	 n/a
	74%
	 n/a
	77%
	n/a 
	81%
	n/a 
	84%



Table 19 provides a breakdown of anticipated sources of projected volume at the Center in Year 5, of project implementation. Staff note that it is not certain that all eligible colonoscopy patients without active orders, will require a colonoscopy (versus another screening method), and therefore need the Center’s services. 

Table 19: Sources of Projected New Volume at the Center 
	Volume Source
	Anticipated
Annual Volume
	Percent of
Annual Volume

	Existing Volume
	11,000
	65%

	Patients waiting with orders
	2,000
	12%

	Eligible colonoscopy patients without current orders
	3,000
	18%

	Atrius patients
	800
	5%

	Total 
	16,800
	100%



The Applicant states that the three proposed endoscopy procedure rooms will accommodate approximately 5,700 additional cases annually, 5,000 of which are expected to be for screening colonoscopies, allowing for 74% of existing eligible patients to be accommodated annually through the Proposed Project. The Applicant’s stated goal is to reduce the average scheduling interval from three to six months by 15% per year, to 40 days or less for all patients within five years. 

Need Methodology
[bookmark: _cp_change_25]The Applicant determined that 2,450 endoscopy cases could be accommodated per year based on the Center’s operating days and hours, which is 245 days a year, Monday through Friday, no holidays or the days following holidays. The Applicant states that the Center is not open on the day following holidays, because it has been the Center’s experience that too few patients will schedule their procedures following a holiday, and that there is frequent noncompliance with the routine prep for those procedures that are scheduled, which results in rescheduling. Rescheduling patients due to inadequate prep is inefficient for the patient, and for the facility because it results in lower volume schedules that are an inefficient use of provider and staffing resources. Each procedure room can be scheduled for up to 12 cases per day; and an average cancellation rate of 10%, results in a typical 10 patients per day which equates to a utilization rate of 80 to 85%. The Applicant states that three endoscopy procedure rooms are needed to accommodate existing and eligible patients which total 6,800, and to absorb capacity from other BILH facilities that are experiencing significant wait times. The Applicant notes that the expansion of endoscopy procedure room capacity is limited by the Center’s existing physical footprint. Consequently, the Proposed Project will address capacity constraints at Winchester Hospital but will not meaningfully reduce wait times across BILH given the significant wait times demonstrated in Table 17. 

Staffing
The Applicant states that on average, the Center requires 30 full-time employees (FTEs). The additional three endoscopy procedure rooms will require the following FTEs: an additional seven Registered Nurses, one Endoscopy Technician, one Anesthesia Technician, one Administrative Assistant, and one Surgery Scheduler. The Applicant anticipates most positions at the Center will be filled by internal applicants who are currently employed by Winchester Hospital. The Applicant notes that the Center offers career advancement from medical/surgical positions, and Winchester Hospital does not anticipate any staffing challenges with the additional staff needed at the Center in connection with the proposed expansion. The Applicant states that Winchester GI hired one new provider in January 2026 to accommodate a growth in the number of GI referrals, and is currently recruiting an additional provider with an intended start Fall 2026. Additionally, Atrius will be requesting more time for an additional physician Fall 2026.  

Analysis
Staff finds that the Applicant has demonstrated that the Patient Panel is experiencing delayed access to the Center’s endoscopy services as a result of existing capacity constraints. In addition, the Applicant has shown that Lahey and BIDMC GI patients from the BILH system who are currently experiencing long wait-times of five to 12 months at other BILH facilities providing outpatient endoscopy services, would also benefit from the proposed increase in procedure room capacity, through greater receipt of timely access to endoscopy services. If the Proposed Project is approved, the Applicant will report annually on wait-times to track progress made in reducing wait-times through the Proposed Project. As a result, Staff finds that the Proposed Project meets the requirements of Factor 1a.

[bookmark: _Toc226541451]Factor 1: b) Public health value, improved health outcomes and quality of life; assurances of health equity
For this element of Factor 1, the Applicant must demonstrate that the Proposed Project adds 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 Outcomes and Quality of Life

An endoscopy is a procedure that uses a long thin tube or endoscope with a light and camera on the end to capture images of organs or other structures allowing for healthcare providers to screen for conditions and diagnose disease.[endnoteRef:20] Endoscopy allows providers to remove abnormal tissue for lab testing (endoscopic biopsy), and it can be used for many types of treatment (such as removing damaged tissues or tumors, sealing wounds, fixing blockages), some of which previously required surgery.[endnoteRef:21]  The most common types of endoscopy are colonoscopy and upper endoscopy.[endnoteRef:22] [20:  Cleveland Clinic. Endoscopy. https://my.clevelandclinic.org/health/diagnostics/25126-endoscopy ]  [21:  Cleveland Clinic. Endoscopy. https://my.clevelandclinic.org/health/diagnostics/25126-endoscopy ]  [22:  Cleveland Clinic. Endoscopy. https://my.clevelandclinic.org/health/diagnostics/25126-endoscopy ] 


Improved Outcomes: The Applicant states that the Proposed Project will expand access to endoscopy services at the Center, which will encourage greater adherence to recommended screenings, allowing patients to be diagnosed earlier when treatment is less invasive and more effective. Based on 2022 Behavioral Risk Factor Surveillance System (BRFSS) data, 70.9% of Massachusetts residents aged 45 to 75 received at least one recommended CRC test, among the highest of all states[endnoteRef:23], but the Applicant notes that screening rates in Massachusetts are still below the National Colorectal Cancer Roundtable CRC screening goal of 80% of eligible patients in every community.[footnoteRef:16] Stool-based tests have a lower sensitivity for detecting CRC and precancerous polyps than colonoscopy.[endnoteRef:24] Additionally, a positive stool-based test will result in the need for a colonoscopy to investigate further.[endnoteRef:25] The effectiveness of the stool-based test will depend on the receipt of appropriate follow-up testing following a positive result, and a study cited by the Applicant found that deferred diagnostic evaluation after positive FIT can lead to increases in mortality, which the study authors state underscores the need for timely follow-up colonoscopy after positive FIT results.[endnoteRef:26] The Applicant also cites an article that states that long lead time (time between the referring clinic appointment and the endoscopy appointment) can lead to missed endoscopy appointments which can further impact patient health outcomes.[endnoteRef:27]  [23:  National Cancer Institute. State Cancer Profiles. Screening and Risk Factors Table. https://statecancerprofiles.cancer.gov/risk/index.php?stateFIPS=00&topic=colorec&risk=v521&race=00&sex=0&type=risk#results ]  [16:  The Colorectal Cancer Roundtable, established in 1997 in partnership with the Centers for Disease
Control and Prevention (CDC), is one of the American Cancer Society’s seven mission-critical national
roundtables, is a coalition of more than 180 member organizations, with a shared mission to increase the use of proven
colorectal cancer screening tests among the entire population for whom screening is appropriate.]  [24:  Ahlquist DA. Stool-Based Tests Vs Screening Colonoscopy for the Detection of Colorectal Cancer. Gastroenterol Hepatol (N Y). 2019 Aug;15(8):437-440. PMID: 31592245; PMCID: PMC6771036.]  [25:  American Cancer Society. Colorectal Cancer Screening Tests. 
https://www.cancer.org/cancer/types/colon-rectal-cancer/detection-diagnosis-staging/screening-tests-used.html ]  [26:  Meester RG, Zauber AG, Doubeni CA, Jensen CD, Quinn VP, Helfand M, Dominitz JA, Levin TR, Corley DA, Lansdorp-Vogelaar I. Consequences of Increasing Time to Colonoscopy Examination After Positive Result From Fecal Colorectal Cancer Screening Test. Clin Gastroenterol Hepatol. 2016 Oct;14(10):1445-1451.e8. doi: 10.1016/j.cgh.2016.05.017. Epub 2016 May 19. Erratum in: Clin Gastroenterol Hepatol. 2018 May;16(5):787. doi: 10.1016/j.cgh.2018.02.023. Erratum in: Clin Gastroenterol Hepatol. 2018 Aug;16(8):1365. doi: 10.1016/j.cgh.2018.06.001.. Abstract corrected. PMID: 27211498; PMCID: PMC5028249.]  [27:  Alnasser R, Alkhowaiter S, Alhusaini S, Aljarallah B. Factors Associated with Missed and Cancelled Appointments in the Endoscopy Unit: Descriptive Study. Cureus. 2020 Mar 14;12(3):e7264. doi: 10.7759/cureus.7264. PMID: 32292676; PMCID: PMC7153807.] 


The Applicant proposed specific outcome measures, including wait times, to track the impact of the Proposed Project which staff has reviewed, and which will become a part of the reporting requirements. These measures are shown in Appendix I.

Patient Experience: The Applicant states that the Center offers streamlined scheduling, efficient workflows that minimize delays, and that expanding access to the Center’s services in the community, and within BILH’s network of providers will allow more patients to access the benefits of the Center and will enhance overall patient experience. The Applicant states further that patients are more likely to follow through with screening guidelines when services are available in a convenient setting, without significant wait times. The Center’s site is easily accessible, and offers on-site parking. The Center has designated patient waiting rooms inside the main entrance, which the Applicant states reduces navigation and wayfinding, which can occur in the larger hospital setting. 

HOPD: The Applicant states that expanding access to endoscopy in existing hospital-based facilities will ensure timely access to high-quality care. The Applicant cited a study comparing quality outcomes at ASCs and HOPDs in Florida which noted that HOPDs have an advantage over ASCs with respect to quality due to their affiliation with a hospital.[endnoteRef:28] For example, patients treated at HOPDs had lower odds of unexpected hospitalization after undergoing colonoscopy which may be attributed to the fact that HOPDs may have hospital resources and protocols and guidelines to prevent or decrease complications including unplanned hospitalizations.[endnoteRef:29] The Applicant points to another study examining unplanned hospital visits in GI endoscopy performed in Massachusetts, comparing rates between HOPDs and ASCs, which found that for screening and non-screening colonoscopy, the rates for unplanned hospital visits for “adverse events of surgical procedures or medical care” and abdominal pain, the most common reasons for an unplanned hospital visit after outpatient GI endoscopy, were actually numerically higher in ASCs versus HOPDs even though the HOPD cohort had higher comorbidities.[endnoteRef:30]  [28:  Chukmaitov AS, Menachemi N, Brown LS, Saunders C, Brooks RG. A comparative study of quality outcomes in freestanding ambulatory surgery centers and hospital-based outpatient departments: 1997-2004. Health Serv Res. 2008 Oct;43(5 Pt 1):1485-504. doi: 10.1111/j.1475-6773.2007.00809.x. Epub 2007 Nov 26. PMID: 22568615; PMCID: PMC2653888.]  [29:  Chukmaitov AS, Menachemi N, Brown LS, Saunders C, Brooks RG. A comparative study of quality outcomes in freestanding ambulatory surgery centers and hospital-based outpatient departments: 1997-2004. Health Serv Res. 2008 Oct;43(5 Pt 1):1485-504. doi: 10.1111/j.1475-6773.2007.00809.x. Epub 2007 Nov 26. PMID: 22568615; PMCID: PMC2653888.]  [30:  Lin MY, Mishra G, Ellison J, Osei-Poku G, Prentice JC. Differences in patient outcomes after outpatient GI endoscopy across settings: a statewide matched cohort study. Gastrointest Endosc. 2022 Jun;95(6):1088-1097.e17. doi: 10.1016/j.gie.2021.12.025. Epub 2021 Dec 31. PMID: 34979119.] 


Analysis: Improved Outcomes and Quality of Life
As the Applicant noted above, colonoscopy is the Gold Standard for CRC screening. A 2019 article on stool-based screening tests for CRC versus colonoscopy states that “Effective screening is the product of 3 critical factors: sensitivity, compliance, and access. Currently, screening tools vary in their sensitivity or accuracy.”[endnoteRef:31] The Proposed Project will increase access to a CRC screening tool that has been shown to be more sensitive and accurate than other CRC screening tools, leading 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. [31:  Ahlquist DA. Stool-Based Tests Vs Screening Colonoscopy for the Detection of Colorectal Cancer. Gastroenterol Hepatol (N Y). 2019 Aug;15(8):437-440. PMID: 31592245; PMCID: PMC6771036.] 


Public Health Value: Health Equity
The following section outlines the Applicant’s processes in place to support equitable access to the Center. 

Language Access: The Applicant states that Winchester Hospital offers language services to patients, including the Center’s patients, across various modes of patient interaction that include in-person, remote video, and telephonically, at no cost to patients. Winchester Hospital provides all patients, including those of the Center, with access to qualified medical interpreters through in-person and video remote interpreting (VRI) so that patients are able to communicate in their preferred language. Interpreter services are available for more than 100 languages, including American Sign Language. Interpreter services can be used 24 hours a day seven days a week. The Applicant states that VRI ensures timely access (less than 15 minutes) to accurate medical translation services, and arrangements for patients requiring additional assistance are made prior to the patient’s procedure. Assisted listening devices such as PocketTalkers and telephone volume amplifiers are available to assist deaf and hard of hearing patients and family members. The Center is a service of Winchester Hospital and as such, interpreter services are available during the Center’s hours of operation. In FY23, there were 7,109 requested and completed language services encounters, inclusive of the Winchester Hospital - Main Campus Endoscopy and the Center.

The Applicant maintains that Winchester Hospital provides appropriate language interpretation services for the patient on a case-by-case basis even at satellite locations, including the Center. Additionally, all pre- and post- procedure instructions and consent forms required for anesthesia and treatment are translated by a medical interpreter. Discharge instructions that are printed in a language other than English are reviewed by a medical interpreter. The primary languages spoken by Winchester Hospital patients for the most recent year available are Spanish (16%), Chinese Mandarin (14%), Haitian Creole (9%), and Korean (7%). 

Social Determinants of Health (SDoH): The Applicant states that all Winchester Hospital patients are screened for SDoH during the initial consultation by nurse staff and that Winchester Hospital coordinates necessary interventions, and referrals to social work or other appropriate services are made as needed via the BILH Find Help platform, a patient resource that connects people to free or low-cost services near them. Additionally, all the Center’s patients are screened for safety at home and BILH Find Help Resources are included in every patient’s After Visit Summary at discharge, regardless of how they screen for safety at home. When any issue or concern is disclosed to Center staff during a patient’s visit, a referral is made to the appropriate resources, which include social work. 

RELD/SOGI Data Collection: The Applicant states that BILH has implemented an initiative to collect detailed information on patient demographics that include race, ethnicity, language, disability status, sexual orientation, and gender identity (RELD/SOGI), which the Applicant states is essential for identifying, monitoring, and addressing health disparities within the community. BILH collects RELD/SOGI data during patient registration and through self-reporting in MyChart. To ensure consistent and reliable data collection in its electronic medical record system (EMR), BILH assembled a multidisciplinary team including representatives from patient access services, information services, nursing, social work, community benefits, and community relations, to work with patient representatives to develop a standardized set of demographic data elements and establish best practices and processes. Winchester Hospital, including Center staff, receive ongoing training on health equity, disability, interpreter services, and SDoHs, through department meetings and online learning modules. 

The Applicant states that BILH Performance Network (BILHPN) is committed to the quality performance measures outlined in at-risk payer contracts, that include colonoscopy. The payer contracts support accountability in providing appropriate screening for all patients, and include focused effort to address disparities among Asian, Black, and Hispanic populations. BILHPN collaborates with multiple payer plans to expand access to at-home screening options and timely follow-up care, including colonoscopy for patients with positive results. Population health specialists review monthly reports of positive cases and confirm appropriate follow-care for patients. BILHPN also collaborates with the BILH Ambulatory SafetyNet (ASN) team to address gaps in care, through ASN navigators that conduct outreach to patients. As a satellite of Winchester Hospital, the Center is included in BILHPN’s work. 

[bookmark: Factor_1:_c)_Efficiency,_Continuity_of_C]Analysis: Health Equity 
Staff finds that the Applicant has adequately described processes in place to support equitable access to the Center. In order to ensure that the Proposed Project increases access to care for patients insured by MassHealth, as a Condition of Approval, the Applicant will report annually on the Center’s payer mix to demonstrate measurable progress and will submit a plan to the Department to increase the Center’s payer mix in the event of a material decrease in the Center’s payer mix during the reporting period. The Applicant will also report annually on the Center’s patients stratified by race and ethnicity, language, zip code of residence, and payer mix. The full text of the Conditions is listed in the “Other Conditions” section of this report. Staff finds that with the “Other Conditions” listed below, the Applicant sufficiently demonstrated reasonable efforts to provide equitable access to the Center’s services. As a result, Staff finds that the Applicant meets the requirements of the Public Health Value: Health Equity part of Factor 1b.

[bookmark: _Toc226541452]Factor 1: c) Efficiency, Continuity of Care, Coordination of Care
The Applicant states that the Proposed Project will operate efficiently and effectively by furthering the continuity and coordination of care for the Applicant’s Patient Panel. The Applicant states further that its care coordination systems support effective communication between providers and connection to other appropriate services outside of the Center. 

Care Coordination: BILH and Winchester Hospital use a shared EMR system, and this will further continuity of care at the Center. The EMR connects patient information from endoscopy services to their Winchester Hospital profile, allowing for coordination of care between endoscopy providers and other members of the patient’s care team. All BILH-affiliated providers, which include DHA and Atrius providers, receive case notes following the endoscopy procedure at the Center, and the information is uploaded to the EMR system, and can be quickly shared to the patient’s portal. The notes and results in the EMR system can be easily shared with providers in other networks, supporting comprehensive care across care teams. 

The Applicant states that patients who have their endoscopy at the Center, are captured in the EMR maintained by the Center, but the patient’s provider is the primary responsible party for maintaining the patient’s health record. All providers who operate at the Center are affiliated with BILH and are able to access its EMR, however the Center itself does not play a role in patient record sharing. All patients of the Center are treated by a GI provider with whom they have an established relationship prior to their endoscopy procedure. The GI provider is responsible for all documentation prior to, during and after the procedure and is responsible for ensuring that patients receive access to their follow-up notes and test results. The Center’s staff update the EMR maintained by the Center with all actions taken by the Center’s staff, such as pre- and post-operative care, and the endoscopy provider is responsible for surgery notes, discharge instructions, and pathology results. 

Winchester Hospital participates in the MassHealth ACO Program through Beth Israel Deaconess Care Organization (BIDCO), a value-based physician and hospital network and ACO that leverages the skills of PCPs, specialists, and community hospitals to improve patient care and care management. The Applicant maintains that BIDCO is committed to expanding access to high-quality care for members who are more likely to experience unmet SDoH needs than the commercially insured population. BIDCO advances health care through its robust care coordination efforts, and in particular, through providing data analysis and risk management tools to BILH providers, including a Population Health Management Tool that assists PCPs in monitoring patient health and managing chronic conditions. The Applicant asserts that primary care linkages will improve care for BILH patients and support provision of high-quality care and effective care coordination.  

Analysis	
Staff finds that the Applicant’s care coordination will continue to contribute to efficiency, continuity, and coordination of care. The Applicant demonstrated appropriate maintenance of patient records as well as communication with patients and providers to improve patient care and promote better health outcomes. As a result, Staff finds that the Proposed Project meets the requirements of Factor 1c.

[bookmark: Factor_1:_d)_Consultation][bookmark: _Toc226541453]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: Factor_1:_e)_Evidence_of_Sound_Community][bookmark: _Toc226541454]Factor 1: e) Evidence of Sound Community Engagement through the Patient Panel

The Department’s Guideline 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.”

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

Community Meeting: October 7, 2025, the Applicant presented the Proposed Project to the community through a meeting with the Community Benefits Advisory Committee. Seventeen members of the Committee attended, and the Applicant states that they expressed strong support for the Proposed Project.

Patient and Family Advisory Council (PFAC) Meeting: On November 5, 2025, the Applicant presented the Proposed Project to the Winchester Hospital PFAC. Discussion topics included the current backlog of patients with endoscopy orders and the Proposed Project’s impact on improving health outcomes. Six PFAC members were in attendance, and expressed their support for the Proposed Project.  

Published Notice: The Applicant published a local notice announcing the Proposed Project in the Daily Times Chronicle, on October 16, 2025, and posted a copy of the legal notice on the Winchester Hospital website. 

The Applicant submitted the presentation materials used for its community engagement activities. 

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: Factor_1:_f)_Competition_on_price,_total][bookmark: _Toc226541455]Factor 1: f) Competition on price, total medical expenses (TME), costs and other measures of health care spending

The Applicant states that the Proposed Project will limit TME by allowing the Applicant to build on proven operational efficiencies, staff expertise, and established care pathways to quickly expand access to preventative and diagnostic endoscopy. The Applicant states that TME will also be lowered through expanding timely access to preventative care, which contributes to early detection of gastrointestinal cancers, which when detected early, can lead to curative treatments.[endnoteRef:32] Regular screening for CRC allows for the removal of precancerous polyps, which can prevent disease or detect it earlier when treatment is more effective, and when it is not as costly to treat.[endnoteRef:33] Preventive endoscopy can reduce the need for later, more expensive intervention, hospital admissions, and complex oncologic treatments associated with late-stage disease. Increasing access to care earlier, that is less invasive and more cost-effective, will decrease the financial burden on patients, payers, and the Commonwealth’s healthcare system.  [32:  Mastoi MG, Karim A, Jaslok F, Hassan MB, Neelam F, Prity F, Kumari H, Manan S, Siddique S, Danish S, Jabeen S, Tara A, Umair A, Lal K, Arti F, Parveen A. Advances in endoscopic techniques for early detection and treatment of gastrointestinal cancers: A systematic review. Medicine (Baltimore). 2025 Oct 17;104(42):e45315. doi: 10.1097/MD.0000000000045315. PMID: 41189189; PMCID: PMC12537103.]  [33:  Goede SL, Kuntz KM, van Ballegooijen M, Knudsen AB, Lansdorp-Vogelaar I, Tangka FK, Howard DH, Chin J, Zauber AG, Seeff LC. Cost-Savings to Medicare From Pre-Medicare Colorectal Cancer Screening. Med Care. 2015 Jul;53(7):630-8. doi: 10.1097/MLR.0000000000000380. PMID: 26067885; PMCID: PMC4467468.] 


Staff note studies have demonstrated price differentials across HOPD and ASC settings, where prices for common ambulatory procedures performed in HOPDs are higher than when the same procedures are performed in the ASC setting, with the facility fee component of the HOPD payment contributing to higher HOPD prices.[endnoteRef:34],[endnoteRef:35] The Applicant affirms that cost implications other than price were important considerations for the Applicant when determining where to expand endoscopy procedure room capacity to meet Patient Panel need. The Applicant states that the Center is a well-established endoscopy provider, with existing staff and payer infrastructure. The Applicant maintains that expanding procedural capacity at the Center represents the most cost-effective and timely means of increasing access to endoscopy services, and that establishing a new ASC to provide such services, would increase the timeline to address Patient Panel need for endoscopy services to several years and would entail a significantly higher capital expenditure. Furthermore, as noted above, expanding access to preventative care can lower health care spending. The Applicant asserts that as an existing provider of endoscopy services, there will be no change in price of endoscopy services as a result of the Proposed Project.  [34:  Eydis, S. Commercial prices 78% higher in HOPDs than ASCs: Study. Becker’s ASC Review. 
https://www.beckersasc.com/asc-coding-billing-and-collections/commercial-prices-78-higher-in-hopds-than-ascs-study/#:~:text=Commercial%20insurers%20paid%20an%20average,safely%20performed%20in%20ASC%20settings. ]  [35:  Blue Health Intelligence. Hospital Outpatient Prices Far Higher, Rising Faster than Physician Sites. Issue Brief December 2023. https://www.bcbs.com/dA/392da3b5a7/fileAsset/BHI%20Issue%20Brief%20December_121323_SiteNeutral.pdf] 


Analysis
Staff find that the Applicant has demonstrated that the Proposed Project provides a timely option for expanding Patient Panel access to endoscopy services, the benefits of which include improved health outcomes that can result in lower health care spending. 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.

[bookmark: _Toc226541456]Summary, Factor 1  
As a result of information provided by the Applicant and additional analysis, staff finds that with the “Other Conditions” outlined below regarding Factor 6 and the Applicant’s CHI contribution, and Factor 1b:Health Equity, specifically the Applicant’s MassHealth participation and stratified reporting on the Center’s patients, and with the standard reporting requirements, the Applicant has demonstrated that the Proposed Project has met Factor 1(a-f).

[bookmark: Factor_2:_Cost_containment,_Improved_Pub][bookmark: _Toc226541457]Factor 2: Cost containment, Improved Public Health Outcomes and Delivery System Transformation

Cost Containment
The Applicant states that the Proposed Project will meaningfully contribute to the Commonwealth’s cost containment goals by expanding access to high-quality endoscopy services in the community setting. As noted above, increasing access to the Center’s services will increase patient timely access to high-quality screening and diagnostic endoscopy services, which will in turn improve health outcomes and which can also minimize avoidable health care costs resulting from delays in accessing treatment. Colonoscopy in particular, is the most effective method for screening for CRC, allowing for both the detection and removal of precancerous polyps. The Applicant cites an article predicting the effect of enhanced screening participation on treatment costs. The study found that increasing CRC screening in the pre-Medicare population (aged 50 to 64), can result in potential savings to the Medicare program of $14 billion, resulting from a reduction in treatment costs ($24 billion) in the Medicare population, and the reduction in treatment costs offset the increased costs associated with enhanced screening.[endnoteRef:36]  [36:  Goede SL, Kuntz KM, van Ballegooijen M, Knudsen AB, Lansdorp-Vogelaar I, Tangka FK, Howard DH, Chin J, Zauber AG, Seeff LC. Cost-Savings to Medicare From Pre-Medicare Colorectal Cancer Screening. Med Care. 2015 Jul;53(7):630-8. doi: 10.1097/MLR.0000000000000380. PMID: 26067885; PMCID: PMC4467468.] 


Analysis: Cost Containment
Staff finds that the Applicant demonstrated how the Proposed Project aligns with the Commonwealth’s cost containment goals through the expansion of access to high-quality endoscopy, and through reducing delays in access to endoscopy services. Through increasing access to preventative endoscopy services, the Center will help to reduce incidence of advanced cancers that can increase treatment costs. Therefore, DoN Staff conclude that the Proposed Project will likely meet the cost containment component of Factor 2.

Improved Public Health Outcomes
As noted above in Factor b: Public Health Value, increasing timely access to endoscopy services, can lead to earlier detection of disease, and reduced reliance on more extensive treatments. Endoscopy itself has the ability to treat many conditions, avoiding more extensive surgery. The benefits of colonoscopy in particular have been well-documented, and increasing access to endoscopy services will advance the National Colorectal Cancer Roundtable CRC screening goal of 80% of eligible patients in every community for CRC, and support reductions in CRC incidence and mortality. 

Analysis: Public Health Outcomes
Staff finds that the Applicant demonstrated how the Proposed Project will improve health outcomes through increasing access to the Center’s services, which the Applicant has shown to be high-quality, and through reducing scheduling delays, and delays in diagnosis and treatment. Therefore, DoN Staff conclude that the Proposed Project will likely meet the Public Health Outcomes component of Factor 2.

Delivery System Transformation
As noted above in Factor 1b: Public Health Value, the Applicant screens the Center’s patients for safety at home and BILH Find Help Resources are included on every patient’s After Visit Summary at discharge. The Applicant points to studies finding that while timely access to cancer care is instrumental in health outcomes, individuals experiencing socioeconomic disadvantage experience barriers to accessing cancer care, resulting in inequitable access to treatment including delays in starting treatment, and experiences of lower quality of care.[endnoteRef:37],[endnoteRef:38] The Applicant states its intent to address barrier challenges resulting from socioeconomic disadvantage by expanding access to endoscopy services at the Center. [37:  Li S, He Y, Liu J, Chen K, Yang Y, Tao K, Yang J, Luo K, Ma X. An umbrella review of socioeconomic status and cancer. Nat Commun. 2024 Nov 18;15(1):9993. doi: 10.1038/s41467-024-54444-2. PMID: 39557933; PMCID: PMC11574020.]  [38:  Bourgeois A, Horrill T, Mollison A, Stringer E, Lambert LK, Stajduhar K. Barriers to cancer treatment for people experiencing socioeconomic disadvantage in high-income countries: a scoping review. BMC Health Serv Res. 2024 May 28;24(1):670. doi: 10.1186/s12913-024-11129-2. PMID: 38807237; PMCID: PMC11134650.] 


Analysis: Delivery System Transformation
Staff find that the Applicant has processes in place to identify and help address patient barriers to accessing the Center’s services. Therefore, DoN Staff can conclude that the Proposed Project will meet the Delivery System Transformation component of Factor 2.

[bookmark: _Toc226541458]Summary, 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 the Applicant demonstrated that the Proposed Project has met Factor 2.

[bookmark: Factor_3:_Relevant_Licensure/Oversight_C][bookmark: _Toc226541459]Factor 3: Relevant Licensure/Oversight Compliance
The Applicant provided evidence of compliance and good standing with federal, state, and local laws and regulations. This will not be addressed further in this report. As a result of information provided by the Applicant, staff finds the Applicant has reasonably met the standards of Factor 3.

[bookmark: Factor_4:_Demonstration_of_Sufficient_Fu][bookmark: _Toc226541460]Factor 4: Financial Feasibility
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). 

The CPA analysis included a review of numerous documents and an analysis of the projected operations of the Center in order to form an opinion as to the reasonableness and feasibility of the projections regarding the Proposed Project. The projections are deemed reasonable, within the context of this report, if they are supportable and proper given the underlying information. The Proposed Project is feasible if, based on the assumptions used, the plan is not likely to result in insufficient funds available for capital and ongoing operating costs necessary to support the Proposed Project without negative impacts or consequences to the Applicant’s existing Patient Panel.

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, 2028 through September 30, 2032 (Projection Period), prepared the Management of Winchester Hospital (Management). 

Sources of information used and relied upon in the report:
· Historical volume of patients and procedures for the existing endoscopy center at the Woburn, MA location for the fiscal years ended September 30, 2023, 2024, and year-to-date June 30, 2025. 
· Historical revenue and expenses for the existing endoscopy center at the Woburn, MA location for the fiscal years ended September 30, 2023, 2024, and year-to-date June 30, 2025. 
· Winchester Hospital’s Form 990 for the years ended September 30, 2024 and 2023.
· Beth Israel Lahey Health, Inc. and Affiliates audited consolidated financial statements as of and for the years ended September 30, 2024 and 2023.
· Projected outpatient volume for the Project for the fiscal years ending September 30, 2028, 2029, 2030, 2031, and 2032. 
· Projected revenue and expenses for the Project for the fiscal years ending September 30, 2028, 2029, 2030, 2031, and 2032.
· Projected statements of cash flows from operations for the Project for the fiscal years ending September 30, 2028, 2029, 2030, 2031, and 2032.
· Quote for equipment, installation and service agreements from STERIS Corporation totaling $971,130.
· Quote for equipment and installation from Nihon Kohden totaling $119,232.
· Quote for Anesthesia machines from Coast to Coast Medical totaling $39,000.
· Lease Extension #8 between Winchester Hospital and Cummings Properties, LLC, which includes an extension of the existing lease for ten years following the completion of the construction. Following the completion of the construction, a renovation charge of approximately $1,954,000, which agrees to the quote provided by Cummings Property, LLC dated May 2, 2025, will be added to the lease repayment schedule to be paid back over the term of the lease. The total construction charge related to the addition of the three endoscopy rooms and seven pre/post procedure bays (1,970 sq ft) and to be included with capital expenditures on the DON application will be $941,443.
· DON Application Instructions dated July 2023.
· DON Narrative draft provided November 19, 2025.
· DON Application Form. 
· Total project costs

Revenues: The CPA reviewed and analyzed net operating revenues in the historical and projected financial information. Volume at the Center is based on total outpatient visits. Historical volume of outpatient visits for the Center average 10 patients per weekday per room for the nine months ended June 30, 2025. Winchester Hospital Management (Management) believes that based on historical volume, an average of six patients per day per room (1,140 patients per room per year) is a reasonable projection for the year ending September 30, 2028 for the addition of three endoscopy procedure rooms and seven pre/post procedure bays. Management assumes 11% and 17% increases in outpatient cases for the years ended September 30, 2029 through September 20, 2032. Winchester Hospital projected revenue at a rate of $1,179 per outpatient visit for the year ending September 30, 2028 with an annual increase of 2% for the years ending September 30, 2029 through September 30, 2032. The CPA analyzed the net projected/pro-forma incremental net revenue for the Proposed Project for the fiscal years ending September 30, 2028 through September 30, 2032 and found the pro-forma net revenue projected by Management to be a reasonable estimation and conservative. 

Expenses: The CPA analyzed each of the categorized expenses for reasonableness and feasibility as it related to the projected revenue. 
· Salaries and wages in the fiscal year ending September 30, 2028 represents wages of eight full-time employees (FTEs), including registered nurses and technicians, for the three endoscopy rooms and seven pre/post procedure bays.
· Management assumed the hourly rates for these employees will range from $28 for technicians to $78 for registered nurses, based on historical rates of $26 and $56, respectively. Management estimated pay rates will increase 2% annually for the years September 30, 2029 to September 30, 2032. 
· FTEs: Management expects the hiring of an additional nurse for the year ending September 30, 2029, resulting in a total of nine FTEs. For the year ending September 30, 2030, Management assumes the hiring of two additional registered nurses, and the total 11 FTEs will stay consistent for the years ending September 30, 2031, and 2032. 
· For the nine months ended June 30, 2025, there was approximately 28 FTEs for the five existing endoscopy procedure rooms at the Center, an average of five FTEs per room. Management believe that three to four FTEs per room is reasonable for the Projection Period, for the additional three endoscopy procedure rooms and seven pre/post procedure bays. 
· Fringe Benefits: Management estimated the projected fringe benefits at approximately 26% of salary and wages for the Projection Period, based on historical fringe benefits for the years ended September 30, 2023, September 30, 2024, and the nine months ended June 30, 2025. 
· Supplies: Management projects that supplies, which include endoscopic supplies, medical and surgical supplies, pharmaceuticals, and other items needed to operate the endoscopy center, will be $75 per procedure for the year ending September 30, 2028, based on historical supply expenses of $72, with a 2% inflation of costs annually for the remainder of the Projection Period. 
· Professional fees, which include the anesthesia expense, are estimated to be $400,000 for the year ending September 30, 2028, and is based on three new anesthesiologists at approximately $133,000 each with fees increasing annually at a rate of 2% for the remainder of the Projection Period. Professional fees include a fee related to the Strategic Affiliation Agreement with Atrius Health. The CPA report states that the fee to Atrius is 25.53% of net revenue for the Projection Period, based on the second letter of agreement with Atrius, effective for fiscal years 2025 through 2028. Management anticipates 20% of patients will be covered by Atrius Health Insurance. 
· Lease: The existing lease for the Center is approximately 9,780 square feet, out of a total of 17,000 square feet in total in the Woburn location, at a rate of $27.05 per square foot. The new lease for the Proposed Project will include an additional 1,970 square feet of space, and the new rate will be $42.60 per square foot or approximately $84,000 annually. Annual rent is expected to be approximately $236,000 for the Projection Period and includes the new rate of $42.60 and an increase in the rate of $15.55 of approximately $152,000 for the existing 9,780 square feet. Utilities are estimated at $17,000 for the year ending September 30, 2028 with an expected 2% annual increase in costs for the remainder of the Projection Period. Utility expenses are based on historical expenses of approximately $15,000 for the year ended September 30, 2024. 
· Repairs and Maintenance: Management expects a service contract with Steris Corporation for an equipment care plan to begin during the year ending September 30, 2031, with expenses totaling approximately $240,000, to be paid over a two-year period. Additional contracts include a $3,300 month contract for scope services for the year ending September 30, 2028, with 2% annual increases for the remainder of the Projection Period. Management expects purchased services (laundry and linen expenses, courier services, cable television and other services) expenses to be $12 per procedure for the year ending September 30, 2028, with a 2% increase annually. Management’s projection for purchased services is based on historical purchased services cost of $11 per procedure for the year ended September 30, 2024. 
· Other Expenses: Monthly lease payments for various equipment, of approximately $16,000 per month. Management anticipates the lease expenses to be approximately $192,000 for the year ending September 30, 2028 with a 2% increase in the lease expense annually. 
· The estimated costs of the endoscopy rooms, pre/post procedure bays and equipment of $1,543,843, include a 10% contingency which the CPA states will be depreciate on a straight-line bases over ten years beginning in the year ending September 30, 2028.

Based on their analysis, the CPA found the projected pro-forma expenses for the Projection Period to be a reasonable estimation and conservative. 

Net Income and Cash Flows: The CPA states that based on its discussion with Management, and the information provided, the capital needs and ongoing operating costs for the Proposed Project are not likely to result in a scenario where there is negative cash flow over the Projection Period, and states that the Applicant has the resources to fund the capital needs and ongoing operating costs of the Proposed Project. 

CPA’s Conclusion of Feasibility:
The CPA concluded. “We determined that the projections were not likely to result in insufficient funds available for ongoing operating costs necessary for the Applicant to support the Project. Based upon our review of the projections and relevant supporting documentation, we determined the addition of three endoscopy procedure rooms and seven pre/post procedure bays to the existing hospital-based endoscopy center at WH is financially feasible, not likely to have a negative impact on the existing patient panel of the Applicant and within the financial capability of the Applicant.”

Analysis
Staff is satisfied with the CPA’s analysis of the Proposed Project. As a result information provided by the Applicant and additional analysis, staff finds the Applicant has met the requirements of Factor 4.

[bookmark: Factor_5:_Assessment_of_the_Proposed_Pro][bookmark: _Toc226541461]Factor 5: Assessment of the Proposed Project’s Relative Merit
[bookmark: _Int_BedYxzXG]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) shall take into account, at a minimum, the quality, efficiency, and capital and operating costs of the Proposed Project relative to potential alternatives or substitutes, including alternative evidence-based strategies and public health interventions.

The Applicant considered and rejected two alternatives to the Proposed Project.

Alternative #1: Expanding operating hours at the Center to include evenings and/or Saturday hours.

· Quality: The expanded operating hours were determined to be inconvenient, with adverse impact to patient quality and experience. This alternative would reduce the quality of patient care as the fasting required for some procedures would be uncomfortably longer for those patients scheduled during extended evening hours. The Applicant also states that some patients are reluctant to schedule procedures on a holiday, and the same would be true for patients scheduled on extending operating hours on a Saturday. 
· Efficiency: This alternative introduced inefficiencies related to scheduling and staffing because weekend and evening hours are typically underutilized, which would lead to a suboptimal use of resources. Also, scheduling procedures outside of the Center’s standard operating hours could increase the number of cancellations or no-shows, as patients may be more reluctant to undergo procedures during these more inconvenient times. 
· Capital Expense: There are no capital costs under this alternative. 
· Operating Costs: This alternative would result in higher operating costs stemming from overtime pay, shift differentials, and potential premium rates for physicians and ancillary staff as incentive to work non-standard hours. 

Alternative #2: Expand endoscopy space at Winchester Hospital’s Main Campus

· Quality: The main campus lacks the physical space for expanded endoscopy services. This alternative also does not align with the Applicant’s goal of providing endoscopy services in a more convenient, stand-alone facility. The Applicant states that the hospital setting may be less comfortable, convenient, and accessible for patients seeking routine outpatient procedures, and that this in turn could adversely impact patient satisfaction and adherence to recommended screening. 
· Efficiency: Because the main campus does not have the existing space to expand endoscopy services, Winchester Hospital would have to reduce the capacity of other surgical service lines in order to do so, which would be disruptive for patients, increase wait times and create backlogs for those services that are reduced.  
· Capital Expense: This alternative would require a significant capital expense in order to create dedicated space on the Winchester Hospital main campus. 
· Operating costs: Operating costs would be similar to those for the Proposed Project if endoscopy services were offered during standard hours. 

The Applicant states that BILH considered several factors when determining where to expand outpatient endoscopy capacity, including the fact that the Center is a high-functioning outpatient center, Winchester Hospital has improved the Center’s operations over the years to accommodate additional volume from increasing need for screening colonoscopy, and the Center’s scheduling blocks are being used efficiently, but procedure room capacity is insufficient to meet the endoscopy needs of the region, as indicated in the wait times noted in Factor 1(a). The Applicant notes that the Center can expand within its existing footprint, and that the location is a geographically convenient option for Lahey Burlington, Peabody, and Arlington patients, and for patients of BIDMC and Mount Auburn. Finally, Lahey and Mount Auburn have long wait times, and lack space within their existing footprints for expansion. 

As noted above, the Applicant determined that expanding procedural capacity at the Center represents the most cost-effective and timely means of increasing access to endoscopy services. The Applicant states further that establishing a new ASC to provide such services, would increase the timeline to address Patient Panel need for endoscopy services to several years and would entail a significantly higher capital expenditure resulting in costly and unnecessary delays in expanding access to diagnostic and preventative health care. 

Analysis 
Staff finds that the Applicant has appropriately considered the quality, efficiency, and capital and operating costs of the Proposed Project relative to potential alternatives. 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: Factor_6:_Fulfillment_of_DPH_Community-b][bookmark: _Toc226541462]Factor 6: Fulfillment of DPH Community-based Health Initiatives Guideline

Summary and context for this application: This is a DoN project that will result in a Tier 1 CHI. To fulfill Factor 6 requirements, the Applicant submitted the Winchester Hospital (WH) 2025 Community Health Needs Assessment and Implementation Strategy (CHNA), a Self-Assessment, Partner Assessments and a CHI Narrative. The CHNA highlights social determinant of health (SDoH) needs for specific communities residing in the Applicant's Community Benefits Service Area (CBSA). The Applicant and their Community Benefits Advisory Committee (CBAC) should focus CHI planning and implementation efforts in these key areas to ensure selection of funding priorities and strategies meet the CHI Guidelines. This will allow for implementation at the SDoH and root cause level.  
 
DPH staff have determined that if the Applicant agrees to address community conditions and root causes while engaging in ongoing work with their CBAC, the CHI investment will align appropriately with the CHI Guidelines. 

Winchester Hospital’s 2025 CHNA focused on the nine communities of Medford, North Reading, Reading, Stoneham, Tewksbury, Wakefield, Wilmington, Winchester, and Woburn—cities and towns that are diverse with respect to demographics (e.g., age, race, and ethnicity), socioeconomics (e.g., income, education, and employment), and geography (e.g., urban, suburban). 
The CHNA analyzed primary and secondary quantitative and qualitative data capturing community characteristics, social determinants of health (SDoH), systemic factors, behavioral factors and health conditions. Primary data sources included interviews, focus groups, surveys and community listening sessions. With the guiding principles of equity, accountability, community engagement and impact, the CHNA highlighted the experiences priority cohorts facing barriers and inequities including low-resourced individuals, racially, ethnically and linguistically diverse populations, individuals living with disabilities, older adults, youth and individuals who identify as LGBTQIA+.  
 
Key SDoH findings identified in the CHNA that align with CHI guidelines include: 
· Economic stability 
· Education 
· Food security infrastructure 
· Neighborhood and built environment—housing and transportation 
 
Using the 2025 CHNA findings, the Applicant will work with the community partners who make up their CBAC to select CHI health priorities and strategies that allow for implementation and intervention at the SDoH and root cause level.   
 
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 Winchester Hospital's CHNA. Through primary data collection and secondary data analysis, the Applicant and participating community partners identified the key needs outlined in the CHNA. 
 
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 information for the CHI processes related to funding breakdown, advisory committee duties, timeline for CHI activities and administrative monies and evaluation plans. Administrative dollars will be used to support the promotion of meetings, interpretation/translation, community engagement efforts, stipends for community resident participation and additional staff time. WH will use 10% of the local CHI funding ($8,262.31) for evaluation efforts to develop metrics and complete evaluation of CHI-funded project(s). The proposed timeline, use of administrative funds and evaluation activities align with CHI planning guidelines. 

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

[bookmark: _Toc226541463]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.
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1. Factor 6 CHI Contribution
a. Of the total required CHI contribution of $95,628.65 
i. $9,180.35 will be directed to the CHI Statewide Initiative. 
ii. $82,623.15 will be dedicated to local approaches to the DoN Health Priorities.   
iii. $3,825.15 will be designated as the administrative fee.  
 
b. To comply with the Holder’s obligation to contribute to the CHI Statewide Initiative, the Holder must submit a check for $9,180.35 to Health Resources in Action (the fiscal agent for the CHI Statewide Initiative) within 30 days from the date of the Notice of Approval.   
i. 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-25102211-AS 
 
Please send a PDF image of the check or confirmation of payment to DONCHI@Mass.gov and dongrants@hria.org 
 
If you should have any questions or concerns regarding the payment, please contact the CHI team at DONCHI@Mass.gov. 
 

2. Factor 1(b): 
a. In addition to the Center’s obligation to participate in MassHealth, pursuant to 105 CMR 100.310(11), the Holder must certify annually that all physicians and health professionals who practice at the facility, including those who are physicians and health care professionals utilizing surgical block time at the Center, are enrolled as participating providers of MassHealth to support equitable access to all clinicians at the facility regardless of payer; and
b. The Holder shall report on the Center’s patients stratified by race, ethnicity, language, zip code of residence, and payer mix.

3. Factor 1(b): The Department requires the Center to maintain or increase the percentage of MassHealth patients within its Payer Mix as compared to the Center’s payer mix provided for the most recent year available (FY25). If, during the pendency of the DoN, the Department determines that the MassHealth Payer Mix of the Holder at the Center is not meeting this standard or showing a material decrease over the course of the reporting period, the Holder shall submit a plan to the Department detailing its plan to increase its MassHealth payer mix. The plan shall be submitted no later than six months after such time as the Department notifies the Holder that such a plan is required. The Holder shall provide, with its annual report to the Department, a report on implementation of said plan to demonstrate measurable progress resulting from its efforts to increase its MassHealth payer mix.
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The Holder shall, on an annual basis, commencing with approval of this DoN, and continuing annually for a period of five years after the Project is complete, report on the following data elements, pursuant to 105 CMR 100.310(A)(12). Reporting will include a description of numerators and denominators. If applicable, include baseline data for measures (a year prior to implementation of DoN-approved project).
 
1. Wait Time to Scheduled Procedure: Timely access to endoscopic procedures is critical for early diagnosis and treatment, contributing to improved health outcomes and patient satisfaction.[footnoteRef:17] Extended wait times for scheduling procedures delays care and negatively impacts patient outcomes. The Applicant will monitor and report the average time patients wait from the date the procedure is ordered to the date it is scheduled. Data will be tracked to identify trends, barriers, and opportunities for improvement. [17:  Adams MA, Rubenstein JH, Lipson R, Holleman RG, Saini SD. Trends in Wait Time for Outpatient Colonoscopy in the Veterans Health Administration, 2008-2015. J Gen Intern Med. 2020 Jun;35(6):1776-1782. doi: 10.1007/s11606-020-05776-4. Epub 2020 Mar 24. PMID: 32212093; PMCID: PMC7280466.
] 

[bookmark: _Hlk48813784]Measure: Average number of days between the date a procedure is ordered and the date the procedure is scheduled to be performed.
Numerator: Total number of days waited by all patients from order to scheduled procedure date. 	
Denominator: Total number of scheduled procedures.
Baseline and Goal: Patients currently wait between 3 to 6 months between scheduling and their procedure date, depending on their provider’s availability. The Proposed Project aims to reduce wait times by 15% per year, with a target goal of 40 days (less than 6 weeks) by Year 5. 
The Applicant will provide wait times for all patients of the Center, and for the Center’s patients broken down Winchester Hospital GI patients, DHA patients, Atrius patients, Lahey patients, and BIDMC patients. 

2. Delayed Procedure Start Times: Delays in starting scheduled endoscopic procedures can disrupt patient care and impact overall operational efficiency. Monitoring the frequency and duration of delayed procedure start times will enable the Endoscopy Center to identify causes of delays and implement process improvements.  
Measure: Percentage of procedures that start more than 30 minutes after the scheduled start time. 
Numerator: The number of procedures that began more than 30 minutes after the scheduled start time.
Denominator: Total number of scheduled procedures.
Baseline and Goal: The current baseline delayed start rate is 44%. The goal with the Proposed Project is to achieve a 15% reduction each year until less than 20% of scheduled procedures are delayed by Year 5.

3. Patient Satisfaction: Patients who are satisfied with their care are more likely to seek additional treatment when needed. The Applicant will continue to review patient satisfaction levels of the Endoscopy Center’s patients and compare it across similar facilities and regional benchmarks. 
Measure: A Press Ganey Patient Satisfaction survey is provided to all eligible patients following their procedure at the Endoscopy Center. This survey focuses on the patient’s experience in multiple areas, including net promoter score (NPS), wait times, facility operations, care communication, nurse/physician treatment, and discharge. The survey also allows for anonymous comments from patients to provide further insight into potential areas of improvements as well as patient concerns or commendations. 
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