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Good afternoon.  I am Lynne Ide, Director of Program and Policy at the Universal Health Care 

Foundation of Connecticut.  My testimony today will focus on the consumer, patient and 

community impact of the proposed purchase of Eastern Connecticut Health Network’s 

Manchester Memorial and Rockville General Hospitals by Prospect Medical Holdings. 

The conversion of a nonprofit community hospital is a complex undertaking.  A community 

hospital is a local treasure – a trusted source of care, sometimes planned, sometimes in an 

emergency. It is also a long-standing local institution, an employer of many types of 

professionals and supporting staff, often a principal source of employment for the residents of 

the surrounding neighborhoods, a member of the local business community, a part of the civic 

infrastructure.  

As we stated at the Waterbury Hospital / Tenet CON public hearing in October 2014, whether or 

not it is good policy to approve conversions will depend largely on three questions:  

 Are the hospitals being acquired essential to the communities they serve?  

 If they are financially troubled, but essential, is there another way to keep them open?  

 If they are converted, will changes in the financial incentives for these hospitals affect 

access to care in the community, impact cost and quality, and if so, how?  

As we at the Foundation observe the overall changes in the state’s hospital landscape, and the 

specifics of this deal unfolding, we have several concerns, and offer some recommendations, 

which assume the conversion proposal will be approved.  We focus on the third question—

specifically, this potential conversion’s impact on access to care, cost and quality. 

 

Out-of-state and for-profit: Where is the local accountability? 

One of our major concerns is that Prospect Medical Holdings is an out-of-state and for-profit 

company.  When an outsider comes in, trying to make money on the health care of residents, a 

red flag goes up.  Health care is not a business to be run by hedge fund managers.  Sickness is 

not a scheme for venture capitalists to reap profit. 



 

Jill Horwitz, an expert on health law, economics and policy out of UCLA, found that for-profit 

hospitals are more likely to develop or expand profitable lines of service such as open-heart or 

orthopedic surgery and minimize or drop less profitable ones, such as psychiatric services.i  The 

problem is, of course, that community needs are not based on the vagaries of the market.  Just 

because some type of care is more profitable for the hospital, does not mean that those are the 

types of care a community requires.   

Prospect is not publicly traded on Wall Street.  This means that they are even less transparent 

than Tenet Healthcare, which, by being publicly traded, has at least some information available 

about their dealings.  Prospect doesn’t have to disclose any of this information.  This is troubling 

for its implications of accountability to the community. 

One benefit of a non-profit to for-profit conversion would be the increased property tax revenue 

that a for-profit venture brings into the town.  But we have heard that Prospect has already asked 

for property tax abatement, so these communities may not even get that benefit. 

 

Cost and quality in the context of provider consolidation, for-profit health care 

Dr. Leemore Dafny, of Northeastern University, has found that provider consolidation generally 

increases prices, and quality doesn’t improve.ii  We ourselves put out a paper on provider 

consolidation in health care, and our literature review reinforced Dafny’s work—prices often go 

up, with little change to quality.iii 

In a June 2015 report in Health Affairs, researchers noted that of the fifty hospitals with the 

highest charge-to-cost ratio, according to Medicare data, forty-nine of those hospitals were for-

profit.iv  This isn’t surprising, as for-profit companies are accountable to their own bottom line, 

not the health of patients. 

We offer this evidence to put this deal in context.  While we cannot know the ultimate impact 

this deal with have on the cost and quality of ECHN, the evidence is not promising. 

 

What the past has taught us 

Connecticut’s one for-profit hospital conversion, Sharon Hospital in rural Litchfield County, 

offers some lessons to consider in the current deliberations. In that case, Attorney General 

Richard Blumenthal called for the creation of a community board, appointed by the hospital, to 

represent the community’s ongoing needs. Actual experience has been that the committee is 

unable to obtain much useful information from Essent Sharon Hospital. It is reported that the 

hospital does not share information they collect concerning community health needs with the 

board, and it has been generally uninterested in joint efforts to collect data. Access to certain 

services, including reproductive health and the free care program have declined in the 14 years 

since the conversion.  

More recently, Windham Hospital and the surrounding communities have seen real challenges 

after acquisition by Hartford Health Care.  Last year’s shift from a critical care to progressive 

care unit at Windham Hospital directly impacted where and how residents receive care.  Yet the 



 

change was deemed outside the CON process, and residents did not have the opportunity to have 

a public hearing just like this one.   

I had a close view of this issue, as I also come from the perspective of a Windham resident, 

Town Council member, and former Finance Board Chair.  The changes at Windham Hospital 

bypassed the community completely.  Who’s to say that this will not happen here? 

 

Community at the center 

As we stated earlier, we are here with the patient, consumer, residents and community in mind.  

The following recommendations for conditions are delivered from that perspective. 

The Sharon experience helps us see that a community committee should be independently 

formulated, its role explicitly articulated as part of the conversion approval process, with clear 

authority to obtain information central to assessing issues regarding access to and affordability of 

essential services. There should be clear recourse for the committee when such information is 

withheld. If the Office of Health Care Access and the Attorney General decide to approve this 

sale, it should be with protections ensuring the preservation of good jobs, commitment to hiring 

locally and community access to essential services.  

In addition, all for-profit hospitals should be required to conduct community health needs 

assessments every three years, as is required of nonprofit hospitals by the ACA.  These 

community health needs assessments should include robust information from community 

members, and should include an implementation plan for addressing those needs. 

We know that the Office of Health Care Access and the Office of the Attorney General are doing 

their due diligence in protecting the charitable assets associated with ECHN.  We support any 

condition that ensures those assets, and the new foundation, are benefitting the community.  It is 

important that the charitable assets and foundation dollars are not simply used to shore up 

ECHN’s budget under “uncompensated care.”   

 

Caution, and strict conditions, to protect the community 

How will Prospect play in the Connecticut health care landscape?  Will Prospect’s conversion of 

ECHN hospitals to for-profit institutions impact the state’s ability to coordinate our health care 

system?   

What is Prospect’s capacity to be stable and sustainable owners of ECHN?  As a for-profit 

company, how does the volatility of the market impact the sustainability of the hospitals?  We 

know that for-profit companies’ essential duty is to their shareholders, and to generate profit.  

Profit does not belong in health care—a person’s health is not a commodity, but a local, 

community concern best addressed with coordinated state and local planning. 

Residents of these communities are not pawns in an elaborate game of chess.  Decisions should 

not bypass patients and be made in faraway corporate offices, with profit as the only metric.  If 



 

this deal goes through, it must have strict conditions that protect the hospitals for what they are—

critical cornerstones of a community’s well-being, and responsive to those it serves.   

There are too many questions—and some answers may be simply lip service assurances so that 

this deal gets approved.  It is up to state leaders and regulators to place strong conditions on the 

deal, if approved.  

Thank you for the opportunity to speak before you today. 
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