
 

 

September 19, 2022 
 
VIA EMAIL AND OVERNIGHT MAIL 
Kimberly Martone 
Deputy Director/Chief of Staff 
Office of Health Strategy 
P.O. Box 340308 
450 Capitol Avenue, MS#510HS 
Hartford, CT 06134-0308 
 
cc: Steven Lazarus 
 
Re: Docket No. 22-32504 
 

Dear Ms. Martone, 

As an internist-cardiologist member of the Sharon Hospital medical staff since 1978, I wish to refute 
many of the answers presented in Ms. Sally Herlihy’s letter of August 17, 2022, regarding the CON 22-
32504. The substitution of an alleged “progressive care unit” (PCU) on a medical surgical floor is not the 
same as a dedicated intensive care unit (ICU), as Nuvance contends. 

Specifically, I would point out the following in Ms. Herlihy’s letter: 

1. Please provide a breakdown of where patients need an ICU level of care have come from for 
each of three years… 

As you can see from the numbers provided, the number of admissions to the ICU has already decreased 
from 229 in 2019 to 198 in 2021, a 15% decline. This is likely a direct result of Nuvance deliberately 
restricting admissions to the ICU by reducing its number of beds and closing it for days, causing 
ambulances to divert patients requiring intensive care to other hospitals. Recently, for example, an 
ambulance was summoned to pick up a patient of mine who collapsed at home in Dover Plains. The 
ambulance personnel wanted to take her to Vassar, another Nuvance hospital. My patient refused and 
insisted on going to Sharon Hospital where she has been admitted to the ICU before. She said she would 
stay home rather than go to Vassar because of its poor reputation in the community. She was admitted 
to Sharon for a few days, did well, and returned home. It is worth noting that the trip to Vassar would 
have taken double the amount of time it would take to get to Sharon Hospital.  

2. List and explain the differences between the services that are currently offered in the ICU and 
the services that would be offered in the PCU…. 

By definition a PCU is different from an ICU, and Nuvance’s response to this question is full of 
contradictions. It oscillates from stating that the level of care will not change to describing examples of 
how the level of care will change. 



 

 

In the first sentence, Nuvance says, “Sharon Hospital does not plan to terminate any level of care,” but 
later in the paragraph it says it will not be able to provide long-term ventilator assistance and 
“hemodynamically unstable patients who require prolonged hemodynamic monitoring…will be 
transferred.” Many of these patients are presently handled at Sharon Hospital. What does Nuvance 
consider long-term? Is it hours, days, weeks? Presently, the attending doctors make that decision, and it 
can be many days. The attending doctors decide what services are needed and the length of time for 
which those services should appropriately be provided. We administer vasoactive drugs to control blood 
pressure and maintain patients on respirators for days safely. By changing the name from an ICU, 
Nuvance is admitting a reduction in services. 

3 and 4. According to the Application, Sharon Hospital has struggled to hire or credential intensivist 
physicians… 

Sharon Hospital has never had an “intensivist,” nor does it need one. Sharon Hospital has highly trained, 
board-certified hospitalists, internists, and cardiologists who manage patients in the ICU. Sharon 
Hospital inpatient mortality figures are the best in Nuvance’s seven-hospital system. Sharon Hospital has 
attained a “Five Star” rating from CMS for three straight years, one of a select few in the State of 
Connecticut. The doctors here know their limitations and transfer patients safely when necessary.  

5.  Will staffing change if the Application is approved?... 

Staffing has already changed. When closure of the ICU was announced last year by the hospital 
president, Dr. Hirko, many of the ICU nurses were scared away. Four of eleven ICU nurses left. The 
number of ICU beds had to be reduced from 9 to 4. From February 9 to 14, 2022, the ICU had to be 
closed because of a lack of ICU nurses, and ICU admissions had to be diverted. Subsequently, traveling 
nurses were recruited to man the ICU. There was a medical-surgical nurse who wanted to become an 
ICU nurse, but his request was denied. Generally, there are four ICU beds available. It wasn’t until 
recently that a position was posted for a new full-time ICU nurse. Presently, I believe there are seven 
ICU nurses, but it would take at least ten for adequate staffing. While I appreciate the intent in OHS’ 
question regarding future staffing, it allows Nuvance to obscure the fact that the nursing staff has 
already been reduced as a result of the hospital’s actions. 

An ICU nurse requires a unique set of skills to assess arrhythmias, titrate vasoactive medications, and 
monitor patients on respirators, just to mention a few. The patients in the ICU are the sickest in the 
hospital and must be the most closely watched. These nurses do not want to be medical-surgical nurses. 
Just as nurses left after the ICU shutdown was announced, more ICU-trained nurses will leave rather 
than go to a PCU. The staffing in a PCU on the medical-surgical floor would not be able to manage the 
critically ill patients without this special expertise. 

In addition, the typical ICU nurse to patient ratio is one to two, while the planned RN to patient ratio in 
the proposed PCU would be one to four and a half, based on Nuvance’s assessment that “current target 
medical-surgical nursing ratios at Sharon Hospital reflect one registered nurse for every five to six 
patients and typical PCU/Telemetry nursing ratios are based on one registered nurse for every four 
patients.” Nuvance does not include the ICU RN to patient ratio in its equation for the proposed PCU, 



 

 

despite the fact that ICU patients have much higher nursing requirements. Does this suggest that it does 
not plan to care for ICU-level patients if the PCU is approved? According to the PCU admission form in 
Nuvance’s CON application (Appendix A), which lists the inclusion and exclusion criteria for admission to 
the proposed PCU, one of the reasons that a patient CANNOT be admitted to the PCU is if the patient 
has “clinical conditions requiring ICU level nursing care” or if the patient “requires prolonged hourly 
monitoring.” These two criteria are mainstays of ICU level care, and would not be permitted in the 
proposed PCU.  

6. “…the case mix index has been materially lower…” 

The case mix index has been purposely reduced by transferring patients from the ER and by ambulances 
redirecting patients to other hospitals. As Nuvance says in the response to question 7, “Sharon Hospital 
has not operated a high acuity ICU since Sharon Hospital became part of Nuvance.” At times, patients 
are transferred against their will or the will of their family. An elderly patient of mine with severe aortic 
stenosis presented with CHF. Neither she nor her daughter wanted her transferred, but she was sent 
anyway. Patients, particularly elderly patients, often want to stay near home where they are more 
comfortable and where family members can visit them. Nuvance’s answer to this question is grossly 
misleading, as it is not that the baseline case mix index has changed, but rather that Nuvance has 
purposefully changed it by transferring and not admitting patients in the most dire need since it has 
taken ownership of the hospital. 

7. When did Sharon Hospital begin transferring its higher acuity patients to other facilities 
following triage and stabilization? Was there a meeting of the administration at which it was decided 
this would be policy? 

Nuvance’s assertion that “there was never any decision by Sharon Hospital leadership or its 
administration to automatically transfer high acuity patients after stabilization” is disingenuous. For 
example, on January 21, 2022, a patient was emergently intubated in the ER. Since the patient was then 
on a respirator, the “policy” at that time was that the patient could not be admitted here. Multiple 
unsuccessful attempts were made to transfer the patient, but there were no beds available. After the ER 
doctors and hospitalists pleaded with the administration, the patient was admitted here. The following 
day, the patient was extubated and did well.  This “policy” was part of the Hospital’s downgrading of the 
ICU prior to receiving approval from OHS to do so. 

8. Where is Sharon Hospital sending patients in need of an ICU? 

Transfer data is available in the Sharon Hospital medical record, if Nuvance wanted to review the charts 
to provide OHS with the information requested. In Nuvance’s answer to question twelve, it describes “a 
review of records over the past six years.” It is therefore unclear why it could not fully review the 
medical charts to answer this question. In addition, on its list of locations where patients are 
transferred, number five on the list of 21 is “undefined location.”  Shouldn’t Nuvance know where 
patients were sent? Is the transfer destination appropriate? I question whether Nuvance really has an 
effective transfer process. 



 

 

10. Are there protocols, policies, or procedures in place regarding transferring patients in need of 
ICU?... 

Once again, despite stating that “the establishment of a PCU is not intended to change the level of 
critical care services offered by Sharon Hospital,” the admission policy to the PCU does not permit 
patients that are standard ICU-level patients that would currently be seen in the hospital’s ICU. The PCU 
Admission policy (appendix A) lists patients that will be transferred, including patients on longer than 
“short-term” ventilators (What is considered “short-term?”), “hemodynamically unstable patients 
requiring prolonged close hemodynamic monitoring,” patients needing “prolonged hourly monitoring,” 
and patients with active GI bleeding. In addition, they state that, “admission to PCU will be resource 
dependent.”  

11. …Can these other locations/facilities accommodate the number of transfers that approval of this 
Application would result in?  

Nuvance reports that if the Application is approved, there would be “an approximate 10% decrease 
from the current ICU patient volume.” In other words, it admits that the proposed PCU would not accept 
the same level of patients as the current ICU accepts, as 10% of our current patients would no longer be 
admitted at Sharon Hospital. 

12. If a patient who has been stabilized requires transfer to an ICU, what risks are involved with 
such transfer?... 

Unfortunately, in our rural area there are many days when inclement weather prevents air transport 
and ambulances are not available. In these instances, Sharon Hospital’s remote location would require 
prolonged critical care service, and without an available ICU, this could lead to unnecessary morbidity 
and mortality. 

16. How long does it typically take for patients to be stabilized in order to be transferred safely? 

Nuvance would not answer this question, but in my experience and that of other internists, it typically 
takes 36–48 hours for critically ill patients to be stabilized prior to a safe transfer. 

19. Provide a list of concerns from the community and how Sharon Hospital has addressed or will be 
addressing them?... 

The concerns of the community and medical staff have not been addressed. When the medical staff 
became aware of a “transformation plan,” it convened a leadership council to address our concerns with 
Nuvance. Unfortunately, very little of the medical staff’s advice on the ICU or obstetric unit was heeded.  
In fact, when Nuvance presented its transformation plan on September 30, 2022, the medical staff 
voted 25-to-1 against it. 

Since last fall, a community group called “Save Sharon Hospital” has attempted to work with Nuvance 
and channel community concerns. Nuvance has been minimally responsive to Save Sharon Hospital’s 
attempts to work with it. Nuvance has held mostly virtual “Community Forums” with canned 



 

 

presentations and edited answers to questions. I have not received any monthly community newsletters 
that Nuvance allegedly sends. 

There was essentially no input from the communities into the Sharon Hospital Transformation Plan. 
Even some of the few who were interviewed by the consulting firm that wrote the plan say they were 
not kept in the loop of how their comments would be used. All but one town in the Northwest Corner of 
Connecticut have passed statements or resolutions against the plan. (See Appendix B for the 
statements/resolutions from the Connecticut towns of Salisbury, Sharon, Kent, Cornwall, Goshen, and 
Norfolk.) 

20. Why isn’t it an option for Sharon Hospital to keep the ICU open but reduce its beds? 

Nuvance does not want to keep the ICU open as it prefers to funnel its patients and services to the other 
larger hospitals within its system. Nuvance has been gradually reducing services at Sharon Hospital, and 
for the most part has not replaced primary care physicians or specialists who have left. Many laboratory 
tests are no longer performed here. The administrative wing of the hospital has been almost empty as 
administrative services are performed elsewhere. In fact, the prior president of the hospital, Dr. Mark 
Hirko, was shared with Putnam Hospital in New York state. I believe Nurvance's plan is to turn Sharon 
Hospital into an emergency room with limited inpatient and outpatient facilities. 

21. Who will pay for the cost of transferring higher acuity patients? 

Nuvance asserts that its charity care to the community has been very generous. In fact, the charitable 
care provided by Sharon Hospital has declined precipitously since Nuvance was created by the merger in 
2019. In Nuvance’s November 22, 2021 letter to OHS responding to the OHS inquiry under OHS docket 
18-32238, it reported charity care from FY2016-FY2020. Comparing charity care at Sharon Hospital 
before and after the merger, the average charity care provided during fiscal years 2016-2018 was 
$349,627, versus an average of $165,417 for fiscal years 2019-2020. In addition, the average of Sharon 
Hospital’s approval rate for applicants seeking charity care prior to the merger was 92.3% versus 77.8% 
for the years after the merger.  

25. How much does Sharon Hospital anticipate saving as a result of the proposed transition from 
the ICU to PCU? 

Nuvance’s “Financial Worksheet A previously provided as Attachment F” shows that the proposed 
transition to a PCU is anticipated to result in a slight loss for Sharon Hospital as a direct result of the 
Proposal. Nuvance projects a small loss from operations of approximately $120,000. However, the 
methodology used in the Nuvance financial spreadsheet in Worksheet A showing the actual and 
projected financial results is incorrect. In the projected future years, the revenues and income are 
substantially overstated because for each future year projected, the Allowances, Charity Care and Other 
Deductions are ADDED to Operating Revenue, instead of being subtracted from Operating Revenue, 
thus resulting in incorrect overstatements of Income from Operations for each projected year. As a 
result, the projected financial statements are incorrect and cast serious doubt on the financial 
information being presented. 



 

 

31. Sharon Hospital’s CON application seeking to terminate labor and delivery services is pending. 
Please explain what impact, if any, this proposal will have on obstetric care at Sharon Hospital if the 
other CON is approved. 

If labor and delivery is terminated, gynecologic emergencies will be severely compromised. In addition, 
as noted in the PCU admission criteria in Appendix A, “gynecologic/obstetric emergencies” are exclusion 
criteria for admission to the PCU. 

 

I thank the Office of Health Strategy for following up with additional questions in its Second 
Completeness letter issued on September 15, 2022, and I respectfully ask the Office of Health Strategy 
to follow up on these points to ensure it has a complete and accurate understanding of the impact the 
closure of the ICU would have on the community. 

Sincerely, 

David Kurish, M.D.  
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