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Dear Mr. Berger:

On behalf of the Long Island Regional Advisory Committee I am pleased to
submit the final report of its deliberations and findings. This report is based on the
comments the RAC received through public meetings, discussions with healthcare
providers and pertinent information from the Commission’s healthcare database.

The RAC was diligent in discharging its responsibilities and carefully considered
the impact of the recommendations contained in this report. The RAC strongly
encouraged providers to voluntarily come together and respond to health care needs of
Long Island through the development of strong regional networks of care. To this end,
the RAC suggests the Commission’s final recommendations should include incentives for
providers to work together under a unified governance and management structure.

I am particularly grateful for the support that I, and the other RAC members,
received from the Commission staff. Janette Simms, Lisa Silver and Shirley Chen were
extremely helpful in providing information, organizing our meetings and keeping us
focused. They are to be commended for a job well done.

We hope our efforts assist the Commission in making recommendations which
result in a more viable health care delivery system. I and other members of Long Island
RAC are available to discuss the contents of this report with the members of the
Commission.
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EXECUTIVE SUMMARY
FACILITY SPECIFIC FINDINGS

Acute Care

§ The hospitals in eastern Suffolk County, Brookhaven Hospital and
Medical Center, Eastern Long Idand Hospital, J.T. Mather
Hospital, Peconic Medical Center (formerly Central Suffolk), and
Southampton Hospital should be joined under a single unified
governance structure with full authority to develop a strategic plan
which restructures the hospitals to assure access to emergency services,
rationalizes bed capacity, minimizes duplication of services and
develops an integrated health care delivery system for the communities
they collectively serve. Planning should include University Hospital at
Stony Brook, aregional tertiary care provider, which should participate
In governance once it is free to do so (see discussion below about Stony
Brook). The formation of a system will result in bed reductions, the
exact number to be determined following a consultant’s study now
being conducted by four of the five hospitals. Additionally, the hospitals
could benefit from the sharing of best practices for patient care,
economies of scale, such as joint purchasing, shared administrative
services and through relationships with payors of health care.

§ As an academic medical center and one that is publicly funded and
subsidized, University Hospital at Stony Brook should be given the
operational and governance freedom to form an integrated health system
with community hospitals. Through extensive discussions with the
RAC, the trustees of community hospitals have indicated a desire to
partner with Stony Brook and share governance to operate a regionad
health care system. However, University Hospital is unable to do so
under its current organizational structure within the State University of
New York. The RAC realizes the importance of University Hospital to
continue to be aligned with the mission of the State University, but it
needs to pursue an equally important role in serving as the tertiary
referral center of a regiona health system. Thus, University Hospital
should be placed in a new corporate entity, separate from the University



but aligned with the teaching and research role of the Medical School,
so it has the ability share governance with other community hospitals.

The RAC finds that an opportunity exists to close St. Charles Hospital
and relocate its services to other institutions — rehabilitation to another
Catholic Health System campus, medical/surgical services to J.T.
Mather Hospital, and obstetrics to JT. Mather Hospita and other
facilities. The Committee is concerned that the reversal of years of
losses at St. Charles is temporary and, although the Catholic Health
System of Long Island may have the ability and commitment to
continue to invest and support the hospital, an opportunity nevertheless
exists to reduce duplication of services, and strengthen community
hospitals in Suffolk through closure of St. Charles and relocation of its
largely “destination” services. The RAC's discussion centered around
the long term view that one stronger hospital will be better able to serve
Port Jefferson and the surrounding communities than two. Both
hospitals (less than a mile apart) have a significant amount of fixed
costs to carry and will need to continually invest in facilities and
technology to remain competitive. Additionally, the RAC recommends
that as the planning for consolidation with St. Charlesis developed, J.T.
Mather should enter into joint planning activities with the East End
Hospitals, Brookhaven Medical Center and University Hospital at Stony
Brook.

The RAC strongly supports the Nassau Health Care Corporation’s
efforts to restructure Nassau University Medica Center and the A.
Holly Patterson Nursing Home. Nassau University Medical Center
must focus on being the highest quality community teaching hospital
consistent with the health care needs of the communities that are
dependent on it for primary, emergent and acute care. It should continue
its niche role in tertiary services such as trauma, burn, and neonatal care
and continue to pursue relationships for access to other tertiary services
that require a substantial commitment of resources. With respect to
acute care capacity, the RAC endorses NUMC' s strategic plan to reduce
its bed capacity. Today, the Medical Center has 631 certified beds and
515 available beds; in 2004 it ran an average daily census of 338 beds.
A final bed capacity of approximately 400 beds would appear to be

appropriate.



§ The RAC would like to see Long Beach Medical Center evolveinto a
smaller facility that closely resembles a federally designated Critical
Access Hospital, and suggests that the NYS Department of Health
strongly consider creation of a state designation that would allow
institutions to offer a more limited menu of services for ther
communities, while retaining alevel of reimbursement that allows them
to remain financially viable.

The large number of long term care facilities and adult homes on the
Island, coupled with its geographic isolation, dependence on
drawbridges, and recreational waterfront parks reinforces the need to
maintain ready access to acute and emergency services in this location,
even though fully half of Long Beach residents migrate off the Island
for acute care. Successful transformation of LBMC into a Critical
Access- type hospital will be dependent uponthe development of a
relationship with one or more neighboring hospitals, a relationship
that may requirethe DOH to act asa facilitator, and to provide
financial incentives.

Long Term Care

§ The RAC finds that the A. Holly Patterson Extended Care Facility
(part of the Nassau Health Care Corporation) should be downsized
by 589 RHCF beds to 300 beds. It further recommends that A. Holly
Patterson’s existing sub-acute services be moved to the empty floors of
the Nassau University Medical Center (NUMC) and that a smaller,
more appropriate facility be rebuilt, either on the NUMC Campus, or at
the existing Uniondale campus. Further, the NHCC should create a
Medicaid ALP of not more than 150 beds on the same campus as the
new A. Holly Patterson.

§ The RAC finds that Cold Spring Hills Center for Nursing and
Rehabilitation (Nassau County) should be downsized by 90 RHCF
beds (one building) to 582 beds. The facility should add a 24-bed
Ventilator unit, an evening adult day program, and a 12-station
hemodialysis center on the existing campus.

§ The RAC finds that Brunswick Hospital Center Skilled Nursing
Facility (Suffolk) (94 beds) should be closed, and that the facility
should create a 50-bed Medicaid ALP for Suffolk County.



|. INTRODUCTION

The Commission on Health Care Facilities in the 21st Century was created as
part of the 2005-2006 New York State budget in order to examine the needs
and capacities of the health care system and make recommendations to right-
size hospitals and nursing homes. The mandate of the Commission is to
consider and be sensitive to local needs throughout its deliberations. To ensure
that the particular needs of each region will be fully considered, the
Commission is comprised of 18 statewide members and 36 regional members
(6 from each of six regions).

In addition, the Commission is required to work with six Regional Advisory
Committees (RACs). Each RAC is charged with issuing its own, non-binding
recommendations for rightsizing the hospital and nursing home systems in its
respective region. Individuals serving on the Long Island RAC are listed in the
front of this report.

This report contains findings of the Long Island Regional Advisory
Committee with regard to acute and long term care and is being submitted to
the voting members of the Commision to assist in their deliberations. It was
developed after two public hearings that were held in March and April 2006
where hospitals, health providers, and the public were invited to provide
comments relevant to the charge of the Commission. This was then followed
by numerous meetings with hospital representatives and discussions among
RAC members.

Although the RAC discussed many aspects of the heath care delivery system
on Long Idland, it limited its findings to the identification of those
opportunities, consistent with its charge, to right size or restructure hospitals
and nursing homes. These findings should also be interpreted along with the
significant amount of hospital specific data collected by the Commission and
appearing on its web site: www.nyhealthcarecommission.org.
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[I. DESCRIPTION OF LONG ISLAND REGION

An extensive socio-demographic profile of Long Island was published in 2003
by the Rauch Foundation and the Regiona Plan Association specifically to
help inform policy discussions such as those of the RAC about the future of
Long Island. Much of the information in this section is summarized from this
report which can be downloaded through the web site of the Long Island Index
at www.longislandindex.org/index_maps0.0.html.

From the Hudson River to Montauk,

Long Idland is the largest island
adjoining the continental USA,
extending over 118 milesin length and
20 miles in width. It is geographically
surrounded by the Long Island Sound
to the North and the Atlantic Ocean to

Suffolk
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the South. Long Idand's linear Figurel-Long Idland
shoreline extends approximately 1,200 miles. On the western part of Long
Island are the New York City boroughs of Brooklyn (Kings County) and
Queens (Queens County); east of these are Nassau and Suffolk counties.
(Figure 1) However, colloquial usage of the term "Long Island” or "the Island"
usually refers to Nassau and Suffolk counties only; Brooklyn and Queens are
omitted, asthey are part of New Y ork City. For the purposes of this report, the
region is defined by the “primary metropolitan statistical area’ consisting of
the 1,198 total square milesin Nassau and Suffolk Counties.

Economy

Long Island has a larger economy than nearly haf of U.S. states, and it
produces about as much in goods and services as countries such as Israd,
Ireland and Venezuela. With an economy currently producing in excess of
$100 billion dollars (2003), Long Island’s gross metropolitan product (GMP)
ranks among the top 20 Metropolitan areas in the U.S. If Nassau and Suffolk
were a nation, together they would rank 51% in the world.

Long Island has also been one of the fastest growing parts of the larger New
Y ork metropolitan area economy for most of the postwar period. While Long
Island’s economy remains closely tied to New York City’s, a growing
proportion of Long Island’s workforce works within Nassau and Suffolk. The
economies of the city and the isdland are intertwined in many ways, from
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common labor pools to overlapping business networks. Over a quarter-million
Long Islanders commute to New Y ork City every day, but 77% of the Island’s
labor force works on the Island.

The unemployment rate on Long Island is 4.1 % and compares favorably with
that of New York City and New York State, see Figure 2. However, when
anayzed by race it is only 2.9% for Whites, and twice as high — 6.0% — for
Blacks, and three times as high for Hispanics — 8.9%.*

Figure 2 - 2005 Unemployment Rate Population over 16 years of age
Source: New Y ork State Department of Labor; and U.S. Department of Labor

Unemployment Rate, 2005

United States 5.1%
New York State 5.0%
New York City 5.8%
Long Island 4.1%
Nassau County 4.1%
Suffolk County 4.2%
Population

Today, Long Island has a population of over 2.7 million people which
accounts for 20% of the population of New Y ork State. Nassau County has an
estimated 2004 population of 1,339,641 individuals. One of the nation’s first
suburbs, it is densely settled with 4,655 persons per square mile (2000) and
has far less undeveloped land than Suffolk County. Suffolk County, an outer-
ring suburb, remains more rural than Nassau with an estimated population of
1,475,488 (2004)—it isathird of the density of Nassau with 1,556 persons per
square mile (2000).

As of 2000, Suffolk and Nassau Counties, respectively, are the 3rd and 4th
most populous counties in the U.S. In fact, Long Island has a total population
greater than that of 19 states and, if it were a city, it would rank as the 4th
largest in the nation.

! Institute on Race and Poverty, Racism and the Opportunity Divide on Long Island, Prepared for the ERASE
Racism Initiative of the Long Island Community Foundation, July 2002




Following several decades of growth Long Island is now mostly developed.
Nassau' s population grew most rapidly in the 1950s and peaked in 1970. After
declining during the 1970s and 1980s, modest growth resumed in the 1990s.
Suffolk, on the other hand, grew rapidly through 1980, and has continued to

grow at a dlightly faster rate than Nassau in the 1980s and
1990s. With homes, buildings and pavement covering
most of the Island as far as central Suffolk, the edge of
rural, undeveloped land is not found until one travels
some 60 miles from Manhattan. Only the East End
remains largely undeveloped, and that area is now under
severe pressure for development.

Recent and projected population increases are largely the
result of immigration and the growth of racial and ethnic
minorities. The rapid expansion of the Hispanic and Asian
population is a central demographic dynamic on Long
Island. Along with African-Americans and other
minorities, the non-white population now accounts for
24% of the total population, up from approximately 16%
in 1990. (Figure 3) This growth is consistent with patterns

LONG ISLAND
AT A GLANCE

Population: 2,762,551
Households: 923,826
Median Household
Income: $75,177
Property Taxes Per
Capita: $2,450
Median Home Value:
$394,682
Under 20 years old: 27%
20-34 yearsold: 17%
35-54 years old: 31%
55-64 years old: 11%

65 years and older: 14%

throughout the tri-state metropolitan area, as immigrant

communities have prospered and followed a migratory
pattern from the urban to suburban communities. In the next decade, the white
population on Long Island is projected to decline by an additional 78,000, less
than 2 per cent, while the non-white population grows by 162,000 or 24 per
cent.

Figure 3- Percent Population by Race and Ethnicity
Source: Adelphi University, Vital Signs, 2006

|UnitedStates | New York State | Long Island | Nassau County | Suffolk County

White

771

69.0

81.8

77.9

B5.6

Black or African American

124

16.1

9.0

10.8

7.2

Hispanic*

142

16.1

11.9

11.4

124

Asian

4.3

5.5

4.95

6.6

3.3

American Indian and Alaskan Native

0.8

0.3

0.25

0.2

0.3

SOURCE: LS. Censur American Commudey Survey 2004
*Higpanic can be of any race

Long Island’s population is aging along with the rest of the United States.
With the aging of the Baby Boom generation, more Long Islanders are
entering their late 40s and 50s. And with longer life expectancies, the elderly
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population is also expanding. Nassau has a somewhat older profile than
Suffolk, but the gap is narrowing. Eastern Suffolk in particular is attracting
many retirees and substantial growth in the number of senior citizens is
projected for the region.

As the Baby Boom generation continues to age, we can expect large increases
in retirees and older workers. Forecasts of the New York Metropolitan
Transportation Council predict a 45% increase in the over 65 population
during the next two decades, and a 76% increase in those 55-64. The
preschool and school age population is projected to decline®. The aging of the
population has significant implications for the demand of health services since
the Long Island population over 65 years of age utilizes inpatient services
between 3 and 4 times greater then those under 65 years.

Household | ncome

On the whole, Long Islanders have among the highest incomes in the New
York region. In 2000, 29% of Long Island households had annua incomes
greater than $100,000, compared with 12% of al Americans. In the New Y ork
metropolitan area, only the northern suburbs (Westchester, Fairfield, Rockland
and Putnam counties) had a dlightly higher share earning over $100,000.
However, only 11% of Nassau and Suffolk households had incomes of less
than $20,000, substantially less than any other part of the region.

For the purposes of the RAC's charge, a detailed description of Long Island
can not be told in terms of averages but rather in the range between the high
and low of a measure. In spite of Long Island’s relative affluence, it includes
include many low-income families and individuals. Additionally, Long Island
IS among one of the most racially segregated metropolitan areas in the United
States and the racia segregation of pockets of communities significantly
overlaps with concentrated indicators of poverty. These and other factors
significantly contribute to a number of disparities reported for severa of Long
Island’s communities.

About 154,000 persons live below the federa poverty line. At 5.6%, this is
low by national standards. However, the federal poverty level for a family of
three is only $13,738. Particularly, in a high-cost area like Long Island, that

2 US Forecast by Urbanomics for the New Y ork Metropolitan Transportation Council appearing in Rauch
Foundation and Regional Plan Association, Long Island Profile, April 2003
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means that many more people living above the poverty line ought to be
considered low-income. According to a 2002 report published by the Institute
on Race and Poverty °, poverty rates in Nassau-Suffolk have increased for
both Whites and Blacks over the past decade, but Black households continue
to be far more likely than White households to be impoverished see Figure 4
In Nassau County, Blacks are nearly twice as likely as Whites to live in
poverty. In Suffolk County, the disparity is amost three-to-one.

Figure 4 - Estimated Household Poverty by Race, 1999
Source: 2000 Bureau of Labor Statistics, Geographic Profile of Employment and Unemployment

Per cent of Households at Poverty

Race Nassau Suffolk
White/Other 6.3% 7.4%
Black 11.4% 21.0%

Health Disparities and Communities at Risk

At the outset of the discussions, RAC members were concerned about any
actions they recommend which could negatively impact the health status of a
community which has documented disparities in health measures. To this end,
we consulted a recent study sponsored by Adelphi University, entitled Vital
Sgns 2006 - Measures of Long Island's Social Health. The goals of Vita
Signs are to "understand existing health and social conditions, help sustain and
strengthen community assets, improve regional socia health, and reduce
social health disparities’. The RAC aso benefited from having two of its RAC
members serving as members of the Vital Signs Advisory Board and thus were
very familiar with the contents of the study. A complete copy of the study may
be downloaded at the following web site: www.adel phi.edu/vitalsigns

This study is the most recent comprehensive compendium of health and social
data available to the RAC and, when combined with community health
assessments conducted by the New York State Department of Health, and
Nassau and Suffolk County Departments of Health, a detailed picture of Long
Island's Health status comes into view. However, what is most important for
the purposes of the RAC's charge is that the data also identifies the most

12
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vulnerable communities on Long Island who experience a complex interaction
of social, economic, environmental, and biological influences which result in
lower health status.

Ambulatory Care Sensitive (ACS) conditions were used to identify
communities who may experience difficulty in accessing the heath care
system. ACS conditions are those which present in hospital emergency
departments and because of their severity, result in an inpatient admission.
These are conditions like asthma, high blood pressure and diabetes. Access to
primary care could prevent the onset of certain illnesses, help control an acute
episodic illness or condition, or manage a chronic disease or condition. Figure
5 maps the number of total ACS inpatient admissions by zip code.

Figure5 - Total Ambulatory care Sensitive Conditions
| npatient Discharges by Zip Code, 2005

Source; Long Island Index 2006, New Y ork State Department of Health Office of Statewide

Planning and Research Cooperative System
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Not surprisingly, when other socio-demographic indicators such as morbidity,
mortality, poverty, household income, or the presence and type of insurance
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are analyzed these same communities appear time and time again. We have
collectively referred to these communities as, “Communities at Risk”, and for
the purposes of this report they are aggregated into larger contiguous
geographic areas. Figure 6 below shows the ACS rates per 1,000 population.
(This is not a complete list of every community which may be at risk but it
does represent the majority of those on Long Island).

Figure 6 - Communities at Risk and Ambulatory Sensitive Conditions
Source: NY S Department of Health, Statewide Planning and Research Cooperative
(SPARCS), 2004 and Solucient

Communities at Risk ACS Conditions per 1,000 Popul ation
Glen Cove 12.2
Central Nassau 17.4
Southwest Suffolk 14.1
Mid Suffolk 13.6
Eastern L1 13.0
Nassau County 8.9
Suffolk County 9.1
Long Island 9.0

These communities are dependent on nearby hospitals for access to emergency
and acute health care services. The top three hospitals that primarily serve the
majority of the health care needs of these communities are identified below,
see Figure 7. A map of the communities at risk and their neighboring hospitals
appear in Figure 8.

Figure 7 - Top Three Hospitals serving Communities at Risk
Source: Source: NY S Department of Health, Statewide Planning and Research Cooperative (SPARCS), 2005

Communities at Risk Top Three Hospitals

Glen Cove Glen Cove North Shore LI1J

Central Nassau NUMC Winthrop Mercy
Southwest Suffolk Southside Good Samaritan  Stony Brook
Mid Suffolk Brookhaven Stony Brook JT Mather
Eastern LI Peconic ELIH Stony Brook
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Figure 8 - Communities at Risk and Neighboring Hospitals
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Some of the hospitals which serve these communities are the subject of
recommendations appearing in this report. The RAC believes its
recommendations will result in the strengthening of several hospitals and thus
make them more viable to address some of the health needs and community
disparities documented on Long Island.
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[11. LONG ISLAND HOSPITALS

Long Island contains 23 acute care hospitals which in 2004 collectively
reported 7,973 beds with an occupancy rate of 73.3 percent, see Figure 9. Of
these, 12 hospitals are located in Nassau County and 11 in Suffolk County.
There is a wide range in occupancy between service category with
medical/surgical generally reporting the highest occupancy rate and pediatrics
the lowest. Total occupancy ranges from a low of 41 percent to over 100 per
cent. Obvioudly, there are a number of licensed beds which are not staffed but
used on occasion during peak census periods. Over half of the hospitals, 52
per cent, are under 300 beds, 30 per cent are between 300 and 500 beds and 4,
or 17 per cent, are over 500 beds. About a third of the beds are located in
hospitals under 300 beds, another third in hospitals between 300 and 500 beds
and the remaining third in those over 500 beds.

Figure 9 — Long Idand Hospitals, Bed Size and Occupancy, 2005

CERTIFIED
HOSPITAL BEDS Discharges | OCCUPANCY
2005 2005 2005

BROOKHAVEN 321 21,655 75.0%
EASTERN LI 80 5,257 73.0%
FRANKLIN 236 18,290 86.1%
GLEN COVE 265 17,650 74.0%
GOOD SAMARITAN | 431 38,726 99.8%
HUNTINGTON 408 22,653 61.7%
LONG BEACH 203 9,579 52.4%
JT MATHER 248 19,854 89.0%
MERCY 387 23,539 67.6%
NUMC 631 32,374 57.0%
NEW ISLAND 203 11,731 64.2%
NORTH SHORE 788 71,040 100.2%
PECONIC BAY 154 6,522 47.1%
PLAINVIEW 218 19,471 99.2%
ST. CATHERINE'S 311 20,992 75.0%
ST. CHARLES 289 17,594 67.6%
ST. FRANCIS 279 27,334 108.9%
SOUTH NASSAU 435 30,255 77.3%
SOUTHAMPTON 120 5,337 49.4%
SOUTHSIDE 365 23,939 72.9%
SYOSSET 116 6,019 57.7%
STONY BROOK 504 41,600 91.7%
WINTHROP 591 45,230 85.0%
TOTAL 7,583 536,641 78.6%
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A magjority of the hospitals, 14, are corporate members of regional health
systems and operate under a parent governance model. These are the North
Shore — Long Island Jewish Health System with 7 hospitals (6 of its other
hospitals operate outside of Long Island), Catholic Health Services of Long
Island with 5 hospitals and the Winthrop — South Nassau Health System with
two hospitals. The three east end hospitals (Peconic, ELIH and Southampton)
had formed the Peconic Health System but terminated that relationship in
2006. The remaining 9 hospitals are free-standing although some maintain a
variety of academic, clinical or other arrangements between other hospitals or
health systems. A map of the hospitals and their health system parent appears
in Figure 10.

Figure 10- Map of Long Island Hospitals

Health Systems Governance Control
(No. of hosps)

[l Catholic Health Svcs of LI (5)

< North Shore-L1J (7)

V Unaffiliated (9)

A Winthrop/South Nassau (2)

SoUthampton Hosp

The majority of Long Island hospitals were founded by their communities as
not-for profit hospitals in the early part of the 20" century and eleven were
established after the population explosion that followed World War |1 and the
development of modern suburbia see Figure 11.
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The history of Long Island hospitals is intertwined with that of the
communities they serve. Many of the hospitals were founded in response to
particular public health need. For example, the oldest hospital in continuous
operation on Long Island, Winthrop University Hospital, was founded in
response to soldiers returning from the Spanish-American War who were
carried off the troopships at Montauk in 1899 suffering from tropical diseases
they contracted in Cuba. Handicapped city children were brought to the St.
Charles Hospital in Port Jefferson, once known as the Brooklyn Home for
Blind, Crippled and Defective Children, founded in 1905 by the Daughters of
Wisdom, a French Catholic order. North Shore University Hospital was
founded in 1953 because of the injuries sustained in a 1945 auto accident by a
Great Neck teenager that galvanized community resolve to raise the funds for
construction of aloca hospital.

Figure 11- Hospital Founding and L ong I sland Population 1900 - 2000

3,000,000
Glen Cove (1922)
Long Beach (1922)
South Nassau (1928)
2,500,000 J.T. Mather (1929)
NUMC (1935)
St. Francis (1937) Health System Formation
North Shore-L1J (1997)
e ELIH (1907) CHSLI (1998)
St. Charles (1907) Nof?ﬁog,igr%%g) Winthrop-South Nassau (1998)
|| Southampton (1909)
1,500,000 Southside (1911) E’;‘r?)'vok'ﬁ ;/n; ((11%5552)
H u“f,t?%éﬁ%?lﬁ) Good Samaritan Plainview (1961)
(1959) Syosset (1962)

Franklin (1963)
St. Catherine (1966)
Stony Brook (1980)

1,000,000 —‘\

Winthrop (1897)

500,000

1900 1920 1940 1960 1980 2000

The hospitals continued to evolve in their current locations as the population
swelled and shifted around them. Advances in medical knowledge and
avallability of health insurance fueled the demand for health care and so did
the requirement for capital investment as new technology was acquired,
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buildings, floors and wings were added and emergency departments expanded.
Only after WWII did Long Island see the development of smaller physician
owned, proprietary hospitals. Today, there are no for-profit acute care
hospitals operating on Long Island, all have either closed or converted to non-
profit sponsorship

Health care is local on Long Island with amost 90 per cent of residents
receive their care at Long Island hospitals. Another 5 per cent, particularly
those is western Nassau County go to Queens Hospitals such as Long Island
Jewish in New Hyde Park, which is actually located on the Queens/Nassau
border and another 5 per cent out-migrate to hospitals in New York City. This
In contrast to the Westchester County population, where 80 % of the
population receives care at Westchester hospitals and 18 per cent migrate out
of the county to go to New Y ork City hospitals.*

The Commission staff and Department of Health have already assembled an
extensive database on operating and statistical information profiling NYS
hospitals that has been made available to Commission members. The purpose
of this report is not to repeat that information but rather to help interpret the
information. It is important to recognize that the health care system on Long
Island has undergone significant evolution in the past decade. Any discussion
about the future bed supply of Long Island hospitals should also include an
understanding of how that bed supply has changed over the past years. Since
1995, four acute care hospitals with a licensed capacity of approximately 800
beds have closed. These hospitals include Brunswick Hospital (192
medical/surgica beds), Amityville (Suffolk); Island Medical Center (213
beds), Hempstead (Nassau); Community Hospital of Western Suffolk (271
beds), Smithtown (Suffolk) and Massapequa General Hospital (122 beds),

Massapequa (Nassau).

For the most part, physicians and patients alike have migrated to neighboring
hospitals for emergent and acute care. Where issues of access to services
exist, and it does exist for communities on Long Island as discussed in Section
Il of this report, the solution to improved access will not be found in additional
hospitals or opening closed ones, but rather to enhance and invest in primary
care capacity which is closely linked to the acute care setting. The RAC
believes, very strongly, that the hospitals which are closed should remain so.

* NY S Department of Health, SPARCS data, excludes newborns, 2005
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To do otherwise would undermine a regional objective of operating more beds
in fewer facilities.

Another factor to appreciate is that hospitals have not been static but have
been changing their bed capacity in response to community health needs and
market forces. For example, Long Island hospitals have diversified away from
medical/surgical bed capacity and expanded into behaviora hedth and
rehabilitation, and created specialized inpatient programs and services which
focus on short-stay minimally invasive surgical procedures. In addition, many
hospitals have successfully participated in area-wide health planning by
joining regiona health care systems which have consolidated obstetrical and
pediatric bed capacity or relocated specialized services, such as cardiac
catheterization, from tertiary centers to community hospitals.

As noted above over half of the Long Island hospitals have merged or
consolidated into health systems that have regionalized care within their
systems and made significant investments in the hospitals. For example,
Catholic Health Services of Long Island (CHSLI) acquired the St. John's
Episcopal Hospital in Smithtown and renamed it St. Catherine's, it has aso
extended the cardiac programs at St. Francis to Mercy Hospital and created a
joint program with Memoria-Sloan Kettering to offer cancer services there as
well. Recently, it has reorganized its Nassau and Suffolk hospitals into two
regional networks of health care so as to better manage and coordinate
program development in each county. North Shore-LIJ had acquired
community hospitals and completely rebuilt them from the inside out. It has
merged Syosset Hospital with North Shore University Hospital and re-tasked
Syosset to become a surgica specialty hospital for short stay minimally
invasive procedures. North Shore-L1J has closed obstetrical services at Glen
Cove and Franklin hospitals and relocated those services to its neighboring
hospitals.
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