COMMONWEALTH of VIRGINIA

Department of Health

Marissa J. Levine, MD, MPH, FAAFP P O BOX 2448 TTY 7-1-1 OR
State Health Commissioner RICHMOND, VA 23218 1-800-828-1120
October 30, 2017

VIA EMAIL AND FIRST CLASS U.S. MAIL

Mr. Alan Levine, President and CEO
Mountain States Health Alliance

303 Med Tech Parkway

Suite 300

Johnson City, Tennessee 37604

Mr. Bart Hove, President and CEO
Wellmont Health Systems

1905 American Way

Kingsport, Tennessee 37660

RE: APPLICATION FOR COOPERATIVE AGREEMENT

Dear Mr. Levine and Mr. Hove:

Orn February 16, 2016, Mountain States Health Alliance and Wellmont Health System
(collectively “the Applicants™) submitted an application for approval of a cooperative agreement
(“Application™) to the Southwest Virginia Health Authority (“Authority”) in accordance with
Virginia Code § 15.2-5384.1(C). The Authority initially recommended approval of the
application on November 22, 2016. The Authority’s approval was conditioned on the revised
commitments made by the Applicants to achieve the improvements in population health, access
to health care services, quality, and cost efficiencies identified by them in support of their

Application.

To assist me in reviewing the Application, [ assembled the following team of state
experts from the Department of Health (VDH) and the Department of Medical Assistance
Services (DMAS):

f/ VIRGINIA
DEPARTMENT
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Protecting You and Your Environment
www.vdh.virginia.gov
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Heather Anderson, MPH
VDH, Director, State Office of Rural Health
Erik O. Bodin, MSHA
VDH, Director, Office of Licensure and Certification
Peter Boswell, MHA
VDH, Director, Division of Certificate of Public Need
Richard Corrigan
VDH, Deputy Commissioner for Administration and
Chief Financial Officer
Doug Harris, JD
VDH, Office of the State Health Commissioner
Adjudication and HIPAA Officer
Joseph Hilbert, MPA
VDH, Office of the State Health Commissioner
Director of Governmental and Regulatory Affairs
M. Norman Oliver, MD, MA
VDH, Deputy Commissioner for Population Health
John Stanwix, JD
DMAS, Division of Appeals, Formal Appeals Supervisor

I also retained two independent consultants with health care expertise to assist in my review of
the Application: Dr. Peter Knox, President of Knox Consulting; and Dr. Richard F. Tomkins,

President of First Chesapeake Group.

On December 22, 2016, I requested supplemental information necessary to the
assessment of whether to approve the Application. The Applicants completed their response on
April 19,2017, On January 9, 2017, I made a second request for supplemental information. The
Applicants completed their initial response to the second request on April 14, 2017. On April
20, 2017, I notified the Applicants that their initial response to the second request was
incomplete. The Applicants completed their response to the second data request on May 10,
2017

Meetings were held with the Applicants in Richmond on May 17, 2017 and August 8,
2017. The Applicants submitted revised commitments on September 22, 2017. An additional
meeting was held with the Applicants in Abingdon on October 4, 2017. The Applicants
subsequently submitted revised commitments dated October 9, 2017 to the Southwest Virginia
Health Authority and provided a copy to me at that time. The Southwest Virginia Health
Authority reviewed the revised commitments at its meeting on October 12, 2017, and provided
me with its feedback on October 16, 2017.

In accordance with Virginia Code § 15.2-5384.1, I have reviewed the Application and all
information contained in the administrative record, including the recommendation of the
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Southwest Virginia Health Authority and its feedback on the October 9, 2017 revised
commitments and the information submitted by the Applicants in response to my requests for
supplemental information. I have also reviewed public comment contained in the administrative
record, including comments from the Federal Trade Commission, Anthem Health Plans of
Virginia, the Virginia Association of Health Insurance Plans, and individuals residing in
southwest Virginia. In addition, I have reviewed the Staff Analysis Report and Recommendation
prepared by the team of state experts referenced above.

Based upon my review of the administrative record and all of the factors contained in
Virginia Code § 15.2-5384.1(E), I adopt the findings, conclusions, and recommended decision,
including the recommended Conditions, contained in the Staff Analysis Report and
Recommendation, which is attached and incorporated herein as Attachment 1.

Based on my review of the Application and the administrative record, and my adoption
and incorporation of the Staff Analysis Report and Recommendation, I find by a preponderance
of the evidence that if the Applicants meet and comply with the Conditions set forth in
Attachment 2, the benefits likely to result from the proposed cooperative agreement outweigh the
disadvantages likely to result from a reduction in competition from the proposed cooperative

agreement.
The reasons for my decision include the following:

1. Southwest Virginia experiences significant challenges with respect to delivery of
health care services and population health status.

2. The strong competition between the Applicants has failed to provide meaningful,
visible benefits to the people of southwest Virginia in terms of access to care and
improvements in health status. People in the region continue to struggle with access
to primary and specialty care and with pervasive challenges to population health
improvement.

3. At a time when the continued operation of many rural health care facilities is at risk,
the Applicants have made commitments to keep all Virginia hospitals open as clinical
and health care institutions for at least five years. This is a significant commitment to
preserving access to care and a benefit to the people of southwest Virginia that will
result from the cooperative agreement.

4. The Applicants have made commitments to create new capacity for residential
addiction recovery services, develop new community-based mental health resources,
and develop pediatric specialty centers and emergency rooms. In addition, the
Applicants have committed to developing a Rural Health Services Plan that will
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address access to primary care services with a plan for same day access, and essential
services. These commitments should enhance access to critical or currently limited
health care services in the region and are likely to provide a benefit for the people of
southwest Virginia.

The Applicants’ commitments to maintain three tertiary hospitals in Tennessee,
implement a charity care policy covering individuals with incomes up to 400% of the
federal poverty level, and develop a comprehensive physician/physician extender
needs assessment and recruitment plan represent other significant commitments to
improving and preserving access to care and constitute benefits that will result from
the cooperative agreement.

The Applicants express a desire to collaborate and coordinate with key stakeholders
throughout southwest Virginia on population health initiatives that will make a
difference in the lives of people in the region. The Applicants’ commitments to
establish an Accountable Care Community and spend $75 million over the next ten
years on population health improvement efforts are likely to help produce the benefit
of improved population health status in the region.

The Applicants have expressed the intent to adopt new business models that
emphasize risk-based and value-based contracting, which is necessary for population
health improvement. Speeding this evolution through the cooperative agreement will
result in a benefit to the people of southwest Virginia.

The Applicants have committed to the development of a common clinical information
technology platform, meaningful participation in a regional health information
exchange, and establishment of annual priorities related to quality improvement.
These commitments are likely to result in the benefits of improving the quality of
services and reducing inappropriate utilization of services.

Although reduction in competition resulting from the cooperative agreement could
lead to a higher cost of care, the Applicants have offered commitments to mitigate
such a disadvantage. The Applicants have committed to significant limitations,
beyond what was initially proposed, on the ability to increase the prices it charges to
payers. In addition, the Applicants commit to continue to negotiate in good faith with
payers.

With respect to the State Medicaid program, the Applicants have committed to
partner with DMAS to develop and implement value-based payment programs,
contract with all Medicaid Managed Care Organizations, and participate in the
Addiction and Recovery Treatment Services Program. These commitments are likely
to result in benefits to the people of the region.
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11. As competitors, the Applicants have largely failed to collaborate or cooperate on a
sufficient scale to bring about the types of benefits that the people of southwest
Virginia need in order to overcome substantial health care and health status problems.

12. The commitments made by the Applicants create a more favorable balance of benefits
over disadvantages from the cooperative agreement than would occur from alternative
arrangements.

13. The Conditions being imposed will further ensure that the intended benefits of the
cooperative agreement are achieved and that any disadvantages resulting from the
cooperative agreement are mitigated. These Conditions will help ensure that the
Applicants achieve the improvements in population health, access to health care
services, quality, and cost efficiencies identified in their Application.

14. The benefits likely to result from the cooperative agreement outweigh the

disadvantages likely to result from a reduction in competition from the cooperative
agreement.

ORDER AND LETTER AUTHORIZING A COOPERATIVE AGREEMENT

Based upon the foregoing findings and conclusions, it is hereby ORDERED that the
Application for a Cooperative Agreement is APPROVED WITH CONDITIONS as set forth in

Attachment 2.

Pursuant to Virginia Code § 15.2-5384.1(G), the cooperative agreement is entrusted to
the State Health Commissioner for active and continuing supervision to ensure compliance with
Virginia Code § 15.2-5384.1, 12 VAC 5-221, and this Order, including the conditions imposed
in Attachment 2.

Pursuant to 12 VAC 5-221-100, T will establish quantitative measures that will be used to
evaluate the proposed and continuing benefits of the cooperative agreement by January 31, 2018.
A Technical Advisory Panel will be appointed forthwith in accordance with 12 VAC 5-221-120
to provide initial recommendations to me as to the quality, cost, and access measures and
benchmarks to be considered to objectively track the benefits and disadvantages of the
cooperative agreement. The Technical Advisory Panel shall identify evidence-based cost,
quality, and access measures in areas including, but not limited to, population health, patient
safety, health outcomes, patient satisfaction, access to care, and any other areas, and make
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recommendations to me regarding how to best report performance on quality metrics. Pursuant to
12 VAC 5-221-100(C)(3), I have exclusive authority to add, modify, accept, or reject
recommendations of the Technical Advisory Panel when creating or interpreting the quantitative
measures.

The Applicants shall submit an annual report meeting the requirements of Virginia Code
§ 15.2-5384.1 and 12 VAC 5-221-110. The first annual report shall be submitted by one year
from the date of the closure of the merger.

The Applicants shall comply with Virginia Code § 15.2-5384.1 and 12 VAC 5-221,
including providing any information requested that is necessary to active and continuing
supervision to ensure compliance with the cooperative agreement and access to facilities by staff
of the Department of Health to conduct on-site inspections.

If the State Health Commissioner finds reason to believe that compliance with the
cooperative agreement no longer meets the requirements of Virginia Code § 15.2-53 84.1,12
VAC 5-221, or this Order, a proceeding shall be initiated to determine compliance. During such
a proceeding, reasonable modification to the cooperative agreement may be made with the
consent of the Applicants.

This ORDER shall remain in effect until such time as it is revoked in accordance with
Virginia Code § 15.2-5384.1(H) and 12 VAC 5-221-130, modified pursuant to Virginia Code §
15.2-5384.1(H) and 12 VAC 5-221-130(B), or terminated by the Applicants pursuant to Virginia
Code § 15.2-5384.1() and 12 VAC 5-221-140.

This Order and Letter Authorizing a Cooperative Agreement constitute a case decision
under the Virginia Administrative Process Act, Virginia Code § 2.2-4000 e/ seq. In accordance
with Rule 2A:2 of the Rules of the Supreme Court of Virginia, any aggrieved party may appeal
this case decision by filing, within thirty (30) days after service of the case decision, a signed
notice of appeal to:

Erik O. Bodin

Director of Licensure and Certification
Virginia Department of Health

9960 Mayland Drive, Suite 401
Henrico, Virginia 23233-1485

When the case decision is served by mail, three (3) days are added to the thirty-day period. In
accordance with Virginia Code §§ 2.2-4023 and 15.2-5384.1(I), the signed original of this Order
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and Letter Authorizing a Cooperative Agreement shall remain in the custody of the Department

of Health, as a public record.

It is so ORDERED this 30th day of October, 2017.

Marissa J. Levin

Attachment 1, Staff Analysis Report and Recommendation
Attachment 2, Conditions

cc:

The Honorable Terence R. McAuliffe

Governor of the Commonwealth of Virginia
The Honorable Mark Herring

Attorney General of Virginia
The Honorable William H. Hazel

Secretary of Health and Human Resources
The Honorable Terry Kilgore

Delegate, Virginia General Assembly and

Chair, Southwest Virginia Health Authority
Sue Cantrell, BPharm, MD

Director, LENOWISCO Health District
Karen Shelton, MD

Director, Mount Rogers Health District

, MPH, FAAFP
State Health Commissioner



Attachment 1

VIRGINIA DEPARTMENT OF HEALTH

Application for a
Letter Authorizing Cooper ative Agreement
Submitted by
Mountain States Health Alliance
and
Wellmont Health System

Staff Analysis Report and Recommendation

October 27, 2017

In 2015, the General Assembly enacted Virginia Code §3%32-1 to permit cooperative
agreements that are beneficial to citizens served by the Southwest Virgalia Muthority
(“Authority”) .» The localities participating in th&uthority includeall counties ocitiesin the
LENOWISCO or Cumberland Plateau Plargubistrict Commissions and theunties of Smyth and
Washington and the City of BristdlA cooperative agreement is defined as &greement among two or
more hospitals for the sharing, allocation, consolidation by merger or atiiration of assets, or
referral of patients, personnel, instructional programs, support sgraiee facilities or medical,
diagnostic, or laboratorfiacilities or procedures or other services traditionally offered byitadsp?®

UnderVirginia Code8 15.25384.1, parties located within the participating localities of the
Authority thatwish to enter into a cooperative agreement may submit an application fovalpyf a
proposed cooperative agreement to the Authérifythe Authority determines that the benefits likely to
result from the proposed cooperative agreement outweighighdvantages likely to result from a
reduction in competition, it provides a recommendation of approval to the Stith Bemmissioner
(“Commission€?).®> Upon receipt of the Authority’s recommendation of approval, the Commissioner
must assess whetherapprove the proposed cooperative agreement based on a consideration of the
factors contained iNirginia Code § 15.2-5384.1(E) and 12VAC5-221-80(G). If the Commissioner finds
by a preponderance of the evidence that the benefits likely to resultfegmoposed cooperative
agreement outweigh the disadvantages likely to result from a reductiomjretibon she will approve
the application for cooperative agreementhe Commissioner may reasonably condition approval of the
proposed cooperative agreement upon the parties’ commitments to achievingrtheements in
population health, access to health care services, quality, and cost eéffEielentified by the parties in
support of their applicatioh.If approved, the cooperative agreement istested to the Commissioner for
active and continuing supervision to ensure compliance with the provisidmes afaperative
agreement.

1Va. Code § 155384.1(A).

2Va. Code § 15-5369.

31d.

4Va. Code § 15:5384.1(C).

5Va. Code § 15.5384.1(E)(1).

6Va. Code § 15.5384.1(F)(2) and 12VAGR21-80(H).
7Va. Code § 15.5384.1(F)(2) and 12VAGZ21-90(C).
8Va. Code § 15.5384.1(G).



Application for a Letter Authorizing Cooperative Agreem8nbmitted October 27, 2017
by Mountain States Health Alliance and Wellmont Health System Page2 of 73
Staff Analysis Report and Recommendation

Application

On September 16, 2015, Mountain States Health Alliafdehtain State€$ and Wellmont
Health Systen*Wellmont”) filed a letter of intent notifying the Authority of theirgsl to submit an
application forapproval ofa cooperative agreemen®n February 16, 2016, Mountain States and
Wellmont (together, the “Applicants”) filed application for approvaidf a cooperative agreement
(“Application”) with the Authority?

The Applicants

Mountain States Health Alliance

Mountain States operat&8 hospitals and numerous outpatient care sites across@u2$y,
four-stateregion Mountain States headquartered in Johnson City, Tennessee and iseadept
organization. Mountain Stateperateshe following general acute care hospitalsated in southwest
Virginia:

Johnston Memorial Hospitah Abingdon
Smyth County Community Hospital indfion
Norton Community Hospital in Norton
Russell County Medical Center in Lebanon
Dickenson Community Hospital in Clintwood.

Wellmont Health System

Wellmont operates sikospitals anshumerous outpatient care sites, serving communities in
northeasennessee arsbuthwesVirginia. Wellmontis headquartered iKingsport Tennessee and is
also a taxexempt organization. Wellmont operates the following general acute caralsdgpated in
southwest Virginia

e Mountain View Regional Medical Center in Norton
e Wellmont Lonesome Pine Hospital in Big Stone Gap.

Thearea served by the Authority shown in Figure 1 by the dark linBlue backgroundH”
signs areMountain Stateacute cardospitalsthe white bacground “H” signs are th&/ellmontacute
care hospitalsThe red cross signs are other acute care hospiithis or near thgarticipating localities
of the Authority

®The Applicants also filed an application for a certificate of public advantabelive Tennessee Department of
Health.
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New Health System

If the Application is approvedyiountain States and Wellmont would merge and operate as a
single health systeml'he New HealthSystem’s facilities would include physician services, outpatient
services and facilities, and the acute care hospitals in Virginia and Tennesseénshablal.

Table 1. Acute Care Hospitals and Beds

2013 2014 2015

2013
oo . . . Staffed Staffed | Staffed
Virginia Hospitals L ocation Licensed Beds Beds Beds

Beds | ppplication | vHI | vHI
Dickenson Community Hospital Clintwood 25 2 2 2
Johnston MemoriaHospital Abingdon 116 112 116 128
Norton Community Hospital Norton 129 50 69 69
Russell County Medical Center Lebanon 78 49 50 49
Smyth County Community Hospitgl Marion 44 44 44 44
Mountain States Total Beds 392 257 293 292

Solels uleljuno
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2013 2013 2014 2015
Virginia Hospitals L ocation Licensed Staffed Staffed | Staffed
9 P Beds Beds Beds Beds
Application VHI VHI
< MountainView Regional Medical Norton 74 18 18 18
o | Center
g Wellmont Lonesome Pine Hospita| Big Stone Gap 60 21 31 31
2 | wellmont Total Beds 134 39 49 49
Virginia Total Beds 526 296 342 341
2013 2013
. . . Staffed
Tennessee Hospitals L ocation Licensed
Beds
Beds N
Application
Frankl|n Woods Community Johnson City 80 77
Hospital
Indian Path Medical Center Kingsport 239 168
= Johnson City Medical Center Johnson City 501 497
3 .
c Johns_on County Community Mountain City > >
5 Hospital
3) Niswonger Children’$ospital Johnson City 69 69
;é;: Sycamore Shoals Hospital Elizabethton 121 121
® | Unicoi County Memorial Hospital | Erwin 48 48
Woodbridge Hospital Johnson City 84 84
Mountain States Total Beds 1,144 1,066
Bristol Regional Medical Center | Bristol 312 261
< | Hancock County Hospital Sneedville 10 10
)
S | Hawkins County Memorial Hospitgl Rogersville 50 46
S, Holston Valley Medical Center Kingsport 505 339
Wellmont Total Beds 877 656
Tennessee Total Beds 2,021 1,722
New Health System Total Beds 2,547 2,018

Sources: Application and Virginia Health Information (VHI)

Recommendation of the Authority

In creating the Authority, the General Assembly recognized that “rural coitiesusuch as those
served by the Authority confront unique challeniggethe effort to improve health care outcomes and
access to quality health car®.”In establishing the members of the Authority, the General Assembly
included experts regarding the region served by the Authority and the healthallenges the region

10Va. Code § 15:5368(B).
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faces!! Using its expertise of the region and thgion’schallenges, the Authority is required to
establish regional health goals directed at improving access to care, agJaalih status, targeting
regional health issues, promoting technologiclsacement, ensuring accountability of the cost of care,
enhancing academic engagement in regional health, strengthening the wdikfbeathrelated

careers, and improving health entity collaboration and regional intagsahere appropriaté. In

January 2016, the Authority adopted revised health goals for the region. Thepggmfeally targeted

the areas of healthy starts for children, healthy minds, healthy behawalthy communities and an
effective system of health cagattachment A)*

In conducting its review of the Application, the Authority did so in consideraif the
Commonwealth’s policy to facilitate improvements in patient healt eatcomesaccess to quality
health care, and population health in rural communities ameelghing the factors set forth in Virginia
Code 8§ 15.2-5384.1(E), including whether population health status would be enhanced con#istsnt wi
regional health goals. The Authority utilized five different working grotjesa(th Care Quality,
Population Health, Health Care Access, Health Care Cost, and Compéatitperjorm its review of the
Application. In addition, the Authority hired three ptimie employees with expertise in the clinical,
legal and business aspects of health carertbéu assist with the revielf. The Authority received and
reviewed public comment concerning the Application, and held a public hearingunaiom with the
Commissionet?

In evaluating the potential benefits of the proposed cooperative agredmdntthority
considered whether each of the following benefits would result:

a. Enhancement of the quality of hospital and hospéksted care, including mental health
services and treatment of substance abuse, provided to citizens served bydhigyAut
resulting in improved patient satisfaction;

b. Enhancement of population health status consistent with the regionhldusdtt established

by the Authority;

Preservation of hospital facilities in geographical proximity to thenoanities traditionally

served by those facilities to ensure access to care;

Gains in the cosefficiency of services provided by the hospitals involved;

Improvements in the utilization of hospital resources and equipment;

Avoidance of duplication of hospital resoas;

Participation in the state Medicaid program; and

Total cost of care.

13

Se@ oo

1va. Code § 15:5370.

12Va. Code § 15:5368(B).

13 Southwest Virginia Health Authority, “Blueprint for Health Improvemh & HealthEnabled Prosperity,” January
7, 2016. (“Attachment A”).

1 A Review of the Commonwealth of Virginia Application for a Letter Authing a Cooperative Agreement Filed
by Mountain States Health Alliance and Wellmont Health Systermember 22, 2016 (the “Authority Report”) at
3343.

151d. at 5066.
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Based on its review and consideration, the Authority fabatthe benefits described irgaabovewould
likely exist under the cooperative agreemantjthe benefit described in h (total cost of care) may exist
under the cooperative agreemé&hilThe Authority also found that other potential benefits are likely to
occur as a result of the cooperative agreement, including maintenance ohieogffices ad jobs in the
region?’

The Authority’s evaluation of any disadvantages attributable toegtuction in competition
likely to result from theoroposed cooperative agreement included the following factors:

a. The extent of any likely adverse impact of the proposed cooperative agreentieaiadility
of health maintenance organizations, preferred provider organizations, mhduesdfh care
organizations, or other health caayerso negotiate reasonable payment and service
arrangements with hospitals, physicians, allied health care professioratseohealth care
providers;

b. The extent of any reduction in competition among physicians, allied healthgiootas, other
health care providers, or other persons furnishing goods or serviceintepmpetition with,
hospitals that is likely to result directly or indirectly from the proposegberative agreement;

c. The extent of any likely adverse impact on patients in the quality, availahilid priceof
health care services; and

d. The availability of arrangements that are less restrictive to compeditachieve the same
benefits or a more favorable balance of benefits over disadvantages attritiutatbile t
reduction in competition likely to resdtiom the proposed cooperative agreement.

Based on its review and consideration, the Authority found that

¢ the disadvantage described in “a” might exist;

¢ the disadvantage described in ‘tdd the potential texist but had been mitigated by the
Applicants commitments;

¢ with respect tahe disadvantage described in‘tfiere was likely to be more benefit from the
cooperative agreement than disadvantages in these aneas

¢ with respect tahe disadvantage described in,'dther arrangements would not anhé the
same benefit of guaranteeing rural hospital services and populatidm ingaibvement that
the cooperative agreement ddés.

OnNovember 22, 2016, having found that the benefits likely to result from the proposed
cooperative greement are likely to outweigh the disadvantages likely to result fronuetiadin
competition, the Authority recommended the Commissioner isstéeaapprovingthe proposed
cooperative agreemenf written report detailing the Authority’s reviewas submittedo the
Commissioner on December 22, 2016.

161d. at 159163.
171d. at 163.

81d. at 163166.

19 Authority Report.
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Revised Commitments

After receiving the recommendatiand the reporbf the Authority and supplemental information
from the Applicantsthe Commissioner helmeetings with the Applicants on May, 2017 and August
8, 20172° The Applicants submitted revised commitments to the Commissioner cen$egst22,
20174, shortly after the Tennessee Department of Health approved the applicatio@ertificate of
Public AdvantagéCOPA)in TennesseeAn additional meeting was held with the Applicants on October
4, 20172 In response to discussions during the meeting, as well as prior discussionthhaathority
staff, the Applicants submitted revised commitments to the Aughamid provided a copytthe
Commissioner on October 9, 20@Attachment BY® The Authority considered theerms of
Certification Governing the Certificate of Public Advantage Issued tadBklealth (the Tennessee
Terms of Certificationand therevised commitments ddeptember 27, 2017 and October 12, 2017, and
provided feedback to the Commissiobgrietter dated October 16, 2027 That feedbackontained
recommendations related to submissiofiv&-year financial projections by the New Health System,
limitations on rate ioreases, representation of Virginia residents on the Board of the Nethr Bgstem,
population health improvement, potential-lzf§s of hospital employees, academic research, the New
Health System’s cost of compliance with provisions in the Tenn@ssees of Certification, and
transparency®

Staff Analysis

In making her determination, the Commissioner is required to considerctbesfcontained in
Virginia Code § 15.5384.1(E) and I2AC5-221-80(G)?® Each of those factors are set forth below
followed by an analysis based upon the agency record that contains informatidttesubyrthe
Applicants, including the Application and responses to supplemental requésfsrimation, the
recommendation of the Authority and its additional recommendations dated Qo€ 7, comments
received from the public, comments received from the Federal Trade ComniiSE@ystaff, the reports
of the Applicants independent consultantand written consultatioreceived from théAttorney General
as well as the written reports received from\irginia Departmenbf Healthis (VDH) two independent
experts, Dr. Richard F. Tompking,d@ident of First Chesapeake Group, a private healthcare consultant
organization, and Dr. Peter Knox, President of Knox Consulting, also a privéiteheaconsultant
organization.

20 summary of Meeting between VDH staff and Representatives of WellmorthFRaitem and Mountain States
Health Alliance, May 17, 2017 and August 8, 20W&vw.vdh.virginia.gov/content/uploads/sites/96/2017/08/May
17-meetingsummaryfinal.pdf andwww.vdh.virginia.gov/content/uploads/sites/96/2017/08/Au@istmmary
final.pdf.

21 Revised NHS Virginia CommitmenisSeptember 22, 2017.

22 summary of Meeting between VDH staff and Representatives of Welldeaith System and Mountain States
Health Alliance, October £017 www.vdh.virginia.gov/content/uploads/sites/96/2017/10/Oct@bSummary
Final.pd.

23 Revised NHS Virginia CommitmentsOctober 9, 2017.

24 Letter from Terry G. Kilgore, Chairman, Southwest Virginia Healthharity to Marissa J. Levine, October 16,
2017.

251d.

26 Some statements and conclusions, appearing below and in direct relatimnstatutory consideration, may carry
significance and relevance in addressing other statutory considerations.


http://www.vdh.virginia.gov/content/uploads/sites/96/2017/08/May-17-meeting-summary-final.pdf
http://www.vdh.virginia.gov/content/uploads/sites/96/2017/08/May-17-meeting-summary-final.pdf
http://www.vdh.virginia.gov/content/uploads/sites/96/2017/08/August-8-summary-final.pdf
http://www.vdh.virginia.gov/content/uploads/sites/96/2017/08/August-8-summary-final.pdf
http://www.vdh.virginia.gov/content/uploads/sites/96/2017/10/October-4-Summary-Final.pdf
http://www.vdh.virginia.gov/content/uploads/sites/96/2017/10/October-4-Summary-Final.pdf
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1. Enhancement of the quality of hospital and hospital-related care, including mental health
services and treatment of substance abuse, provided to citizens served by the authority,
resulting in improved patient satisfaction

The Applicants have offered a commitment to “establish annual pricefeted to quality
improvement” and to publicly report quality measures in an easiligrstood manner (commitntes).2’
The Applicants have not included in their quatig&yated commitments specifics concerning the role of
the Commissioner in the selection and approval of quality metrics, angtatipe that the established
goalsor prioritieswill actually be metpr whether quality measure reporting will be conducted at the
facility and locality level. The Terms of Certification issued byessee contain detailed requirements
for data collection and reporting to the pulficThe Applicants’ commitments with spect to quality
also do not address Joint Commission accreditation or Medicaregetitioi The Terms of Certification
issued by Tennessee require each hospital that is subject to Joint Comatussgaiitation to at all times
be fully accredited by thJoint Commission, and to at all times maintain compliance with condifons
participation with Medicaré® These are gaps that lessen the likelihood of a benefit for the enhancement
of the quality of hospital and hospitalated care.

The Applicanthave also committed, subject to the agreement of Payers, to establish payment
models designed to incentivize quality, value, and shared financial aligim@mtracts with Large
Network Payers as follows:

1. All risk-based model components of existing Wellmont and Mountain States contracts would
continue from the date of closing into the future upon their terms.

2. One new riskased model contract would commence no later than January 1, 2020.

3. A second new riskased model contract would commence no later than January 1, 2021.

4. The New Health System would initiate Fibksed model contracts for any remaining Large
Network Payers that do not already have at least ondaisid model component in their
contracts by no later than January 1, 2022.

Large Network Payers are defined as “a Payer which has a network, with a feeesspedific to that
network, which comprises 2% or more of the total charges (‘Gross Revémuitig New Health
System.®°

By January of 2022, all of the Large Network/&= are expected to have a fisdsed
model/population health/partnership relationship with the New Healtler8ytbiat includes aligned
incentives. The riskbased components in each contract will be based on the unique priorities and
timelines agreed upon by each Large Network Payer and the New Health Syhtedpplicants have
defined “riskbased modelto meancontracts which contain elements of reimbursement tied to incentives
for quality, valuebased care, shared savings or alignment of financial incentives between Payers, th
New Health System, employesad patient§commitment 7' This commitment is intended to enhance

27 Revised NHS Virginia CommitmentsOctober 9, 2017 at 6.

28 Terms of Certification Governing the Certificate of Public Advantageds to Ballad Health at 25.
291d. at 23.

30 Revised NHS Virginia CommitmentsOctober 9, 2017 at 4.

3l1d. at 6.
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guality, improve cost efficiency, reduce unnecessary utilization of hospitéces, and more fully align
the New Health Sstem, Payers, the business community, patients and the ublmyever, his
commitment does not include a specific target under which a subspaontiah of the New Health
System’s total revenufeom payer contracts would derive from risk-based mololels date certain. The
establishment of such a target would provide greater assurance of enhantgdmpatived cost
efficiency, and reduced unnecessary utilization. This is a gap that lessdikelthood of a benefit from
this commitment.

In addition, theApplicants are committing to a series of investments that could diregitpim
the quality of hospitabased care, including:

e Up to $150 millionto enhance hospital quality, improve cesticiency, improve the
utilization ofhospitalrelated services, and enhance opportunities in resbgadioptinga
common clinical IT platform as soon as reasonably practical after the fomaditihe New
Health Systm. The New Health System will make access to the IT platform available on
reasonable terms to ahysicians in the service arG@mmitment 20¥3

e Upto $8million over 10yearsfor meaningfulparticipationin aregionalhealthinformation
exchanger cooperativearrangementvherebyprivacy protectechealthinformationmay be
sharedwith communitybasedprovidersfor the purpose of providingeamlespatientcare
In addition, theNew HealthSystemwill participatein the Commonwealth’€ConnectVirginia
healthinformationexchangeConnectirginia’s EmergencypepartmentCareCoordination
ProgramtheVDH’s ImmunizationRegistry,and the Commonwealth’s Prescription
Monitoring Program(commitment5) 34

Thesecommitmens$ should furthethe ability to accessmore coordinatedystemof healthcarewithin
the regionwhichwould promote a highdevel of quality ofcare. It should be noted, howevéhat
commitments doesot definewhatis meantby “meaningfulparticipation”in a regionahealth
informationexchange.The Tennesse&ermsof Certificationmandatehatthe New HealthSystem
developandsubmitto the Tennesse®epartment oHealthfor its approval éHealthinformation
Exchangeplanthatshallrequirethe New HealthSystento coordinatewith IndependenPhysiciansand
otherhealthcareprovidersin the serviceareaandotherrelevantthird partiesto determine theptimal
technology solution for expandirige scopeandeffectivenes®f providingaccesgo patientelectronic
healthinformationto the Independerhysiciansaandotherhealthcareproviders. TheTennesse@&erms
alsorequirethatany imposition ofeesor coststo IndependenPhysicianshall be aminimal amount not
exceedingvhatis reasonabl®asedn comparisonsvith other communitiesffering suchservices® The
Applicants’ @mmitment5 does not include these additional types of provisions related to the health
information exhange which creates gapthatlessenghelikelihood of a benefit foenhancemerdf the
guality of hospitalandhospitatrelatedcare

The Applicantsommit tooffering competitive compensation and benefits, and combining career
development programs to ensure maximum opportunity for career enhancemerinany tra

321d.

331d. at 13.

341d. at 5.

35Terms of Certification Governing the Certificate of Public Advantagedd to Ballad Health at 189.



Application for a Letter Authorizing Cooperative Agreem8nbmitted October 27, 2017
by Mountain States Health Alliance and Wellmont Health System Pagel0 of 73
Staff Analysis Report and Recommendation

(commitmentsl5and17)3® The Applicants furthecommitthat theywill maintain an opemedical staff
(commitment 23§/ The Applicanthavealsocommittedto create a systemide, physiciaded Clinical
Council. This body shall be responsible for establishing a common standare afredentialing
standards, quality performance standards and best practice requiremdmgs\NewtHealth System
(commitment 38§82 Of note the Applicants have neabmmittedthat the Clinical Council’'s membership
shall be representative of the distribution of physicians across theesarsa. This creates the potential
that certain types of physicians, such as independent physicians fromgima\service area, may be
under-represented, or not represented at all, on the Clinical Council.s Bhigp that lessens the
likelihood of a benefit for enhancement of the quality of hospital and hosglisédd care. Overall,
however, hesecommitmentsvould benefit quality of health came southwest Virginia

The Applicants have committed to spend $140 milieer 10 yearsto enhance access to health
care services, which would include creation of new capacity for residadtiadtion recovery services
development of communitiyased mental health resources, such as mobile health crisis management
teams and intensive outpatient treatment and addiction resources fer eildten, and adolescents;
promotion ofrecruitment and retention of pediatric ssfiecialists in accordance with the Niswonger
Children’s Hospital physician needs assessmentdawelopment opediatric specialty centers and
emergency rooms in Kingsport and Bristol with further deployment of piedielemedicine and rotating
specialty clinics in rural hospitalsdmmitments 26 and 27J. Commitment 26 also includes
development of a Rural Health Siges Pla by the Applicants. Commitment 27 includes development
of aBehavioral HealttservicesPlan and £hildren’s Health Services Plahhe Applicants havalso
committed to the development of a comprehensive physician/physicianlextereds assessment and
recruitment plan (commitment 26J.he New Health System will employ physicians and physician
extenders primarily in underserved areas and locations where needs areqotdieand where
independent physician groups are not interested in, or capabtidafg such specialties or expandffg.
According to the Applicants, the cost of recruitment related to impletientof the recruitment plan will
be part of the $140 million referenced in commitment’27.

The Applicants’ commitment 2@oes not specifically define the term “underserved aréais is
anothergap thadecreases the likelihood of a benefit from this commitmastutilized byVDH,
underserved area means a Health Professional Shortage Area (HPSA) as ddsyghatétbah
Resources and Services Administratiod tracked by th€DH'’s Office of Primary CareVirginia has
identified “persistent primary care health professions shortage areas” witifyiireas within Virginia
that were designated as HPSAs decades afjoepnesent areas persistent need in Virginidany of
these areas fall within thérginia service areaf the New Health Systefd

In addition,the Applicants have committed itovest $85 million over a X@ear periodo develop
and implemené planfor post graduate training of physicians, nurse practitiopéssician assistants

3¢ Revised NHS Virginia CommitmentsOctober 9, 2017 at 101.

371d. at 15.

%8 1d. at 22.

31d. at 1618.

401d. at 16.

4l1d. at 1617.

42 Virginia Primary Care Needs Assessment atvid8w.vdh.virginia.gov/content/uploads/sites/76/2016/05/Primary
CareNeedsAssessmerOHE.pdf


http://www.vdh.virginia.gov/content/uploads/sites/76/2016/05/Primary-Care-Needs-Assessment-OHE.pdf
http://www.vdh.virginia.gov/content/uploads/sites/76/2016/05/Primary-Care-Needs-Assessment-OHE.pdf
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and other allied health professionalsd a plan for investment in the research entergigsenmitments
18 and 19}2 If the Applicants meet these commitmeBH staff believeghat the quality of health
care in southwest Virginia would be substantially improved.

The Applicants havdeveloped regional annual incremental spending amounts as stated in
Exhibit B of the Applicants’ Revised New Health System Virginia Commaiits dated October 9, 2017
(Attachment C)that further detail how the pledged monetary commitmentsh as those made in
commitments 18, 19, 26, and 24|l be spent over a 1Qear period Neither the commitments nor
Exhibit B to the commitments dedoes the amount that will be spent in Virginia as opposed to
Tennessee or provideny indication how allocations to each state will be niBldis.is a gap that lessens
the likelihood of a benefib Virginiafrom the monetargommitments. It will be essential for the New
Health System to develop appropriate plans for submission to the Commissiplaéning and justifying
the proposedillocation of these funds between Virginia drahnessee to assure that the health and
behavioral health care needs of the residents of Virginia, includingrrnilare being appropriately
benefited

VDH staff acknowledges that Dr. Kenneth Kizer, Director of the Institut®@pulation Health
Improvement, stated in his report that qualityealth care servicas not normally improved by
“mergers or consolidation of service$."VDH staff believes however, that the uniqueness of the
challenges faced by the residents in southwest Virginia and the cosdiet would be included in an
appoval by the Commissioner may be effective in ensuring that quality of<araintained and
improved.

VDH staff acknowledgeshat the FTC advises against the proposed merger due to the tendency
of monopolies to result in higher prices and diminished choice for consumers. Boghies may not
hold sway, however, in a region as unique as southwest Virginia. A consolidatiaitbfdaese
resources could bring benefits in qualftthe Applicants meet thesommitmentsand the recommended
conditions. Further, improved quality should result in reduced costs andsstvihg Applicants that
could be reinvested into population health improvements.

During its consideration of the Application, the Authority formed a Quiibrking Group to
focus on the quality aspects of the proposed merger. The Authority’s Qualikjridy Group concluded
that, with the commitments that have been made by the Applicaatity would exist®

After review of the recordyDH staff finds sufficient reasoto agree with the Authority and to
find that if the Application is approved and the Applicants meet their conemisand the conditions
recommended belavguality of care, including the quality of mental health services aatitest of
substance abuse,likely to be enhanced, thereby improving patient satisfaction. Ibaggr the
Commissioner should consider imposing conditions that ensure the Applicattsamenitment
numbers 5, 7, 8, 15, 17, 18, 19, 20, 23, 26, 27, and 38.

43 Revised NHS Virginia CommitmentsOctober 9, 2017 at 113.

4 Independent Assessment of the Proposed Merger Between Mountain StaitbsAtliance and Wellmont Health
System, Kenneth Kizer, MD, MPH, November 21, 2016 (the “Kizer Aesest) at 17.

45 Authority Report at 159.
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In addition,to provide greater assurance tti@tcommitmentsachieve the desired benefdsd
improvements in population health, access to health care servicesy, gualicost efficiencies identified
by the Applicants,ite Commissioner may consider imposing conditions requiring the Applitaints

With respect to commitment 5

o Develop and submtb the Commissioner for approval a plan describing how the New
Health System will participate meaningfully in a health information exgdan a
cooperative arrangement whereby privacy protected personal health itndormay be
shared with community-based providers for the purpose of providing seamless pati
care and

o Ensure thamny imposition of fees or costs for accesthe health information exchange
or cooperative arrangemdny Independent Physicians or other health care providers
shall complywith federal antkickback statutes and rules, and shall be a minimal amount
that shall not exceed what is reasonable based on comparisons with other ¢@smuni
offering such services.

With respect to commitment énsure that a substantial percentagthefNew Health

system’s total health plan contract revenue is derived frordbdsied models by a date

certain.

With respect to commitment 8

o Establish annual priorities related to quality improvement applicablifeccaities
within the first six months ahe closing date of the merger

o Seek input from, and approval tfie Commissioner in the selection of quality measures;

o Meet the published annual quality gdpisoritiesand show improvement at the
individual facility and system level over time;

o Provide quality measure reporting by locality and individual facility leze well as in
aggregate for the system;

o MaintainJoint Commission aceditation atach hospital subject to such accreditation
and compliance with conditions of participation with Medicare;

o Promptly notify theCommissioneof any deficiencies or other noncompliance cited by
the Joint Commission or Medicar@nd

o Submit a plan of correction correcting any deficiencies or noncompliance citkd by t
Joint Commission or Medicamithin the time provided by adhters for Medicare and
Medicaid Services (S)-approved Medicare accreditation program, and nittigy
Commissioner upon completion.

With respect to commitment 18gwklop and submit a plan, subject to the review and

approval of the Commissioner, for post-graduate training of physicians, praitioners,

physician assistants, and other allied health professianailsh shall include a methodology

for allocation of funds between Virginia and Tennessee.

With respect to commitment 19, develop and submit a plan, subject to idne sand

approval of the Commissioner, for investment in the research entembitse shdlinclude a

methodology for allocation of funds between Virginia and Tennessee.

With respect to commitmen62

o Develop and submit plans, subject to the review and approval of the Coomais$or
rural health services and children’s health serwdaish shall hclude a methodology for
allocation of funds between Virginia and Tennessed

o Define the term “underserved area’HBSA
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e With respect to commitment 2develop and submit a plan, subject to the review and
approval of the Commissioner, foehavioral health servicagich shall hclude a
methodology for allocation of funds between Virginia and Tennessee.

o With respect to commitment 38, ensure that the membership of the ClinigatiOe
representative of the distribution of physiciagsoss the geographic service area

2. Enhancement of population health status consistent with theregional health goals established
by the authority

Population health has been defined by the Institute of Population Health Impnb\ad e
University ofCaliforniaDavis to mean “the overall health status or health outcomes of a specified group
of people resulting from the many determinants of health, including healtipedalic health
interventions and social and environmental factéfs.”

As previousy noted, the Authority adopted revised regional health goals in (2Qt&hmentA).
A total of 38 goals were developed across five aims. The gddress educational attainment,
employment, maternal and child health, mental health and substance abusen npitrgical activity,
oral health, chronic disease, and population health improvement planning at tharatyntevel. The
Authority also develope#3 preliminary strategies for achievement of the gtals.

According to the 2017 County Health Rankings issued by the Robert Wood Johnson Foundation,
and as summarized in the Terms of Certification issued by Tennessee, the\ingnties that are part
of the New Health System’s service aheavehealth indicators and outcomes thed generally much
worse than the overall state averdyd-or example:

¢ Smoking is more common in 5066 the Virginiaservice aregounties than ithe state as a
whole.

o 100% of the counties ite Virginia service area have a higher percentage of adults who are
obesehan the state asvehole

o Fewer adults in 100% of the countiedlire Virginia service area report any physical activity
compared to the state as a whole.

o 100% of the counties ithe Virginia service areaxceed the state rdia neonatabbstinence
syndrome birthswith two counties having rates more than three times the state rateuand fo
counties with rates more than two times the state rate.

¢ The rate bpreventable hospital stays for all of tfigginia countiesin the service area
exceedshe state rateTwo Virginia counties have rates preventable hospital stayisat are
three times the state rate, and another three colnawesates that ardouble the state rate.

¢ Eleven Virginiacountiesn the service arelaavepopulation to primary care physician ratios
that are substantially greater than the state ratio, with one county havirgratio three

46 SeeKizer Assessment at 20, whereefidition of “population health” devised by the Institute for Population
Health Improvement, associated with the University of CalifeDraais, is discussed.

47 Attachment A.

48 Robert Wood Johnson Foundation and University of Wisconsin PopulatalthHestitute, County Health
Rankings 2017: Virginiaas cited in The Terms of Certification Governing the Certificate of @@llvantage
Issued to Ballad Health at 1CB.
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times greater and another five counties with ratios of at least two tiemtegthan the
statewide ratio.

e SeveraVirginia counties in the service arbavepopulation to mental health providettios
that arefour to five times greater than the statewide ratio, with one countydawviatio that
is 22 times greater.

e Seven of the Virginia counties the service area have child poverty rates that are alihost
percentage points greater than the gt

e The per capita annual income in Virginia is $56,732. The per capita ancorale for the
eleven Virginia countiem the service are@nges from a low of $27,137 to a high of
$37,388, with most of the counties having an average annual income $12,000 to $25,000 less
than the statewide average.

¢ The median household income in Virginia is $66,300. The median household incohe for t
elevenVirginia countiesn the service areanges from a low of $32,135 to a high of
$45,864, with most of the counties having a median household income $20,000 to $35,000
less than the statewide average.

The report submittetb the Commissiondsy the Authority stated that the “health of the region
and the health of the population are directly linked in a troubling spiral dawdi® The unique
challenges faced tihe region were reaffirmed in a recent repGreating a Culture of Health in
Appalachia — Disparities and Bright Spptssued by the Appalachian Regional Commission. Among the
report’s findings, it found thaterformance in the Appalachiaggion is vorse than the performance in
the United States as a whole in 7 of the 10 leading causes oftiddth.report also found that the “years
of potential life lost, which is a measure of premature mortali®5% higher in the Appalachian region
than in thenation as a whol&"

TheApplicantsintend to transforntheir currently separate health systénts an integrated
health care delivery system capable of meaningfully improving populatioth be&tomes. The
Applicants state in their Application thiainding for population health improvement “would be
impossible” but for the efficiencies and savings accruing from the proposgénitelhe Advisory
Board, a consulting group retained by the Applicants, advisesttigatrierged entity’s scale is critidal
pursue population health management in a financially sustainable marfére’ Advisory Board states
that “[c]ontinuing to operate as rival organizations precludes the systems fronabkdrtg pursue a
population health management strategy thatseses the regiort?

The population health working group formed by the Authardgcluded that the Applicants
would have an enhanced ability to provide specialty care in mental badlfubstance abuse, prevent
chronic diseases related to obesityl diabetes, and promote cessation of tobacco useCdllege of
Public Health at East Tennessee State University (ETSSugd a report that assessed the efforts and

49 Authority Report at 9.

50 Appalachian Regional CommissiorGreating a Culture of Health in Appalacki®isparities and Bright Spats
August 2017 at Bvww.arc.gov/assets/research_reports/Health_Disparitie8ppalachia_August 2017.pdf
511d. at 6.

52 Application at 44.

53 Advisory Board, “Independent Assessment of The New Health SystengbHdkd of Successfully Navigating
the Narrow Corridor in a Merged Integrated Delivery System,” Aprél04,7 at 6 (the “Advisory Board Report”).
541d.at 6 7.


http://www.arc.gov/assets/research_reports/Health_Disparities_in_Appalachia_August_2017.pdf
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activities of the four working groupsiccording to the ETSU report, the most impattaext step “will
be to create a regiemide collaborative approach to identifying a small number of key, inigiact
actions that are vital to improving the health of the regin.”

The Applicants haveommitted tanvest not less than $75 million av&0 years in population
health improvementcommitment 28%® According to this commitment, the distribution of funding
across the total population of tNew Health System’service area shall consider the relative population
of the counties and commuieis within theservice area, the relative paapita cost of interventions
within each community and the relative value of the intervention towang®ving overall population
health. From the $75 million, thRpplicants haveommitted to spending an amount necessary to support
the creation gfand to take the lead to formally establstleast oneccountablecarecommunity (ACC)
organization. Within 90 days of closing of the merdee, Applicants commit to recruit and convene the
ACC's initial leadership tearo help develop the population health plan (commitment28he
Applicantsalso committo establish a Department of Population Health Improvement to lead the New
Health Systers efforts in implementing a population health plan and improving the lbhealth of the
service arepopulation®® Further, the Applicants commit to focus afimited number of interventions
that will have a disproportionate impact on breaking theecgtpoor health and reducing the future
burden of disease. Such interventions wilcbasistent with the Authority’s Blueprint for Health
Improvement and Health-Enabled Prosperity, and Virginia’s Plan for Bedtig >°

The Applicanthave committed tgpending aleast $140 milliorover 10 year# partto expand
communitybased mental health servicagdresidential and outpatient addiction recovery programs, as
well as to further suppodhildren’s health servicgsommitment Z).%° In addition, theApplicantshave
committed to spend at leg&?5 million over 10 years to develapademic researapportunities, support
post-graduate health care training, and strengthen the pipeline and tiwapErhealth professionals in
the region, which should lead to the ability to enhance population lfeattimitments &, 19 and 26§
With respect to poggraduate health care training, specific focus on establishment of corywhaséd,
rural, primary care or preventive medicine residencies, as well as comtbaségl psychiatric residency
rotations, would increase the likelihood ofenbfit to population health status in southwest Virginia.
Development of incentives fatinical employees to pursue terminal clinical degreesld also increase
the likelihood of a benefit to population health status in southwest Virginia.

Further the Applicants have committed to develop a Rural Health Servicegdelamitment
26) whichshall address the New Health System’s approach to

e Primary Care Services, with a plan for same day access, which may include telenagdicine
other technology basextcess
e Services to support maternal and prenatal health

55 College of Public Healtftast Tennessee State University, “Key Priorities for ImprovingitHén Northwest
Tennessee and Southwest Virginia: A Comprehensive Report” at iv.

56 Revised NHS Virginia CommitmentsOctober 9, 2017 at 18.

571d.

81d. at 19.

€d.

601d. at 1718.

611d. at 1213, 1617.
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Pediatrics and regional pediatric specialty access

Specialty care and regional specialty care access

Access to essential servides defined in commitment 21)

Improved access to preventive and restorative dental and corrective visioeser
Emergency service access, transport, and transfer strategies formulatecihwithc
regional agencies including ti@®uthwest Virginia EhergencyMedical ServicesCoundl .%2

TheApplicants state that tHeural Health ServiceBlan will account for needed workforce
development strategies in consultation with the Southwest Area Heaitlatifsh Center and regional
educational institutionsFurther, the Applicants commit that the plaiti also support the development
of health professions education needed to help the New Health System’s em#dddrthe regional
pipeline of allied health professionals adapt to new opportunitgeged as the New Health System
evolves and develop$. VDH staff believes that ivill also beimportant for the Rural Health Services
Plan to address collaboration with local businesses, industry, ahddbcal divisions in order to
achieve the type of communitievelopment necessary to attract and retain health care providers in
southwest Virginia.

The Applicants assert that the population health strategies propdeedApplication would
directly benefit the Medicaid population served, as well as residents, iragedewever, the Applicants
have not yet provided specifics concerning the extent to which these glexpenditures would occur in
the Virginia portion of theservice area This is a gap that lessens the likelihood of a benefit for the
enhancement of population health status.

Enhancing health care services, as evidenced in part by prompt access to primary care a
specialty care serviceis, a critical component of improving population health status in southwest
Virginia. TheRural Health Services Plan will include the New Health Systepproach to primary care
services, including a plan for same day acéesthe Applicants have also included primary care services
asan“essential service” isommitment 2.5° In contrast, the Applicants have not committed to address
acceswithin a specified number of days specialty care services, which is a gap ldsgens the
likelihood of a benefit to population health.

According to the Applicantommitment number 30, “best ptme governance of the New
Health System is critical to the success of the efforts outlined in thee@adive Agreement®® The
commitment states further that “It is recognized that the governance oéthéldalth System should
reflect the region, including both Virginia and Tennes$éelhe Applicants have committed that, at
closing, three members of the fifember Board will be Virginia residents. However, “after the second
anniversary of the closing of the merger, not less than two members afdliesBall be Virginia
residents.®® This creates the possibility that the number of Virginia residents ddotn@ will decrease
over time.

62|d. at 16.
631d. at 1617.
641d. at 16.
651d. at 14.
661d. at 20.
571d.

68 1.
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Concerning Board governance, the Applicants also committed that

e The New Health System will ensure memberdiom Virginia on the following Board
committees, with full voting privileges: Finance, Audit and Complianes|iy, Community
Benefit/Population Health, and Workforce; and

¢ The New Health System will ensure than not less thgregentof the composition of the
Community Benefit/Population Health committee will reside in Virginia

Adequate numerical representation of Virginia residents on the Newht®aitem Board of
Directors is essential to ensure that population health improvemdstagubstragies sufficient to
address Virginia's needs will be developed and implemeritbé. Authority recommended in its October
16, 2017 feedback to require three members of the Board to be Virginiante$ide

Given the fact that median household income and per capita income in soMingieg are far
below the state average, the New Health System’s approach to populalibrirhg@ovement needs tme
very mindful of income and employment as social determinants of hddlthTennessee Terms of
Certificationrequire that between the approval date ofG#PAand thelssue Date (e.g., thidosing date
of the merge);, the New Health System shall not have terminated, and during 4me2th period
commencing wh the Issue Date, the New Health System shall not terminate, any employee of any
hospital, whether or not such employee is classified as clinical personnegooe any such employee
to enter into an early retirement package or otherwise resigniofltermination, except in either case
for cause.In addition,as stated in the Tennessee Terms of Certificadioring the same 2rhonth
period, the New Health System shall not require any such employee of a RuréaHogpansfer his or
her princpal place of employment to a location more than 30 miles from the location of spldyeas
principal place of employment as a condition to his or her continued employmiesreafter (A) if the
New Health System decides to terminate an employee witlaoise it shall provide prior notice to the
Tennessee Department of Headtid (B) if the New Health System desires to commence a reduction of
50 or more employees, whether in a single act or a series of related acts, Grdagyp@riod, it shall
provide theTennessee Department of Healtith at least 6@lays advance notice prior to implementing
the reduction action. The notice shall include a severance policy addressiegibtiwees will be
compensated if they are not retained in connection withactain. The Applicants have not committed
to this type of advance notice requirement in Virginia with respect pbognee terminationsThis is a
gap that lessens the likelihood of a benefit for population health improvement

Although the Applicanthave committed to keep all hospitals in operation at the effective date of
the merger operational as clinical and health care institutions for afileagtars, the New Health
System reserves the right to adjust the scope of services or to repurpats faadlitiesso long as
certain “essential services” are providedmmitment 21Y° The Tennessee Terms of Certificatalow
such repurposing upon petition to and approval of the Tennessee Department of HaaktkierH
hospitals located in the @ibf Norton and Wise County, in the Virginia portion of the service area, ar
exempted from the petition and notice requirement, so long as the New Health &tsias at least one
hospital in Wise/Nortori? Furthermore, the Tennessee Terms of Certiioadlsoprovide an exception
to the employee termination terms discussed abovaltbats the New Health System to terminate any

69 etter from Terry G. Kilgore, Chairman, Southwest Virginia Healthhatity, to Marissa J. Levine, October 16,
2017.

70 Revised NHS Virginia CommitmentsOctober 9, 2017 at 14.

P Terms of Certification Governing the Certificate of Public Advantageddto Ballad Health at 228.
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non<linical employee—even if not for cause-ef any of these three Virginia hospitals that may be
repurposed upon 60-days’ iu# to the Tennessee Department of HeZltBecause income and
employment are social determinants of population health, termination of anyyespeven with notice,
will have an adverse impact on population health. Terminating employdws the firg two years
before population health initiatives and career development prograrudlaimplemented will only
worsen the adverse impact.

The definition of &ssential servicésn commitment 21 includes provision of “rotating clinic or
telemedicine access to specialty camestiltants as needed in the community” but also includes the
caveat “and based on physician avaiiap” " This caveat is not found in the Tennessee Terms of
Certification’* This is a gap that lessens the likelihood of a berefibpulation health.

The Applicants have attempted to address the needs of current Wellmont amdiM&tates
employees who may be adversely affected in order to achieve the savingscewlcess that are
expected to result from the mergdrhe Applicants have committed to invest up to $70 million over 10
years to address differences in salary/pay rates and benefit structures hgelleent and Mountain
States ¢ommitment 15)° This is different from what the Applicants agreed to in the Tesase$erms
of Certification, in which they agreed to create and begin the implatianbf, an Equalization Plan to
spend a minimum of $70,000,000 over 10 years to eliminate differences in salaagésagnd employee
benefit structures among the employees of the New Health Systenaddition, the Applicants have
committed to combining the best of Wellmont’s and Mountain States’ cdegelopment programs in
order to ensure maximum career enhancement and traioomgm(itmentl7).”” The Applicants have
also committed to provide the Commissioner, within two months of the closing wiettger, with a
severance policy addressing how employees will be compensated if they atainetrby thé&lew
Health SystemUnder thiscommitment however, the sevemae policy will not affect termination of
employees if the termination was related to“ttwaitine operation of the facilitfcommitment 16)2
This exception is very broad and causes concehis is a gap that lessens the likelihood of a benefit for
population health improvementhe applicants have also committed to honor prior service credit for
eligibility and vesting under the employee benefit plammnmitment 14) However, the Appliants have
not specified that full credit shall be provided.

After review of therecord,VDH staff believeghatif the Applicants meet their commitments,
population health status in the Virginia service area could be enheogdtent with the Authority’s
regional health goalss a result of the cooperative agreem&idH staff additionally notes that benefits
to population health would likely not occur without the memagestated by the Applicants and the
Advisory Board.

If approved, the Commissioner should consider imposing conditions that ensApplicants
meet commitmenaumbers 14, 15, 16, 17,18, 21 26, 27, 28, and 30.

21d. at 28.

73 Revised NHS Virginia CommitmentsOctober 9, 2017 at 14.

74 Terms of Certification Governing the Certificate of Public Advantageds to Ballad Health, Exhibit E at 1.
7> Revised NHS Virginia CommitmentsOctobe 9, 2017 at 10.

"6 Terms of Certification Governing the Certificate of Public Advantagedd to Ballad Health at 22.

" Revised NHS Virginia CommitmentsOctober 9, 2017 at 11.

81d.
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In addition, to provide greater assurance that these commitments achieesited benefisnd
improvements in population health, access to health care servicesy, qualicost efficiencies identified
by the Applicants, the Commissioner may consider imposing conditions requigidgpplicantgo:

e With respect to commitment 14, talliy honor prior service credit for eligibility and vesting
under employee benefit plans.

e With respect to commitment 15, to create and begin implementation of @ Eparid a
minimum of $70,000,000 over 10 years to eliminate differences in salary/payarat
employee benefit structures among the employees of the New Health System.

e With respect to commitment 16:

o Not terminate an employee of any hospital in Virginia, except for cause pieriod of
time from the approval of the cooperative agreement until 24 months fronosihegoof
the merger;

o Not require the employee of anyral hospitain Virginia to transfer his or her principal
place of employment to a location 30 or more miles distant as a condition to his or her
continued employment; and

o Subsequent to 24 months from the closing of the merger, provide the Commissibner
prior notce of employee terminations made for reasons other than cause.

e With respect to commitment 18nsure that the plan for post-graduate training also
addresses:

o Establishment ofa new community based rural training track primary care residency or
preventive mnedicine residency in Virginia;

o Incentives forclinical employees to pursue terminal clinical degrees through loan
forgiveness, clinic rotation sites, clinical hours and preceptorahip;

o Collaboration with existing psychiatry residency programs to estabimmunity
psychiatry rotations in southwest Virginia

o With respect to commitment 2frovide rotating cliic or telemedicine access to
specialty care consultation as needed in the community, regardless ofgrhysic
availability.

e With respect to commitnm 26, exsure that the Rural Health ServicéarPalso address
o Access to specialty care within five days; and
o Collaboration with local businesses, school districts, and industry on community

development necessary to attract and retain provideuthwest Virginia

e With respect to commitment 36point three residents tdie Commonwealth of Virginia to
the 11member Board of the New Health System as of the closingtifite mergerand
maintain threeesidents on the Board for the life of ttwmoperative agreement.

3. Preservation of hospital facilitiesin geographical proximity to the communitiestraditionally
served by those facilitiesto ensure accessto care

As noted in the discussion of consideration numbdre2Applicants have committed not to close
anyhospitalthat is operational on the effective date of the cooperative agreeméwe fgears following
the date of the mergandhave committed to keep certain basssential servicésavailable
(commitmen21).”® However, the Applicants have only committed to providese essential services in
the county where the hospital is currently located, as opposed to also pratieiagsential services in

®1d. at 14.
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contiguousgcities andcounties. This is a gahat lessens the likelihood of ensuring access to care in
communities traditionally served by those hospital facilities. In aadiaiso as discussed as
consideration number the Applicants commitment to provide rotating clinic or telemediactesgo
specialty care consultation as needed in the community contains the caveat fboplkgsicdan
availability.”® This caveat is not found in the list of essential services contained in thesEee Terms
of Certification8! This is a gap that lessergtlikelihood of a benefinsuring access to care in
communities traditionally served by those hospital faciliti€ee Applicants have alsmmmittedto keep
thethreeTennessetertiary hospitalsn theregionopenand operational @mmitment22) &2

In considering what constitutes reasonable access to care it is helphk to the State Medical
Facilities Plan, 12VAC®30, which has as its guiding principles to seelggmgraphical distribution of
medical facilities and to promote the availaiind accessibility of proven technologies, and to promote
the development and maintenance of services and access to those services by everhperesatsw
them without respect to their ability to p&y Under theState Medical Facilities Plampatient hospital
beds and obstetrical services should be within 30 minutes driving time one way umnckgragonditions
for 95% of the population in a health planning disttfa@ndacute inpatient psychiatric services should be
within 60 minutes driving time one way under normal conditions for 95% of the papuiata health
planning distric€® The area encompassed by the proposed cooperative agreecoempised of, in
whole or in part, Planning Districts 1, 2, and 3.

General Hospital Services

Figures2, 3 and 4 show tharea served by the Authority atite same facilitieas aredepicted
in Figure 1. The shading in FigurallZstrates the area that is within a-80nute drive of an existing
generainpatienthospitalfacility. The areas with the deest shading are within a 3finute drive of an
Applicantfacility in Virginia. The areas with the medium shading are within-enBtute drive of an
Applicantfacility in Tennessee or a napplicant facility. The lightest shading is the area withi@a 3
minute drive of Lee Regional Medical Center

The largest area without reasonable access to general inpatpitalservices is centered at the
junction of Dickenson, Buchanan, and Russell Counties. A large portion of Scott Clsordges not
havereasonable access to general inpatient services. Given the rural nature afd¢hssit is likely that
95% of the population is within 30 minutes driving time one way under normal conditiansagfite
care hospitalassuming that Lee Regional Medi€enter will open

801d.

81 Terms of Certification Governing the CertificatEPublic Advantage Issued to Ballad Health, Exhibit E at 1.
82 Revised NHS Virginia CommitmentsOctober 9, 2017 at 15.

83 Seel12VAC5-230-30.

84 See12VAC5-230-520 and 12VACE230-900.

85 Seel12VAC5-230-840.
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Figure2. Accessto General Inpatient Services
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With the commitment to maintaltessential servicéand to maintain operation of hospitals as
clinical and health care institutiofsr at leasfive years, including théhreetertiary hospitalsn
Tennesseeaccess to general inpatidmspitalservices will be maintained for the short teresulting in
a shoriterm benefit for the time period of the commitment

I npatient Psychiatric Services

Adult psychiatrt services are available at the Wellmont Ridgeview Pavilion;tze@8secure
adult inpatient psychiatric facility in Bristol, Virginia near Bristol Regiddadical Center (in
Tennessee). lIts location is marked in Figure 3 by the white square nealrBeigional Medical Center.
Inpatient psychiatric services are also provided in-Be2Dadult unit at Russell County Medical Center
and a 10-bed unit at Dickenson Community Hospital. The area with the dark shadimgré3includes
the populatiorof the area served by the Authority within a 60-minute drive under normal conditions of
one of thesépplicantfacilities. There are also two napplicant inpatient psychiatric facilities in
Kentucky available to some residentsotithwesVirginia. The 66minute drive area is marked with the
lighter shading.
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FlgureS Accessto I npatient Psychiatric Services
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The largest area without reasonable access to inpatient psychiatric servidbg isdrth and
eastern parts of Buchanargzewel] and Smyth counties. Access to inpatient psychiatric services for the
residents of Lee County is provided by regpplicant facilities in Kentucky.

I npatient Obstetric Services

There are threApplicant hospitals in Virginia that provide inpatient obstetric servideston
Community, Wellmont Lonesome Pine, and Johnston Memorial. Residdhtsarfea can also access
inpatient obstetric services within 30 minutes driving time at tweapgiicant facilities: Clinch Valley
Medical Center antiVythe County Community Hospital. There are also three non-applazlities that
provideinpatient obstetric services in Kentucky and one in West Virgimitatre available to some
residents oSouthwest Virginia within 30 minutes driving time.

These facilities and shading, to illustrate the areas withinraiB0te driving time of the
facilities, are shown in Figure 4. The areas with the darkest shading areas@®minute drive of an
Applicant facility providing obstetric services. Thare minimalareas witin the medium shadinipat
are within a 3@minute drive of a non-applicant facility in Virginia. The areas withitflgestshading
are within a 3@minute drive of norapplicant facilities in Kentucky and West Virginia.
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Figure4. Accessto Inpatient Obstetric Services
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Access to inpatient obstetric serviégaghe area served by the Authorigysignificantly lower
than is considered reasonable. Applicantshave committed to keep hospitals in operation as of the
effective date of the merger operating for at least five years as clinical anddaealthstitutions In the
event any acute care hospitatépurposed, the Applicants have committed to providséntial servicés
in the county where theepurposed hospita located.

Cmrymn Erwirlg’

HNOH
Mascot

Dan T,
[2) 1985 20 Wit Corntat i B suomits Al s resenitD C K E

The Applicants have committed, should it prove necessary to close ty fa@iddhere to the
relevant considerations and process described in the New Health System Aligoii@ntwhich was
attached to the Application as Exhibit 12cbifimitment 33 As stated in the policy'Alignment of
clinical facilities and/or services, where appropriate, may occur after aratwalof the potential merits
and adverse effects related to access, quality and service for patierRsior toimplementing an
alignment, it must be determined that the benefits of the alignment ghtthe adverse effect§’”
According to the policy, any discontinuation or closure recommended by Nevh $gatem
management would require approval of the New Health System Board.

As previously noted in discussion of consideratioth@, Tennessee Terms of Certification
require the New Health System to petition Temnesse®epartmenbf Health and receive its approval,
prior to the repurposing of any hospitdlhe Tennessee Terms of Certification also include a significant

86 Revised NHS Virginia CommitmentsOctober 9, 2017 at 21.
87 New Health System Alignment Policy at 1.
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exception which would allow the New Health System to unilaterally repurpéseuvprior permission,
up to two of the three hospitals in Norton and Wise without having to wait tenagkecommitted
minimum of five year$® The Applicants’ commitments to the Commissioner do not include any
provision whereby the New Health System would be required to provide advanastiotifio the
Commissioner or receive the Commissioner’s approval prior to adjustipg s€services or service
lines, orrepurposing a hospital. This is a gap that lessens the likelihood of & emefisuring access to
care

VDH staff conclude that if the Application is approved and the Applicants meet their
commitments, access to facilities amahvices will be maintained, at least for the stteri.

If approved, the Commissioner should consider imposing conditions that ensApplicants
meetcommitment numbers 21, 22, and 33.

In addition, to provide greater assurance that these corantérachieve the desired beneditsl
improvements in population health, access to health care servicesy, quaicost efficiencies identified
by the Applicants, the Commissioner may consider imposing conditions reqhiidgplicants to:

e With respet to commitment 21:

o Prior to adjusting the scope of serviceservice linesor repurposing any hospital,
provide the Commissioner with nine months of advance notice and with a plan for
approval demonstrating how “essential services” will continue to be pabindée city
or county in which the hospital is located and in any contiguous city or county.

o Provide rotating clinic or telemedicine access to specialty care consuétatimeded in
the community, regardless of physician availability.

4. Gainsin the cost-efficiency of services provided by the hospitalsinvolved

The NewHealth Systemwould be the overwhelmingly dominant health system in the region.
Together, the Applicants comprise ovefw6f the hospitals and other healthcare delivery assets across
southwest Virginia and northeast Tennesg&éough job losses andcreased travel time some
services could result from the mergfecertain hospitals are repurposed as clinical and healthcare
facilities, the Applicants estimate that efficiencies gained by the merger would algigeenerate
approximately $121 milliom savings ovea 10-year periog—$70 million in non-labor savings, $25
million in “labor efficiencies” and $26 million in “clinical efficienci&$§®

The Applicants havenadecommitmentdo recruit health care providers and enhance access to
care (commitrants B and Z), strengthemostgraduate medical education and research (commitments
18 and 19), and improve population health status (commitme#? 2Z8)e Applicantscommitment 7
provides, subject to the agreement of Payers, for the establishnparyneént models designed to
incentivize quality, valueand shared financial alignment in contracts with Large Network P&yers
Commitment20 includesadoption of a common clinical information technology platform “as soon as

88 Terms of Certification Governing the Certificate of Public Advantageds to Ballad Health at 27.
89 Application at 4447.

90 Revised NHS Virginia Comriients— October 9, 2017 at 119.

%l1d. at 6.
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reasonably practical” after formation of the new health sy8tewiith this commitment, patient records
would be accessible at all facilities, reducing duplication of havingipteuLinlinked records and
eliminating staff time to collect and reenter patient histories and iatem In addition to improved

cost efficiency, this should result in improved hospital quality, bettergacare, and enhanced research
potential. Finally, the Applicantscommitment 5 promises meaningful participatigith community
providers in a new or existing regional health information exch&hde. noted earlier in the discussion
of consideration 1YDH staff haveidentified certain gaps with respect to commitmerlevertheless,
this proposed commitment would promote the region’s ability to acaesseacoordinated system of
health care within the regipresulting in greater cost efficiency

The Applicants have assured that hospitaloperation at the effective date of the merger will
remain operational as clinical and health care institufionat leasfive years following the date of the
merger(commitment 219+ Even without closing a facility for five yeamsfficiencieswill still likely be
realized during the initial five years following the merger by not dupfigadervices within felities
sharing service areas. For example, Norton Community Hospital owned by Mouatam&d
Mountain View Hospital owned by Wellmont are within a 3.5-minute drive of each iotkiez City of
Norton. Wellmont Lonesome Pine Hospital, in neighboring Wise County, is withifanainute drive of
the two hospitals in Norton. Multiple services are duplicated among theilgefs. If the cooperative
agreement is approved, the Applicants will be able to streamline diygisatvices in this geographic
area thereby generating cost and system efficiencies

As previously described, the Authority concluded that the Applicants havenghat if the
cooperative agreement is approwadl their commitments are met, cost efficiencies are likely to result in
many area$> The Applicants have committed to use the savings that result from thesdicizstaés
to reinvest in the community in ways that will result in further benefits

VDH staff concluds that if the Application is approved and the Applicants meet their
commitmentsthere are likely to be gains in thestefficiency of services provided by the hospitals
involved If approved, the Commissioner should consider imposing conditions that émsi\pplicants
meet commitmentumbers 5, 7, 18,9, 20,21, 26, 27, and 28.

In addition, to provide greater assurance that these commitments ackieesited benefimnd
improvements in population health, access to health care servicesy, qualicost efficiencies identified
by the Applicants, the Commissioner may wish to consider imposing additionalicosdéquiring the
Applicantsto:

e With respect to commitment 5
o Develop and submit to the Commissioner for approval a plan describinthadvew
Health System will participate meaningfully in a health information exghan a
cooperative arrangement whereby privacy protected personal health indormay be
shared with community-based providers for the purpose of providing seamless pati
care and

921d. at 13.

%1d. at 5.

%|d. at 14.

9 Authority Report at 161.
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o Ensurethatany imposition of fees or costs for access by Independent Physicians or other
health care providers shalbmply with federal antkickback statutes and rules, and shall
be a minimal amount that shall not exceed what is reasonable based on compdtisons w
other communities offering such services.

5. Improvementsin the utilization of hospital resourcesand equipment

The consolidation or closure of facilities or services that avgichtion would immediately
improve utilization éresources but could also possibly decrease accessibility and convenience for
patients. Except for in the City of Norton and surrounding &aehof the Applicants’hospitas that
operate in Virginiadoessoas a sole community provider with a near monopolistic local market. As such,
each hospital captures the majority of the local population seekémitdlccare, maximizing the
utilization of resources as much as they can be given the population. Ttdzadasesources more
regionally would improve per unit utilization but possibly at the costatamsing travel time farare

Based ortertificate of public needdJOPN service expansion standards, with the exception of
CT services, Norton Community Hospital, operated by Mountain States in thef Giorton, has
adequate excess capacity in most services to continue to provide the patieatvedunmes at current
levels and to also provide the patient service volumes currently provideelbydht Mauntain View
Regional Medical Center, also in Norton and within a few minutes-dridodbn Community Hospital.
The services that are duplicated in Norton are medical/surgical and@duhpatient beds, CT, MRI
and general surgery. As shown in Tahl& 2Vellmont Mountain View Regional Medical Center were to
discontinue providing these services except for CT, the efficiencgaftiization of these services at
Norton Community Hospital would improve within the reasonable available ibap&T volumes in
acute care inpatient facilities frequently exceed the COPN standards becateseddwels assume a-40
hour work week and hospitals operate 24 hours a day seven days a week with CT as diegbastic
imaging modality.

Table2 Patient Servic&olumes as Percent of COPN Service Expansion Standards

Med/Surg | ICU General
Facility Volumes Beds Beds | MRI | Surgery CT
Norton Community Hospital 25.5% 44.4% | 43.1%| 21.1% | 141.8%

Norton Community with Mountain View

0, 0, 0, 0, 0,
Patient Service Volumes Added 30.0% 72.1% 1 60.9%) 51.1% | 215.6%

Source¥Virginia Health Information 2015

As previously described as part of consideration number 3, the Applicastsdramitted to
maintain all hospitals in operation on the effective date of the mergen@siciind health care
institutions for at least five yemind, if any acute care hospitals are repurposed, to pfagdential
service$ including helicopter or higtacuity transport to tertiary care centegemmitment 219¢ The
Applicants have also committed to maintaimiaimum of three fullservice tertiary referral hospitals in
Johnson City, Kingsparaind Bristol to ensure higher level services are available in proximith¢oe
the population livegcommitment 2297 TheApplicants howeverhave not committed to the precise mix

9% Revised NHS Virginia CommitmentsOctober 9, 2017 at 145.
971d. at 15.
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of higher lever services that will be provided, and have acknowledgeithé¢natwill be consolidation of
Level 1 trauma services in order to reduce unnecessary redundancy aritheo&pplicants currently
maintaintwo Level 1 trauma centers, one in Kingsport and one in Johnson City. The Kingspitytis
closer to the Virginia state line than is the facility in Johnson CThgre is a substantial utilization of
flight services in thesouthwesVirginia regiondue to the terrain and travel time; if at all possible patients
are flownto Level 1 trauma centers as opposed to ugingnd transport. Shouldcevel 1 trauma services
be consolidated at Johnson City, curtteahsport time via flight would not change yenuch However,

if a flight service cannot fly due to weathmmditions or other circumstances and a ground transport is
necessary, the transport time would be increased up to 30 minutes or depateting on locatioif.

Given the importance of minimizing transport time to a Level 1 traumarcenorder to promote and
protect the health of Virginians, it will be critical to ensure thatdewgision of the New Health System to
consolidate Level trauma services is made in close coordination andraef@estructured planning
process with the Southwedirginia Emergency Medical Services Counc8imilarly, it will be critical to
ensure that any decision of the New Health System to repurpose a hospital emeeganicyent should
be made in close oodination, and as part of a structured planning process, with the SouthwesiaVirgi
Emergency Medical Services Counclihe Applicantshave committed to address, as part of their Rural
Health Services Plan, the New Health System’s approach to emergency services acsgss, aad
transfer strategies formulated in concert with regional agencies inclindirgputhwest Virginia
Emergency Medical Servic&ouncil (commitment 263 However, he potential for consolidated Level
1 trauma services to lbecated farther from the Virginia portion of the geographic seraiea than is
currently the case is a gap that lessens the likelihood for a beneipraiiement in the utilization in
hospital resources and equipme8imilar concerns would exist fohe potential consolidation of other
service lines.

As previously described as part of consideration number 1, the Applicastsdramitted to
establish a common clinical information technology platform. The AppBcstate that the common
clinical information technology platform will help to improve the utilization of hospitated services
(commitment 20)%

The Applicants have made several other commitments in order to impeouélization of
hospital resources and equipment. These include commitments to partrteeWwitiginia Department
of Medical Assistance Servicé®MAS) to develop, pilator implement valudased payment programs
in the region (commitment 7), establish annual priorities related toygumptovement (commitment 8)
and provide &ssential servic&sn any county in which a hospital is repurposeshicitment 2).1°* In
addition, commitments made by the Applicants to increase access to substance abestahineatth
services (commitment7 and to improve populatidmealth in the regioficommitment 28) could also
help improve utilization of hospital resources and equipment by supporting éffeeduce unnecessary
emergency department utilizatiofs.

During its review of the Application, the Authority engaged in a sigguifi amount of discussion
regarding this consideratipaspecially related to the rural hospitdis.particular, the issue was

98 VDH Office of Emergency Medical Services Analysis, October 2, 2017.
99 Revised NHS Virginia CommitmentsOctober 9, 2017 at 17.

10019, at 13.

01d, at 67, 14.

1021d, at 1719.
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discussed by the Authority’s Access Working Groltpyas stated thagver time people in the region
had noticed thatesources were utilized for one system to obtain equipment simply becauteethe o
system had the equipment, not necessarily to expand services in the communitythdngyApassed a
resolution finding that the benefit of improvements in the utilizatibthe hospital resources and
equipment wouldikely existas a result of the cooperative agreentéht.

VDH staff concluds that if the Application is approved and the Applicants meet their
commitments, utilization of hospital resources and equiprsdikely to be improvedIf approved, the
Commissioner should consider imposing conditions that ensure the Applicattsamenitment
numbers 7, 8, 20, 21, 22, 26, 27, and 28.

In addition,to provide greater assurance that these commitments achieve the desiredadrehefits
improvements in population health, access to health care servicesy, qulicost efficiencies identified
by the Applicants, the Commissioner may want to consider imposing conditionsngdue Applicants
to:

e With respect to commitment 21Ligr to adjusting the scope of serviaasservice linespr
repurposing any hospital, provide the Commissioner with nine months of advanecamatic
with a plan for approval demonstrating how “essential services'tuiitinue to be provided
in the city or county in which the hospital is located and in any contigugusrabunty.

6. Avoidance of duplication of hospital resources

The Applicants have stated throughout the application review procéssditang of the two
systems will allonthe New Health System to eliminate or at least reduce the amount of duglicati
services and benefit from the resulting cost saviffyé\s stated in the State Medical Facilities Plan,
excess capacity or underutilization of medical facilitedetrimentako both cost effectiveness and
quality of medical service$®™ The Advisory Board, a consultant retained by the Applicants, recognized
this principle when it stated in its report thdtuplication is not a wise use of limited resources. Instead,
the shaing of resources across the entire spectrum of services deployed by Mountain 8tates an
Wellmont would be a sensible optimization of investments and would leave resources available for
services and the frofine care necessary to accomplish the dhjes of the mergert®

In addressing the possible benefitshe proposed merger related to improving utilization and
avoiding duplication of hospital resources, the Applicants have comnhtieddspitals in operation on
the effective date of the merger will remain operational as clinical andh loaaé institutions for at least
five yearsfollowing the date of the mergezdmmitment21).2°” This commitment would allowealth
care service lines at particular facilities to be consolidated or cliosgder to gain cost efficiencies
long as “essential services” are maintain€dr example, Norton Community Hospital, owned by
Mountain States, and Mountain View Hospital, owned by Wellmont, are within a 8l8erdrive of
each other in the City of Norton. Wellmont Lonesome Pine Hospital, in neighWigggCounty, is
within a 17#minute drive of the hospitals in Norton. Multiple services are duplicatemha these
facilities. If the Application is approvedhé New Health gstem will be able t@ursue opportunities to

103 Authority Report at 161.

104 Ballad Health Alignment Overview, Exhibit32A at4, 16, and 17.
10512VAC5-230-30.

106 Advisory Board Report at-8.

107 Revised NHS Virginia CommitmentsOctober 9, 2017 at 14.
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improve utilizationandpatient occupanclyy discontinuation of duplicatdtbspital service linewithout
diminishing access ttessential services.If the Application is not approved, there will be few, if any,
opportunities tavoid duplication of hospital resources, or improve utilization through increpatiemt
occupancy and service utilization or through discontinuation of redundantesimneis.

VDH staff concluds that if the Application is approved and the Applicants meet their
commitmentsthe cooperative agreement would result in the benefit of avoidanitgldation of
hospital resources. If approved, the Commissioner sloausider imposing conditions thexisure the
Applicants meetommitmenmnumber 21.

In addition, to provide greater assurance that these commitments achieesited benefisnd
improvements in population health, access to health care servicesy, quicost efficienciaslentified
by the Applicants, the Commissioner may want to consider a condition reghiigplicantgo:

e With respect to commitment number 21, prior to adjusting the scope of sewarrvices
lines,or repurposing any hospital, provide the Commissioner with nine months of advance
notice and with a plan for approval demonstrating how “essential serwidkesdntinue to
be provided in the city or county in which the hospital is located or any consigitglor
county.

7. Participation in the state M edicaid program

Medicaid® participation is important throughout Virginia. It is especially @lia rural areas
such as southwest Virginia. Mountain States and Wellmont are the primeaiygosdfor Medicare and
Medicaid in the overall region, ang@rate the primary system of access for children and for behavioral
health services®

Participation in the Statdedicaidprogramis not limited to stating that the Applicants will
continue to treat individuals with Medicaid coverage. Thddesenice model of recipients enrolled
directly with Virginia Medicaid has decreased, with an increase in meméies dnrolled with a
Medicaid Managed Care Organization (MMC¥ Virginia Medicaid's managed care is currently
primarily operated through two programs: Medallion 3.0 and Comvealth Coordinated Care Plus
(CCC Plus)t! Medallion 3.0 has five MMCOs operating in the region and CCC Plus will have si
MMCOs when it is implemented on November 1, 2017 in southwest Virginia.

Through the use of Medicaidanaged care programs, the Commonwealth has a better ability to
predict the budget of the Medicaid progréh The MMCO receives a capitated payment from DMAS
each month that covers a comprehensive set of services, regardless of how mschisear by a

108 For the purposes of this document, the term “Medicaid” includes all reladgdams administered by DMAS,
such as Virginia’'s hdth insurance program for children known as “FAMIS” (Family Accedgléalical Insurance
Security).

109 Application at 32.

1105ee2016 Medallion 3.0 Report 8t www.dmas.virginia.gov/Content_atchs/mc/MAR%202_9 17%20v1.pdf
111 SeeDMAS Medicaid Memo, March 27, 2017, “Commonwealth Coordinated CaseFRhgram- Update.”
1122016 Medallion 3.0 Report at 3.


http://www.dmas.virginia.gov/Content_atchs/mc/MAR%202_9_17%20v1.pdf
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membert!® The use of managed care also allows for increased access to services and coordination of
care, which helps to enhance the health of the populdfiohl MMCOs must meet federal and state
network adequacy requirements in order to be an MMCQ negibns!*®* The MMCOs also take part in
DMAS initiatives to reduce costs and increase quality of care, such ashealee paymentd® DMAS
summarized managed care by stating “at the heart of managed care is the pristcqertlinating care
improves both the experience and outcomes for individuals while contradigtgocthe health care

system and taxpayers'?

Onemajor concern not addressed in the Application was whether the Applicauits sontract
with all MMCOs in the region. Choosing to orgter into contracts with a selected few MMCOs would
affect access for Medicaid recipients. Additionally, with no other fa@litions to meet network
adequacy requirements, the MMCOs without contracts would not be able tqpéetioi the region, even
though DMAS determined they were best qualified to serve Medicaid bemieficin southwest Virginia.
In response to additional information requested by the Commissioner, phieats committed “to
execute a contract with all [MMCOs] no later thhge tatest expiration date of either [Wellmonds]
[Mountain States’] contract . . . [including] Medallion and [Managed Long T&mices and
Supports]/CCC Plust?*® This has been formally included by the Applicants undermaitment 3.11°
The Applicantscommitment however, does not extend to contracts with all Medibaial Eligible
Special Needs Plans, despite the fact that those health plans wilinsividuals who are also enrolled in
an MMCO. In addition, the Applicants’ commitments do not exterghtering into a participation
agreement with DMAS as the New Health Systemontracting with the Program of Alihclusive Care
for the Elderly(PACE). These are gaps that lessen the likelihofa benefitrelated tgparticipation in
the State Medicaid program.

Another major concern for the MMCOs is negotiation of contracs;réte Applicants would
undoubtedly have substantially greater bargaining power if the Applidatapproved. The Applicants
have set fott a proposed rate cap in combined commitments 1 affd well as agree to negotiate in
good faith in commitment £! Furthermore,n response to a growing trend towards value andoasied
payment models, the Applicants provided detailed information, including an expettweitten by the
Advisory Boardregarding each of the Applicantecent history with these payment models and how
they believe they can more successfully transition to them as a combined?érifing Applicanthave
committed td'partnerwith theVirginia DMAS to develop pilot, or implementvaluebasedpayment
programgn theregionasappropriate, including programafiowing the New HealthSystemo accept
directcapitationfrom DMAS for Medicaidenrolleesn the GeographiServiceAred (commitment7).1%

131d. at 4.

114 |d

11542 C.F.R. § 438.68

1162016 Medallion 3.0 Report at 13.

171d. at 3.

118 Joint Response No. 9 to VDH Additional Questions, question V.K.1., FelBu26417 at 1.
119 Revised NHS Virginia CommitmentsOctober 9, 2017 at 22.

12019, at 1-4.

211d. at 4.

122 pdvisory Board Report at-81; see alsalointResponse No. 4 to VDH Additional Questions, question V.0.9.,
January 20, 2017 atB3.

123 Revised NHS Virginia CommitmentsOctober 9, 2017 at 6.
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In order to ensure access to care, the Applicantsdwmuenitted to not closing the three tertiary
hospitals in Tennessaad also keeping all hospitals open as clinical and health care institiatraat
least five years (commitments 21 and.22)In the event that a hospitalrspurposedthe Applicants
havecommitedto providing ‘essential servicgsn each community (commitment 23% The
Applicants have also committed to developing a Rural Health ServicescBtamitment 262 The
Applicantsnotethatthe populationhealthcommitmentawill directly benefit theMedicaidpopulation
servedt?” TheApplicantshavealsocommittedto spendingupto $140million over 10yearsin parton
behaviorahealthservicesjncluding newcapacityfor residentialaddictionrecoveryservicesand
communitybasednentalhealthresourcegcommitment27) 128 Likewise,the Applicantshavecommitted
to participatingin DMAS’ Addiction andRecoveryTreatmentServicefARTS) Program(commitment
37).12% In addition, theApplicantshavecommittedto continuelongtermcarepre-admissiorscreening
for Virginia DMAS beneficiariesat New HealthSystemhospitalgcommitment39) 13°

Further, theApplicants have made a commitment specific to access to care in Lee County. As
part of commitment 21, if an acute care hospital is opened in Lee Counsylasehuently fails or ceases
to operate, the New Health System will provigssential servicé$or Lee County based upon
reasonable terms established by agreement between the Lee County Hospitalyfartidhe New
Health System. Such terms must include the appropriate access to spacewititiatéae existing
hospital facility, based upon reasonable terms. If an acute care haspitabipen and operational under
a partnership with the Lee County Hospital Authority by December 31, 2018¢théiealth System
will provide “essential servicédor Lee County based upon reasonable terms established by agreement
between the Lee County Hospital Authority and the New Health Systéhsuch time as a hospital is
open and fully operationa#!

The commitments gwesenteadontain certain gaps. Although the Applicants agree to partner
with DMAS for valuebased payment in commitment 7, the commitment is vague and lacks sufficient
detail to determine the benefit it would provide to the Medicaid profpaivoth cost efficiency and
quality of care.DMAS is developing a valubased payment roadmé&j3. DMAS has referenced the
Health Care Payment Learning and Action Network’s Alternative Paymexte@grframework33
Moving towards placing an emphasis on categories 3 or 4 of that framewor&swill in improvements
in quality and efficiency. Commitment21 does not guarantee that the facilities will remain open as
hospitals, but instead states that the hospitals will remain operaambhainical and health care
institutions” as defined in that commitmédt. Closing hospitals or reducing services can affect access to
care and the ability of MMCOs to meet federally and state mandated networkeyleeguirements.
Also, the list of essential services limits obstetrical cafeboergent obstetrical carahd galifies
behavioral health as only requiring “access” to a health network of serviceghtaa@oordinated system

124|d. at 1415.

125d. at 14.

126|d. at 1617.

127 Application at 3233.

128 Revised NHS Virginia CommitmentsOctober 9, 2017 at 1¥8.
1291d, at 21.

301d. at 22.

Bl|d. at 1415.

1325eeDMAS “Value Based Purchasing Strategittp://www.dmas.virginia.gov/Contenppgs/mehome.aspx
133 |d

134 Revised NHS Virginia CommitmentsOctober 9, 2017 at 14.
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of care®®® The list of items to address in the Rural Health Servitas iRcludes services to support
maternal and prenatal health, but doescommit to maintaining the current lewélcare for those
services Additionally, although not required to do sontracts with MMCOs are often negotiated based
on a percentage of what Virginia Medicaid pays undefdeservice*® The pricing comritments by

the Applicants do not appearfactor in this type of contractual arrangem&itFurthermore, although

the Applicants have committed to contract with all of the MMCOs ingg®sn, commitment & subject

to undefined terms such as agreeing¢asonable” rates. Containing the rates is necessary in order to
ensure that the DMAS managed care program is successful and continues to provide headtbsdare
services.These arall gaps that lessen the likelihotitht a benefit related tarticipation in the State
Medicaid progranwill result from the cooperative agreement if approved. The recommensi&elow

for additional conditionsvould provide ample assurances th&AS, the MMCOs and Medicaid
recipients will be protected.

The FTCstates that:

The [Applicants] have not adequately explained why the merger is
necessary to continue or expand their participation in the state Medicaid
program or why alternatives to the cooperative agreement would not
suffice to continue or expand thearticipation. [The Applicants] have
made unsubstantiated claims that the merged system’s scale [would]
allow the applicants to optimize access for the Medipaipulation.

[Cite omitted.]. . . [The Applicants] are already integrated health
systems with sufficient scale to achieve their claimed benefits
independently:38

Overall,however the Applicants’commitments offebenefits to the Medicaid program that do
not currently exist. For example, if the merger does not occur, there is natgeareat each Applicant
will contract withall MMCOs or participate in other DMAS initiatives such as the ARPFr8gram and
valuebased paymds. The Applicants have also stated that without the merger, facilities anettikel
close, without any protections in place for maintaining services in tbetedf region(s)*® Therefore,
while each Applicant may continue its participation in Medieuaitthout the merger as the FTC notes, it is
likely that participation and access will be more robust if the merger obeursiot.

135 |d

136 Summary of Meeting between VDH staff and Representatives of Wellmorthkaitem and Mountain States
Health Alliance, October £017 www.vdh.virginia.gov/content/uploads/sites/96/2017/10/Octgk8ummary
Final.pdf

137 Alternatively, if the Applicants’ intent is to include all MMCO contragtgler combined eomitments 1 and 2,
applying the Cumulative Hospital Inflation Adjustment to the @oitstructure of paying at a percentage of
Virginia Medicaid’s payment rate may more rapidly increase inflatian tras traditionally occurred under this type
of contractstructure. The Virginia Medicaid payment rate is not currently tied to tdiddre Market Basket.
Therefore, using the Medicare Market Basket with the applicable quality cempoercentage added may be
higher over time than Virginia Medicaid’s ratéjastments. This could ultimately result in the New Health System
demanding higher rates from MMCOs, which will result in incesas Virginia Medicaid’s managed care
expenditures.

138 Federal Trade Commission Submission to the Southwest Virginia Heathlorty and Virginia Department of
Health Regarding Cooperative Agreement Application of Mountain Ssate Wellmont, September 30, 2016 (the
“First FTC Staff Submission”) at 456.

139 Application at 8, 8eB1.
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VDH staff concluds that if the Application is approved and the Applicants meet their
commitmentsthe cooperative agreentdn likely to result in the benefit of continued and enhanced
participation in the Virginia Medicaid progranf approved, the Commissioner should consider imposing
conditions that ensure the Applicants meet commitment numbers 3, 7, 21, 22, 26, 27, 37, and 39.

In addition,in order to provide greater assurance that these commitments achieve the desired
benefits and improvements in population health, access to health caressevadity, and cost
efficiencies identified by the Applicanthe Commisioner maywish toconsideimposing conditions
requiring the Applicants to

e With respect to commitment 7:

o Enter into contracts with MMCOs that promote VBP arrangements thag the New
Health System away from fder-service reimbursement structures for its Medicaid and
Medicaid/Medicare Dual Eligible patient populations, and that mategapport DMAS
goals and timetables under the Virginia VBP Roadmap (in developmehfjéilitate
successful implementation of such goals withietimelines prescribetly DMAS for
MMCOs operating in the New Health System’s region. In the event that the New Health
System does not engage in VBP arrangements that materially support suchdjoals an
timetables, DMAS will notify the CommissioneiThe Commissioner ay require a plan
to cure the noncompliancé&laterial support means the New Health System will provide
an allocation of resources (financial and otherwise), staff, and leadeirgitifior
sufficient to achieve relevant DMAS goals and timetables for the New HealthnSg
patient population.

o Work with MMCOs operating in its region to adopt a VBP approach(s) theel
emphasis on alternative payment models classified under categoriéo8the Health
Care Payment Learning and Action Network’s (HIGAN) Alternative Payment Model
Framework version 2017.

o Adopt VBP arrangements put forward by DMAS as prescriptive models, meaning VBP
models for which DMAS has developed specific guidelines, features, operationa
frameworks, and/or performance metrics for implementation by prevaggving
Virginia Medicaid erollees. This applies taothfee-for-serviceandmanaged care

e With respect to commitmentl2not close facilities or discontinue services in suchaaner
that would affect the ability of MMCOs to meet network adequacy and acces®neejuis,
such as distance and drive time parameters;

e With respect to commitment 2fequire the Rural Health Services Plan to address
maintaining and enhancirsgrvices to support maternal and prenatal health;

e With respect to @mmitment39:

o Contract with all Medicare Dual Eligible Special Needs Plans as these haashwll
serve individuals that are also enrolled with a MMCO

o Enter a participation agreement with DMAStlas New Health System;

o Contract with the®PACE

o Ensure thapricesfor all renewedMCO/PACE contracts dmot exceed the Applicants’
current negotiated percentage of Virginia Medicaid’s payment rate for theesanless
both the contracting MMCO/PACE and the New Health System agree to alternativ
prices or reimbursement arrangement

o Ensure thaprices fa newMMCO/PACE contracts ar@o higher than the average
percenageof Virginia Medicaid’s payment rater the servicen the Applicants’ existing
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MMCO/PACE contracts unless both the contracting MMCO/PACE and the NevhHealt
System agree to alternative prices or reimbursement arrangements

o For existing MMCO/PACE contracts thate not based on a percageof Virginia
Medicaid’s payment rategequirethe New Health System to calculate a percentdge
Virginia Medicaids payment rate To determine the cumé percentage of Medicaid, the
New Health System must divide utilization in the base year repriced at Meditesdoy
expenditures in the 2017 base year under the current Faiege negotiated ratésr
these contracts shall not exceed this calcdlpgcerdgeof Virginia Medicaid’s
payment rate.

e With respect to comitments?, 21, 2226, 27, 37,and 39:

o Require the New Health System to participate in quarterly teleconfereithd3MAS
for the life of the cooperative agreemémiaddressnter alia, the New Health System’s
progress towards meeting DMAS go#ds participation in the ARTSrBgram; the New
Health System’s progress towards implementing vahsed payment with Medicaid
Managed Care Organizations; ensuring continued access taiobktatd maternity
services for Medicaid recipients; managed care contracting; and any comglgantiing
the New Health System received by DMAS from Medicaid providers or recipients.

8. Total cost of care.

Central to theApplicants’approacho address the total cost is a commitmera limitation on
pricing growth intended to ensure that consumers are protected from pnimiegses that could
otherwise result from the elimination of competition. Any pricing litiotas agreed to by the Me
Health System are intended to benefit employers and those who are shgutieburden of what is
expected to be increased overall health care costs in the coming yearsurdéishas increasingly
fallen on consumers who have seen dramatic incréasies deductibles they are required to ffdy.

Effective on the closing date of the merger, the New Health Sysiermitsto not adjust
hospital negotiated rates in managed care contracts by more than the Cumulspivel Hilation
Adjustment(HIA) (combined commitment 1 and 2). According to the commitment, the HIA is equal to
the latest CM&pproved Medicare Market basket amount, wiech7% effective October 1, 2017, plus
0.25%. TheHIA will also include, for payers who do not offer a quadiynponent in their fee
schedules, an additional payment known as a Quality Adjustment Factor. Factge#rs beginning in
2018, the Quality Adjustment Factor will be 1.2%% The New Health System negotiated rates for
physician and nohospital outpagnt services will not increase by more than the Cumuléti®e
without the Quality Adjustment Factof.he Applicants estimate that this commitment will result in an
$80 million reduction in health care costs over the firsyedrs'4

The Applicants’ commitment also places limits on the ability of the New Health System to
engage in balance billing. Under the commitment, if either the New H&gdtlem or any Payer
terminates a Payer contract, the New Health System will be subject ticihg pmitations, even if the
New Health System goes enf-network with a Payer. In that event, there will be no balance billing of
patientsover and above the following amoutite Hospital Inflation Adjustmeraind Physician Inflation

140 Application at 29.
41 Revised NHS Virginia CommitmentsOctober 9, 2017 at-4.
421d. at 4.
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Adjustmentwith respect to sucRaye shall be multiplied by two (2x) ithe first two years the Payis
out of network and multiplied bgne (1x) each year thereaftét.

Thiswas not theApplicants’ original price limitatiocommitment. Initially, the Applicants had
agreed to reduce existing commercial contracted fixed rate percentage incré&a®eéddoyall Principal
Payers for the first full fiscal contract year following the first cactt year after the formation of the New
Health §stem. They had also agreed not to adjust hospital negotiated rates ihanates hospital
Consumer Price Index (CPI) for the previous year minus 0.28%e negotiated rates for physician and
non-hospital outpatient services will not increase by ntbam the medical CPI minus 0.25%4.

VDH staff identifiedseveraissueswith the initial pricing commitments, including that a
relatively small percentage of insurance contracts entered into by Mountais &tdtWellmont actually
had provisions allowig for fixed rate percentage increa$®sheir definition of “Principal Payer”
excluded 163 payers from the commitniéhiand the competitive market had in many cases achieved
annual fixed rate percentage increases lower than the proposed rdfe cap.

During its review of the Application, Tennessee developed the priciitgtiom proposal on
which the Applicantstevisedcommitment is based, and included the pricing limitation provision in
Article V and Addendum 1 dahe Terms of CertificatiofAttachmentD).1*® Following approval of the
Tennessee Terms of Certification, the Applicants submitted tieetepricing commitment, based on the
annual percentage increase in Medicare Market Basket, to \dirgimom 2002 through 2016, the annual
percentage increasé the Medicare Market Basket has generally been lower than the annual gggcent
increase of either the Hospital and Related Services CPI or the Medical Carldd@®iver, missing
from the revised commitment is a provision, included in the Tennessms déCertification, for the
establishment and reporting to tiemmissionenf Payment Indices whichre tobe compared to post-
Closing Allowed Amounts from the same Payers in order to determineaviibéhNew Health System’s
pricing has impermissibly areased. Nor ithere a provision, as is found in the Tennessee Terms of
Certification, requiring a refund of Excess Payments to the Payers andgpatissué?® These are gaps
that lessen the likelihood of a benefit to total cost of c&igen the equirement for the Commissioner to
provide active, ongoingupervisiorto an approved cooperative agreement, and given that the New Health
System will operate in both Virginia and Tennessee, it would be benédicthkere to be a single set of
price limitationrequirementgor the New Health Systemas opposed to different requirements in each
state

The Tennessee Terms of Certification create an exception under whicredlfawounts that are
tested against Payment Indices to determine if payments@resive shall not includbat portion of
Managed Care Contract payments for attaining quality targets or goalagsaslquality or valubased

1431d. at 2.

144 Application at 30.

M5 First FTC Staff Submission, Attachment at 1.

146 Response No. 2 dated January 10, 2017, to Request dated December 22, 2016 at 64.

“7Wellmont Response No. 6 to VDH Additional Questions, Exhib2MB, January 27, 2017 and Mountain States
Response No. 2 to VDH Questions, Exhibil@A, January 10, 2017.

18 Terms of Certification Governing the Certificate of Public Advantageds to Bdad Health, Article V and
Addendum 1.

1491d., Addendum 1 at-35.
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contracts are reported to thiennesse€OPA Monitor andhe COPA Monitohas not objected
According to theTennessee Terms of Certification, this exception is intended to encouragbasdal
contracting but, if such contracting is abused or results in anti-competinductthe Tennessee
Departmenbf Healthmay take enforcement actiét? Anthem has stated that tlézceptionis
problematic because without pricing limitations on vdlased models, the New Health System could
effectively use its newnonopoly power “to strong arm payers” into one-sided vhhsedpayment
models that cinamventthe price limitationg>! Also exempt from the price limits under the Applicants’
commitment are bundled payment items and services in which a hoggitated by the New Health
System and/or the New Health System assumes risk for care providdtebyroviders (such as post
acute providers like a skilled nursing facility or home health agency) imgplxalue-based payment on
an episodic basis. This exemption is also included in the Tennessee Terensficbfon 1°2

The Applicants have statéloat their vision is to advance the process of valsed payment
design with payers, which will require the New Health System to assume nkofi@r ggiality, costand
outcomes?>® The Applicants have further indicated to the Commissioner that, dberfgst two years
of the merger, they will focus on the development of infrastructure andkatheomponents to enable a
successful transition from fder-service contracting to value and rissed contracting. This would
include “work to facilitatealigned incentives between providers and payers to achieve a shared approach
to quality metrics, service metrics, cost metrics and access niétfics.

Under the terms of the Applicants’ revised commitraeinand 2certain hospital, physician,
ancillary, and other healthcare services may be reimbursed on a percentage of a healthidarsspro
charge for such service&or hospital inpatient and outpatient, non-hospital outpatient, and physician
services and any other services billed to payers basedchpoyes, the New Health System shall limit
the impact of charge increases to the Cumulative Hospital Inflatiaumstidgnt. This provision does
apply to outliers for the purpose of adjusting the outlier threshold and amntaage of charge payment.
This is a ceiling in rate adjustments; nothinghe commitmenéstablishes these adjustments as the floor
on rates>

According to revised commitmenti and 2the pricing limitationonly applies to managed care
contracts with negotiated rates and doesapply to Medicare or other naregotiated rates or
adjustments set by CMS or other governmental payers. In addition to timuphgdescribed
exclusions, ltis limitationalsodoes not apply to:

o Pasghrough items in managed care contracts.

e Postacute care providers such as skilled nursing facilities, home health agbosjgses

and durable medical equipment providers owned by the New Health System.

¢ Items for which the hospital and/or the New Health System as applicable haptedatsk

in the formof a capitated payment or percentage of premiums.

01d. at 16.

1 Supplemental Submission of Anthem Health Plans of Virginia to the Gssiumer, October 12, 2017 at 8.
52 Terms of Certification Governing the Certificate of Public Advantagedd to Ballad Health, Addendum 1 at
16.

153 Ballad Health Alignment Overview, Exhibit-32A at 23.

1541d. at 25.

155 Revised NHS Virginia CommitmentsOctober 9, 2017 at-4.
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e Pharmacies owned or controlled by the New Health System.
e Contract pricing terms which were negotiated pre-Clo&ihg.

As part of commitments 1 and BetNew Health System agrees that managed care contract
structures may include rates being tied to a percentage of Medicare, or maglebtd®i rates with
annual inflators or quality incentive¥he New Health System will not refuse to enter into arthese
types of structures on the basis of the structure and will negotiatérsnucture in good faitt’

The Applicants provided as part of their commitment a sample calcushibaving how the rate
cap/hospital inflation adjustment will be apptied

To determine the rate cap for a payer that offers a quality component in its fedesched

1. Determine the latest CM&pproved Medicare Market Basket amount (currently 2.7%)

2. Add .25%

3. The rate cap/Hospital Inflation Adjustment is ascertaineddioyng the amounts in #1 and #2
above: 2.7% + .25%= 2.95%.

To determine the rate cap for a payer that does not offer a quality compongfeénsithedule:

1. Determine the latest CM&pproved Medicare Market Basket amount (currently 2.7%)

2. Add .25%

3. Add 1.25% Adjustment for absence of a quality component

4. The rate cap/Hospital Inflation Adjustment is ascertained by adwrgnounts in #1, #2, and
#3 above: 2.7%+.25%+1.25%=4.293.

The commitment also states thabgect to the Commissioner’s appal, the commitment shall
not apply in the event of natural disaster or other extraordinaryntstamces beyond the New Health
System’s control that result in an increase of total annual expenses ptecdjgmission in excess of
250 basis points over the Hospital Inflation Adjustment. If following such apiptbeaNew Health
System and a payer are unable to reach agreement on a negotiated rate ortcdlceterams, the New
Health System agrees to mediation as a process to resolve any digmatéew Health System shall
timely notify the Commissioner of any mediation occurring pursuant to thism¢oment if the payer has
insureds (or members) in the Commonwealth of Virginia, and shall offetagodathe Commissioner on
the progress of such miaton. The Chief Financial Officer of the New Health System shall certify the
New Health System’s compliance with the terms of this comlipatmitmentl and 2 in each Annual
Report!®®

The following definitions apply to commitments 1 antf2:

“Cumulative Hspital Inflation Adjustment>The compounded increases of the Hospital
Inflation Adjustments from 2017 throughet end of the contract year or fisgahr, as applicable.

156|d'
157|d'
158|d_
159|d_
160|d_
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“Hospital Inflation Adjustment” or (“HIA”) — For the year being tested, thestwecently
available annual inpatient percentage of increase by Medicare, commonlgdefeas the Market
Basket and reported by CMS in the Federal Register as part of the Final Rulesnplatient Prospective
Payment System, plus 0.25%he HIA will not include the multifactor productivity adjustment, statutory
adjustment, adjustments for failure to be a meaningful electronic headtrdruser or failure to submit
quality data, or any other positive or negative adjustments required loy fagulation. Effective
October 1, 2017, the Market Basket is 2.70%A will also include, for Payers who do not offer a
guality component in their fee schedule or payment structures an agditeyment (“Quality
Adjustment Factor) If a Payer does not offer as its fee schedules or rate structures a payrgeatitipr
or pay-for-performance incentives, the HIA will be increased based uporfférerdte between the
schedule below and the quality component offered by the Payer.

Contract Year Beginning Adjustment of Absence of Quality
2018 1.25%

“Physician Inflation Adjustment” means the Hospital Inflation Adjustmatiiaut the Quality
Adjustment Factor. Medicare’s annual physician market basket update $amtioently limited by law
to 0.50. When and if Medicare begins using an inflatiased update to the physician fee schedule, the
Physician Inflation Adjustment used herein will be the Medicare physicaiet basket rate of increase
plus 0.25%.

“Payer” meansny person, corporation, or entity that pays, or arranges for paymert cioarsy
part of any New Health System hospital or other medical providers’ medrvades or supplies and
items for itself or for any other person, corporation or entity, and whiabtintgs the payment or rate of
payment for such Hospital or medical services, supplies and/or itemsindibges Payes which are
third party administrators, health insurers, safared health plans, employer health plans, managed care
organizations, health maintenance organizations, administrativeeserginizations and other similar
Payes and health plans which negotiate the payment or rate of paymensfutahor medical services,
supplies and/or items. Payiacludes anyerson, corporation, or entity that develops, leases, or sells
access to networks of hospitals. The term does not include Medicare orasttiemgental healthcare
payes or programs which do not negotiate contracts or payment rates witevhel@alth System, nor
does it include Medicare Advantage Plans that pay based on a predeterminedge afekiedicare
rates, for example, 105% of Medicare, so long as the percentage dokamg# during the term of the
cooperative greement.

“Large Network Paye means a Payevhich has a network, with a fee schedule specific to that
network, which comprises 2% or more of the total charges (“Gross Reveoutie fiew Health
System. The same Payer may have several networks, each of which utilize differein¢dedes, and
each of which could constitute 2% or more of the Gross Revenue; each natiamrikg the 2%
threshold would constita a separate Large Network Payer. Conversely, severaRagg only
constitute one network, because they use a comnesscfeedule. Aexample would be PHCS
Multiplan.

The Tennessee Terms of Certification allow for the use of alternativedwbgies, different
from the methodology prescribed in Addendum 1, for measuring compliance withitdédns on rate
increasesThe Tennessee Terms of Certification staiéh respect to any contract year, “if a Large
Network Payer and the New Health System agree on an alternative methodolaogpaguring
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compliance . . the New Health System shall use that agreed methodfidoguch year 6!
Subsequently, if a Large Network Payer and the New Health System certify tenthes§ee Department
of Health that the New Health System has complied with the price limit&opirements, “the
comparisons and reporting with respecstich Large Network Payer shall be deemed to have been
satisfied for such Contract Yeat?

The FTC has opined that the proposed merger of Mountain States and Wedltit@hy to have
a negative overall effect on total cost of care for several rednchgling a series of practical issues and
the loss of insurers’ bargaining strength in negotiating insuranceagmvarrangements for residents of
southwest Virginid®® It is also observed that market forces are already effective in controllésy aat
that the language of the pricing commitments could provide the Applicahts wasis for increasing
rates above those that have been produced as a result of competitive markét*forces.

The Applicantscommitment number 3 states that they will conério negotiate in good faith
with Large Network Payen® include the New Health System in health plans offered isghdce area
on commerciallyreasonable terms and rat@he term Large Network Payeris not used in angther
sectionof that commitmentsuch that the remainder cbmmitmentappliesto all payers. For example,
commitment 3 states thtite New Health System will nbinreasonably refuse to negotiate wiibtential
new Payer entrants to the market or vaitty Payeras bng as the &er has demonstrable experience, a
reputation for fair dealing and timely payment, and negotiates in good ¥itfilie Applicants have
further committed to resolve through mediation any disputes as to whethemtiistio@nt applies to the
proposed terms of a health plan. Furthermore, if a payer and the New Headth 8gshot agree on
rates or any other contract terms, and mediation fails to resolve the diapudg@plicants have agreed
that the Commissioner may require the New Healtlie®yso participate in “Final Offer Arbitration.”
Costs and reasonable attorneys’ fees of the arbitration woalddreled to the prevailing part$f.

The Applicants estimate that the New Health System should achieve cost gatiegareas of
non-labor expenditures, enhanced labor productisitg, clinical program and facility modifications
equating to $366 million over the first five years of its existence as a mengigd with annual recurring
savings of $121 million available after year fié.In its assessment of the Applicants’ ability to achieve
their stated goals as a merged integrated service delivery system, theABwiard stated that “[a]bsent
a merger, there is no legal or practical way that two competitors wouldlewal share . . underlying
cost data and ultimately be able to take unnecessary costs out of the region'sarealelivery system
and lower overall costs for consumet®”The Advisory Board stated further that if the merger occurred
it was confident that, once variance in cost is identified, “ lean managemaeipl@s will be able to be
applied in a way that will rapidly address root cause of variance and reraste fiom the systeis®

%1 Terms of Certification Governing the CertificateRafblic Advantage Issued to Ballad Health, Addendum 1 at 4.
162 Id.

183 First FTC Staff Submission at 56.

184 This comment was made by the FTC concerning the Applicants’ initcahgrcommitment.

165 Revised NHS Virginia CommitmentsOctober 9, 2017 at 4.

166 |d

167 Report on Potential Efficiencies Gained Through the Combination ohMouStates Health Alliance and
Wellmont Health System, FTI Consulting, February 15, 2016 at 2.

168 Advisory Board Report at 27.

1691d. at 28.
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The Applicants are cognizant of the implications of the l@ng trendn the health care industry
away from fee for service contracts, and towards value antbaiséd contracts, and of the intricacies
involved in successfully navigating that transition. According to the AdviBoard’s assessment,
Mountain States and Wellmont together “[h]ave the core capabilitimscceed in their pursuit of
population health management and optimal risk-based contracting performantieg tteir capabilities
through the proposed merger will allow them to scale their collectivegdiieacross the region, pursue
valuebased arrangements, and maintain their viabilt.”

The appropriate provision of care to the indigent and uninsured can be an fiipomiaonent to
addressing the total cost of care. Wellmont and Mountain S$tatestheir own charity care and related
policies. As a merged entjtthe New Health System commits to adopting a charity care policy that is
more charitable than the existing policy of either Applicant, and thansistent with IRS rule 501(r)
(commitment 9)}"* Specifically, individuals with income up to 225% of the federal poversi leould
receive a 100% discount. Individuals with income between 225 and 400% of the federt/ jsvel,
and whose account balance is greater than 50% of the fg#iential household income, would be
expected to pay at most an amount equal to 15% of their household income tbeseitieount’?
However, the Applicants’ commitment does not address whether or how thepsure that the baseline
amount of charitgare provided posherger is at least equakHéf not greater than-the total amount of
charity care provided by Wellmont and Mountain Stateswpeeger. This is a gap that lessens the
likelihood of a benefitelated to the total cost of care.

In order to reduce the total cost of care, the Applicants have commnittetlaborate in good
faith with independent physician groups to develop a local, regide-linical services network to share
data, best practices, and efforts to improve outcomes for patients and¢o slatih outcomest the
highest possible valuegmmitment6).1”3

The Applicants have further committed that uninsured or underinsut®tuals who do not
qualify for assistance under the charity care policy will receive auligoff hospital charges based on
their ability to pay(commitment 10}/4 However, the definition of “underinsured” in commitment 10 is
narrower than the definition in the Tennessee Terms of Certificatiotommitment 10, underinsured is
defined as ingred patients who receive Eligible Health Care Services that are determbeeddn
covered services. Tennessee defines underinsured as any health care plas thatdeet the
“minimum essential coverage standard as defined under the Affordabl&&@ane=xistence as of July 1,
2017.%" This is a gap that lessens the likelihood of a benefit refatdw total cost of care.

The Applicants have also made several commitments intended to benefitgima\iedicaid
program. These includsmmitments to participate in the Addiction Recovery and Treatment &grvic
Program(commitment37), to continue to treat Virginia Medicaid beneficiaries in Tennessegtats
and facilities, and to participate in all Virginia Medicaid managed cagrgns (commitment 3). 176

1701d, at 31.

"1 Revised NHS Virginia CommitmentsOctober 9, 2017 at 7.

172 |d

1731d. at 5.

1741d. at 7-8.

15 Terms of Certification Governing the Certificate of Public Advantagedd to Ballad Health at 9.
176 Revised NHS Virginia CommitmentsOctober 9, 2017 at 222.
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The commitments described in this section are intended by the Applicantggateritie negative
effectthe merger could have on the total cost of care. The Authority found that & beettedi cost of
care may result if the operative agreement is approved. VDH staff is uncertain whether a berteét t
total cost of care will be produced by the merger even if the Applicants meetdimenitments and the
conditions recommended below are imposed. VDH bglféves, however, that if the cooperative
agreement is approved, the conditions recommended below must be imposed to botamedegative
effect that may result and increase the chances that a benefit to the totateostvafl occur.

If approved, the Commissienshould consider imposing conditions thasure the Applicants
meetcommitmenthumbers 1 and 2 (combined),639, 10, 37, and 39.

In addition, to provide greater assurance that these commitmiéinéghieve the desired benefits
and improvementm population health, access to health care services, quality, and cosheiie
identified by the Applicants, anditigateany disadvantages, the Commissioner may want to consider
imposing conditions requiring the Applicants

e With respect t&ombired commitment 1 and 2, comply with the same requirements
contained in Article V and Addendum 1 of the Tennessee Terms of Céidificiacluding
establishment of payment indices, excess payment teatidgefund of excess payments;

e With respect t@aommitment3, continue to negotiate in good faith with all payers to include
the New Health System in health plans offered irMinginia service arean commercially
reasonable terms and rgtes

o With respect taommitment9, provide charity care at a rate at or above the raigéded by
the Applicants 12nonths prior to approval of tlewoperative agreemerand

o With respect taommitmentl0,require that “underinsured” be defined in the same way as
the term is defined in the Tennessee Terms of Certification

9. Theextent of any likely adver seimpact of the proposed cooper ative agr eement on the ability of
health maintenance or ganizations, preferred provider organizations, managed health care
organizations, or other health care payersto negotiate reasonable payment and service
arrangementswith hospitals, physicians, allied health care professionals, or other health care
providers

The FTC explains that “[c]urrently, prices for inpatient, outpatemd, physician services
provided by Mountain States and Wellm@re set via separate negotiations between lezagital
system and insurers . .Each side in these negotiations has some bargaining p&taihen hospitals,
or hospital systems, gain greater bargaining leverage (as they do after evenantgssistic merger
than that proposed) they are able to negotiate higher reimbursememtitiatesurers, which pass these
higher prices on to consunsan the form of higher premiums, copayments, deductibles and other out-of-
pocket expense€$® The FTCstaff has stated that “[clompetition is the most reliable and effective
mechanism for controlling health care costs while preserving quality eficaliding in rural areas
facing economic challenge$’® Public comment from citizens of Virginia received during the July 2017

7 First FTC Staff Submission at 418.

178]d. at 18, 65see alsdvlichael Doane and Luke Froghn Economic Analysis of the Proposed Merger Between
Wellmont Health System and Mountain States Health Alliddaauary 2015) at 18.

19 First FTC Staff Submissioat 2.
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Remote Area MedicdRAM) clinic also included a concern regarding the loss of competition possibly
leading to increased pricé&¥.

The Applicants offered commitments in an effort to mitigate thizddiantage As previously
described as part of consideration numbeff8ctve on the closing date of the merger, the New Health
System will commit to not adjust hospital negotiatedsateananaged care contracts by more than the
Cumulative HIA. New Health System negotiated rates for physician anéhospital outpatient services
will not increase by more than the Cumulative HIA without the Quality Adjast Factar®!

Additionally, commitment3 states that “the New Health System wihtinue to negotiate in good faith

with Large NetworkPayers to include the New Health System in health plans offered on comiyercial
reasonable terms and raté®"As previously described as part of consideration 8, there remains a gap in
commitment 3 concerning the use of the tetrargje NetworlkPayer.” Additionally, in order for

conditionsto be effective in controlling rates, thenditions must be communicated to payers negotiating
with the New Health System.

A report written by Compadsexeconconcluded that the Applicants “would face substantial
constraints and ultimately be unsuccessful if the organization triexktocise market power when
negotiating rates or service arrangemé&tts Compass Lexecoalso noted that the Applicants have
committed to noengage in most favored nation pricii@g@ecommitment 35) and neoéquiring as a
condition for entering into a contract that the Applicants be the exelasitwork provider to any health
plan, including any commercial, Medicare Advantage, or Medicaid infsgecommitment 4)84

In reviewing this factor, the Authority found that a disadvantage may*ki¥he report went on
to state that “[t{jhe Chairman noted that many members felt that thaitoents would mitigate the
concern [about self-insured groups] and that several people who spoke at ihbgarimg were self-
insurers who spoke in favor of the cooperative agreemgént.”

VDH staff agreeswith the FTC that price commitments anmglikely to completely replicate the
benefits of competition and are difficult to construct, monitor, and entétcalthough a disadvantage
may exist theApplicants have made specific commitments that would mitigatextest of any
reduction in the abty of health care payers to negotiate reasonable payment and service arrangements
If approved, the Commissioner should consider imposing conditions that ensupptivaits meet
commitmenthumbers: combined 1 and 2, 3, 4, and 35.

In addition, to provide greater assurance that these commitmiéintstigate anydisadvantage
related to an adverse impact on the ability of payers to negotiate ablspayment and service
arrangementand achieve the improvements in population heattbess to health care services, quality,

180 Summary of public comment received at Remote Area Medical Clinic, Wisénidign July 21 and 22, 2017
www.vdh.virginia.gov/content/uploafttites/96/2017/08/RAMesponsesummary.pdf

8l Revised NHS Virginia CommitmentsOctober 9, 2017 at 1.

1821d. at 4.

183 |Independent Assessment of the Benefits and Disadvantages in thecrbfmrger of Mountain States Health
Alliance and Wellmont HealtBystem Compass Lexecon, April 11, 2017 (the “Compass Lexecon Report”) at 18.
184 |d

185 Authority Report at 164.

1861d, at 164165.

87ETC Staff Supplemental Submission, January 13, 2017, commitment chamtents at 1.
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and cost efficiencies identified by the Applicaritee Commissioner may want to consider imposing
conditions requiring the Applicants:

e With respect taeombined commitment 1 and 2, comply with the same regeinés
contained in Article V and Addendum 1 of the Tennessee Terms of Caidificiacluding
establishment of payment indices, excess payment teatidgefund of excess payments;
e With respect tcommitment 3:

o Continue to negotiate in good faith with gayers to include the New Health System in
health plans offered in thérginia service arean commercially reasonable terms and
rates;and

o Prior to initiating any such negotiations, provide in either electroni@ud copy format
a complete copy ohese commitments to all payers negotiating managed care contracts
with the New Health System

10. The extent of any reduction in competition among physicians, allied health car e professionals,
other health care providers, or other personsfurnishing goods or servicesto, or in competition
with, hospitalsthat islikely to result directly or indirectly from the proposed cooper ative
agreement

EachApplicantis the other’s greatesir only,competitor, having competed with each other over
the past two decades, as indicated by exceptionally high levels borne out Bythédiversion ratio”
analysis The diversion ratio measures the degree of lost competition tikedgsult from a propesl
merger by comparing the number of patients of a hospital that consider aitarsgeospital as their
nextbest choice for care the number of the competitor’s patients that congdtieecompetitor’shospital
as the nexbestchoice The FTCstaff s calculations find th&85% of Mountain Statépatients view
Wellmont hospitals as their nelsest choice and that 90% of Wellmematientsview Mountain States’
hospitals as their nextest choicé® The FTC states that diversion ratios of this larggnitudendicate
that Mountain States and Wellmont are extremely close substitutes and itamspaticthat the merger
would likely lead to significant price increases, as well as reduced inegmhdimaintain or improve
quality 18

The merger wouldlieninate competition betweedhe Applicants The effect would concentrate
market share, and power, in the resultfeyv Health SystemThe FTC notes that the “[c]ourts and
antitrust agencies use a standard measure of market conceyitiatamn as the ErfindahlHirschman
Index (the “HHI").**° Application of the HHI, to the relative shares of like firms in a defined rgebic
market (the overlapping regional area involv&gsquaredresults in a figure ranging from zero to

188 First FTC Staff Submission at 3.

1891d. Cf.“[The Applicants] significantly understate the competitive risks froendbmbinationi[e., merger] by
downplaying the extent to which they compete today.” Submission of Artteatth Plans of Virginia, Inc. to the
Southwest Virginia Health Authiby on the Review of Application for a Letter Authorizing Cooperatigge®ment
from Wellmont and Mountain States, September 30, 2016 (the “FirseAn8ubmission”) at 2.

190 Fjrst FTC Staff Submission at 13.

P1The FTC questions the Applicants’ identifiicat of a 2tcounty combined service area, suggesting it is
“potentially broader than a market defined for antitrust purpaseaning the shares [of the hospital systems serving
that area and] listed [in Table 1 of the First FTC Staff Submission] . coaservative and likely to understate the
competitive impact.”ld. at 16.
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10,000. Market concentratiamsignified by an increase in thi#Hl. The closer a market is to exhibiting
a monopoly, the higher the market’s concentration and the higher the HHI dueciastiextly lower
prevailing competition. Mergers resulting in an HHI above 2,500 and an inofeasee than 200 points
are presumed to enhance greatly the merged entity’s market power, reflect atigialgtrated market
and be anticompetitivE?

According tothe FTC’s analysis of the proposed mergethefApplicants across botfiennessee
and Virginial®*theNew Health Systerwould have a market share of approximatelyo#ar inpatient
hospital services, and similarly high concentration in outpatiesugiimy services, ambulatory surgery
services, cancer treatment services, occopatimedicine, and pulmonary services. Nasv Health
Systemwould have an even higher concentration of physician services such as cardietogology
and oncology services?

The FTC’sanalysigndicates that thpost-merger HHI would be 5,161 fdret defined market
over double the “highly concentrated level’2y6001% and showing an increase in the HHI of 2,441
points. With the HHI currently at 2,720, already above the “highly concentraedt & 2,50Q there
currentlyexists a concentrated market for healthcare in southwest Virginia. It isuiicedditional
concentration would significantly impact competition in an already concahtrateket. According to
the FTC, these figures “approach monopoly levels andxfagesl those that would create a presumption
of illegality.” These levels also exceed those in prior hospital mergers “that courts hagddde
anticompetitive and have blocket?®

Currently,the Applicants compete on quality and services, inclusioservice lines,
technological innovation, and various other vital healthcare metriasexample, competition between
the Applicantshas led to the adoption of robotic surgeyhanced rehabilitation care for patients
recovering from strokes, braamd spinal cord injuriesmproved care for cardiac, pulmonary, and
orthopedic conditionsand urgent care serviceshathhospital systems. As the FTC advises,

[tlhese norprice dimensions of competition greatly benefit patients and
are among the factors by which employers and consumers evaluate the
desirability of a provider network. [The] threat of losing patients and
physician referrals to a rival system incentivizes each system to provide
the best possible quality and patient experience™®’

Conditions addressing pricing, market entry, quality measures, commbaityy obligations,
employee policiesand maintenance of appropriate servitey mitigatethe adverse effects of the loss of
competition. As previously descrilzbas part of conderation 8, teensure that theooperative agreement
protects consumers from pricing increases that could otherwise result from tinatgimof competition,
effective on the closing date of the mergke New Health Systegommits in combinedammitmer 1

192 First FTC Staff Submission at 13.

193No evidence indicates that a Virgiroaly perspective of the effect of the proposed merger would differ
significantly.

4 First FTC Staff Sbhmission at 14, 16.

1951d. at 14.

19d. at 1314. AccordFirst Anthem Submission at 7.

97First FTC Staff Submission at 23.
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and 2to not adjust hospital negotiated rates in managed care contracts by amotfgetiCumulative
Hospital Inflation Adjustment (HIA) plus 0.25%, with an additional 1.25% qgualfijustment factor in
certain instances. New Health System negotiattss ifor physician and ndrespital outpatient services
will not increase by more than the Cumulative HIA without the Quality Adjest Factot?® According
to the Applicants estimatethis should equate to $&dllion in lower health careostsover10years

Lack of competition impacts physicians, as well as other health care profesamhal®viders
by potentially limiting employment opportunities otbe servicaarea. Physicians generally must have
access to hospitals into which to admit thegitients, and hospitaddlow such acceghirough a process
where physicians gain admitting “privileges.” In monopoly markets the patemists for hospitals to
control the admitting privileges to thetdment of individual physician practices. Additionally, provision
of ancillary, home, and outpatient services can be controlledibynaantprovider, either through
exclusionary contracts or by use of market power to cbtttegpatient referral stream.

The Tennessee Terms of Certificatmntaina provision subject to certain exceptions and
waiver, stating that “not more than 35% of the physicians practicing at ang 6&pital that is not a
Rural Hospital at any time may be Employed Physicia?fsThis provision refers to physicians
empbyed by the New Health System. The Tennessee Terms of Certification alse tegufiiThe New
Health System shall not bargain for or insist upon restrictions upon itseggppendors or group
purchasing organizations preventing or impairing such persons from doingdsusitfeentities that
compete with the New Health Systefi®” The Applicants did not make these commitments to Virginia.
This is a gap that increases the likelihood oéduction in competition among physicians, allied health
careprofessionals, other health care providers, or other persons furnishing geeddaees to, or in
competition with, hospitals that is likely to result directly or indisefrom the proposed cooperative
agreement.

The Applicants have made several commitments intended to assure that healtbvideespn
southwesVirginia who are not affiliated with the New Health System may continuedatp
competitively. These include

e The New Health System will not require as a condition of entering intateact that it shall
be the exclusive network provider to any health plan, including any commerciitdvie
Advantage or managed Medicaid insurer (commitment 4);

o The New Health System will maintain an open medical staff at all facilétiggect to the
rules and conditions of the organized medical staff at each facility, ajetsttbpossible
exceptions for certain hospital departments or serdgisatetermined by the New Health
System Board of Directors or the hospital boé&cdmmitment 3);

e The NewHealth System will not require independent physicians to practice excluaivibly
New Health System’s hospitals and other facilities (commitmént 2

e The New Health System will not take steps to prohibit independent physfoosm
participating in health plans and health networks of their choice (commiftBerind

198 Revised NHS Virginia CommitmentsOctober 9, 2017 at 1.

99 Terms of Certification Governing the Certificate of Public Advaetssued to Ballad Health at 36.
200 |d
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e The New Health System will not engage in exclusive contractinghigsician services,
except for certain hospitdlased physicians as determined by the Board of Directors
(commitment 8).2°%

The Applicants havenade specific commitments that would mitigatedgkient of anyeduction
in competition among providers and those furnishing goods and services in the rifaafgproved, the
Commissioner should consider imposing conditions that ensure the Applicattomenitment
numbers 1 and 2, 4, 224, 25, and 36.

In addition, to provide greater assurance that these commitmentsitigidtmnany disadvantage
related to a reduction in competition among providers and achieve the imprdgampopulation health,
access to health care services, quality, and cost efficiencies identifiegl Agghcants, the
Commissioner may want to consider imposing conditions requiring the Applicants

e With respect to commitment 23, comply with the provisions $10% of the Tennessee
Terms of Certification.

11. Theextent of any likely adverseimpact on patientsin the quality, availability and price of
health care services

A substantial amount of researohsed literature finds, overall, that competition between
hospitals improves quality. Citing a finding that eight outlef/enselected mergers resulted in
decreased overall quality, Dr. Kizer states that “[t]here is littlenyf, experiential or empirical evidence
that shows quality of care improves as a result of facility mergers orlo@atgm of services when the
[Applicants] are already providing high quality caf&?”

If the enhanced bargaining power and negotiation leverage of the New Hes#mQy relation
to a health care insurer, causes a failure to reach an agreement, all hospitdierdiadilities now
owned or operated by both Mountain States and Wellmont would be lost from the insuvesi&ne
making it nearly impossible for such an insurer to assemble a viablesésuade provider network
without contracting with th&lew Health System. As the FTC maintains, such a circumstance would give
theNew Heath Systenithe ability to extract substantially higher reimbursement rates from health
insurers during contract negotiatiorf§®>” Competition from distant hospitals cannot remedy the
circumstance. Currently, the bargaining leverage of each hospital sgdieited by the availability of
the other system as an alternative to employers and residents; a high dietisiexists between the
systems.Anthem has stated thattlfie cooperative agreement were approved, higher prices and
diminished availabilif and quality of health services for southwest Virginia employersesidents
would inevitably result®*

Although these adverse impacts could result, other factors may stintiiir likelihood. For
instancethe Applicants have care delivery and management capabilities that will complement and
strengthen each other in a combined systBoth systems have tied quality measure performance to

201 Revised NHS Virginia CommitmentsOctober 9, 2014t 5, 1516, 21.
202Kijzer Assessment at 1&ccordFirst Anthem Submission at 1.

203 First FTC Staff Submission at 19.

204 First Anthem Submission at 8.
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provider compensation and have begun independent efforts to reduce unwarrait&dveliation.
These effais can be tapped into and scaled for significant impact across the comhiteden
According to Compass Lexecon, by combining, the Applicants will be ablegtoiatentives across the
New Health System to achieve cost savings, allocate resources more efficientigpenagticare
coordination to reduce cost trerids.

According to the Advisory Board, the New Health System will have a critical masspioyed
primary care providers to continue the transition to vhlased care and also will present an even greater
opportunity for engagement with independent providers. Combined, the systemvevil bamplement
of assets and network relationships that will allow it to span the fullraanti necesary for successful
population health management arsk-based contracting. The Advisory Board stated that the combined
system will be even better positioned to address the needs of the service ane&kendntinued
investments to address gaps in access to*¢are.

According to the Advisory Board, tidew Health Systemwill also have astrong commitmentd
reduce systemwide care variatiothatwill accelerate higiguality, consistent care delivery acrdlss
New Health SystemIn addition, according to the Advisory Boardr& management teams at Mtain
States and Wellmont offer complementary skill sieét, when brought together, will provide
comprehensive care across the continutmaddition, the Advisory Board observes that the New Health
Systemplans to invest in IT tools that support carenagement resources to enatuere effective risk
stratification and delivery of caré®

The Applicants havalsomade commitmentsitended to improve healthcare affordability,
guality and access and to mitigate or limit any potential disadvantagespimpiosed cooperative
agreement The Applicants commit $140 millidior investmenintendedo expandaccess talinical
servicegcommitmens 26 and 2)72°° The Applicantscommit to establish annual priorities related to
quality improvement and publicheport these quality measures in an édasynderstand manner for use
by patients, employers, and insurers, and expand quality reporting on a tigislgdthe public can
easily evaluate their performan@mmitment8).2° Given the importance of quality, the Applicant’s
annual priorities for quality improvement should be established within@mthm of the date of an
approval.

In addition, the Applicants have committed to keemadpitals in operatn at the effective date
of the merger operatiohas clinical and health care institutions for at least five yedtimately
preserving accedsr the short ternfcommitment 4).2'* Furthermore, as previousliescribedhs part of
consideration 8, to ensure that ttomperative agreemeptotects consumers from pricing increases that
could otherwise result from the elimination of competitigifiective on the closing date of the mergke
New Health System commsito not adjust hospital negotiated rates in managed care contracts by more
than the Cumulative HIA plus 0.25%, with an additional 1.25% quality adjustmeot facertain

205 Advisory Board Report at 14.

206 Compass LexecoReport at 10.

207 Advisory Board Report at 10.

208 |d

209 Revised NHS Virginia CommitmentsOctober 9, 2017 at 188.
2101d. at 67.

211d. at 14.



Application for a Letter Authorizing Cooperative Agreem8nbmitted October 27, 2017
by Mountain States Health Alliance and Wellmont Health System Page48 of 73
Staff Analysis Report and Recommendation

instances New Health System negotiated rates for physician andhaspital outpatient services will not
increase by more than the Cumulative HIA withoet Quality Adjustment Factgcommitmens land
2).212 per the Applicants’ assertion, this should equate to $80 million in loweh feeat costs over 10
years??

The Applicants commit to partner with DMAS to develop, pilot, or implemahiebased
payment programs in the region, as appropriate, including progdéonsng the Applicants to accept
direct capitation from DMAS for the Medicaid enrollees inshevice arecommitment 74 The
Applicants commit to adopt a charity care policy that is moreitelde than the existing policies of both
Applicants (commitment $!° The Applicants statthey will adoptwithin threemonths after closingn
the merger, a policy to include a 100% discount for inpatient hospital iandsarvices to patients with
incomes below 225% of the Federal Poverty L€FEIL) (commitment 9¥1° For those patients between
225400% of FPL and whose account balance (after all insurances have processed @didissount
has been applied) is equal to or greater than 50% of the patient’s tatal Aaousehold income, the
maximum a patient would be expected to pay to settle an account balance woulddfehdE%ehold
income(commitment 9!’ The Applicants further commit that uninsured or underinsured individuals
who do not quiEfy under the charity care policy will receive a discount off hospitafgés based on their
ability to pay (commitment 18

The Applicants have acknowledged an understanding that access to vision ahdateites in
southwesVirginia is lacking,and thatack of access tsuchservicess a significant reason for the
continued presence of tieAM Clinic and Mission of MercyMOM) dental clinic inthe New Health
System’s service area each ye@he Applicants have committed to include in their Rural Health
Services Plan the New Health System’s approach to improve access to prevshtiestorative dental
and corrective vision servicesommitment 26§°

The Applicants have made specific commitments that would mitigate theipbtenadverse
impacts on patients related to quality, availability, and price of darprior sections of this document,
gaps with respect to certain of these commitmentscpmmitments 7, 8, 9, 10, and 26) have been
identified and discussed. VDH has recommended that these gaps be closddithpomsgion of
additional conditions, such that the commitments would be expected to endéigatlisadvantaget
approved, the @mmissioner should consider imposing conditions that ensure the Applicaits me
commitmentnumbers 1 and 2 (combined), 7, 8, 9, 10, 21, 26, and 27.

In addition, in order to provide greater assurancetliggiecommitmentgnitigate any adverse
impact on gtientsin the quality, availability, and price of health care servaregachieve the

2121d. at 4.
2131d. at 4.
2141d. at 6.
251d. at 7.
2164,

2174

2181d. at 78.
2191d. at 16.
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improvements in population health, access to health care servicesy, gumalicost efficiencigsglentified
by the Applicants, the Commissioner may consider imposing conditions reqtigidgpplicantgo:

e With respect taommitmentnumber 8,

o Establishannual prioritieselated to quality improvement applicable to all facilities
within the first six months odpproval of the cooperative agreement

o Seek input from, and approval gie Commissioner in the selection of quality measures;

o Meet the published annual quality gdptoritiesand show improvement at the
individual facility and system level over timand

o Provide quality measure reporting by locabityd individual facility level, as well as in
aggregate for the system

12. The availability of arrangementsthat arelessrestrictive to competition and achieve the same
benefits or a morefavorable balance of benefits over disadvantages attributable to any
reduction in competition likely to result from the proposed cooper ative agreement

Although many of the benefits touted by the Applicants, such as improved organ&radi
integration of care and population health improvement, could possibly be athigveut theproposed
merger, the health challengessouthwest Virginiaare multilayered and require significant resources
and commitments to effectively address themasources and commitments that no system or hospital
alone has been able to devéteThe Applicants state that they have been unable to collaborate with
respect to quality improvement methodologies and related projects thextmnpetitive environment,
inability to share proprietary information, and the lack of a common dlimfamationtechnology
system@?!

It has been noted that both Wellmont and Mountain States are alreadjni@gated health
systems, not independent hospitdishas been observed that the benefits that the Applicants envision
accruing from the merger coubd achieved by each of the systems working independently. The
Applicants may be able to achieve the same benefits by entering into jointegemtather arrangements.
For example, the Applicants could work in collaboration with eackr@th indepenad entities, owith
other entities, such as other community hospitals or hospital systems xtetheéegl southwest Virginia-
northeast Tennessee regitror health care providers that do not currently serve the region. Such
arrangements may benefit all the participating entities, and their patiertisegpatients’ employers,
without the degree of antitrust dissonance currently preséfited.

According to the FTC, both Applicants already have functional electhamilth records systems
and “engage in population health management initiatives and lvakezt payment models.” The FTC
adds that many opportunities for joint venturing and similar contraatteigements “to coordinate and

220 pApplication at 96.

221|d. at 24.

222 AccordFirst Anthem Submission at 3.
223|d. at 9.
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standardize clinical healthcare services” between the Applicantreinexplored? The FTC also
notes that the Applicants could merge or affiliate with alternative hbspgtems “that raise fewer
antitrust concerns?®

The Applicants contend that a merger with a different entity “wouldne@lll short of the New
Health System’s potential for realizing the major integrative efficeanci. which, in turn, will help fund
and sustain the [Applicants’] unprecedented arfdreeable commitments to health care cost control and
quality improvements in the Geographic Service Aréa.”

The Applicants acknowledge that in April 2014, Wellmont requested proposal2® health
systems that it believed might be interested inrtnpeship; and that nine actually submitted proposals.
However, in the Application, the Applicants do not fully compare the detailgotential benefits of
those offers with the claimed benefits of this merdgeor do they discuss, in any meaningful detail, any
other affiliations or other arrangements that might provide compabainlefits with the same, less, or
even no competitive harm. Furthermore, as determined byetiee$see Department of Health, the sale
by one of the Applicants “to a for-profit entity would have resulted in théledtenent of a foundation of
at least comparable size to the funds proposed in the [A]pplication for commuméfjtd&?’

As part of its independent assessment of the proposed merger, Compass Lexevaemedm
concerning the likelihood of alternative arrangements that would yield e @acomparabl
opportunities for benefitsThe Mountain States proposal was the only one that matched Wellmont’s
vision for improving healthcare and health in the region. It was irapioro Wellmont that its merger
partner share the goals of providing a full set of healthcare services&githe focusing on the
population’s particular health needs and avoiding higher costs to the extentgposkntain States
proposed that the two health systems combine their resources andtievastihgs from available
synergies to “move the needle population health.?28

Compass Lexecon stated further that “[v]arious third parties have pobpues status quo, joint
ventures, and a merger with an outradrket health system as possible alternatives. The [Applicants]
have provided extensive commanyt on each of these, and their information and conclusions are
consistent, in our view, with the economics of the region, the health challémgepportunities for
significant efficiencies and resource savings through [the New Health Syateirthe omplexities
associated with contracting arrangements and loose affiliattéhs.”

According to Compass Lexecon, it “reviewed the information on plausikelmative ouof-area
transactions. These do not appear to be able to accomplish the same &ettediismarket approach
proposed by the [Applicants]. [They] would not involve the specific commitmenggffoiencies,
resource savings and investments in specific programs that drive the bertbgtpposed merger, nor
would there be the samemortunities for inmarket changes. Based on our experiendaaview of the
transaction, Compass Lexecon doeshabieve that there are any known alternatives that would be less

224First FTC Staff Submission at 25.

225 |d

226 pApplication at 97.

227 |_etter from J. Ockerman to C. Haltom and R. Coopew. 22, 2016 at 4.
228 Compass Lexecon Report at 7.

2291d. at 23.
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restrictive to competition and offer the same benefits or a more favtrahlece of benefits over
disadvantages attributable to any reduction in compettianthe proposed Stagipervised merger of
Mountain States and Wellmont3®

VDH staff concurs with the FTC staff and Anthem that many of the benefits the Agplican
ernvision as accruing from the merger could possibly be achieved without trespcomerger. However,
the Applicants have provided commitments intended to create a more favorabte lodlaenefits over
disadvantages from the merger than from other alternatives.

Other Considerations

The Applicants have made additional commitments that address aspects dégupgoing
forward if the cooperative agreement is approved. Such commitment$esdenh to ensure that the
Commissioner is made aware of changes in circumstances, material adverse eventspgliamce in
a promptmanner and that solutions are developed to ensure that disadvantages ltheg¢suitufrom
noncompliance or changes in circumstances can be appropriately mitigatestite thathe benefits of
the cooperative agreement continue to outweigh the disadvantages.

The Applicants’commitmentl1requires that any notices of a material default that the New
Health System or an affiliate receives under bond or other debt documenbtfor eecess of $7.5
million, must be furnished to the Authority and the Commonwedtttunder ommitment 12, if the New
Health System records a liability for a Material Adverse Event, it shalyrtb&f Commissioner and the
Authority within 30 days of making such a determinafitnHowever, given the Commissioner’s
responsibility to provide activeupervisiorof the cooperative agreement, the Commissioner should be
notified immediately upon the New Health System becoming aware of a Matdviats® Evet) and
regardless of whether a liability is actually recorded.

The Applicants have committed to endeavor to cure anycoopliance with respect to its
commitments by using a process described in commitmeti Fowever, ommitment 13 is unduly
complicated and does not commit to notification within an appropriately short petiotkof
Notification of the Commissioner within 24 hours of the New Health Systeonbeg aware of a
potential or actual noncompliance with respect to any condition is e$sentia

In its commitments, the Applicants included two recommendations from tihey.
According to the first recommendatiahthe New Health System “produces evidence that changes in
circumstances have materially affected its ability to meet the domemts and that its inability is not
affected by deficiencies in management, either the Commissioner or the Idéitv Slestem may petition
the other to amend the commitments to reduce the burden or cost of the comnitradat®! that may
be more sustaable” (A. Revision of Commitments§3* This recommendation also states that “the
Commissioner may require the New Health System to engage an independenacbtspliepare a
report validating that the changes have adversely the New Health System, nhéoextgch this has

230 Id

231 Revised NHS Virginia CommitmentsOctober 9, 2017 at 8.
232|d. at 89.

233|d. at 9-10.

2341d. at 23.



Application for a Letter Authorizing Cooperative Agreem8nbmitted October 27, 2017
by Mountain States Health Alliance and Wellmont Health System Pageb2 of 73
Staff Analysis Report and Recommendation

occurred, and valating that the changes in circumstances are not related to the effectiveness of
managemenrit?®* Any such independent consultant shouldetainedby the Commissioner to determine
the extent to which there has been a change in circumstances and the redaboss filtanges, with
reasonable costs paid for by the New Health System.

According to the second recommendation, prior to the end of 2026, the New Hetdth Sgd
the Commissioner “should review how well the formation and operation dfdéheHealh System has
served the overall interests of Virginians and Virginia businesses ine&€Ba TenYear Review of
Cooperative Agreement}® Based on the results of the review, new or revised commitments may be
appropriate. It should be noted that ther@assioner is required to review the cooperative agreement
each year Seel2VAC5-221-110(F).

Finally, the Authority expressed concern regarding thetodse New Health Systeof
compliancewith the Tennessee Terms of Certification. In order to address this coimeeApplicants
made commitment 41. oTensure that the Virginia operatisrare allocated an appropriate amount of the
New Health System'’s ongoing and annual compliance costs, the New Health Systemrhitedoon
adopt an allocatiomethodology that takes into account the differences in ongoing and annual cemplia
requirements between Tennessee and Virgooenmitment 41537

If approved, the Commissioner should consider imposing conditions that ensfpplicants
meetcommitment numbers 11, 12, 13, atid

In addition,to provide greater assurance that tresamitmentsnitigate disadvantages that may
result from the proposed cooperative agreepterCommissioner mawish to consider imposing
conditions requiringtte Applicantgo:

e With respect to commitment 12, notify the Commissioner immediately upombegaware
of a Material Adverse Event, regardless of whether or not a liability isdedo
e With respect to commitmenB1
o Notify the Commissioner within 24 hours of becoming aware of any potentataal
noncompliance with any condition of theoperative agreemergnd
o Submit a plan to cure the noncompliance within a time frame to be prescribed by the
Commissioner.

Staff Analysis and Recommendation

Under Virginia Code § 15-3384.1(F)(2), the Commissioner shall approve a proposed
cooperative agreement if she finds after considering the factors in § 15.2-538dat fEe benefits likely
to result from the proposed cooptive agreement outweigh the disadvantages likely to result from a
reduction in competition from the proposed cooperative agreement. In addition, the Gonenissty
reasonably condition approval of the proposed cooperative agreement upon iham$pbmmitments
to achieving the improvements in population health, access to healtlecaces quality, and cost
efficiencies identified by the Applicants in support of their Applmaff?

23519 at 2324.

236 |d. at 24.

237|d. at 23.
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After reviewing the statutory factors as analyzed abdizg{ staff conclude by a preponderance
of the evidenc¢hat if conditions are imposed as recommended throughout the analysis alahe a
Applicants meet those conditions, the benditdy to result from the proposed cooperative agreement
outweigh the digdvantages likely to result from a reduction in competition from the peapcooperative
agreement.

TheApplicationand the AuthorityReport both emphasize that southwéisgjinia is a unique
region of the Commonwealth and one that is experiencimifis@nt challenges with respect to delivery
of health care services and population health stAtidd data confirms these observatiori3espite the
presence of strong competition between Mountain States and Wellmont, the pesopithefesvirginia
continue to struggle with issues pertaining to access to primary acidlgpeare, and with pervasive
challenges t@opulation health improvement. Competition in the health care marketplacecerédimly
desirable and useful overall, has failed in certain respects to provide gfahniisible benefits to the
people of southwestirginia in terms of access to care and improvements in their owrhtstattisOne
highly visible example of this failure is the “success” of &V andMOM clinics that provide episodic
services to those who are otherwise unable to afford or access care in the region

Wellmont and Mountain States operate on business models that are prieafdyservice.ln
general, his business model provislittle incertive for focusing on improving the health of the region’s
population decreasing preventable hospitalizations through better ambulatory mamagdmchronic
conditions, or improving care quality or efficiencidowever, the Applicants have both expressed a
desire and intent to adopt new business model®thphasizeisk-based and value-based contracting.
VDH staff recommensdconditioning approval on the requirement that the New Health System abtain
least30% of its total contract revenue from riskvaluebased contracts by 2081 provide a strong,
necessary financial incentive to quickly move the New Health System tclzagskl and valdleased
model. This business model evolutisressential in order for thpeople of southwest Virginia teendit
from population health improvement initiativirat theNew Health System commits to embrace and
implement

The New Health System has committed to significant limitations,dzewdat it initially
proposed, on its ability to increase the pricehiérges to payers. Additional requirements for excess
payment testing and refund of excess payments serve to solidify rate increassmpsoi@ctustomers of
the New Health System. While limits on fixed rate percentage increases areaaiinpompaent to
addressing the total cost of care, utilization of services is another k@poent. Althoughthe
Applicants did not offer any specific commitmedtisectly concerningitilization, they did offer several
commitments, including establishment of value-based payment models, developaneatmmmon
clinical information technology platform, and establishment of annual fie®rielated to quality
improvement which, if fulfilled, would help to reduce inappropriate utilimatf services These
commitrents are also expectedgmmotemore timelyutilization of servicesfor example, improving
access tambulatorycare.

The Applicanthaveestimatedhatsubstantiatostsavingswill resultfrom themergerdueto
efficienciesto beachievedacrosshe operationsf theNew HealthSystem. While thefinancial
investmentghatthe Applicantshavecommittedto arenot dependerdn the amount oftostsavings
realized VDH staff doesagreethatcostsavingsthrough increasecefficienciesandavoidance of
duplication of hospitalesourcesarelikely to result. The requirementhatthe New HealthSystemmove
expeditiouslytowarda greatervolume ofvaluebasedcontracting shouldlsoserveto promotecost
efficiency.
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While therecanbe atradeoff betweeravoidingduplicationof healthcareresourcesnd
maintainingaccesgo care,commitmentghatthe Applicantshavemadeto enhanceccesso critical or
currentlylimited healthcareservicedn theregionarelikely to providea benefito the peopleof
southwest/irginia. Theseincludecommitmentdo createnewcapacityfor residentialaddictionrecovery
servicesdevelop new communitigasedmentalhealthresourcesanddeveloppediatricspecialtycenters
andemergencyooms.

At atime whenthecontinuedoperation oimanyrural healthcarefacilitiesis atrisk, the
commitmentsnadeby the Applicantso keepall of their hospitals opefor atleastfive yearsis a
significantcommitmentowardpreserving ecesdo care. While theNew HealthSystemwould be
allowedto repurpose those hospitasclinical andhealthcareinstitutions,the recommended conditions
will assurghatthe Commissionehas a strongjefinedrole, alongwith significantadvance notie,in
approving any proposed-purposing of a hospitalFurthermoreessentiakervicesvould haveto be
providedin any county—alongvith all contiguouscounties—wherea hospital habeenrepurposed.The
Applicants’commitmentgo maintainthreetertiary carehospitalsn Tennessedmplementacharitycare
policy coveringindividualswith incomes ugo 400% ofthefederalpovertylevel, provide a discourtff
hospitalchargedor uninsured and underinsured individuatso do not qualify under thechaiity care
policy, anddevelopacomprehensiv@hysician/plgsician extendemneedsassessmergndrecruitmentplan
represenbthersignificantcommitmentgo improving and preservingccesgo care.

Like manyotherhealthcarepayers DMAS is focused on expandints approactio valuebased
purchasing. The Applicancommittedto partnerwith DMAS onvaluebasedpayment programs, bthe
extentof the commitmentwasvague. In orderto strengthertha commitmentjt is recommendethat the
New HealthSystemberequiredto enterinto contractsvith MMCOs that promotevaluebasedpayment
arrangementfor DMAS’ MedicaidandMedicaid/MedicarédDual Eligible patient populationsilt is also
recommendethat theNew HealthSystemberequiredto contractwith PACE. Furthermorean
additional recommended conditisrould restrictthe ability of theNew HealthSystento increaserices
onrenewedVIMCO/PACE contractdeyondthecurrentnegotiatedgercentagef Virginia’'s Medicaid
paymentatefor theservices.In addition, theerecommendedonditionsclarify that theNew Health
Systermwill not bepermittedto closefacilities or discontinueservicesn sucha manneasto affectthe
ability of anMMCO to meetngwork adequacy andccessequirements.The Applicantshavecommitted
to participatein the DMAS Addiction RecoveryandTreatmentServicesProgramandto continueto
providepre-admissiorscreenindgor Medicaidlongtermcareservices.Overall,with theserecommended
conditions,VDH staff believes that theNew HealthSystemwill participatein theVirginia Medicaid
Programin a mannethatis protective of the program afneficialto the people of southwesfirginia.

Thereappearso be astrongdesire amongkey stakeholdershroughout southwestirginia to
collaborateandcoordinatewith the New HealthSystemon populatiorhealthimprovementnitiativesthat
will makeadifferencein thelives of the people oftheregion. This desire,coupledwith the Applicants’
commitmento establisran ACC andits commitmento fund populatiorhealthimprovementffortsover
a 10yearperiod,would beexpectedo help produce improved populatidrealthstatusin theregion

There is mixed evidence concerninbether hospital and health system mergers result in
provision of higher quality health care. TApplicants have committed to participate meaningfully in,
and fund, a regional health information exchange. This, along with the gktrainsition to valudased
contractingguality measures that the Applicants have committeshtbdevelopment of a systemide
Clinical Council should serve to promote improved quality of care for the pebpbuthwesVirginia.
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Payers in Virginia have provided VDH witlommens that approval of the cooperative
agreement will create an adverse impact on their ability to negotiate reasanabénpand service
arrangements with the New Health System. Without restrictions being placedhe New Health
System, its signi€ant market share resultifiggpm the merger makes it likely that there would be an
adverse impact on payers. While the New Health System has committed to contiegetiate in good
faith with payers, as well as to adhere to limitations on its akilitgcrease rates, those commitments
would only partially mitigate an adverse impact. In order to strengthendhmamhitment)/DH staff also
recommend the condition that the New Health System be required to comply with all pfaisions of
the manage care pricing limitations contained in Article V and Addendum 1 of the Term@&ssms of
Certification. This recommended condition only acknowledges something¢h Wi Applicanthave
already agreetb with TennesseeVDH staff believeghat this vill limit any adverse impact on payers,
such that a disadvantage is not likely to occur.

In order to limit the reduction in competition among providers likely taioasaresult ofthe
cooperative agreement, the Tennessee Terms of Certification ipecmdsions which place limits on the
ability of the New Health System to employ physisiamd midevel physician extenders; and prevent
the New Health System from restricting the ability of its vendors, supiedcontractors from
contracting with w Health System competitors. The Applicants did not include these reasitti
their commitments to VirginiaVDH staff recommends that these terms be added as conditions to limit
the reduction in competition among physicians and other health catideas in Virginia such that a
disadvantage is not likely to occur.

Given the severe and long-standing health challenges that confront thegiesopithwest
Virginia, it is imperative that approval of the cooperative agreenaresult inanadversdmpact on
patients as it relates to quality, availability and price of servibéany of the Applicants’ commitments,
strengthened in numerous instances if the recommended conditions are jmmesdde protective of
the interests of patients. Thegelude commitments to keep hospitals open as clinical and health care
institutions, to maintain three tertiary care hospitals, to fund expaawbess to health care services,
establish a\CC, participate meaningfully in a regional health information erge, establish priorities
for quality improvement, and adhere to limitations on their ability to &smrerices. These
commitments, if adhered to and implemented, will serve to greatly limit thefredverse impact on
patients, such that a disadvaggds not likely to occur.

Many of the benefits stated in the Application, including those pertainipgpulation health
improvementgcould possibly be achieved with alternative arrangentbatsare less restrictive to
competition. However, the Applnts—being competitors-kave largely failed to collaborate or
cooperate on a sufficient scale to bring about the types of benefitsehmaple osouthwesvirginia
need in order to overcome substantial health care and health status probhstaf?has no reason to
believe that the Applicants would suddenly express interest in cresatbhgoenefits fosouthwest
Virginia in the absence of a cooperative agreemeratddition, alternative arrangements outside of a
cooperative agreement wouldtrm certain to contain conditions that provide protectimkbenefits for
the people of southwest Virginia. Consequently, VE&ff does not believe that there are alternative
arrangements less restrictive to competition that could provide the smektd) or a more favorable
balance of benefits over disadvantages attributable to any reductiometition likely to result from
the proposed cooperativgraement.

VDH staff concluds that if the conditions set forth below are imposed and metgtiefits
likely to result from the proposed cooperative agreement outweighsthdvdintages likely to result from
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a reduction in competition from the proposed cooperative agreement. Thussteibicommendthat
the Commissioner approve the Application with the conditions set forth below.

Recommended Conditions

1.

Wellmont and Mountain Stateball notdiscontinue, close, repurpose, merge, @radiervice
lines or facilities, or terminate employees, except for cause, during tbe pétime between
approval of theApplication(Approval Date) and the effective date of the Applicants’ merger.

All conditions imposed in the Order are absolute and are not dependen\uplib@nts
achieving the actual savings and efficiencies the Applicants envision drnghe merger.

The financial investments committed to by the Aggpits, inconditions 8, 23, 33, 34, 35, and
36, shall be incremental, monetary obligations tloaistitute additions to the Applicants’
annual baseline spending levels as of the Approval Date in the applicablgieatefjoe
Applicants shall provide annual baseline spending levels to the Commissitresaine time
that such information is proved to Tennessee.

All plans or other reportequired by a conditioghall be subject to the review and approval of
the Commissioner as follows:

Acceptance With respect to each plan to be submitted to the Commissioner for apphneval
Commissioner shall approve or propose modification to the plan within 30 degegit of
the plan. If the Commissioner proposes a modification to any such plan, thdddév
System shall have 30 days following receipt of notice thereof to respondreRaitimely
respond to a proposed modification shall constitute acceptance. The Commsisadineave
15 days following receipt of the New Health System’s respanaprove or deny the plan.
The Commissioner’s decision constitutes a case decision pursuant to thesfdinie
Process Act (Virginia Code § 2.2-4080seq).

Replacement PlansVith respect to each thrgear planno later than 90 days prior tceth
expiration of such plan, the New Health System shall develop and submitQortimissioner
for approval a new plan for the next three fidtalyears to replace such expiring plan.

Madification. Following the approvand adoption of each plangthlew Health System may,
from time to time, request a meeting with the Commissioner to discuss possithifications

to any such plan. Such discussions may include, among other things, proposals to revise the
timing (but not the aggregate amount) of the spending commitments sehfatthdhment C

The New Health System shall not implement anodification to a plamintil such modification

has been approved by the Commissioner. To the extent any adopted plan is mbeifisay t
Health System shall accordingly amend and restate the plan to be effective speztire

basis.

The New Health System shall comply with all provisions containedticl¥, and
Addendum 1, of the “Terms of Certification Governing the Certificate of élolvantage
Issued to Ballad Health Pursuant to the Master Affiliation Agreement and Hiztegration
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By and Between Wellmont Health System and Mountain States Health Alliance” dated
September 18, 2017, attached hereto as Attachment D.

6. The New Health System shall continue to negotiate in good faith with a@r$eyinclude the
New Health $stem in health plans offered in the area served by the Authority on commercially
reasonable terms and rates, and will not refuse to negotiate with patemti®layer entrants to
the market or with any payer as long as the Payer has demonstrable egparrepatation for
fair-dealing and timely payment, and negotiates in good faith. Prior to initetiynguch
negotiations, the New Health System shall provide in either electvohiard copy format a
complete copy of these conditions to all payers with whom it is negotiaingged care
contracts. The New Health System will resolve through mediation anytesihat arise
during negotiations to which this condition is applicallilbe New Health System shall timely
notify the Commissioner of any mediation occurring pursuant to this conditltom Payer has
insureds (or members) in the Commonwealth of Virginia, and shall offaetCommissioner
updates on the progress of such mediation. If a Payer and the New Health Systragrae
on rates or any other contract terms, and mediation fails to resolvegheedite
Commissioner may require the New Health System to participate in “Fifeal Abbitration”
with the Payer unless the Commissioner agrees to an alternative mannéraifarbQsts
and reasonable attorneys’ fees of the arbitration shall be awarded to themgeaaily of the
arbitration if “Final Offer Arbitration” or other types of arbiti@n are utilized.

For purposes of these conditiofiayer’” meansny person, colgation, or entity that pays, or
arranges for payment, for all or any part of any New Health Systepithl or other medical
providers’ medical services or supplies and items for itself or for amy ptrson, corporation

or entity, and which negotiates the payment or rate of payment for such Hospikzdlical
services, suppliesnd/or items. This includes Payers which are third party administrator
health insurers, seifisured health plans, employer health plans, managed care organizations,
health naintenance organizations, administrative service organizations and otter Bayes

and health plans which negotiate the payment or rate of paymemisfuitdt or medical

services, supplies and/or items. Rapeludes any person, corporation, or entity that develops,
leases, or sells access to networks of hospitals. The term does not inclucardeddber
governmental healthcare pager programs which do not negotiate contracts or payment rates
with the New Health System, nor does it includeditare Advantage Plans that pay based on a
predetermined percentage of Medicare rates, for example, 105% of Medidarey ae the
percentage does nchhange during the term of the cooperative agreement.

7. The New Health System shall not require as a condition of entering intéractdhat it shall
be the exclusive network provider to any health plan, including any commercditadvke
Advantage oMedicaid ManagedCare OrganizatianNothing herein shalle construed as to
impede the discretion of the payers in the market from designating the Netlw Sigstem (or
components thereof), as an exclusive network provider in all or part of théiBlzih
System’s service area.

8.  Within 36 months atheclosing date of the merger, the New Health System shall participate
meaningfully, as determined by the Commissioner, in a regional healtmatfon exchange
or a cooperative arrangement whereby privacy protected health informatidrershared with
independent physicians and other commuhéged providers for the purpose of providing
seamless patient care. Any imposition of fees or costctmss to the health information
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exchange or cooperative arrangement shall comply with federdiekitackstatutes and

rules, and shall be a minimal amount that shall not exceed what is reasonable based on
comparisons with other communities offering such services. In addition, tihéidith

System shall participate in the Commonwealth’s ConnectVirginidthigdibrmation exchange,

in particular ConnectVirginia’s Emergency Department Care Coordim&iogram and
Immunization RegistryFurther the New Health System shall participate in Virginia’s
Prescription Monitoring ProgranThe New Health System shalbend a minimum of

$8,000,000 over the 10 fiscal years beginning July 1, 2018 in developing and providing readily
and easily accessible access to patient electronic health informationtesungith the

regional annual incremental spending amoun#stiachment C.

Within 12 months of the closing daiéthemerger, the New Health System shall develop and
submit to the Commissiondar review andapproval, a plan for the expenditure of such funds
during thefirst three full fiscal years after ttobosing date of the merger. The Commissioner’s
reviewof the planshall be performed in accordance with Condition 4. To be approved, the
plan shall demonstraf@) how the planned expenditure of funds will resulihie New Health
System’smeaningful participatiom a regional health information exchange or a cooperative
arrangement whereby privacy protected health information may be shareddeplendent
physicians and other communitgsed providers for the purpose of providing seamless patient
care, B) how imposition ofanyfees or costs fagiccess to the health information exchange or
cooperative arrangement complies with federatkinkback statutes and rules, and is a
minimal amount not exceeding what is reasonable compared to other commdistiag o

such services, (C) how the New Health Systempuiiticipae inthe Commonwealth’s
ConnectVirginia health information exchange, ConnectVirginia's Emergeepgrtment Care
Coordination Program and Immunization Registry, and Virginia's Presariptamitoring
Program (D) how the New Health Systehas established the foundation for data acquisition
and exchange in a manner that would promote and support population health imptoveme
efforts and(E) that it has a high likelihood of preventing unreseey and redundant caréhe
plan shall include milestones and outcome metrics.

No later than 90 days prior to the expiration of such plan, the New HealdnSskall develop
and submit to the Commissioner for approval a new plan for the negtftlif fiscal years to
replace such expiring plaim accordance with condition 4.

9. The New Health System shall collaborate in good faith with independesitiphygroups to
develop a local, regiewide, clinical services network to share data, best practices, and efforts
to improve outcomes for patients and to deliver such outconties highest possible value.

10. The New Health System, subject to the agreement of Payers as defined hettesstadtiedh

payment models designed to incentivize quality, value, and shared financiateigin

contracts with Large Network Payersfakows:

1. All risk-based model components of existigllmontandMountain States contracts shall
continue from the date of closing into the future upon their terms.

2. At least me new riskbased model contract shall commence no later than January 1, 2020.

3. At least asecond new riskased model contract shall commence no later than January 1,
2021.
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11.

12.

4. The New Health System shall initiate risased model contracts for any @@ning Large
Network Payers that do not already have at least ondaisid model component in their
contracts by no later than January 1, 2022.

By January 1, 2021, at least 30% of the New Health System'’s total healtémicesgontract
revenue shall biom risk-based model contracts. By January 1, 2022, all of the Large
Network Payers are expected to have abiked model/population health/partnership
relationship with the New Health System that includes aligned incentikiegiskbased
components in each contract shall be based on the unique priorities and tiagri@sssupon
by each payer, Large Network Payer and the New Health System.

For purposes of this condition, “ridlased model” shall be defined as contracts which contain
elements of renbursement tied to incentives for quality, vahased care, shared savings or
alignment of financial incentives between Payers, the New Health Systeroyemsmnd
patients.

The New Health System shall work with DMAS to develop and implement-balsed
payment programs in the region, including:

The New Health System shall enter into contracts with MMCOs that promotbasdad
payment (VBP) arrangements that move the New Health System away fréon-$eevice
reimbursement structures for its Meaid and Medicaid/Medicare Dual Eligible patient
populations.Such VBP arrangements shall materially support DMAS goals and timetables
under the Virginia VBP Roadmap (in development) and facilitate succasgiieimentation of
such goals within the tintiees prescribed by DMAS for MMCOs operating in the New Health
System’s region Material support means the New Health System shall provide an allocation of
resources (financial and otherwise), staff, and leadership directiizientfto achieve relevant
DMAS goals and timetables for the New Health System’s patient papulati the event that
the New Health System does not engage in VBP arrangements that materiaily sugip

goals and timetables, DMAS will notify the Commissioner. The Commissinagrequire a
plan to cure the noncompliance in accordance with condition 17.

As a large, integrated system, the New Health System shall work with MMCOs g éndts
region to adopt a VBP approach(s) that places emphasis on alternative pangdelst
classified under categories 3 or 4 of the Health Care Payment Learning andMetticork’s
Alternative Payment Model Framework version 2017.

The New Health System shall adopt VBP arrangements put forward by DMASsasijptive
models, meaning VBP moldefor which DMAS has developed specific guidelines, features,
operational frameworks, and/or performance metrics for implementatiorobig@rs serving
Virginia Medicaid enrolleesThis applies to both fee-faervice and managed care.

The New Helih System shall develop a robust quality improvement program, to include
outcomes and measures, consistent with the aim of improving the health abdinglbf the
residentf southwest Virginia. The quality outcomes and measures will be develoiethevi
input and approval of the Commissioner. The New Health System shallststabiual
priorities related to quality improvement applicable to all faesiwvithin the first six months of
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13.

14.

15.

the closing date of the merger and publicly report qualitysomes related to the annual
priorities. The New Health System shall track the performance of the bgsiém in meeting
these quality priorities, outcomes and measures at both the system amaidigispital
levels. The New Health System shall post the quality measures and actual grecoagainst
the measures on its website accessible to the puliieNew Health System shalmely
report and include on its website its performance compared to the Medieditye mpeasures
including readmissiostatistics. The New Health System shaljive notice to the Authority of
the metrics that it is prioritizing and will include input from the Authoritestablishing or
modifying its priorities. A monthly report, at the individual facility as welbggsem level,
shall be presented to the Commissioner and the Technical Advisory Panel.

Each hospital operated by the New Health System that is subjlhtaCommission, or other
CMS-accepted accreditation body, accreditation shall at all times be fully aedreglithe
CMS-accepted accreditation body, and at all times maintain compliance with kedica
conditions of participation. The New Health System shall notify the Cosiones of any
deficiencies or other noncompliance cited by the Joint Cgsiom or Medicare within five
days of receiving notice of the daéacy or noncompliance from tlaecepted accreditation
bodyor Medicare The New Health System shall submit a plan of correction correcting any
such deficiencies or noncompliance within the time provided by a Medicare itatived
program approved by CMS, and notify the Commissioner upon completion.

Within three months ahe closing date of the mergéne New Health System shall adopt a
charity care policy for the hospitals that is compliant with applicablettzat is more

charitable than the existing policies of either of the Applicants, and tbanssstent wh

Section 501(rpf the Internal Revenue Code. The New Health System shall furnish a copy of
its policies relating to charity care to the Commissioner no laaerttie end of the third month
following theclosing date of the merger. Thereafter, the Mwalth System shall furnish to

the Commissioner a copy of any revisions to such policies immediatelythgpeffective date

of such revisions. These policies shall provide for the full vafite®f amounts owed for

services by patients with incomes abetow 225% of the federal poverty level. For patients
who are between 225% and 400% of the federal pol@argy but whose account balance (after
all insurances have processed or uninsured discount has been applied)tis @ggadater than
50% of thepatient’s total annual household income, the maximum a patient would be dxpecte
to pay to settle an account balance shall be 15% of household income. The NibvEkisaim
shall inform the public of its charity care and discounting policies iardaa@ with all

applicable laws and shall post such policies on its publicly accessible weldsite tre

separate web sites for all provider components that are part of the New Hsédtin.SThe

value of charity care will be set as defined in Virginia C8@2.1-102.4. The New Health
System shall continue to provide charity care at a rate at or above the rateginyvihe
Applicants 12 months prior to the approval of toeperative agreement

Immediately upon closiraf the merger, the New Health System shall adopt a policy pursuant
to which uninsured and underinsured individuals who do not qualify under the chegity ca
policy shall receive a discount off hospital charges based on their &bifiy. This discount
shall comply with Section 501(r) of the Internal Revenue Code, and the rulesgarfations
relating to that section governing not for-profit organizations, and paymentiprevihall be
based on the specific circumstances of each individual/family. Such policyshall b
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16.

17.

18.

implemened immediately upon closiraf the merger. The New Health System shall seek to
connect individuals to coverage when possible.

“Uninsured” patients are those with no level of insurance or-fhartly assistance to assist with
meeting his/her payment afphtions. “Underinsured” patients shall mean insured patients who
have a health plan that does not meet the “Minimum Essential Coverage” sasdafthed
under the Affordable Care Act in existence as of July 1, 20hése patients shall not be
chargel more than amounts generally billed (AGB) to individuals who have insurancéngpver
such care in case of Emergency or other Medically Necessary Services. AGB percentage is
determined using the lodkack method utilizing the lowest percentage for allifaes per the

IRS regulatory guidelines set forth in 501(r). Emergency Services are defimecbrdance

with the definition of “Emergency Medical Conditions” in Section 1867 of treab&ecurity

Act (42 U.S.C. 1395dd). Medically Necessary Servicesddined by Medicare as services or
items reasonable and necessary for the diagnosis or treatment of illneasyandj are

services not included in the list of “particular services excluded fram@rage” in 42 CFR

§ 411.15 Financial assistance gibility shall be determined by a review of the Application for
Financial Assistance, documents to support the Application for Financmit&sce (i.e.

income verification documentation), and verification of assets. Hialaassistance
determinationsr@ based on National Poverty Guidelines for the applicable year. The New
Health System shall adhere to the IRS regulatory guidelines set forth iorSe@di(r) of the
Internal Revenue Code.

The New Health System shall furnish any notices of @n#tdefault, that the New Health
System, or an affiliate, receives under bond or other debt documents for debsmafxce
$7,500,000 to the Authority and the Commissioner.

If the New Health System becomes aware of a Material Adverse Event, the New Health System
shall immediately notify the Commissioner and the Authority.

For purposes of these conditions, a "Material Adverse Event” means any fattchaege,
development or occurrence that, individually or together with any othat, ed&nge,
development or occurrence, is or is reasonably likely to be, materially advdrsebtgsiness,
condition (financial or otherwise), assets, operations or results of @pesrafithe New Health
System, taken as a whole, or on the ongoing ability ofithe Health System to comply with
any condition. “Material Adverse Event” includes noncompliance with any ¢condit the
cooperative agreement.

Upon becoming aware of any potential or actual noncompliance with any condition of the
cooperative agreemerthe New Health System shall notify the Commissioner within 24 hours.
A plan to cure the noncompliance shall be submitted to the Commissionier tvithime

frame prescribed by the Commissioner. This condition shall not limEdnemissioner’'s
authorty to initiate a proceeding to determine if the cooperative agreement sfeordgioked

at any time.

The New Health System shall fully honor prior service credgligibility and vesting under
the employee benefit plans maintained by Wellmont and Mountain States, driehde all
employees full credit for accrued vacation and sick leave.
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19.

20.

21.

22.

23.

24.

As soon as practicable after closing of the merger but no later tremdtifethe first full fiscal
year after the closing date of the merger, the New Health System shall create anidebegin t
implementation of a plan to spend a minimum of $70 million over 10 yearsnioate
differences in salary/pay rates and employee benefit structures among thgeemplicthe

New Health System. The plan shall account for differences in salary/payarad employee
benefit structures applicable to all levels of employees such that the Nelw Bgstém offers
competitive compensation and benefits for all employees of the New Health System

The New Health System shall provide to the Commissioner, witbimonths of theclosing

date of the mergen severance policy addressing how employees will be compensated if they
are not retained by the New Health System or any of its subsidiaries orefiliBlis policy

shall not affect termination of employees if the termination wasdase. The severance

policy shall consider several factors, including but not limited to, eamtihidual’'s position

within his/her current organization and years of service. The policy &mbhddress
outplacement support to be provided to any such employee. This provisiomos e

construed to create a right of action for any individual employee. This iconslitall continue

for five years from the clasg of the merger.

Betweerthe ApprovalDateand the closing date of the merger, and during the 24-month period
commencing with the closindate of the merger, the New Health System shall not terminate
any employee of anydspital in Virginia whether or not such employee is classified as clinical
personnel, nor require any such employee to enter into an early retiremeagepac otherwise
resign in lieu of termination, except in either case for cause. In@uditiring the same time
periad, the New Health System shall not require any such employaeydfospitaln Virginia

to transfer his or her principal place of employment to a location more thane30froim the
location of such employee’s principal place of employment as a condition tolieés o
continued employment. Any employee’s refusal to accept a transferdatamiomore than 30
miles from his or her principal place of employment shall not constitutedar termination.
Thereafter (A) if the New Health System decidetetminate an employee without cause it
shall provide prior notice to the Commissioner and (B) if the New H&3kkem desires to
commence a reduction of 50 or more employees, whether in a single act or a set@eaf
acts, in any 90-day period, hall provide the Commissioner with at leastd&ys advance

notice prior to implementing the reduction action. The notice shall inelsdeerance policy
addressing how employees will be compensated if they are not retainedéctoom with such
action

The New Health System shalbmbine the best of the career development programs of
Wellmont and Mountain States in order to ensure maximum opportunity for career
enhancement and training.

The New Health System shall spend a minimum of $85,000,000 over the 10 fissal year
beginning July 1, 2018 on Health Research and Graduate Medical Educatiottibgriké
communities served by the New Health System, consistent with the regional imenemental
spending amounts iittachment C

Within 12 months of the closing date of the mergern\the Health System shall develop and
submit to the Commissioner, for review and approallanfor postgraduate training of
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physicians, nurse practitioners, and physician assistants and other altedohefessionals in
Virginia. The New Health System shall develop the plan in collaborafitbnat least its

current academic partnershe plan shall be for the first three full fiscal years after the closing
date of the merger and will includetime schedule for implementing the plan and expenditures
under the plan thas consistent with the regional annual incremental spending amounts in
Attachment C.The plan shall also include, but not be limited to, how it will address the
Authority’s Blueprint access, quality, and population health goals, the structure of an ongoing
academic collaborativendhow training will be deployed in Virginia based on an evidence-
based assessment of needs, clinical capacity, and availability of programditiamathe plan
shall address:

e Establishment of a new, communtigsed, ruratraining track, primancare residency or
preventive medicine residency in Virginia;

e Collaboration with existing psychiatry residency programs to establish cotymuni
psychiatryrotations in southwest Virginia; and

¢ Incentives for clinical employees to pursue terminal clinical degheesgh loan
forgiveness, clinic rotation sites, clinical hours, and preceptorship

The Commissionés reviewof the planshall be performeth accordancevith Condition 4. To
be approved, the plan shall)(have been developed collaboratively with key Virginia
stakeholders(B) effectively address the access, quality, and population health goals of the
Authority’s Blueprint for Health Improvement BlealthEnabled Prosperity; (Gstablishan
appropriate structure for amgoing academic collaborativi®) set forth howtraining in
Virginia, deployed based on an evidet@sed assessment of heeds, clinical capamity
programavailability will be developedjE) set forth how a new community-based, rural
training track, primancare residency, or preventive medicine residency in Virginia will be
established(F) set forth how community psychiatry rotations in southwest Virginibbei
established iollaboration with existig psychiatry residency progran{&) set forth how
incentives for clinical employees to pursue clinical degvétde developed through such
mechanisms as, for example, loan forgiveness, clinical rotation sites, clinica) dnod
preceptorshipand (H)include a methodology for allocation of funds between Virginia and
TennesseeThe plan shall include milestamand outcome metrics.

The New Health System shall implement the plan in collaboration widastt its current
academic partners.

No less than 90 days prior to the expiration of such plan, the New Health Syslieteatiap
and submit to the Commissioner for approval a new plan for the negtftir fiscal years to
replace such expiring plan, as describeckindition 4.

Within 45 days of the closure of the merger, the New Health System shall convérst the
meeting of the collaborative which shall bedwired by one academic representative from
Virginia and one from Tennessee. Furthermore, and contingent on continued fonding f
existing programs from federal and state sources, the New Health Systemtstezilice or
eliminate any medical residency programs or available resident positionstlyreperated by
the Applicants at any Virginia facility pvided, however, that such programs may be moved
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25.

26.

within Virginia, or substituted for residency training in Virginiadther specialties if that is in
the best interests of the patient population in the area.

Within 12 months of the closing datetloé merger, thé&lew Health System shall develop and
submit to the Commissioner, for review and approval, afplaimvestment in the research
enterprise in the Virginia service aréBhe New Health System shall develop the plan in
collaboration with ateast its current academic partnewithin 45 days of the closing date of
the merger, the New Health System shall convene the first meeting of theiilabwhich
shall be cechaired by one academic representative from Virginia and one from Tennessee
The plan shall be for the first three full fiscal years following theimtpdate of the merger and
shall include a time schedule for implementing the plan and expenditureshmgérfor the
second and third full fiscal years after the closinthefmerger that are consistent with the
regional annual incremental spending amounts in Attachmefith€ plan shall also include,
but not be limited to, how it will address the Authority’s Blueprint goalssthecture of an
ongoing research collabonati, and the criteria according to which research funding available
as a result of the Virginieooperative agreemeand Tennessee COPA will be deployed in
Virginia based on community needs, matching opportunities, economic returrrégjitre

and overdlcompetitiveness of the research proposals.

The Commissionés reviewof the planshall be performeth accordancevith Condition 4. To
be approved, thelgn shall(A) have been developed collaboratively with key Virginia
stakeholders, (Bgffectivelyaddress the goals tife Authority’s Blueprint for Health
Improvement & HealtfEnabled Prosperity and contain metrics that will be evaluated
periodically to determine if the goals are &) establishan appropriate structure for an
ongoing academicollaborative, D) include a methodology for allocation of funds between
Virginia and Tennesseand (E)includeappropriate evidenelased criteria pursuant to which
research funding made availablke a result of the cooperative agreement will be deplioyed
Virginia based on community needs, matching opportunities, economic return to the region,
and overall competitiveness of the research proposéis.plan shall include milestones and
outcome metrics.

The New Health System shall implement the placoiteboration with at least its current
academic partners.

No less than 90 days prior to the expiration of such plan, the New Health Syslieteatiap
and submit to the Commissioner for approval a new plan for the negtftlir fiscal years to
repla@ such expiring plan, as described in condition 4.

Within 48 months of the closing of the merger, the New Health SystemdiatllseaCommon
Clinical IT Platform. This fully integrated medical information systeml gti@w for better
coordinatectare between patients and their doctors, hospitals, andquatst care and
outpatient services and facilitate the move to vilaged contracting. The New Health System
shall make access to the IT Platform available on reasonable terms to all peysittien

service area. Subject to confidentiality laws and rules, the New HealdnSsgisall grant
reasonable access to the data collected in its Common Clinical IT Platfoesearchers with
credible credentials who have entered into Business Asségeatements for the purpose of
conducting research in partnership with the New Health System.
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27.

All hospitals operated by the Applicams the Approval Datshall remain operational as
clinical and health care institutions for at least five yearsini€l and health care institutions”
may include, but are not limited to, acute care hospitals, behavioral healialspsp
rehabilitation hospitals, freestanding emergency rooms, surgery centiéegd, rskising

facilities, assisted living centers, antyacombination thereof. Immediately from tApproval
Dateand during the life of theooperative agreement, the New Health System shall continue to
provide access to health care services in the community, which may inchioheied

operation of the ho#al, new services as defined by the New Health System, and other
investment in outpatient health care and preventive services based on thetosstneed of
the community. The New Health System may adjust scope of services orlrsmspite lines,
or repurpose any hospitdh the event the New Health System repurposes any hospital or
adjusts scope of services or service lines, it shall continue to provide dssgmices in the

city or county where the hospital is located and in any contiguous city or cdeinty to
adjusting the scope of services or service lines or repurposing any hakpitdéw Health
System shall provide the Commissioner with nine months advance notitigin 8@ days of
such natification, the New Health System shabrsit a plan to the Commissioner for approval
detailing how essential services will continue to be provided in thecitgunty in which the
hospital is located and in any contiguous city or couritye Commissioner’s review of the
plan shall be performed in accordance with Condition 4. To be approved, the fil§A)sha
have beemrovided tothe Commissioner with 30 days ofimely noticethat such adjustment
in scope of service or service lines or repurposing was to ,d&ufemonstrate that the
proposed action is consistent with, and would not adversely intha€topulation Health Plan,
the Rural Health Services Plan, the Children’s Health Services Plan, anehttvddal Health
ServicesPlan (C) set forth howessential services will continue to be provided in the Virginia
city or county where the hospital facility is currently located, as well agy contiguous
Virginia city or county, and (D) demonstrate how population health will be inepiréw the
peopek in the Virginia service areal he plan shall include milestones and outcome metifics.
the New Health System desiresépurposehospital emergency department or consolidate
trauma service lineshe plan submitted to the Commissioner shall beldpee in

coordination with the Southwegirginia Emergency Medical Services @il and shall also
address emergency medical servitaasport times and assurance of appropriate patient care.
The New Health System shall not close facilities or discaetservices in such a manner that
would affect the ability of Medicaid managed care organizations to meetrkeidequacy and
access requirements, such as distance and drive time parameters.

For purposes of this condition, “service lines” metresfollowing service lines at a hospital:
Orthopedics, Pediatrics, Surgery, Obstetrics/Gynecology, Cardioaastedrt, Cancer,
Emergency Medicine, Neurology/Neurosurgical, Psychiatric/Behaviorathj&onatal, and
Trauma.

For purposes of thisondition, the following services are considered “essential services

e Emergency room stabilization for patients;

¢ Emergent obstetrical care;

¢ Outpatient diagnostics needed to support emergency stabilizationesftpati

¢ Rotating clinic or telemedicine access to specialty care consultants as needed in th
community;

e Helicopter or high acuity transport to tertiary care centers;
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28.

29.

30.

31.

32.

¢ Mobile health services for preventive screenings, such as mammography, cardéovascu

and other screenings;

Primary care services, including lab services;

Physical therapy rehabilitation services;

Care coordination service;

Access to a behavioral health network of services through a coordinstechyf care;

and

¢ Communitybased education, prevention and disease management servyésriiceed
programs of emphasis based on goals established in collaboration with thesSimmeni
and the Authority.

If an acute care hospital is opened in Lee County, and subsequently fadses toperate,
the New Health System shall provide essential services for Lee County baradaguanable
terms established by agreement between the Lee County Hospital Authorihe dshelw
Health System. Such terms shall include the appropriate access to space, litosit¢den
existing hospital facility, based upon reasonable terms. If an acute caralhesmt open and
operational under a partnership with the Lee County Hospital Authority by ecd&th, 2018,
the New Health System shall provide essential services in Lee County basgegagmmable
terms established by agreement between the Lee County Hospital Authottitye dshelv
Health System until such time as a hospital is open and fully operational.

The New Health System shall maintain, for the Virginia and Tennesseeesareas, a

minimum of three full-service tertiary referral hospitals locatedbimdon City, Kingsport, and
Bristol, to ensure highdevel services are available in close proximity to where the population
lives.

The New Health System shall maintain an open na¢diaff at all facilities, subject to the

rules and conditions of the organized medical staff of each facility. BEauosphay be made
for certain hospital departments or services as determined by the New Slesiéin’s Board
of Directors or the hospital board if the hospital board is acting astimatd fiduciary body.

The New Health System shall not require independent physicians to @eatlasively at the
New Health System’s hospitals and other facilities.

The New Health System shall not take steps to prohibit independent qoig/$iom
participating in health plans and health networks of their choice.

The New Health System shall complete a comprehensive physician/physiciateexieads
assessment and recruitment plan every three y&arting within the first full fiscal yeaim

each Virginia community served by the New Health System. The New Health System shal
consult with the Authority in development and implementation of the plan. The&alth
System shall employ physicians and physician extenders primarily in HPSigeated by the
U.S. Health Resources and Services Administration and tracked by the ¥ioél @ Primary
Care, and where independent physician groups are not interestedapable of, adding such
specialties or expanding, and in locations where needs are not beingimdilew Health
System shall promote recruitment and retention of pediatrisgetialists in accordance with
the Niswonger Children’s Hospital physicsiaeeds assessment.
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33. The New Health System shall spend a minimum of $28,000,000 over the 10 fiszal year
beginning July 1, 2018 on rural health services benefitting the communitiesairethserved
by the New Health System consistent with the regliannual incremental spending amounts in
Attachment C. Within six months of the closing date of the merger, the Newh igatem
shall develop and submit to the Commissioner, for review and appadatal Health
ServicesPlan for the first three fulliscal years after the closing date of the merger that shall
include a time schedule for implementing the plan and expenditndes the plan that are
consistent with Attachment.CThe plan shall, at a minimum, address the New Health System’s
approach to the following components:
e Primary Care Services, with a plan for same day access, which may include telemedicine

and other technology based access

Maintain and enhance services to support maternal and prenataj health

Pediatrics and regional pediatric specialty agcess

Specialty care and regional specialty care access, with a plan for access veattay§

Access to “essential services” (as defined in condRion

Improved access to preventive and restorative dental and corrective visicessand

Emergency service access, transport, and transfer sésafegmulated in concert with

regional agencies including the Southwest Virginia Emergency Medicat&e@ouncil

TheRural Health Services Plan shall also address collaboration withblasialesses, school
districts, and industry on community development necessary to attractaindpreviders in
the Virginia service area.

The Rural Health Services Plan will be focused, along with the Papuldéalth Plan, on
managing the burden of disease and breaking the cycle of disease accordingitoities pet
forth by the Authority and the Commissioner.

The Rural Health Serees Plan will account for needed workforce development strategies in
consultation with the Southwest Area Health Education Center and regeeational
institutions. The Rural Health Services Plan shall also addressvwlegiment of health
professios education needed to help the New Health System’s workforce and the regional
pipeline of allied health professionals adapt to new opportuniteges as the New Health
System evolves and develops.

The Commissionés reviewof the planshall be perforradin accordancevith Condition 4. To
be approved, thelgn shall (A) effectively addresanddetail howmeaningful and measurable
improvements and enhancement in the Virginia service area tedsgnaecess for primary
care services, access to specia#tye within five days, accesgsmaternal and prenatal health
services, accede pediatric and pediatric specialty services, access to “essential services” as
defined in condition 27, preventive and restorative dental services, oargston services,
and access to emergency serviwdksbe achieved(B) detail howactive and effective
collaboration with local businesses, school divisions, and industry on corgrdemélopment
necessary to attract and retain providers in the Virginia servicevdrdee achievep(C) have
anactive and effective focus on managing the burden of disease and breaking the cycle of
disease based on the priorities set forth by the Authority and the Commis@rdetail how
the New Health System will actively and effeelly consultwith the Southwest Area Health
Education Center and regional educational institutions on the development asre@rkf
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34.

35.

development strategiefE) detail how effective development of health professions education
needed to help the New HealthsBsm’s workforce and the regional pipeline of allied health
professionals adapt to new opportunities created as the New Health Systess end
developswill be achievedand (F)include a methodology for allocation of funds between
Virginia and Tennesge The plan shall include milestones and outcome meatdnsistent with
those approvelly the Commissioner after receipt of the recommendations from the Tdchnica
Advisory Panel.

No later than 90 days prior to the expiration of such plan, the New Haaltem shall develop
and submit to the Commissioner for approval a new plan for the negtftir fiscal years to
replace such expiring plan.

The New Health System shall spend a minimum of $85,000,000 over the 10 fiszal year
beginning July 1, 218 on behavioral health services benefitting the communities served by the
New Health System, consistent with the regional annual incremental spendingtsiin
Attachment C.The New Health System shall (A) create new capacity for residential addiction
recovery services serving the people of southwest Virginia and (B) shalbpgexshmunity

based mental health resources, such as mobile heath crisis management teams agd intensiv
outpatient treatment and addiction resources for adults, children, andcatddedesigned to
minimize inpatient psychiatric admissions, incarceration, and othafdme placements
throughout the Virginia service area. Within 6 months of the closing d#te aferger, the

New Health System shall develop and submit to the Commissioner for reviewmanudada
Behavioral HalthServicesPlan for the first three full fiscal years after the closing date of the
mergerthat encompasses A and B aboVée plan shall include a time schedule for
implementing the plan and expendésrunder the plan that are consistent with the regional
annual incremental spending amounts in Attachment C.

The Behavioral Health Servic®$an shall also consider the goals set forth in the Viagini
DMAS ARTS Program and by the communigngces loards in the Virginiaervicearea.

The Commissioner’s review of the plan shall be performed in accordafc€midition 4. To
be approved, the plan shéll) detail hownew capacity for residential addiction recovery
serviceawill be created to meet éhcurrent and expected future needs opnaple of
southwest Virginia; (Bdetail howcommunitybased mental health resources, suamaisile
health crisis management teams and intensive outpatient treatment andradesctizces for
adults, children, and adolescents designed to minimize inpatient psycldatigsi@ns,
incarcerationand other oubf-home placementsvill be developedhroughout the Virginia
service area; (C) appropriately and adequately congidaegoalssetforth in the Virginia
DMAS ARTS Program and by tle®mmunity services boards in the Virginia service jaaed
(D) include a methodology for allocation of funds between Virginia and Tennessee.

No later than 90 days prior to the expiration of such plan, the New HealdnSsistldevelop
and submit to the Commissioner for approval a new plan for the negtftir fiscal years to
replace such expiring plan, as described in condition 4.

The New Health System shall spend a minimum of $27,000,000 over the 10 fissal year
beginning July 1, 2018 on children’s health services benefitting the comrsunitiee area
served by the New Health System, consistent with the regional annual in@espenting
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36.

amounts in Attachment CThe New Health System shall develop pediatric specialty centers
and emergency rooms in Kingsport and Bristol with further deployment of pediatric
telemedicine and rotating specialty clinics in rural hospitatnsureguick diagnosis and
treatment in the right settings in close proximity to patients’ homéghin six months of the
closing date of the merger, the New Health System shall develop and sutireit t
Commissioner for review and approval hil@ren’s HealthServicesPlan for the first three full
fiscal years after thelosing date of the mergencompassing the abowdich shallinclude a
time schedule fomplementing the plan and expenditures under the plan that are consistent
with the regional annual inamental spending amounts in Attachment C.

Some elements of the Children’s Health Plan may also be included in the Raithl $&rvices
Plan.

The Commissionés reviewof the planshall be performeth accordancaith Condition 4. To

be approved, thelgn shall(A) detail howpediatric specialty centers and Emergency Rooms in
Kingsport and BristoWill be developed to meet the current and expected future needs of the
people in the geographic service an@) detailhow pediatric telemedicine and rotad

specialty clinics in rural hospitalgill be staffed and utilizetb ensure quick diagnosis and
treatment in the right setting in close proximity to patients’ horued (Cinclude a
methodology for allocation of funds between Virginia and TennesHee plan shall include
milestones and outcome metrics.

No later than 90 days prior to the expiration of such plan, the New Healdn&skall develop
and submit to the Commissioner for approval a new plan for the negtftlif fiscal years to
replace ach expiring plan, as described in condition 4.

The New Health System shall spend a minimum of $75,000,000 over the 10 fissal year
beginning July 1, 2018 on population health improvement for the area served by the New
Health System, consistent withe regional annual incremental spending amounts in
Attachment C. The distribution of funding across the total population ofélesarved by the
New Health System shall consider the relative population of the countiesemaunities

within the area served by the New Health System, the relativeapén cost of interentions
within each community antthe relative value of the intervention towards improving overall
population health. Of this amount, the New Health System shall spend an amounty¢gessa
support the creation of, and shall take the lead to formstabtsh, at least one regional
Accountable Care CommunitACC) organization that includes the entire Virgisgrvice

area Membership of the ACC will include members of the New Health SystenAuthority,

and other local, state or federal agenciageps, service providers, and community groups who
wish to participate.

Within 90 days of the closing date of the merger, the New Health System shatlaadr
convene the ACC's initial leadership team to help develop the Populatioth Péah. Afte
consultation with the ACC and within six months of the closing date of thgeméhe New
Health System shall submit to the Commissioner, for review and approaguton Health
Plan for the first three full fiscal years after the closing datbeofiierger to improve the scores
of the ®uthwest Virginia population on measures to be approved by the Commissioner
following receipt ofrecommendationsom the Technical Advisory Panel. The Plan will
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include a time schedule for implementing expenditureter the Plan that are consistent with
the regional annual incremental spending amoumstachment C The submission of the

Plan, the process measures associated with the implementation obegcment, and the
achievement of population health impgement for each measure, shall be evaluated according
to the quantitative measures and methodology determined by the Commiagtiemesceipt of

the recommendations of the Technical Advisory Panel.

The Commissionés reviewof the planshall be perfanedin accordancevith Condition 4. To
be approved, the Plan shall (A) set forth how population health will be impnowedithwest
Virginia in accordance with the Authority’s Blueprint for Health Imprnmest & Health-
Enabled Prosperity and the Virgiritdan for WellBeing and (B) include process measures
associated with implementation of each component of the plan.

No later than 90 days prior to the expiration of such plan, the New HealdnSskall develop
and submit to the Commissioner for appravalew plan for the next three full fiscal years to
replace such expiring plan, as describeckindition 4.

No later than six months after the closing date of the merger, the New HgstkmShall
establish a Department of Population Health Improvement to lead the N#th Bgstem’s
efforts in implementing the Population Health Plan and improving the oveaidth lod the
population served by the New Health System. This department shall be stitfféshalers
charged with financial compliance, physician relations, and commutatyores and led by a
senior executive that reports directly to the ExecutivaildPresident or the Chief Executive
Officer of the New Health System and serves as the administration liaigaRopulation
Health and Social Responsibility Committee of the New Health System’s BoaickofdDs.

37. The New Health System shaliméurse the Authority for costs associated with the various
regional health planning efforts cited within these conditions in an amount @p,208
annually, with CPI increases each year. No reimbursable costs shall be aitl tow
compensation for any ember of the Authority’s Board or Directors.

38. The Board of Directors of the New Health System shall operate such that eadmizonber
must exercise the Duty of Care, Loyalty and Obedience to the New Health Sggterad by
law, and all Board menaos must adhere to the strict fiduciary policies established by the
Board. It is recognized that governance of the New Health System shdeidd tted region,
including both Virginia and Tennessee. As such,
¢ On the date of closing of the merger and for the life of the cooperatieeragnt, three

members of the 1irember New Health System Board of Directors shaYibginia
residents;

e The New Health System shalhsure membership from Virginia on the following Board
committees, with full votingprivileges: Finance, Audit and Compliance, Quality,
Community Benefit/Population Health, and Workforce; and

e Not less than 30% of the composition of the Community Benefit/Population Health
committeeshallreside in Virginia this committee will be the Boardommittee responsible
for the oversight of the compliance of tt@operative agreemeént
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39.

40.

41.

42.

43.

44.

45,

Any report or information required to be submitted to the Commissionebslaicompanied
by a verified statement signed by the chairperson of the Board @hilef Executive Officer
attesting to the accuracy and completeness of the report or information.

The New Health System shall provide information on a quarterly bakis kéy financial
metrics and the balance sheet comparing performance to the similar prioerjedramd year
to date. This information shall be provided on the same timetableatsswiublicly reported
through Electronic Municipal Market Access.

The New Health System shall adhere to the New Health System Alignment [Ecdndlyit
12.1 of the Application] setting forth relevant considerations and the grimresosing a
facility should it be necessary and otherwise in compliance with the condifitims o
cooperative agreement. This policy shall remain in effect unless the change isadrette
Commissioner.

The New Health System shall not engage in “most fdvoiation” pricing with any health
plans.

The New Health System shall not engage in exclusive contracting for gmyservices, except
for certain hospitabased physicians as determined by the Board of Directors.

The New Health System shall participate in the Virginia DMAS ARTS Program.

The New Health System shall establish a systéde, physiciared clinical council (the

“Clinical Council”).

e The Clinical Council shall be composed of (A) Independent Physicians, (B) Edploy
Phystians, (C) the Chief Medical Officer of the New Health System and (D) a Chief
Nursing Officer of one of the Applicants. The Clinical Council shall inchageesentatives
of the New Health System’s management but the majority shall be compogediofans.
The membership of the Clinical Council shall be representative ofdtriddtion of
physicians across the geographic service area.

e The Clinical Council may be supported by other clinicians, subject magerts, and
senior management.

e The Chair othe Clinical Council shall be a physician member of the active medici{t¥taf
of one or more New Health System Entities chosen by members of the Glinioatil.

The Chair shall serve on the Quality, Service and Safety Committee Bbtrd of the
New Health System and shall provide ongoing reports on the activities ofitheaC
Council through the Quality, Service and Safety Committee of the Board.

e The Clinical Council shall be responsible for establishing a common sthwidzare,
credentialing stndards, consistent multidisciplinary peer review when appropriate and
quality performance standards and best practices requirements for the NdwSystdm,
all of which shall be documented as applicable and required by the Commissione

e The Clinical Caincil shall provide input to the New Health System on issues related to
clinical integration, and shall support the goals established by the Bdangctors of the
New Health System.

e The Clinical Council shall advise the Board of Directors of the Nealthl&ystem on
target quality measures based on quality improvement priorities of the Nalih$ystem.
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46.

47.

48.

The New Health System shall continue to treat Virginia Medicaid benedisiariVirginia
hospitals, Tennessee hospitals, and other New Healtbr®yacilities. The New Health
System shall also continue to perform pobnission screening assessments to determine if an
individual meets the functional criteria to receive Medidaitded long terms services or
supports. The New Health System shatke into a participation agreement with DMAShe
New Health System shall contract with all Virginia MMCOs that provide coeei@dyledicaid
beneficiaries in the New Health System’s service area. This includes MMGi@sMedallion
program, Commonwealth Coordinated Care program, CCC Plus program, and any other
Virginia Medicaid managed care program that is implemented during the ténm of
cooperative agreement. The New Health System shall contract with all MddicarEligible
Special Needs Plans ¢hese health plans will serve individuals that are also enrolled with a
MMCO. Additionally, the New Health System shall contract wlith PACE. The following
conditions are placed on MMCO and PACE contracting durintjfthef the cooperative
agreemen) and apply to all service types existing under such contracts:

Prices for all renewed contracts shall not exceed the Applicants’ cuegotiated percentage
of Virginia Medicaid’s payment rate for the service unless both the contyddtnCO/PACE
andthe New Health System agree to alternative prices or reimbursement arrangemen

Prices for new MMCO/PACE contracts shall be no higher than the averagetageceh
Virginia Medicaid's payment rate for the service in the Applicantsteng MMCO/PACE
contracts unless both the contracting MMCO/PACE and the New Health Sysesnag
alternative prices or reimbursement arrangements.

If existing MMCO/PACE contracts are not based on a percentage of Virginigaitég
payment rate, then the New Health téysshall calculate a perceageof Virginia Medicaid’s
payment rate based on current contract terms and 2017 utilization. To detherinerent
percentage of Medicaid, the New Health System slngtle utilization in the base year
repriced at Medicdli rates by expenditures in the 2017 base year under the currentFuatae.
negotiated rates for these contrastiall not exceed this calculated peregebf Virginia
Medicaid’s payment rate.

The New Health System shall participate in quarterly teleconferences MitS[2ach year.
The teleconferences will addresger alia, the New Health System’s progress towards
meeting DMAS goals for participation in the ARTS Program; the New Hegéitel's

progress towards implementing valoased payment with Medicaid Managed Care
Organizations; ensuring continued access to obstetrical and maternitgséov Medicaid
recipients; managed care contracting; and any complaints regarding the Ndw3ystdm
received by DMAS from Medicaid providers or recipients. At least one exedevel

member of the New Health System shpafticipate in each teleconference. The frequency of
the teleconferencamaybe reduced by DMAS.

In order to ensure that the Virginia operations are allocated an apf@@mnount of the New
Health System’s ongoing and annual compliance costs, the New Health Skhatkadopt an
allocation methodology that takes into account the differences in ongoirzgnandl
compliance requirements between the State of Tennesséleea@ommonwealth of Virginia.



Application for a Letter Authorizing Cooperative Agreem8nbmitted October 27, 2017
by Mountain States Health Alliance and Wellmont Health System Page73 of 73
Staff Analysis Report and Recommendation

49.

These conditions are intended to remain effective for the life of theecatoge agreement.
Nevertheless, there may be changes in circumstances that arise which affect thigyfeasibi
the meaningfulness of the atitions and which are not possible to foresee presently.
Accordingly, if the New Health System produces evidence that changes imstatices have
materially affected its ability to meet a condition and that its inabilitpisaffected by
deficiencies in management, the New Health System may request the Commissionghamend
condition to reduce the burden or cost of the condition to a level that may beustaimable.

In the event that the New Health System requests the Commissi@areend a contion, the
Commissioner may engage an independent consultant to determine whether tee rthang
circumstances have adversely affected the New Health System, the extent to ishiak th
occurred, and whether the changes in circumstances are related to the effactifenes
management. The New Health System shall pay all charges, not to exceed $250,000 (a
adjusted by the CPI from the date of the closing of the merger), for thef ssth an
independent consultant engagement. The Commissioner shall detetmiher it is necessary
to amend, retain, or remove the condition in order for the benefits of the coopagrgement
to continue to outweigh the disadvantages likely to result from a reducttomipetitionand
take appropriate action regarding the condition.



Attachment A

Blueprint for Health Improvement & Health- Enabled Prosperity
Approved January 7, 2016 by the Southwest Virginia Health Authority

The Blueprint for Health Improvement & Health — Enabled Prosperity reflects the collaborative
work of community members and organizations in identifying priority goals and strategies for
population health improvement in Southwest Virginia. The aims and goals outlined in this
document are ambitious, achievable, measurable, and intended to be attained by 2020. They
apply to a geographic “region” that includes the counties of Lee, Scott, Wise, Dickenson,

Buchanan, Tazewell, Russell, Washington, Smyth, and cities of Norton and Bristol.
Aim 1.0: Healthy Starts for Children

Goal 1.1: Decrease by .5% across the region, the percent of children who do not meet the PALS
K benchmarks in the fall of kindergarten and require literacy interventions, with no

jurisdiction exceeding 20% failure to meet the benchmark

Goal 1.2: Increase percent of third graders who pass the Standards of Learning third grade

reading assessment to 80% or better, with no sustained decline in any jurisdiction

Goal 1.3: Increase the percentage of children aged 19 to 35 months who receive the
recommended doses of DTaP, polio, MMR, Hib, hepatitis B, varicella and

pneumococcal conjugate vaccine (PCV) to 80%

Goal 1.4: Increase percent of boys and girls, age 13-17, who receive three doses of HPV

vaccine, to 80%
Goal 1.5: Increase number of children, ages 1-18, who receive preventive oral health services
Goal 1.6: Decrease rate of child abuse and neglect across the region
Goal 1.7: Decrease infant mortality rate across the region
Goal 1.8: Decrease total preterm births across the region

Goal 1.9: Increase percent of women who receive early (first trimester) and adequate prenatal

care to 80%



Blueprint for Health Improvement & Health- Enabled Prosperity
Approved January 7, 2016 by the Southwest Virginia Health Authority

Goal 1.10: Decrease percent of women who use alcohol and/or tobacco use during pregnancy
Goal 1.11: Decrease number of children born with Neonatal Abstinence Syndrome

Goal 1.12: Decrease teen pregnancy rate by 25% in all jurisdictions, with no jurisdiction

trending upward
Goal 1.13: Increase percent of women who initiate breastfeeding
Aim 2.0: Healthy Minds

Goal 2.1: Increase the number of certified or licensed professionals treating mental health and
substance use disorders (SUD), including core mental health professionals, as defined
by HRSA, sufficient to eliminate the Mental Health Professions Shortage Area
Designation in the region. Core mental health professionals as defined by HRSA
include psychiatrists, clinical psychologists, clinical social workers, psychiatric nurse

specialists, and marriage and family therapists.

Goal 2.2: Increase access to diverse services for SUD treatment, including intensive outpatient,

inpatient and residential
Goal 2.3: Increase the number of people who receive specialty treatment for SUD in the region
Goal 2.4: Decrease number of drug/poison deaths in the region
Goal 2.5: Decrease suicide rate to equal or below state rate of 12.9 per 100,000
Aim 3.0: Healthy Behaviors
Goal 3.1: Increase the percent of adults who receive an annual influenza vaccine to 70%

Goal 3.2: Decrease percent of adults in the region who are overweight or obese to equal or

below the state goal of 63%.

Goal 3.3: Decrease percent of children in the region who are overweight, or obese ( BMI > 85%

for age and gender)
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Goal 34:

Goal 3.5:

Goal 3.6:

Goal 3.7:

Goal 3.8:

Goal 3.9:

Decrease percent of adults who did not participate in any physical activity during the

last 30 days to no more than 20% across the region

Increase percent of high school graduates who are enrolled in an institute of higher
education within 16 months after graduation to equal the state goal of 75%. Institutes
of higher education can include, but are not limited to, universities, colleges, institutes

of technology, vocational schools and trade schools.

Decrease the percent of adults who report using tobacco to no more than 12% across

the region

Decrease initiation of alcohol, tobacco, and other drugs (ATOD), including e-cigs in

adolescents

Increase access to oral health care services using traditional and innovative models of
oral health care delivery, to include a sufficient number of dentists to eliminate the

Dental Health Professions Shortage Area Designation.

Decrease rate of avoidable deaths from heart disease, stroke, or hypertensive disease in

the region equal to or below the state goal of 40 per 100,000

Goal 3.10: Decrease morbidity and mortality (age-adjusted) related to diabetes

Aim 4.0: Healthy Communities

Goal 4.1:

Goal 4.2:

Goal 4.3:

Goal 4.4:

Decrease rate of unemployment across the region

Increase households with access to high speed internet to equal or above the state goal

of 72%

Decrease percent of households that are food insecure for some part of the year to no

greater than 10%

Create a model for collaboration across agencies and organizations to share data and

resources for the purpose of population health improvement



Blueprint for Health Improvement & Health- Enabled Prosperity
Approved January 7, 2016 by the Southwest Virginia Health Authority

Goal 4.5: Increase number of communities that adopt policies, environmental and systems

changes (PES) to support healthy living
Aim 5.0: Effective System of Health Care

Goal 5.1: Increase access to certified specialty care providers, with a focus on endocrinology,

cardiology, pulmonary, and oncology

Goal 5.2: Increase percent of adults appropriately screened for colon, cervical, and breast cancer

based on standards of care

Goal 5.3: Increase the number of hospitals in the region meeting the state goal for prevention of

hospital-onset C difficile infections to 100%

Goal 5.4: Decrease hospitalizations for ambulatory care sensitive conditions to no greater than

1100 per 100,000

Goal 5.5: Increase Health Information Exchange (HIE) in regional health systems serving upper

east Tennessee and Southwest Virginia
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Attachment B
Revised New Health System Virginia Commitments
Dated October 9, 2017

General: Notwithstanding anything contained in these Commitments to the contrary, the Commissioner
shall retain the final authority with respect to conclusions reached by the Commonwealth or actions to
be taken by the Commonwealth.

1. Combined Commitment 1 and 2

2. Commitment: To ensure the Cooperative Agreement protects consumers from pricing increases
that could otherwise result from the elimination of competition, the New Health System shall
honor all existing Payer contract terms and not unilaterally terminate without cause any such
existing contract prior to its stated expiration date. In addition, a limit on pricing growth is
applied for each year. Effective on the closing date of the merger, the New Health System will
commit to not adjust hospital negotiated rates in managed care contracts by more than the
Cumulative Hospital Inflation Adjustment, while New Health System negotiated rates for
physician and non-hospital outpatient services will not increase by more than the Cumulative
Hospital Inflation Adjustment without the Quality Adjustment Factor (defined below). Certain
hospital, physician, ancillary and other healthcare services may be reimbursed on a percentage
of a health care provider’s charge for such services. For hospital inpatient and outpatient, non-
hospital outpatient, and physician services and any other services billed to Payers based upon
charges, the New Health System shall limit the impact of charge increases to the Cumulative
Hospital Inflation Adjustment. This provision does apply to outliers for the purpose of adjusting
the outlier threshold and any percentage of charge payment. This is a ceiling in rate
adjustments; nothing herein establishes these adjustments as the floor on rates.

This provision only applies to managed care contracts with negotiated rates and does not apply
to Medicare or other non-negotiated rates or adjustments set by CMS or other governmental
Payers. This limitation does not apply to:

(a) That portion of managed care contract payments for attaining quality targets or goals.

(b) Pass-through items in managed care contracts.

(c) Post-acute care providers such as skilled nursing facilities, home health agencies,
hospices and durable medical equipment providers owned by the New Health System.

(d) Bundled payment items and services in which a hospital and/or the New Health System

as applicable assumes risks for care provided by other providers (such as post-acute care
providers like a skilled nursing facility or home health agency), involving a value-based
payment on an episodic basis.

(e) Items for which the hospital and/or the New Health System as applicable have accepted
risk in the form of a capitated payment or percentage of premiums.

(f) Pharmacies owned or controlled by the New Health System.

(g) Contract pricing terms which were negotiated pre-Closing.

The New Health System agrees that managed care contract structures may include rates being
tied to a percentage of Medicare, or may establish base rates with annual inflators or quality



Revised NHS Virginia Commitments — October 9, 2017
Cooperative Agreement
Commonwealth of Virginia

incentives. The New Health System will not refuse to enter into any of these types of structures
on the basis of the structure and will negotiate the rate structure in good faith.

Below is a sample calculation showing how the rate cap/hospital inflation adjustment will be
applied:

To determine the rate cap for a Payer that offers a quality component in its fee schedule:

1. Determine the latest CMS approved Medicare Market Basket amount (currently 2.7%)

Add .25%

3. The rate cap/Hospital Inflation Adjustment is ascertained by adding the amounts in #1
and #2 above: 2.7% + .25%= 2.95%.

N

To determine the rate cap for a Payer that does not offer a quality component in its fee

schedule:

1. Determine the latest CMS approved Medicare Market Basket amount (currently 2.7%)
2. Add.25%

3. Add 1.25% Adjustment for absence of a quality component

4. The rate cap/Hospital Inflation Adjustment is ascertained by adding the amounts in #1,

#2, and #3 above: 2.7%+.25%+1.25%=4.2%.

Subject to the Commissioner’s approval, the foregoing commitment shall not apply in the event
of natural disaster or other extraordinary circumstances beyond the New Health System’s
control that result in an increase of total annual expenses per adjusted admission in excess of
250 basis points over the Hospital Inflation Adjustment. If following such approval, the New
Health System and a Payer are unable to reach agreement on a negotiated rate or other
contract terms, the New Health System agrees to mediation as a process to resolve any
disputes. The New Health System shall timely notify the Commissioner of any mediation
occurring pursuant to this commitment if the payer has insureds (or members) in the
Commonwealth of Virginia, and shall offer updates to the Commissioner on the progress of such
mediation. The Chief Financial Officer of the New Health System shall certify the New Health
System’s compliance with the terms of this combined Commitment 1 and 2 in each Annual
Report.

If either the New Health System or any Payer terminates a Payer contract, the New Health
System will be subject to the pricing limitations of this Commitment. That is, this Commitment
will apply, with the increased pricing limitation listed below, even if the New Health System goes
out-of-network with a Payer. In this event, there will be no balance billing of patients over and
above the following amount:

e The provisions of this Commitment shall apply to any Payer which has a managed care
contract with NHS, MSHA or WHS and subsequently goes out-of-network; provided,
however, that the Hospital Inflation Adjustment and Physician Inflation Adjustment with
respect to such Payer shall be multiplied by two (2x) in the first two (2) years the Payer
is out of network and multiplied by one (1x) each year thereafter.
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The following definitions will apply to this combined Commitment 1 and 2, and when used in
other Commitments:

“Cumulative Hospital Inflation Adjustment” - The compounded increases of the Hospital
Inflation Adjustments from 2017 through the end of the contract year or Fiscal Year, as
applicable.

“Hospital Inflation Adjustment” or (“HIA”) — For the year being tested, the most recently
available annual inpatient percentage of increase by Medicare, commonly referred to as the
Market Basket and reported by CMS in the Federal Register as part of the Final Rules of the
Inpatient Prospective Payment System, plus 0.25 percent. The HIA will not include the
multifactor productivity adjustment, statutory adjustment, adjustments for failure to be a
meaningful electronic health record user or failure to submit quality data, or any other positive
or negative adjustments required by law or regulation. Effective October 1, 2017, the Market
Basket is 2.70 percent.

HIA will also include, for Payers who do not offer a quality component in their fee schedules or
payment structures at least equal to the adjustment in the schedule below, an additional
payment (“Quality Adjustment Factor”). If a Payer does not offer as part of its fee schedules or
rate structures a payment for quality or pay-for-performance incentives, the HIA will be
increased based upon the difference between the schedule below and the quality component
offered by the Payer.

Contract Year Beginning Adjustment for Absence of Quality
2018 1.25%

“Physician Inflation Adjustment” means the Hospital Inflation Adjustment without the Quality
Adjustment Factor. Medicare’s annual physician market basket update factor is currently
limited by law to 0.50. When and if Medicare begins using an inflation-based update to the
physician fee schedule, the Physician Inflation Adjustment used herein will be the Medicare
physician market basket rate of increase plus 0.25 percent.

“Payer” means any person, corporation, or entity that pays, or arranges for payment, for all or
any part of any New Health System hospital or other medical providers’ medical services or
supplies and items for itself or for any other person, corporation or entity, and which negotiates
the payment or rate of payment for such Hospital or medical services, supplies and/or items.
This includes Payers which are third party administrators, health insurers, self-insured health
plans, employer health plans, managed care organizations, health maintenance organizations,
administrative service organizations and other similar Payers and health plans which negotiate
the payment or rate of payment for hospital or medical services, supplies and/or items. Payer
includes any person, corporation, or entity that develops, leases, or sells access to networks of
hospitals. The term does not include Medicare or other governmental healthcare payers or
programs which do not negotiate contracts or payment rates with the New Health System, nor
does it include Medicare Advantage Plans that pay based on a predetermined percentage of
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Medicare rates, for example, 105% of Medicare, so long as the percentage does not change
during the term of the Cooperative Agreement.

“Large Network Payer” means a Payer which has a network, with a fee schedule specific to that
network, which comprises 2% or more of the total charges (“Gross Revenue”) for the New
Health System. The same Payer may have several networks, each of which utilize different fee
schedules, and each of which could constitute 2% or more of the Gross Revenue; each network
attaining the 2% threshold would constitute a separate Large Network Payer. Conversely,
several Payers may only constitute one network, because they use a common fee schedule. An
example would be PHCS Multiplan.

Timing: Subsequent contract years.

Amount: The estimated annual savings to consumers for the combined Commitment 1 and 2
are $80 million in lower health care costs over the first ten years.

Metric: Easily verifiable.

Commitment: In order to minimize any adverse impact on the ability of insurance companies to
contract with the hospitals, and while this Cooperative Agreement ensures open access and
choice for all consumers to choose any hospital in the region, it also remains the intent of the
Cooperative Agreement that consumers and businesses enjoy a competitive market for
insurance. As such, the New Health System will continue to negotiate in good faith with Large
Network Payers to include the New Health System in health plans offered in the Geographic
Service Area on commercially reasonable terms and rates (subject to the limitations herein). The
New Health System will not unreasonably refuse to negotiate with potential new Payer entrants
to the market or with any Payer as long as the Payer has demonstrable experience, a reputation
for fair-dealing and timely payment, and negotiates in good faith. New Health System will
resolve through mediation any disputes as to whether this commitment applies to the proposed
terms of a health plan contract. If a Payer and the New Health System cannot agree on rates or
any other contract terms, and mediation fails to resolve the dispute, the Commissioner may
require the New Health System to participate in “Final Offer Arbitration” with the payer unless
the Commissioner agrees to an alternative manner of arbitration. Costs and reasonable
attorneys’ fees of the arbitration would be awarded to the prevailing party of the arbitration if
“Final Offer Arbitration” or other types of arbitration are utilized. The New Health System shall
timely notify the Commissioner of any mediation occurring pursuant to this commitment if the
Payer has insureds (or members) in the Commonwealth of Virginia, and shall offer to the
Commissioner updates on the progress of such mediation.

Timing: Immediately upon closing of the merger and then upon expiration of existing contracts
or with contracts with any new Payers coming into area, and ongoing.

Amount: No cost.

Metric: Complaints from Payers and credible report by the New Health System.
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Commitment: In order to ensure providers in the region not affiliated with the New Health
System may continue to operate competitively, and to ensure new provider entrants to the
market are not disadvantaged by the New Health System, the New Health System will not
require as a condition of entering into a contract that it shall be the exclusive network provider
to any health plan, including any commercial, Medicare Advantage or managed Medicaid
insurer. Nothing herein shall be construed as to impede the discretion of the Payers in the
market from designating the New Health System (or components thereof), as an exclusive
network provider in all or part of the New Health System’s service area.

Timing: Immediately upon closing of the merger and then upon expiration of existing contracts
or with contracts with any new Payers coming into area, and ongoing.

Amount: No cost.
Metric: Easily verifiable.

Commitment: In order to improve quality for patients, ensure seamless access to needed
patient information, and to support the efforts of the local physician community to access
needed information in order to provide high quality patient care, the New Health System will
participate meaningfully in a regional health information exchange or a cooperative
arrangement whereby privacy protected health information may be shared with community-
based providers for the purpose of providing seamless patient care. In addition, the New Health
System will participate in the Commonwealth’s ConnectVirginia health information exchange, in
particular ConnectVirginia’s Emergency Department Care Coordination Program and
Immunization Registry. In addition, the New Health System will participate in Virginia’s
Prescription Monitoring Program.

Timing: No later than 36 months after closing.

Amount: Up to $8 million over 10 years, consistent with the regional annual incremental
spending amounts in Exhibit B.

Metric: The New Health System shall report annually to the Commissioner on mileposts toward
meeting this commitment.

Commitment: In order to enhance quality and decrease the total cost of care, the New Health
System will collaborate in good faith with independent physician groups to develop a local,
region-wide, clinical services network to share data, best practices and efforts to improve
outcomes for patients and to deliver such outcomes at the highest possible value.

Timing: No later than 36 months after closing.

Metric: The New Health System shall report to the Commissioner on the mileposts toward
meeting this commitment.
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Commitment: In order to enhance quality, improve cost-efficiency, reduce unnecessary
utilization of hospital services, and more fully align the New Health System, Payers, the business
community, patients and the public, the New Health System, subject to the agreement of Payers
as defined herein, will establish payment models designed to incentivize quality, value, and
shared financial alignment in contracts with Large Network Payers as follows:

1. All risk-based model components of existing WHS and MSHA contracts would continue
from the date of closing into the future upon their terms.
2. One new risk-based model contract would commence no later than January 1, 2020.

A second new risk-based model contract would commence no later than January 1, 2021.
4. The New Health System would initiate risk-based model contracts for any remaining Large
Network Payers that do not already have at least one risk-based model component in

their contracts by no later than January 1, 2022.

w

By January of 2022, all of the Large Network Payers are expected to have a risk-based
model/population health/partnership relationship with the New Health System that includes
aligned incentives. The risk-based components in each contract will be based on the unique
priorities and timelines agreed upon by each Large Network Payer and the New Health System.
For purposes of this section, “risk-based model” shall be defined as contracts which contain
elements of reimbursement tied to incentives for quality, value-based care, shared savings or
alignment of financial incentives between Payers, the New Health System, employers and
patients.

The New Health System will partner with the Virginia DMAS to develop, pilot, or implement
value-based payment programs in the region as appropriate, including programs allowing the
New Health System to accept direct capitation from DMAS for the Medicaid enrollees in the
Geographic Service Area.

Timing: Immediately upon closing of the merger and continuing through January 1, 2022.

Amount: No cost.

Metric: The New Health System shall report annually to the Commissioner on the mileposts
toward meeting this Commitment.

Commitment: In order to enhance quality of patient care through greater transparency,
improve utilization of hospital resources, and to ensure the population health of the region is
consistent with goals established by the Authority, the New Health System will establish annual
priorities related to quality improvement and publicly report these quality measures in an easy
to understand manner for use by patients, employers and insurers. Such reporting shall include
posting of quality measures and actual performance on New Health System’s website accessible
to the public. The New Health System shall report such data timely so the public can easily
evaluate the performance of the New Health System as compared to its competitors, and
ensure consumers retain the option to seek services where the quality is demonstrably the
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highest. In addition, the New Health System will timely report and include on its web site its
performance compared to the Medicare quality measures including readmission statistics. The
New Health System will give notice to the Authority of the metrics the New Health System is
prioritizing, and will, in good faith, include input from the Authority in establishing or modifying
its priorities.

Timing: Annually, based upon when the New Health System establishes its annual quality goals.
Metric: Compliance with commitment as agreed upon and modified subsequently.

Commitment: In order to prevent low income patients who are uninsured from being adversely
impacted, the NHS shall adopt a charity care policy for the hospitals that is compliant with
applicable law, that is more charitable than the existing policies of both Applicants, and that is
consistent with the 501 (r) rule. The NHS shall furnish a copy of its policies relating to charity
care to the Commissioner no later than the end of the third (3rd) month following the closing of
the merger. Thereafter, New Health System shall furnish to the Commissioner a copy of any
revisions to such policies immediately upon the effective date of such revisions. These policies
shall provide for the full write-off of amounts owed for services by patients with incomes at or
below two hundred twenty-five percent (225%) of the federal poverty level. In addition to
increasing the 100% discount for services at 225% of Federal Poverty Level, the NHS also agrees
that for patients who are between 225% and 400% of the federal poverty guidelines but whose
account balance (after all insurances have processed or uninsured discount has been applied) is
equal to or greater than 50% of the patient’s total annual household income, the maximum a
patient would be expected to pay to settle an account balance would be 15% of household
income. The New Health System shall inform the public of its charity care and discounting
policies in accordance with all applicable laws and shall post such policies on its publicly
accessible web site and on the separate web sites for all provider components that are part of
the New Health System.

Timing: Policy adopted within 3 months of closing, with implementation immediately thereafter
and ongoing.

Amount: Extent of additional cost is unknown but is not immaterial.

Metric: Charity care costs as measured in cost of care furnished. For hospital services the
number will be taken from the Form 990, Schedule H, Line 7a “Financial Assistance at Cost”
(from the Community Benefit Section). New Health System’s annual report to the Commissioner
shall also include data on the number of individuals receiving uncompensated care and compare
that number to prior fiscal years when the New Health System was in operation. The cost for
charity care for nonhospital services may be estimated using the cost to charge ratio aggregated
for all nonhospital services.

Commitment: In order to ensure low income patients are not adversely impacted due to pricing,
uninsured or underinsured individuals who do not qualify under the charity care policy will
receive a discount off hospital charges based on their ability to pay. This discount will comply
with Section 501(r) of the Internal Revenue Code, and the rules and regulations relating to that
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Section governing not for-profit organizations, and payment provisions will be based on the
specific circumstances of each individual/family. The New Health System will seek to connect
individuals to coverage when possible.

“Uninsured” patients are those with no level of insurance or third-party assistance to assist with
meeting his/her payment obligations. “Underinsured” patients shall mean insured patients who
receive Eligible Health Care Services that are determined to be non-covered services." These
patients will not be charged more than amounts generally billed (AGB) to individuals who have
insurance covering such care in case of Emergency or other Medically Necessary Services.” AGB
percentage is determined using the look-back method utilizing the lowest percentage for all
facilities per the IRS regulatory guidelines set forth in 501(r). Emergency Services are defined in
accordance with the definition of “Emergency Medical Conditions” in Section 1867 of the Social
Security Act (42 U.S.C. 1395dd). Medically Necessary Services are defined by Medicare as
services of items reasonable and necessary for the diagnosis or treatment of illness or injury and
are Services not included in the list of “particular services excluded from coverage” in 42 CFR §
411.15). Financial assistance eligibility will be determined by a review of the Application for
Financial Assistance, documents to support the Application for Financial Assistance (i.e. income
verification documentation), and verification of assets. Financial assistance determinations are
based on National Poverty Guidelines for the applicable year. The New Health System shall
adhere to the IRS regulatory guidelines set forth in Section 501(r) of the Internal Revenue Code.

Timing: Immediately upon closing and ongoing.
Metric: Credible report.

Commitment: In order to demonstrate the New Health System maintains the financial viability
to fulfill its commitments of this Cooperative Agreement, and to ensure proper state
supervision, any notices of a material default, that the New Health System, or an affiliate,
receives under bond or other debt documents for debt in excess of $7,500,000, must be
furnished to the Authority and the Commonwealth.

Timing: Ongoing.
Amount: No cost.
Metric: Credible report.

Commitment: In order to demonstrate the New Health System maintains the financial viability
to fulfill its commitments of this Cooperative Agreement, and to ensure proper state
supervision, If the New Health System records a liability for a Material Adverse Event, the New
Health System will notify the Commissioner and the Authority within 30 days of making such a
determination.

For purposes of these commitments, a "Material Adverse Event” means any fact, event, change,
development or occurrence that, individually or together with any other event, change,
development or occurrence, is or is reasonably likely to be, materially adverse to the business,
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condition (financial or otherwise), assets, operations or results of operations of the New Health
System, taken as a whole, or on the ongoing ability of the New Health System to comply in all
material respects with the commitments.

Commitment: With respect to any potential non-compliance with these Commitments, the
New Health System shall endeavor to cure any such non-compliance in accordance with the
process outlined herein.

In connection with any noncompliance reported by the New Health System or identified and
noticed by the Commissioner generally, the New Health System shall have sixty (60) days from
the date of notice to Cure, or, if not curable within sixty (60) days, to demonstrate substantial
progress toward a complete Cure of, the noncompliance, unless (i) the Noncompliance is not
Curable, or (ii) the Noncompliance is due to a Force Majeure Event, in which case the New
Health System shall have sixty (60) days from the end of the Force Majeure Event to cure the
Noncompliance. The Commissioner (and his/her designees/agents) shall be provided full access,
at reasonable times and upon reasonable notice, to all non-privileged documents and
information of the New Health System and its personnel necessary to make a determination
concerning the noncompliance, any Cure thereof, and, if applicable, any Force Majeure Event.

For purposes of these commitments, "Cure" means (1) if the noncompliance arose due to failure
to spend and pay, in full, the amount specified by a monetary commitment, to pay the amount
that remains to be spent and paid, in immediately available funds, either toward the initiative or
plan that was the subject of the monetary commitment and/or, as applicable and as agreed by
the Commissioner, to enter into a Cooperative Agreement modification as proposed by either
the New Health System or the Commissioner, and (2) if the Noncompliance arose due to a
nonfulfillment of a non-monetary commitment, to fully perform such non-monetary
commitment and/or, as applicable and as agreed by the Commissioner, to enter into a
Cooperative Agreement modification as proposed by the New Health System or the
Commissioner.

With respect to any noncompliance that is not Cured or is not Curable, the Commissioner shall
have the right to invoke one or more corrective actions, which may include, without limitation,
the following: (1) a Cooperative Agreement modification; (2) equitable relief, including a
temporary restraining order, an injunction, specific performance and any other relief that may
be available from a court of competent jurisdiction; and (3) if public advantage is not evident,
termination of the Cooperative Agreement.

For purposes of these commitments, “Force Majeure Event” means any failure or delay by the
New Health System to fulfill or perform any of the commitments when and to the extent such
failure or delay is caused by or results from an act beyond the New Health System's reasonable
control, including, without limitation, (a) acts of God; (b) flood, fire, earthquake, or explosion; (c)
war, invasion, hostilities (whether war is declared or not), terrorist threats or acts, riot, or other
civil unrest; (d) change in applicable law (other than Virginia Code § 15.2-5384.1 et seq. or
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governmental order pursuant to Virginia Code § 15.2-5384.1 et seq.), including a major
structural change to the federal payment system such that it materially changes the needs of
the region and the New Health System’s ability to meet those needs, and a substantial and
material reduction in federal reimbursement; (e) actions, embargoes, or blockades in effect
after the issuance of the Cooperative Agreement; (f) action by any governmental authority,
other than the Virginia Department of Health or any other Virginia entity (with legal standing)
acting to enforce the Cooperative Agreement; and (g) any national or regional emergency. If the
New Health System suffers or believes it is reasonably likely to suffer a Force Majeure Event, the
New Health System shall (y) give notice to the Commissioner within ten (10) days after
knowledge of the existence or reasonable likelihood thereof by the New Health System, stating
the period of time the failure or delay is expected to continue, and (z) use diligent efforts to end
the failure or delay and minimize the effects of such Force Majeure Event.

Timing: Ongoing.
Amount: No cost.
Metric: Credible report and easy to determine.

Commitment: In order to ensure employees are properly recognized for their years of service,
and to protect the benefits they have earned over time, the New Health System will honor prior
service credit for eligibility and vesting under the employee benefit plans maintained by
Wellmont and Mountain States, and will provide all employees credit for accrued vacation and
sick leave.

Timing: First year.
Metric: Easily verifiable.

Commitment: In order to ensure a uniform system of compensation, and to ensure
competitiveness of pay for attracting and retaining employees, the New Health System will work
as quickly as practicable after completion of the merger to invest up to $70 million over 10 years
addressing differences in salary/pay rates and employee benefit structures between Wellmont
and Mountain States. The New Health System will offer competitive compensation and benefits
for its employees to support its vision of becoming one of the strongest health systems in the
country and one of the best health system employers in the country.

Timing: By the end of the first full fiscal year upon closing of the merger.

Amount: The estimated incremental investment in addressing salary/pay rate differences is
approximately $70 million over 10 years.

Metric: Credible report which shall be provided confidentially in order to preserve a competitive

employment environment. Such report will include if there were grievances filed by employees
with respect to pay adjustments related to the merger and how the grievances were addressed.

10
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Commitment: In order to ensure employees are treated fairly in the event there is a facility
closure or termination of services related directly and demonstrably to the merger, including
any repurposing of facilities in Wise County, Virginia and the independent city of Norton,
Virginia, the New Health System will provide to the Commissioner, within two (2) months of
closing, a severance policy addressing how employees will be compensated if they are not
retained by the New Health System or any of its subsidiaries or affiliates. This policy shall not
affect termination of employees if the termination was for-cause or related to the routine
operation of such facility. The severance policy shall consider several factors, including but not
limited to, each individual’s position within his/her current organization and years of service.
The policy will also address outplacement support to be provided to any such employee.
Compliance with this commitment in Virginia shall be judged solely by the Commissioner and
corrective action required for noncompliance shall be determined solely by the Commissioner.
This provision shall not be construed to create a right of action for any individual employee.

Timing: 5 years.

Amount: Severance cost is estimated to be approximately S5 million from the closing of the
merger to the end of the first full fiscal year after the closing of the merger, attributable mostly
to corporate level synergies. Severance cost thereafter is not easily calculable due to unknown
variables in the market, including ongoing attrition in the workforce as inpatient hospital use
rates continue to decline.

Metric: Confidential annual report for the first five full fiscal years after the closing of the
merger reporting on the total number of involuntary employee terminations due to merger-
related reductions, the number of such terminations for which severance compensation was
paid, and the aggregate cost of such severance compensation. Importantly, it is also recognized
that there will be new employment created as the New Health System makes the committed
investments in research, academics, new specialties and services and population health. The
New Health System may also provide as part of the annual report the number of new jobs
created due to such investments, and approximate incremental payroll costs resulting.

Commitment: In order to invest in the advancement of employees, and to assist employees in
achieving growth in their careers, the New Health System will combine the best of both
organizations’ career development programs in order to ensure maximum opportunity for
career enhancement and training.

Timing: No later than 24 months after closing.

Metric: Credible report.

Commitment: In order to ensure training of physicians and allied health professionals meets the
goals and objectives of the health system and the Authority, the New Health System will
develop and implement, in collaboration with at least its current academic partners, a 10-year

plan for post graduate training of physicians, nurse practitioners, and physician assistants and
other allied health professionals and in Virginia and Tennessee. The plan will be delivered within
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12 months of the closing date of the merger and will include a time schedule for implementing
the plan and expenditures under the plan that are consistent with the regional annual
incremental spending amounts in Exhibit B. The plan will also include, but not be limited to,
how it will address the Authority’s Blueprint access, quality and population health goals, the
structure of an ongoing academic collaborative, and how training will be deployed in Virginia
and Tennessee based on an evidence based assessment of needs, clinical capacity and
availability of programs. Within 45 days of the closing of the merger, the New Health System
will have convened the first meeting of the collaborative which shall be co-chaired by one
academic representative from Virginia and one from Tennessee. Furthermore, and contingent
on continued funding for existing programs from federal and state sources, the New Health
System will not reduce or eliminate any medical residency programs or available resident
positions presently operated by the Applicants at any Virginia facility provided, however, that
such programs may be moved within Virginia, or substituted for residency training in Virginia in
other specialties if that is in the best interests of the patient population in the area.
Notwithstanding the foregoing, minor and temporary decreases in the number of full time
equivalent residents working at Virginia hospitals may reflect year-to-year variations in residents
applying for such training, dropping out of such training, electing to rotate to other hospitals, or
transferring to another residency program, and shall not be deemed to violate this agreement.

Timing: 10 years.
Amount: Combination of commitments 18 and 19 total $85 million.

Metric: Completed convening of the collaborative within 45 days and delivery of 10 year plan
within 12 months of merger closing. The plan shall set forth the targeted number of persons to
be trained by physician specialty or health care professional category, the location(s) of such
training, the schedule for starting such training, and the expected gross annual expenditure
relating to such training. In addition, on an annual basis the New Health System will report to
the Commissioner: the number of accredited resident positions for each residency program
operated in Virginia and the number of such positions that are filled, and shall furnish copies of
the relevant pages of the Medicare cost reports showing the number of full time equivalent
residents. The annual report shall also include a description of any affiliation agreements
moving resident “slots” from one hospital to another pursuant to Medicare rules, resident
programs moved from one hospital to another, and new programs started. It is acknowledged
that the service area for the New Health System extends across state boundaries and patients,
employees, and vendors freely cross those state lines. Accordingly, the Commissioner will not
apply a fixed ratio to determine whether each year’s expenditure set forth on Exhibit B under
commitments number 18 and 19 is appropriately shared in by Virginia. The Commissioner will
review expenditures made pursuant to this commitment for adherence to the 10-year plan and
the appropriate inclusion of Virginia sites and/or demonstrable benefit to Virginia residents and
businesses.

Commitment: In order to create opportunities for investment in research at Virginia’s academic
institutions, the New Health System will develop and implement, in collaboration with at least
its current academic partners, a 10-year plan for investment in the research enterprise in the
Virginia and Tennessee service area. The plan will be delivered within 12 months of the closing
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date of the merger and will include a time schedule for implementing the plan and expenditures
under the plan that are consistent with the regional annual incremental spending amounts in
Exhibit B. The plan will also include, but not be limited to, how it will address the Authority’s
Blueprint goals, the structure of an ongoing research collaborative, and the criteria according to
which research funding available as a result of the Virginia Cooperative Agreement and
Tennessee COPA will be deployed in Virginia and Tennessee based on community needs,
matching opportunities, economic return to the region, and overall competitiveness of the
research proposals. Within 45 days of the closing of the merger, the New Health System will
have convened the first meeting of the collaborative which shall be co-chaired by one academic
representative from Virginia and one from Tennessee.

Timing: 10 years.
Amount: Combination of commitments 18 and 19 total $85 million.

Metric: Completed convening of a research collaborative within 45 days and delivery of 10-year
plan within 12 months of merger closing. In this plan the New Health System will present a plan
for research expenditures for the second and third full fiscal years after the closing of the
merger. Thereafter, the New Health System must annually update its plan to address
subsequent fiscal years. An annual report should include a description of research topics, the
entities engaged in the research, the principal researcher(s) who is/are responsible for each
project, any grant money applied for or expected, and the anticipated expenditures. Annual
reports for full fiscal years two through ten should report on the outcome of previously reported
research projects including references to any published results. The Commissioner will annually
review expenditures made pursuant to this commitment for adherence to the most recently
updated plan and the appropriate inclusion of Virginia sites and/or demonstrable benefit to
Virginia residents and businesses.

Commitment: In order to enhance hospital quality, improve cost-efficiency, improve the
utilization of hospital-related services, and to enhance opportunities in research, the New
Health System will adopt a Common Clinical IT Platform as soon as reasonably practical after the
formation of the New Health System. The New Health System will make access to the IT
Platform available on reasonable terms to all physicians in the service area. This fully integrated
medical information system will allow for better coordinated care between patients and their
doctors, hospitals, and post-acute care and outpatient services and facilitate the move to value-
based contracting. Subject to confidentiality laws and rules, the New Health System will grant
reasonable access to the data collected in its Common Clinical IT Platform to researchers with
credible credentials who have entered into Business Associate Agreements for the purpose of
conducting research in partnership with the New Health System.

Timing: Implementation No later than 48 months after closing.
Amount: Up to $150 million.

Metric: Implementation of promised system with mileposts along the way. The mileposts shall
be proposed by New Health System no later than three months after the closing of the merger
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or June 30, 2017, whichever is later. The New Health System will report in each annual report its
progress toward implementing the Common Clinical IT Platform, and after implementation, any
material enhancements or changes. The New Health System will also include in the annual
report the researchers (by individual or by group for those working together) who have entered
into Business Associate Agreements for purposes of conducting research.

Commitment: In order to preserve traditionally hospital-based services in geographical
proximity to the communities in the Geographic Service Area served by such facilities, to ensure
access to care, and to improve the utilization of hospital resources and equipment, all hospitals
in operation at the effective date of the merger will remain operational as clinical and health
care institutions for at least five years. “Clinical and health care institutions” may include, but
are not limited to acute care hospitals, behavioral health hospitals, rehabilitation hospitals,
freestanding emergency rooms, surgery centers, skilled nursing facilities, assisted living centers
and any combination thereof. Immediately from the effective date of the merger and during the
life of the Cooperative Agreement, the New Health System will continue to provide access to
health care services in the community, which may include continued operation of the hospital,
new services as defined by the New Health System, and other investment in outpatient health
care and preventive services based on the demonstrated need of the community. The New
Health System may adjust scope of services or repurpose hospital facilities. In the event that the
New Health System repurposes any acute care hospital, it will continue to provide essential
services in the county where currently located. For purposes of this commitment, the following
services are considered “essential services”:

e Emergency room stabilization for patients;

e Emergent obstetrical care;

e Qutpatient diagnostics needed to support emergency stabilization of patients;

e Rotating clinic or telemedicine access to specialty care consultants as needed in the
community and based on physician availability;

e Helicopter or high acuity transport to tertiary care centers;

e Mobile health services for preventive screenings, such as mammography, cardiovascular
and other screenings;

e Primary care services, including lab services;

e Physical therapy rehabilitation services;

e Care coordination service;

e Access to a behavioral health network of services through a coordinated system of care;
and

e Community-based education, prevention and disease management services for
prioritized programs of emphasis based on goals established in collaboration with the
Commonwealth and the Authority.

If an acute care hospital is opened in Lee County, and subsequently fails or ceases to operate,
the New Health System will provide essential services for Lee County based upon reasonable
terms established by agreement between the Lee County Hospital Authority and the New Health
System. Such terms must include the appropriate access to space, located within the existing
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hospital facility, based upon reasonable terms. If an acute care hospital is not open and
operational under a partnership with the Lee County Hospital Authority by December 31, 2018,
the New Health System will provide essential services for Lee County based upon reasonable
terms established by agreement between the Lee County Hospital Authority and the New Health
System until such time as a hospital is open and fully operational.

Timing: Ongoing.

Amount: The net cost varies depending on annual operating losses. The current annual
operating losses for the predecessors of the New Health System for Virginia hospitals that are
losing money are approximately $11 million.

Metric: Each year, the operating results for the Virginia hospitals and sites furnishing “essential
services” as defined above will be reported to the Commissioner. The annual report to the
Commonwealth will also outline services provided in each community by the hospitals or other
sites furnishing “essential services” as specified in this commitment.

Commitment: In order to ensure preservation of hospital facilities and tertiary services in
geographical proximity to the communities traditionally served by those facilities, the New
Health System will maintain, for the Virginia and Tennessee service areas, a minimum of the
three full-service tertiary referral hospitals located in Johnson City, Kingsport, and Bristol, to
ensure higher-level services are available in close proximity to where the population lives.

Timing: Immediately upon closing of the merger and ongoing.
Amount: Not applicable.

Metric: Easily verifiable. The New Health System must report immediately to the Commissioner
the closing of any of the above referenced three full-service tertiary referral hospitals and must
also report any reduction in the capability of any of the three tertiary referrals hospitals so that
they can no longer be credibly viewed as tertiary referral hospitals.

Commitment: In order to ensure choice of providers for consumers and to ensure physicians
are free to practice medicine without any adverse effect from the merger, the New Health
System will maintain an open medical staff at all facilities, subject to the rules and conditions of
the organized medical staff of each facility. Exceptions may be made for certain hospital
departments or services as determined by the New Health System’s Board of Directors or the
hospital board if the hospital board is acting as the ultimate fiduciary body.

Timing: Immediate upon closing of the merger and ongoing, subject to current contractual
obligations.

Amount: No cost.

Metric: Easily verifiable.
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24. Commitment: In order to ensure physicians and patients maintain their choice of facilities, and

25.

26.

to ensure independent physicians can maintain their independent practice of medicine, the New
Health System will not require independent physicians to practice exclusively at the New Health
System’s hospitals and other facilities.

Timing: Immediate upon closing of the merger and ongoing.
Amount: No cost.
Metric: Easily verifiable.

Commitment: The New Health System will not take steps to prohibit independent physicians
from participating in health plans and health networks of their choice.

Timing: Immediate upon closing of the merger and ongoing.
Amount: No cost.
Metric: Easily verifiable.

Commitment: In order to enhance access to services for patients, and to ensure robust choices
remain in the market for physicians in the various specialties needed throughout the region, the
New Health System will (i) commit to the development of a comprehensive physician/physician
extender needs assessment and recruitment plan every three years in each community served
by the New Health System. The New Health System will consult with the Authority in
development of the plan. (ii) The New Health System will employ physicians and physician
extenders primarily in underserved areas and locations where needs are not being met, and
where independent physician groups are not interested in, or capable of, adding such specialties
or expanding. (iii) The New Health System will promote recruitment and retention of pediatric
sub-specialists in accordance with the Niswonger Children’s Hospital physician needs
assessment. These elements will become components of the Rural Health Services Plan for the
Geographic Service Area, including aspects of focus in Virginia. The Plan will be developed in the
first six months after closing and will include a time schedule for implementing the Plan and
expenditures under the Plan that are consistent with the regional annual incremental spending
amounts in Exhibit B. The Plan will be focused, along with the Population Health Plan, on
managing the burden of disease and breaking the cycle of disease according to the priorities set
forth by the Southwest Virginia Health Authority and the Virginia Department of Health. The
Plan shall, at a minimum, include the New Health System’s approach to the following:

e Primary Care Services, with a plan for same day access, which may include telemedicine

and other technology based access

e Services to support maternal and prenatal health

e Pediatrics and regional pediatric specialty access

e Specialty care and regional specialty care access

e Access to essential services (as defined under Commitment 21)

e Improved access to preventive and restorative dental and corrective vision services
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e Emergency service access, transport, and transfer strategies formulated in concert with
regional agencies including the Southwest Virginia EMS Council

The Rural Health Services Plan will account for needed workforce development strategies in
consultation with the Southwest Area Health Education Center (AHEC) and regional educational
institutions. It will also support the development of health professions education needed to
help the New Health System’s workforce and the regional pipeline of allied health professionals
adapt to new opportunities created as the New Health System evolves and develops.

Timing: The Rural Health Services Plan will be developed in the first six months after closing and
the physician and provider needs assessment will be conducted every 3 years, starting within
the first full fiscal year.

Amount: Costs of recruitment related to implementation of the recruitment plan shall be part
of the $140 million commitment referenced below in number 27. Expenditures incurred in the
development of the community needs assessment and the recruitment plan shall not be
credited toward that $140 million commitment.

Metric: Credible evidence of the Rural Health Services Plan, which identifies needs, priorities
and recruitment strategies and timelines. The first community needs assessment and
physician/physician extender recruitment plan results shall be presented to the Commissioner
as part of the Rural Health Services Plan no later than in the annual report submitted after the
end of the first full fiscal year after closing of the merger, and thereafter at three (3) year
intervals (or more frequently if the plan is amended). In each annual report, the New Health
System shall report on progress toward its Rural Health Services Plan goals including the number
of recruited physicians by specialty, and related data such as recruitment efforts, interviews
conducted, the number of offers extended, and the elements of the Rural Health Services Plan
set forth in the commitment above. To the extent that rural service plans identified are not met
in 600 days or more (measured at the end of each full fiscal year), the New Health System shall
include an explanation of the feasibility of meeting the plan for the unfilled position(s),
additional steps, if any, that management believes are appropriate to take, and consideration of
alternatives such as building relationships with centers of excellence to improve the availability
of the missing specialty to patients in the region. In order to preserve competition, this annual
reporting requirement will be treated as confidential.

27. Commitment: Enhancing healthcare services:

a. Inan effort to enhance treatment of substance abuse in the region, the New Health
System will create new capacity for residential addiction recovery services serving the
people of Southwest Virginia and Tennessee.

b. Because improved mental health services is a priority of the Authority and the law, the
New Health System will develop community-based mental health resources, such as
mobile health crisis management teams and intensive outpatient treatment and
addiction resources for adults, children, and adolescents designed to minimize inpatient
psychiatric admissions, incarceration and other out-of-home placements throughout the
Virginia and Tennessee service area.
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c. As part of the priority of preserving hospital services in geographical proximity to the
communities traditionally served by the facilities, and to ensure access to care, the New
Health System will develop pediatric specialty centers and Emergency Rooms in
Kingsport and Bristol with further deployment of pediatric telemedicine and rotating
specialty clinics in rural hospitals to ensure quick diagnosis and treatment in the right
setting in close proximity to patients’ homes.

Timing: A Behavioral Health Plan, encompassing items a. and b. above, will be developed in the
first six months after closing and will include a time schedule for implementing the Plan and
expenditures under the Plan that are consistent with the regional annual incremental spending
amounts in Exhibit B. The Behavioral Health Plan will also consider the goals set forth in the
Virginia DMAS Addiction and Recovery Treatment Services program and the Community Service
Boards in the Virginia Geographic Service Area. A Children’s Health Plan, encompassing item c.
above, will be developed in the first six months after closing and will include a time schedule for
implementing the Plan and expenditures under the Plan that are consistent with the regional
annual incremental spending amounts in Exhibit B. Some elements of the Children’s Health Plan
may also be included in the Rural Health Services Plan.

Amount: $140 million over 10 years including physician recruitment referenced in number 26
above.

Metric: The New Health System will include in the annual report for the second full fiscal year
the plan for enhancing healthcare services, and in that report and each following, shall include
in the annual report progress in implementing the plans and expenditures made.

Commitment: To enhance population health status consistent with the regional health goals
established by the Authority and the Virginia Department of Health, the New Health System will
invest not less than $75 million over ten years in population health improvement for the
Geographic Service Area, consistent with the regional annual incremental spending amounts in
Exhibit B. The distribution of the funding across the total population of the GSA shall consider
the relative population of the counties and communities within the GSA, the relative per-capita
cost of interventions within each community and the relative value of the intervention towards
improving overall population health. Of this amount, the New Health System will commit to
spending an amount necessary to support the creation of at least one regional Accountable Care
Community organization. The New Health System will take the lead to formally establish this
ACC. The ACC’'s membership will include members of the New Health System, the Authority,
and other local, state or federal agencies, payers, service providers and community groups who
wish to participate. Within 90 days of the closing of the merger, the New Health System will
recruit and convene the ACC’s initial leadership team to help develop the Population Health
Plan. After consultation with the ACC and within 6 months of closing, the New Health System
will submit to the Commissioner a Population Health Plan to improve the scores of the
Southwest Virginia population on these measures. The Plan will include a time schedule for
implementing the Plan and expenditures under the Plan that are consistent with the regional
annual incremental spending amounts in Exhibit B. The submission of the Plan, the process
measures associated with the implementation of each component, and the achievement of
population health improvement for each measure, will be evaluated according to the index
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scoring methodology described in the New Health System’s Quantitative Measures and Scoring
Mechanism. A draft set of Quantitative Measures and associated scoring is submitted as Exhibit
A.

No later than six (6) months after the merger closing, the New Health System will establish a
Department of Population Health Improvement to lead the New Health System’s efforts in
implementing the Population Health Plan and improving the overall health of the GSA
population. This department shall be shall be staffed with leaders charged with financial
compliance, physician relations and community relations and led by a senior executive that
reports directly to the Executive Chair/President or the Chief Executive Officer of the New
Health System and serves as the administration liaison to the Population Health and Social
Responsibility Committee of the NHS Board of Directors.

The New Health System is committed to pursuing an approach in Southwest Virginia which
focuses on a limited number of interventions that will have a disproportionate impact on
breaking the cycle of poor health and reducing the future burden of disease. These
interventions will be consistent with priorities set forth in the Authority’s Blueprint for Health
Improvement and Health-Enabled Prosperity and Virginia’s Plan for Well-Being. Quantitative
Measures will be established for each intervention as informed by the Technical Advisory Panel
process with final approval by the Commissioner of Health.

Timing: 10 years.
Amount: $75 million.

Metric: The submission of the Population Health Plan, the process measures associated with the
implementation of each component, and the achievement of population health improvement
for each measure, will be evaluated according to the index scoring methodology described in
the New Health System’s Quantitative Measures and Scoring Mechanism. A draft set of
Quantitative Measures and associated scoring is submitted as Exhibit A.

Discussion: The expenditures of $75 million throughout the region have the greatest positive
impact only if those dollars are spent in a prioritized way in collaboration with the state health
plan and the regional priorities as established by the Authority, and in partnership with efforts
already underway through community based assets.

Commitment: In support of the Authority’s role in promoting population health improvement
under the Commonwealth’s Cooperative Agreement with the New Health System, the New
Health System shall reimburse the Authority for costs associated with the various planning
efforts cited above in an amount up to $75,000 annually, with CPI increases each year. No
reimbursable costs shall be paid toward compensation for any member of the Authority’s Board
or Directors.

Timing: Annual.
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Amount: Up to $75,000 annually as part of the $75 million for population health improvement,
with annual CPl increases.

Metric: Reimbursement is made or is not made. All amounts paid to the Authority shall be
included in the annual report submitted to the Commissioner.

Commitment: Best practice governance of the New Health System is critical to the success of
the efforts outlined in the Cooperative Agreement. As such, the Board of Directors of the New
Health System will operate such that each Board member must exercise the Duty of Care,
Loyalty and Obedience to the New Health System required by law, and all Board members must
adhere to the strict fiduciary policies established by the Board. It is recognized that governance
of the New Health System should reflect the region, including both Virginia and Tennessee. As
such, the New Health System makes the following commitments related to governance:

e At closing, three members of the 11-member Board of Directors will be Virginia
residents. After the second anniversary of the closing of the merger creating the New
Health System, not less than two members of the Board shall be Virginia residents;

e The New Health System will ensure membership from Virginia on the following Board
committees, with full voting privileges: Finance, Audit and Compliance, Quality,
Community Benefit/Population Health, and Workforce; and

e The New Health System will ensure than not less than 30 percent of the composition of
the Community Benefit/Population Health committee will reside in Virginia (committee
will be the Board committee responsible for the oversight of the compliance of the
Cooperative Agreement).

Timing: Ongoing.

Amount: No dollar cost.

Metric: Easily verifiable.

Commitment: The New Health System expects that the conditions under which the Cooperative
Agreement is granted will be set forth in an order issued by the Commissioner, and it is
expected an annual report will be required by the Commissioner. Any report will be attested to
by the appropriate leadership of the New Health System, including the Senior Executive.
Timing: Annual.

Amount: No material cost.

Metric: Receipt of compliant report.

Commitment: The New Health System will provide information on a quarterly basis of the key
financial metrics and the balance sheet comparing performance to the similar prior year period

and year to date. This information will be provided on the same timetable as what is publicly
reported through EMMA (Electronic Municipal Market Access).
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Timing: Annual and quarterly.

Amount: No material cost.

Metric: Easily verified.

Commitment: The New Health System will adhere to Exhibit 12.1 setting forth relevant
considerations and the process for closing a facility should it be necessary. This policy will
remain in effect unless the change is agreed to by the Commissioner.

Timing: If closing a facility is considered.

Amount:

Metric: Annual report will provide evidence of compliance with policy.

Commitment: The New Health System shall create, together with the Southwest Virginia Health
Authority, a Joint Task Force comprised of four members, two from the New Health System and
two from the Southwest Virginia Health Authority. The Task Force shall meet at least annually
to guide the collaboration between the Authority and the New Health System, and to track the
progress of the New Health System toward meeting the commitments of the Cooperative
Agreement and shall report such progress to the Authority. The Task Force shall be chaired by a
member of the Authority. The members appointed by the Authority may not have a conflict of
interest.

Timing: Immediate upon closing of the merger.

Amount: No cost.

Metric: Creation of a Joint Task Force.

Commitment: The New Health System will not engage in “most favored nation” pricing with
any health plans.

Commitment: The New Health System will not engage in exclusive contracting for physician
services, except for certain hospital-based physicians as determined by the Board of Directors.

Commitment: In order to support access to needed services and benefit Virginia Medicaid
patients, where it offers addiction recovery services serving Virginia residents, the New Health
System will participate in the Virginia DMAS Addiction and Recovery Treatment Services
Program.

Timing: As soon as practicable

Metric: Easily verifiable
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38. Commitment: In order to ensure that physician leadership is the core of the Ballad Health
clinical enterprise, the New Health System shall establish a system-wide, physician-led clinical
council (the “Clinical Council”).

39.

vi.

The Clinical Council shall be composed of (A) Independent Physicians, (B) Employed
Physicians, (C) the Chief Medical Officer of the New Health System and (D) a Chief
Nursing Officer of one of the COPA Parties. The Clinical Council shall include
representatives of the New Health System’s management but the majority will be
composed of physicians.

The Clinical Council may be supported by other clinicians, subject matter experts, and
senior management.

The Chair of the Clinical Council shall be a physician member of the active medical
staff(s) of one or more NHS Entities chosen by members of the Clinical Council. The
Chair shall serve on the Quality, Service and Safety Committee of the Board of the New
Health System and shall provide ongoing reports on the activities of the Clinical Council
through the Quality, Service and Safety Committee of the Board.

The Clinical Council shall be responsible for establishing a common standard of care,
credentialing standards, consistent multidisciplinary peer review when appropriate and
quality performance standards and best practices requirements for the New Health
System, all of which shall be documented as applicable and required by the
Commissioner.

The Clinical Council shall also provide input to the New Health System on issues related
to clinical integration, and shall support the goals established by the Board of Directors
of the New Health System.

The Clinical Council shall advise the Board of Directors of the New Health System on
target quality measures based on quality improvement priorities of the New Health
System.

Timing: Within six months after closing

Amount: Minimal cost

Metric: Annual reporting of activities and progress

In order to ensure that Virginia Medicaid patients will continue to be served by the New Health
System, (a) the New Health System will continue to treat VA Medicaid beneficiaries in
Tennessee hospitals and other NHS facilities, and (b) the New Health System will accept and
participate in all Medicaid managed care plans such as Medallion Three, CCC, and CCC Plus. In

addition, for Virginia DMAS beneficiaries, the New Health System will continue pre-admission
screening at the New Health System hospitals for long-term care.

Timing: Immediately upon closing of the merger.

Amount: No cost.

Metric: Easily verifiable.
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40. To ensure the Cooperative Agreement addresses the measurement focus areas set forth in the
Virginia Cooperative Agreement regulations, the New Health System proposes the Quantitative
Measures in the attached Exhibit A, including the associated scoring and weighting mechanisms
set forth in Exhibit A, and commits to fulfill the Quantitative Measures set forth in Exhibit A. The
New Health System acknowledges that final Quantitative Measures applicable to the
Cooperative Agreement will be developed in accordance with the provisions of the Virginia
Cooperative Agreement regulations, 12VAC5-221-10, et seq.

41. In order to ensure that the Virginia operations are allocated an appropriate amount of the New
Health System’s ongoing and annual compliance costs, the New Health System agrees to adopt
an allocation methodology that takes into account the differences in ongoing and annual
compliance requirements between the State of Tennessee and the Commonwealth of Virginia.

A. Revision of Commitments — Recommendations by the Authority to the Commissioner

These commitments have been negotiated and drafted with the intent of them remaining in
place for ten (10) years. Nevertheless, there may be changes in circumstances that arise,
including but not limited to, a Material Adverse Event, which affect the feasibility or the
meaningfulness of the commitments and which are not possible to foresee presently. For
example,! a major structural change to the federal payment system could, depending on how it
is implemented, materially change both the needs of the region and the New Health System’s
ability to meet those needs. Other events which may have a material effect include, but are not
limited to, substantial and material reductions in federal reimbursement, repeal of Certificate of
Public Need, labor shortages causing significant and material increases in labor expense,
significant reductions in inpatient hospital use rates which cause a material decrease in revenue
(and which may be demonstrated to reduce the total cost of care), or an act of God. It is the
interest of the Commonwealth that the region’s hospitals maintain their financial viability, that
they are of sound credit worthiness and that they are capable of reinvesting capital. Accordingly,
if the New Health System produces evidence that changes in circumstances have materially
affected its ability to meet the commitments and that its inability is not affected by deficiencies
in management, either the Commissioner or the New Health System may petition the other to
amend the commitments to reduce the burden or cost of the commitments to a level that may
be more sustainable. In the event that the New Health System petitions the Commissioner for
amendment of the Cooperative Agreement, the Commissioner may require the New Health
System to engage an independent consultant to prepare a report validating that the changes in
circumstances have adversely affected the New Health System, the extent to which this has
occurred, and validating that the changes in circumstances are not related to the effectiveness

! These are examples only and are not intended to be exclusive basis for amending the agreement, but simply as
an illustration of a possible change in circumstances that may have a material impact.
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of management. The cost of such an independent consultant engagement shall not exceed
$250,000 (as adjusted by the CPI from the date of the closing of the merger). The amendment
process should not be used to increase the overall level of burden or cost on the New Health
System, although the parties acknowledge that depending on the change in circumstance,
measuring the change in the level of burden or cost may be subject to reasonable ranges and
disagreement of the impact within a range. If either party petitions for amending the
commitments and the parties cannot come to agreement, the parties shall agree on a dispute
resolution process in order to reach agreement.

Ten-Year Review of Cooperative Agreement — Recommendations by the Authority to the
Commissioner

These commitments have been created with the intent of them remaining in place for ten (10)
years. Before the end of calendar year 2026, the New Health System and the Commissioner
shall review how well the formation and operation of the New Health System has served the
overall interests of Virginians and Virginia businesses in the area. That review will consider all
the elements set forth in Section 15.2-5384.1, Code of Virginia, and will also consider New
Health System’s profitability. It is the opinion of the Authority that the citizens of the region and
the Commonwealth are well-served when the health system generates the resources necessary
to be sustainable, of good credit, and capable of meeting its commitments as a community-
based health system in the region. It is the hope of the Authority that the New Health System
achieves financial sustainability that exceeds national or regional averages. If, however, it
appears negotiated payment rates to the New Health System have increased more rapidly than
national or regional averages for comparable health systems, new or additional commitments
may be appropriate. Conversely, if the New Health System is unable to attain sufficient
profitability notwithstanding effective management, reducing the burden of the commitments
would be appropriate. Likewise, if the New Health System is not maintaining its support of
population health, subsidizing money-losing services, medical education, research, and
physician recruitment, new commitments may be appropriate. In the event that an extension of
the existing cooperative agreement or negotiation of a new or amended agreement is not
achieved, the Commonwealth should withdraw its support for the cooperative agreement.
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Exhibit A

Virginia Quantitative Measures
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Exhibit B

Regional Monetary Commitments Under
the Virginia Cooperative Agreement and Tennessee COPA
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ATTACHMENT C

EXHIBIT B
REGIONAL MONETARY COMMITMENTS UNDER

NHS Virginia Commitments — October 9, 2017
Commonwealth of Virginia — Cooperative Agreement

THE VIRGINIA COOPERATIVE AGREEMENT AND TENNESSEE COPA

Year 2

Year 3

Year 4

Year 5

Year 6

Year 7

Year 8

Year 10

Expanded
Access to Behavioral
HealthCare Health
Services Services $1,000,000 $4,000,000 $10,000,000 $10,000,000 $10,000,000 $10,000,000 $10,000,000 $10,000,000 $10,000,000 $10,000,000 $85,000,000
Children’s
Services 1,000,000 2,000,000 3,000,000 3,000,000 3,000,000 3,000,000 3,000,000 3,000,000 3,000,000 3,000,000 27,000,000
Rural
Health
Services 1,000,000 3,000,000 3,000,000 3,000,000 3,000,000 3,000,000 3,000,000 3,000,000 3,000,000 3,000,000 28,000,000
Health
Research &
Graduate
Medical
Education 3,000,000 5,000,000 7,000,000 10,000,000 10,000,000 10,000,000 10,000,000 10,000,000 10,000,000 10,000,000 85,000,000
Population
Health
Improvement 1,000,000 2,000,000 5,000,000 7,000,000 10,000,000 10,000,000 10,000,000 10,000,000 10,000,000 10,000,000 75,000,000
Region-wide
Health
Information
Exchange 1,000,000 1,000,000 750,000 750,000 750,000 750,000 750,000 750,000 750,000 750,000 8,000,000
Totals $8,000,000 | $17,000,000 | $28,750,000 | $33,750,000 | $36,750,000 | $36,750,000 | $36,750,000 | $36,750,000 | $36,750,000 $36,750,000 $308,000,000
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Attachment D
ARTICLE V
MANAGED CARE CONTRACTS AND PRICING LIMITATIONS

5.01. General. During the COPA Term, the New Health System shall fulfill the obligations,
commitments and covenants set forth in this Article V, which are intended generally to minimize any
adverse impact caused by the Affiliation, on the ability of Payors to negotiate appropriate payment and
service arrangements with the New Health System, and to ensure that post-Closing pricing is fair to both
consumers and Payors.

5.02. Health Plan Negotiations and Restrictions.

(a) For Payor Contracts which are repriced, renegotiated or executed post-Closing, the terms of
Addendum 1 attached to these Terms of Certification, entitled “COPA Managed Care Contract Pricing
Limitations,” shall govern all pricing during the COPA Term. The Chief Financial Officer of the New
Health System shall certify the New Health System’s compliance with the terms of Addendum 1 in each
Annual Report.

(b) The New Health System shall negotiate in good faith with all Payors to include the New Health
System in health plans offered in the Geographic Service Area, and the New Health System shall comply
with the provisions of Addendum 1 when negotiating and executing contracts with Payors. The New
Health System shall agree to resolve, through mediation, any disputes in health plan contracting with
Payors. The New Health System shall promptly notify the Department of any mediation occurring
pursuant to this commitment and shall update the Department on the progress of such mediation. If
mediation is not successful, then the New Health System shall proceed to arbitration with the Payor as
set forth in Section 5.08.

(c) The New Health System shall not unreasonably refuse to negotiate with potential new Payor
entrants to the market or Payors that have small market shares.

(d) The New Health System shall not make it a condition of contracting or otherwise request that it
be the exclusive network provider to any Payor.

(e) The New Health System shall not bargain for or insist upon anti-tiering or anti-steering clauses in
any Payor Contracts.

(f) The New Health System shall attempt to include in Payor Contracts provisions for improved
quality and other value-based incentives based upon priorities agreed upon with each Payor, and such
provisions shall be commercially reasonable.

(8) The New Health System shall not include as a condition in any Payor Contract a requirement
that a Payor shall (i) not contract with other providers or hospitals in the Geographic Service Area, orin



any county contiguous thereto, or (ii) exclusively contract with any or all affiliates of the New Health
System.

(h) The New Health System shall also be prohibited from entering into an exclusive arrangement
with a sole healthcare provider of any service in the Geographic Service Area without prior approval
from the Department. Hospital-based physicians including anesthesiologists, radiologists, pathologists,
emergency department physicians, radiation oncologists, pediatric specialties (including neonatology
and intensivists), behavioral health physicians and extenders, and hospitalists are excepted from this
requirement.

(i) The New Health System shall not restrict the ability of physicians to see their patients admitted
to a COPA Hospital.

(i Except for Integrated Solutions Health Network, LLC, the New Health System shall not contract
with Payors on behalf of any Independent Physicians. Notwithstanding the foregoing, nothing herein
shall prohibit any NHS Entity from contracting on behalf of Independent Physicians in a clinically
integrated network agreement in compliance with federal antitrust laws.

(k) The New Health System shall not bargain or insist on “most favored nations” or similar clauses in
Payor Contracts.

(1 The New Health System shall be prohibited from owning, operating, controlling, or licensing any
health plan.

5.03. Managed Care Contract Terms.

(a) The New Health System shall honor all Payor Contract terms and not unilaterally terminate
without cause any such contract prior to its stated expiration date.

(b) If either the New Health System or any Payor terminates a Payor Contract, the New Health
System shall be subject to the pricing limitations in Addendum 1. That is, Addendum 1 applies, with the
increased pricing limitation, even if the New Health System goes out-of-network with a Payor. In such
event, there shall be no balance billing of patients over and above the amounts set forth in Part Xll(e)
and (f) of Addendum 1.

(c) The New Health System shall negotiate with Payors in good faith and shall attempt in good faith
to contract with all Payors that offer terms on a capitated basis, percentage of premium revenue basis
or on other terms that require the New Health System to assume risk.

5.04. Competing Services.

(a) The New Health System shall compile with respect to each COPA Hospital a list of Ancillary
Services and Post-Acute Services offered at the applicable time by providers competitive with the New
Health System, including at least three (3) competitors for each category of service, if, to the Knowledge
of the New Health System, such competitors exist in the county in which such COPA Hospital is located



or in any contiguous county thereto. The New Health System shall send all such lists to the Department
and the COPA Monitor within thirty (30) days of the Issue Date, and thereafter shall provide the COPA
Monitor an updated version of such lists on a quarterly basis.

(b) If a discharged patient, whether an inpatient or outpatient, needs Ancillary Services, Post-Acute
Services or other follow-up medical services or supplies at the time of discharge, then the applicable
COPA Hospital (via its employees, contractors, and medical staff) shall comply with federal laws
governing patient choice. Such COPA Hospital shall not engage in the regular practice of guiding or
directing patients to providers (not covered by federal laws governing patient choice) in which any NHS
Entity has a material financial or governance interest without first providing to such patients the current
list of Ancillary Services and Post-Acute Services referred to in Section 5.04(a). Notwithstanding the
foregoing, to the extent the New Health System is engaged in risk-based, value-based or shared savings
arrangements with Payors, the New Health System may coordinate care within its network of services to
ensure continuity of care and lower cost.

(c) The New Health System shall not oppose the award of a certificate of need in the Geographic
Service Area of any healthcare provider seeking to provide inpatient or outpatient or any other services
similar to or which compete with the services provided by the New Health System, unless such applicant
for the certificate of need does not consistently accept inpatient Medicaid patients or uninsured
patients. In the event the New Health System desires to oppose an application for a certificate of need
in the Geographic Service Area, the New Health System shall prepare the relevant materials opposing
such application and deliver such materials to the COPA Monitor. The COPA Monitor shall deliver the
relevant materials to the Department for its consideration, and such materials shall be included within
any administrative record.

5.05. Physician Services.

(a) The New Health System shall not contractually or otherwise restrict physicians or other
healthcare providers from performing services outside the New Health System, except as set forth in
this Section 5.05(a). Except for Employed Physicians and mid-level physician extenders employed or
controlled by an NHS Entity, the New Health System shall release, upon Closing, any physician, non-
physician employee, mid-level extender, or other affiliated healthcare provider from any covenant not
to compete or similar restriction in favor of any NHS Entity. The New Health System shall not thereafter
seek to obtain or enforce (as the case may be) any covenant not to compete from any such person or
entity, except any Employed Physician or mid-level physician extender employed or controlled by the
New Health System, and then only during the term of his or her employment. Nothing in this Section
shall require the New Health System to release any such person or entity from a covenant (i) not to
solicit the New Health System’s employees, or (ii) not to misappropriate trade secrets or confidential
information. Further, the New Health System may reasonably require (A) Employed Physicians and (B)
physicians under contract for medical directorships or co-management agreements to keep strictly
confidential any competitively-sensitive information about the New Health System.



(b) The New Health System shall not prohibit any Independent Physicians with staff privileges at the
New Health System from participating in any networks, health plans, or Payor Contracts.

(c) The New Health System shall not require any physician, or group of physicians, or other
healthcare providers other than Employed Physicians and mid-level physician extenders employed or
controlled by an NHS Entity, to render services only at the New Health System, except as provided in
Section 5.02(h). The New Health System may petition the Department for approval to enter into
exclusive contracts with any other physicians and specialists, but if approved, no specialty contract shall
have a term exceeding three (3) years.

(d) The New Health System shall provide an open medical staff offering equal access to all qualified
physicians according to the criteria of the Joint Commission and the medical staff bylaws.

(e) No more than thirty-five percent (35%) of the physicians practicing in any specialty at any COPA
Hospital that is not a Rural Hospital at any time may be Employed Physicians. This thirty-five percent
(35%) limit shall not apply to the hospital-based physicians listed in Section 5.02(h). In the interest of
continued access to services, the Department agrees to waive this requirement for specific specialties
upon issuance of the COPA provided that (i) the New Health System provides to the Department a list of
each specialty in which the New Health System exceeded this percentage limitation as of the Approval
Date, and (ii) there have been no additional hires in any such specialty since the Approval Date.
Thereafter, the New Health System may apply to the Department for any exceptions to this
requirement. In calculating this percentage, the Department will account equitably for physicians
practicing at multiple COPA Hospitals. In no event should the number of Employed Physicians in any
specialty reach a level that would materially and adversely affect existing competition.

(f) The New Health System shall provide an open medical staff at each NHS Entity, ensuring equal
access to all qualified physicians in the Geographic Service Area according to the criteria of the Joint
Commission and the medical staff bylaws of each such entity.

(g) Independent Physicians with privileges at any NHS Entity may obtain privileges at other
hospitals or providers and join competing networks or health systems, or health insurance networks,
and not jeopardize their privileges at any NHS Entity. Any action with respect to their privileges taken by
an NHS Entity shall be based upon the provisions of its medical staff bylaws which govern quality of care
and appropriate peer governance.

5.06. Vendor Contracts.

(a) The purchase of equipment and supplies used at the New Health System shall be made with the
goal of effectuating the lowest cost consistent with required quality, compatibility and efficiency.

(b) The New Health System shall not bargain for or insist upon restrictions upon its suppliers,
vendors or group purchasing organizations preventing or impairing such persons from doing business
with entities that compete with the New Health System.



(c) The New Health System shall not require that any vendor include a “most favored nations” or
similar clause in contracts. Nothing herein, however, is intended to prohibit the New Health System
from entering into group purchasing organization contracts and other joint purchasing agreements that
include “most favored nations” clauses as standard provisions thereof.

5.07. Communication with Payors.

(a) Prior to initiating negotiations, the New Health System shall provide, in either electronic or hard
copy form, a complete copy of these Terms of Certification to all Payors negotiating Managed Care
Contracts with the New Health System.

(b) The Department, as part of its Active Supervision, will investigate complaints from Payors
regarding the Managed Care Contracting process and resulting prices, and the Department may take
appropriate Corrective Action as a result of any anti-competitive, unreasonable, or bad faith actions on
the part of the New Health System.

5.08. Arbitration. Notwithstanding Section 9.11(c), if a Payor and the New Health System cannot
agree on rates or any other contract terms, and mediation fails to resolve the dispute, the Department
reserves the right to require the New Health System to participate in “Final Offer Arbitration” with the
Payor unless the Department agrees to an alternative manner of arbitration. Costs and reasonable
attorneys’ fees of the arbitration would be awarded to the prevailing party of the arbitration if “Final
Offer Arbitration” or other types of arbitration are utilized.

5.09. Economic Sub-Index. The New Health System’s ongoing compliance with the provisions of this
Article V and Addendum 1 shall constitute Measures within the Economic Sub-Index.

ADDENDUM 1

COPA MANAGED CARE CONTRACT PRICING LIMITATIONS
AND EXCESS PAYMENT TESTING

PART |

DEFINITIONS AND GENERAL

1.1 Definitions

In addition to the terms defined in Article | of the Terms of Certification to which this is attached, and
terms defined elsewhere in this Addendum 1, the following definitions shall apply to this Addendum 1:

“Allowed Amount” — The amount a Payor will pay for a covered medical service, supply or item after
adjustment for any contractual allowance or discounts with a healthcare provider. The Allowed Amount
includes the amount due from both the Payor as well as the patient via the cost-sharing provisions of a
patient’s health plan.



“APC” — Ambulatory Payment Classifications, a grouping of HCPCS Codes established by Medicare to
determine the payment amount for services or items with similar costs.

“APC Relative Weights” — The value or weighting factor assigned to each APC by either Medicare or a
Payor. Sometimes also referred to as “APC Weights.”

“Contract Year” - With respect to any Large Network Payor, the one year period beginning on the
effective date of its Managed Care Contract with the New Health System, or on the effective date of any
renewal year thereafter.

“Cumulative Hospital Inflation Adjustment” - The compounded increases of the Hospital Inflation
Adjustments from 2017 through the end of the Contract Year or Fiscal Year, as applicable, for which
Allowed Amounts are to be compared to the applicable Payment Indices.

“Cumulative Physician Inflation Adjustment” - The compounded increases of the Physician Inflation
Adjustments from 2017 through the end of the Contract Year or Fiscal Year, as applicable, for which
Allowed Amounts are to be compared to the applicable Payment Indices.

“DRG Methodology” — Payment methodology which classifies inpatient hospital discharges into
Diagnosis Related Groups (“DRGs”) based upon diagnoses, procedures, complications, comorbidities,
age and other factors.

“DRG Weights” — The value or weighting factor assigned to various DRGs by Medicare or a Payor.

“Hospital Inflation Adjustment” or (“HIA”) — For the year being tested, the most recently available
annual inpatient percentage of increase by Medicare, commonly referred to as the Market Basket and
reported by CMS in the Federal Register as part of the Final Rules of the Inpatient Prospective Payment
System, plus 0.25 percent. The HIA will not include the multifactor productivity adjustment, statutory
adjustment, adjustments for failure to be a meaningful electronic health record user or failure to submit
quality data, or any other positive or negative adjustments required by law or regulation. Effective
October 1, 2017, the Market Basket is 2.70 percent.

HIA will also include for Payors, who do not offer a quality component in their fee schedules or payment
structures at least equal to the adjustment in the schedule below, an additional payment (“Quality
Adjustment Factor”). If a Payor does not offer as part of its fee schedules or rate structures a payment
for quality or pay-for-performance incentives, the HIA will be increased based upon the difference
between the schedule below and the quality component offered by the Payor.

Contract Year BeginningAdjustment for Absence of Quality

2018 1.25%

The HIA shall be applied to hospital inpatient and outpatient services and ambulatory surgery center
services rendered by the New Health System.



“Large Network Payor” — A Payor which has a network, with a fee schedule specific to that network,
which comprises 2% or more of the total charges (“Gross Revenue”) for the New Health System. The
same Payor may have several networks, each of which utilize different fee schedules, and each of which
could constitute 2% or more of the Gross Revenue; each network attaining the 2% threshold would
constitute a separate Large Network Payor. Conversely, several Payors may only constitute one
network, because they use a common fee schedule. An example would be PHCS Multiplan.

“Payment Indices” - The indices of 2017 Allowed Amounts which were established for pre-Closing
pricing, adjusted as provided herein.

“Physician Inflation Adjustment” — The Hospital Inflation Adjustment without the Quality Adjustment
Factor.

Medicare’s annual physician market basket update factor is currently limited by law to 0.50. When and
if Medicare begins using an inflation-based update to the physician fee schedule, the Physician Inflation
Adjustment used herein will be the Medicare physician market basket rate of increase plus 0.25 percent.

“RVUs” (Relative Value Units) —Weighting factors which are used to establish a relative value scale in
which the value of physician work for a particular service is rated relative to the value of work for other
physician services.

1.2 Compliance with Managed Care Pricing Limitations

In order to protect patients, employers, Payors and others who utilize the services of or contract with
the New Health System, this Addendum 1 shall provide for limits upon, measurement, and reporting of
price increases for specific services, including hospital inpatient and outpatient, non-hospital outpatient,
physician and physician extender, charge-based and cost-based services. See Tenn. Code Ann. § 68-11-
1303(e)(3)(A)-(C). The pricing limitations set forth herein shall apply to both existing Managed Care
Contracts which are renegotiated, repriced, or terminated post-Closing, as well as any future Managed
Care Contracts created and executed post-Closing with new Payors. The pricing limitations set forth
herein are in addition to the COPA Parties’ other commitments set forth in Article V of the Terms of
Certification.

1.3 Payment Indices and Excess Payment Testing

For Payors, the New Health System shall establish and report to the Department the Payment Indices
which can be compared to post-Closing Allowed Amounts from the same Payors in order to determine
whether the New Health System’s pricing has impermissibly increased. If the New Health System’s post-
Closing pricing increases to the point of becoming an “Excess Payment,” as defined below, a refund of
such payments will be repaid to the Payor(s) and patients at issue.

14 Payors’ post-Closing Allowed Amounts Shall be Measured Against the Payment Indices

(a) Annual comparisons of pre-Closing and post-Closing pricing for Large Network Payors shall be
measured against the Payment Indices. Other Payors which shall also be measured against the Payment



Indices are all commercial Payors, Medicare Advantage Payors, Tennessee Medicaid Payors (including
TennCare), and Virginia Medicaid Payors which do not qualify as Large Network Payors but nevertheless
negotiate rates of payment with the New Health System. Such Payors shall be hereinafter collectively
referred to as “Small Commercial Payors,” “Small Medicare Advantage Payors,” “Small Tennessee
Medicaid Payors,” and “Small Virginia Medicaid Payors” respectively. Large Network Payors, Small
Commercial Payors, Small Medicare Advantage Payors, Small Tennessee Medicaid Payors, and Small
Virginia Medicaid Payors are referred to collectively as “Measured Payors”.

(b) Comparisons of Payment Indices to post-Closing Allowed Amounts shall be performed
individually for each Payor that constitutes a Large Network Payor. Allowed Amounts for each of the
Small Commercial Payors, Small Medicare Advantage Payors, Small Tennessee Medicaid Payors, and
Small Virginia Medicaid Payors shall be added together within these respective four (4) groupings for
purposes of calculating the Payment Indices as well as measuring post-Closing pricing. The Allowed
Amounts for Payors within these four (4) groups will be aggregated together, because each individual
Payor within the respective groupings will have a relatively small percentage of the market share.
Allowed Amounts shall include outlier payments. Accordingly, Payment Indices and/or post-Closing
pricing comparisons thereto could be skewed by small sample sizes. Should any Small Commercial
Payor, Small Medicare Advantage Payor, Small Tennessee Medicaid Payor, or Small Virginia Medicaid
Payor obtain enough market share to become a Large Network Payor, such Payor will be individually
tested along with other Large Network Payors. If any Payor becomes a Large Network Payor, the Large
Network Payor test shall be applied to the first Contract Year with at least six months of experience after
being deemed a Large Payor Network. If a Large Network Payor is determined to no longer be a Large
Network Payor during a Fiscal Year, such Payor shall be included in the applicable small Payor group for
the first full Fiscal Year after such Payor is no longer a Large Network Payor.

(c) The baseline Payment Indices will be increased each year, by any amount of increase in a
negotiated contract entered into prior to the Closing. For any such existing contract that is
renegotiated, repriced or terminated after the Closing, the increased baseline amount will be increased
by the Cumulative Hospital Inflation Adjustment effective on such renewal date. In addition, Allowed
Amounts tested against the Payment Indices shall not include payments to the COPA Hospitals for
achieving quality metrics, so long as quality payments are reported to the Department.

(d) Notwithstanding anything in this Addendum 1 to the contrary, with respect to any Contract
Year, if a Large Network Payor and the New Health System agree on an alternative methodology for
measuring compliance by the New Health System with the limitations on rate increases set forth herein,
the New Health System shall use that agreed methodology for such year.

(e) Notwithstanding anything in this Addendum 1 to the contrary, if a Large Network Payor and the
New Health System certify to the Department that for any Contract Year the New Health System has
complied with the requirements of this Addendum 1, the comparisons and reporting with respect to
such Large Network Payor shall be deemed to have been satisfied for such Contract Year.

PART Il



INPATIENT SERVICES
2.1 Inpatient Payment Indices and Inpatient Payment Deviation

The New Health System shall calculate and establish Payment Indices for the New Health System of
2017 Allowed Amounts for inpatient services on a case mix adjusted basis per hospital discharge
(“Inpatient Payment Indices”). Calculations and Payment Indices will be presented to the COPA Monitor
for review and approval. The deviation of post-Closing average adjusted inpatient pricing per unit of
DRG Weight from the Inpatient Payment Indices as increased by the Cumulative Hospital Inflation
Adjustment, whether greater or lesser, constitutes the “Inpatient Payment Deviation.”

2.2 Inpatient Payment Indices and Inpatient Deviation For Large Network Payors

(a) The Inpatient Payment Indices shall be calculated for individual Large Network Payors by
dividing the New Health System’s 2017 inpatient Allowed Amounts for each Large Network Payor, by the
sum of all DRG Relative Weights associated with such Allowed Amounts. The calculations, will provide a
2017 pre-Closing index of the respective Payors’ average inpatient price per unit of DRG Weight. The
Inpatient Payment Indices for each Large Network Payor shall be calculated as follows:

Each Large Network Payor’s
2017 inpatient Allowed Amounts
sum of each Large Network Payor’s

2017 Allowed DRG Weights

2017 price per unit of DRG Weight

(b) The Inpatient Payment Deviation for each Large Network Payor shall be calculated in two steps
as follows:

(i)
Each Large Network Payor’s [year being tested] inpatient Allowed Amounts

sum of each Large Network Payor’s [year being tested] Allowed DRG Weights

= [year being tested] price per unit of DRG Weight

(ii)



[year being tested] price per unit of DRG Weight - ( 2017 price per unit of DRG
Weight x Cumulative HIA )

= Inpatient Payment Deviation

2.3 Inpatient Payment Indices and Inpatient Payment Deviation For Small Commercial Payors, Small
Medicare Advantage Payors, Small Tennessee Medicaid Payors, and Small Virginia Medicaid Payors

(a) The Inpatient Payment Indices shall be calculated separately for each of the four (4) groupings
of Small Commercial Payors, Small Medicare Advantage Payors, Small Tennessee Medicaid Payors, and
Small Virginia Medicaid Payors by adding all 2017 inpatient Allowed Amounts for all Payors within each
of the groupings, and then dividing by the sum of all 2017 DRG Relative Weights associated with each
group’s Allowed Amounts. Stated differently, all, e.g., Small Commercial Payors will be grouped
together and tested collectively. The calculation, which shall be computed for the New Health System,
is as follows:

Small [applicable] Payors’
2017 inpatient Allowed Amounts

Sum of Small [applicable] Payors’

2017 Allowed DRG Weights = 2017 price per unit of DRG Weight
(a) The Inpatient Payment Deviations for each of the four (4) groups shall be calculated in two steps
as follows:

(i)
Small [applicable] Payors’ [year
being tested] inpatient Allowed Amounts

Sum of Small [applicable] Payors’[year being tested] Allowed DRG Weights = [year being
tested] price per unit of DRG Weight

(ii)

[year being tested] price per unit of DRG Weight - ( 2017 price per unit of DRG
Weight x Cumulative HIA)

= Inpatient Payment Deviation



2.4 Changes to DRG Weights

The New Health System shall not negotiate changes to DRG Weights with Payors without first notifying
the COPA Monitor. The New Health System shall also provide to the COPA Monitor for review and
approval an analysis of the impact on revenue resulting from the new DRG Weights and any proposed
adjustments to the Payment Indices. The purpose of restricting changes to DRG Weights is to retain the
integrity of the calculation above since changes or modifications in DRG Weights could mask increases in
pricing. Notification need not be made to the Department for recalibration to DRG Weights
implemented by Payors across their entire network of contracted providers in the normal course of
business. When DRG Weight changes are made by Payors, such changes will be utilized in the
calculations above.

2.5 Calculation of Inpatient Payment Indices and Inpatient Payment Deviation For Measured Payors
Which Do Not Utilize a DRG Methodology

For any and all Measured Payors which do not reimburse on a DRG Methodology, the New Health
System will nevertheless assign a DRG to such Payor(s)’ 2017 discharges (if not already assigned) and will
utilize Medicare’s DRG Weights, or a specific commercial Payor’s DRG Weights agreed upon in advance,
in existence in 2017 so that Inpatient Payment Indices can be calculated for such Payors. The New
Health System will continue to assign DRG Weights to inpatient services rendered in years subsequent
to 2017 so that an Inpatient Payment Deviation can be calculated for the year being tested. When
calculating the Inpatient Payment Deviation, the annual Medicare DRG Weights or agreed upon
commercial DRG Weights for the year being tested shall be used.

PART Il
OUTPATIENT SERVICES

This Addendum 1 is intended to control and limit outpatient pricing using a similar methodology to that
set forth above limiting inpatient pricing increases. The APC Relative Weights assigned by Medicare for
the relevant HCPCS codes, however, will take the place of DRG Weights for outpatient services. The
New Health System shall calculate and establish Payment Indices, for the New Health System as a whole
of 2017 Allowed Amounts for outpatient services on a weighted basis per hospital visit (“Outpatient
Payment Indices”). The Outpatient Payment Indices shall be provided to the COPA Monitor for review
and approval. The deviation of post-Closing outpatient Allowed Amounts calculated on a weighted basis
per hospital visit, from the Outpatient Payment Indices as increased by Cumulative Hospital Inflation
Adjustment, whether greater or lesser (“Outpatient Payment Deviation”), will be utilized in determining
whether post-Closing pricing is excessive.

3.1 Outpatient Payment Indices and Outpatient Deviations for Large Network Payors



(a) The Outpatient Payment Indices shall be calculated individually for each Large Network Payor by
dividing the New Health System’s 2017 outpatient Allowed Amounts by the sum of all APC Relative
Weights associated with such Allowed Amounts. The calculation is as follows:

each Large Network Payors’

2017 outpatient Allowed Amounts

sum of each Large Network Payors’

2017 Allowed APC Relative Weights = 2017 price per unit of APC Weight

(b) The Outpatient Payment Deviation for each of the Large Network Payors shall be calculated in
two steps as follows:

(i)
each Large Network Payors’ [year
being tested] Outpatient Allowed Amounts

sum of each Large Network Payors’ [year being tested] allowed APC Relative Weights = [year
being tested] price per unit of APC Weight

(ii)

[year being tested] price per unit of APC Weight - ( 2017 price per unit of APC
Weight x Cumulative HIA)

= Outpatient Payment Deviation

3.2 Outpatient Payment Indices and Outpatient Deviations For Small Commercial Payors, Small
Medicare Advantage Payors, Small Tennessee Medicaid Payors, and Small Virginia Medicaid Payors

(a) The Outpatient Payment Indices shall be calculated for Small Commercial Payors, Small
Medicare Advantage Payors, Small Tennessee Medicaid Payors, and Small Virginia Medicaid Payors by
adding all 2017 outpatient Allowed Amounts for all of the Payors within each of the four groupings, and
then dividing by the sum of all 2017 APC Relative Weights associated with each group’s Allowed
Amounts. The Outpatient Payment Indices shall be calculated as follows:

Small [applicable] Payors’
2017 outpatient Allowed Amounts

sum of Small [applicable] Payors’



2017 APC Relative Weights = 2017 price per unit of APC Weight

(b) The Outpatient Payment Deviation for each of the four groups shall be calculated in two steps as
follows:

(i)
Small [applicable] Payors’ [year
being tested] outpatient Allowed Amounts

sum of Small [applicable] Payors’

[year being tested] APC Relative Weights = [year being tested] price per unit of APC Weight
(ii)

[year being tested] price per unit of APC Weight - ( 2017 price per unit of APC
Weight x Cumulative HIA )

= Outpatient Payment Deviation

33 Calculation of Outpatient Payment Indices and Outpatient Payment Deviations For Outpatient
Services Which Do Not Have Assigned APC Relative Weights

(a) Certain outpatient services such as laboratory and therapy do not have an APC or assigned APC
Relative Weights by Medicare. Accordingly, for these and any other outpatient services which do not
have assigned APC Relative Weights, a substitute (or “proxy”) for APC Relative Weights must be utilized
in order to calculate the Outpatient Payment Indices and Outpatient Payment Deviations discussed
above.

(b) The proxy will be the Tennessee Medicare Part B fee schedule for such services (for hospitals in
Tennessee) and the Virginia Medicare Part B fee schedule (for hospitals in Virginia) in effect on January
1, 2017, divided by the APC payment rate published annually in the Federal Register and adjusted for
the wage index for the Metropolitan Statistical Area located in the Geographic Service Area (“APC
Proxy”). The APC Proxy calculation for the denominator of the Outpatient Payment Indices above is as
follows:

2017 Medicare Part B [applicable
Tennessee/Virginia] fee schedule amounts for services for which there is no APC Relative Weight

2017 published Medicare APC payment rate adjusted for applicable urban wage index = APC
Proxy



(c) Similarly, when calculating the Outpatient Payment Deviation for services with no APC Relative
Weight, the Tennessee and Virginia Medicare Part B fee schedules and the published APC payment rate
shall be those in effect on January 1 for the year being reviewed and tested. The APC Proxy calculation
to be used in the denominator of the Outpatient Payment Deviation calculations above is as follows:

[year being tested] Medicare Part B [applicable
Tennessee/Virginia] fee schedule amounts for
services for which there is no APC Relative Weight

[year being tested] published Medicare APC payment rate adjusted for applicable urban wage index
= APC Proxy for [year being tested]

The results of these calculations are utilized/combined in the outpatient calculations above.
3.4 Excess Payment and Refunding Payors and Patients

In order to determine if the New Health System’s hospital pricing is excessive, both the Inpatient
Payment Deviation and the Outpatient Payment Deviation (discussed above) must first be converted to
a dollar value for the respective Payor or Payor groups as follows:

[Inpatient/Outpatient] Payment Deviation X [year being tested] sum of Allowed [DRG
Weights/APC Weights] for [Large Network Payor/ Small Commercial Payors/Small Medicare Advantage
Payors/ Small Tennessee Medicaid/Small Virginia Medicaid Payors]

= [Inpatient/Outpatient] Deviation Dollar Value

The Inpatient Payment Deviation Dollar Value and Outpatient Payment Deviation Dollar Value are then
added together. If the sum of the Inpatient Deviation Dollar Value and Outpatient Deviation Dollar
Value for the applicable Large Network Payor or small Payor group is positive, then there is an “Excess
Payment” from the Payor which must be refunded. This process is referred to herein as “Excess
Payment Testing.” The refund shall be paid to the applicable Payor(s) as set forth in subsections (a) and
(b) below, and to patients as set forth in subsection (c) below. In addition, future Allowed Amounts shall
be reduced with the goal of preventing future Excess Payments from recurring. Future Allowed
Amounts shall be reduced by the Excess Payment divided by the Actual Payment (sum of Inpatient and
Outpatient Dollar Value), after future Allowed Amounts are adjusted for inflation using the Cumulative
Hospital Inflation Adjustment and Cumulative Hospital Inflation Adjustment rates for each respective
service type.

(a) Large Network Payors. Excess Payment shall be refunded to Large Network Payors according to
the following formula:

Inpatient Deviation Dollar Value + Outpatient Deviation Dollar Value



= S Excess Payment refunded to Large Payor [if a positive number

(b) Small Commercial, Medicare Advantage and Tennessee Medicaid and Virginia Medicaid Payors.
The Excess Payment shall be refunded to individual Payors within the Small Commercial, Small Medicare
Advantage and Small Tennessee and Small Virginia Medicaid groups of Payors in direct proportion to the
percentage of the Allowed Amount which each individual Payor within the groups occupies in relation to
the Allowed Amounts of all other Payors. If there is an Excess Payment due and owing to one of the four
Payor groups, then the refund shall be issued to each member of the group according to the following
formula:

Excess Paymentx sum of [year being tested] inpatient and outpatient Allowed Amounts of
individual Payor in Small [applicable] Payors

sum of [year being tested] inpatient and outpatient Allowed Amounts of all Payors in Small [applicable]
Payors

= S [Excess Payment refunded to individual Payor in the group of Small [applicable] Payors]

Alternatively, the New Health System may identify the individual Payor(s) from which the Excess
Payment originated and direct refunds to that Payor(s) and shall notify the COPA Monitor of such
refunds.

(b) Patients. The Excess Payment refunds due Payors in subsections (a) and (b) above shall be first
assigned to any specific group(s) of patients determined to have been directly impacted by the Excess
Payment, and then further allocated by the New Health System between Payors and patients in direct
proportion to the percentage of the Allowed Amounts paid by the Payor and patients respectively. For
example, if patients of a particular Payor paid 10% of the Allowed Amounts in the year 2025, they shall
receive 10% of the refund due the Payor as a result of an Excess Payment. No refund will be made to a
patient who has not actually paid the patient portion of the Allowed Amount.

PART IV
NON-HOSPITAL OUTPATIENT SERVICES

It is the intent of this Addendum 1 to govern, for Measured Payors, all non-hospital outpatient services
provided by outpatient diagnostic centers, ambulatory surgery centers, or any other non-hospital
outpatient settings for COPA Hospitals and other providers for which the New Health System exercises
control or influence over managed care contracting, excluding providers described in Part X(c) below.
The New Health System will provide a list of entities that the New Health System does not exercise
control or influence over managed care contracting. The COPA Monitor will be immediately notified of
any change in the list. Non-hospital outpatient pricing and payment in these settings shall be subject to
the same calculations set forth above for hospital outpatient services, with the exception that the non-
hospital Outpatient Payment Deviation will not be netted against an inpatient deviation (because there



are no applicable inpatient services against which to net). Thus, a positive non-hospital Outpatient
Payment Deviation Dollar Value also equals the amount of any Excess Payment which is due to be
refunded to Payors and patients. Determining how much of an Excess Payment is due Measured Payors
and patients shall be calculated as set forth above. The New Health System shall not move or convert or
shift non-hospital services to hospital services where such service is not hospital based for Medicare
without first notifying the COPA Monitor so that indices can be established for such services.

PART V
PHYSICIAN SERVICES

The terms of this Addendum 1 shall apply to services rendered by Employed Physicians, as well as mid-
levels, physician extenders and allied health professionals whose practices are owned, controlled, or
managed, in whole or in part, by the New Health System, or for which the New Health System receives
any portion of the profits or revenue (collectively, “Physician Services”). Physician Services shall be
subject to the same indices and Excess Payment Testing and refund process set forth above, except that
Physician Services pricing shall be measured in terms of RVUs. In addition, the indices shall be updated
every year using the Cumulative Physician Inflation Adjustment. If individual Measured Payors have
their own RVUs, then such Payor specific RVUs shall be utilized in lieu of Medicare RVUs.

PART VI
CHARGE-BASED ITEMS OR SERVICES

(a) Certain hospital, physician, ancillary and other healthcare services may be reimbursed on a
percentage of a health care provider’s charge for such services. Common examples in hospital Managed
Care Contracts include, but are not limited to, services not otherwise covered by a Payor’s fee schedule
and items where the charge may vary based upon the underlying cost such as high cost drugs and
implants in the hospital. In addition, some Managed Care Contracts pay for all hospital services based
upon a hospital’s charges for services. Such contracts often provide for a discount (for example 50%)
from a hospital’s chargemaster rates for the item or service at issue. This Addendum 1 is intended to
place limits upon increases in the New Health System’s charges and/or the impact of those increases,
upon individuals and entities who utilize the New Health System’s services. For hospital inpatient and
outpatient, non-hospital outpatient, and Physician Services and any other services billed to Payors based
upon charges, the New Health System shall limit the impact of charge increases as set forth below. This
provision does apply to outliers for the purpose of adjusting the outlier threshold and any percentage of
charge payment. Outlier payments are further tested as part of the Allowed Amounts for the payment
indices and payment deviation calculations set forth above.

(b) Charges established in a COPA Hospital chargemaster may be adjusted at the discretion of the
New Health System. The New Health System acknowledges, however, that increases in excess of the
Hospital Inflation Adjustment will impact contracts which base reimbursement on a percentage of
charges and certain cost-based items, discussed below. Accordingly, the New Health System agrees to
have its charge increases reviewed each year by the COPA Monitor. The review of the annual charge



increase will consider whether or not the increase applied across the applicable COPA Hospital or varied
by department, service or line item. If the charge increase is not applied uniformly across the entire
chargemaster, other than cost-based items (addressed below), the New Health System will calculate and
implement in its chargemaster a weighted average charge increase by considering the volume of the
various departments, service lines or line items and the respective increase in charges. For example, if
$10 million of charges is increased 10%, another $10 million is increased 5%, and a third group of $10
million was increased 0%, the weighted average would be 5%. The weighted average charge increase is
then compared to the Hospital Inflation Adjustment.

(c) To the extent that the total charge increase exceeds the annual Hospital Inflation Adjustment,
the New Health System will be required immediately to report any excess increase to all Payors whose
payments are impacted by charges and to reduce the payment to charge ratio so that it does not exceed
the Hospital Inflation Adjustment. An exemplar calculation is set forth in Appendix 1. In addition, any
payments received which were based upon charges which exceed the Hospital Inflation Adjustment in
any year being tested or measured must be refunded on a claim by claim basis, to the respective Payors
and patients. See Appendix 1.

(d) This Part VI shall not apply to cost-based items which are addressed below.
PART VII
COST-BASED ITEMS

(a) Some items are reimbursed based upon the cost of the item to the hospital or medical provider
(“Cost-Based Items”). Hospitals and other health care providers maintain “mark-up” policies which
typically set the charge to Payors as the cost of the item plus some specified mark-up or percentage over
and above the cost of the item.

(b) The New Health System agrees to maintain the mark-up policies in effect for the COPA Parties as
of January 1, 2017 as the baseline for measuring its post-Closing mark-ups on Cost-Based Items covered
by such mark-up policies.

(c) The New Health System agrees not to adjust the mark-up policy without the approval of the
COPA Monitor, including adjustments to the mark-up policy which are required to migrate the systems
of the COPA Parties to a single system. The New Health System may, however, increase or decrease its
charges for items covered by its mark-up policy in effect on January 1, 2017, based upon changes in the
underlying cost of a given supply or item (e.g., a drug). Items that have a mark-up based upon a fixed
dollar amount (e.g., cost plus $1.00) may change in cost anytime and the fixed price mark-up may also
change once per year by an amount not to exceed the Hospital Inflation Adjustment.

(d) The mark-up for cost for Cost-Based Items must remain constant, however, during the COPA
Term. If the item is a cost plus a fixed increase, the fixed increase can be adjusted by the Hospital
Inflation Adjustment. If the item is cost plus a percentage mark-up, the mark-up percentage must
similarly remain constant during the COPA Term. If the increase in the COPA Hospital mark-up exceeds



the Hospital Inflation Adjustment in any given year, a refund is due impacted Payors and patients
consistent with Part VI (c) above for Charge-Based Items or services refunds.

(e) Iltems which are medical devices or supplies which were not covered by a particular COPA
Hospital’s mark-up policy (by way of example only, new items which did not exist under such policy but
are required to be tested for pricing compliance, shall be reported to the COPA Monitor within 90 days
of the New Health System furnishing the item.

PART VIII
APPLICATION TO POST-CLOSING MANAGED CARE CONTRACTS

Contracts which the New Health System executes with new Payors post-Closing are governed by the
terms of this Addendum 1. The new Managed Care Contracts will be subject to the Excess Payment
Testing set forth above. Since new Payors who execute post-Closing contracts with the New Health
System will necessarily not have pre-Closing, 2017 payment data available for use as Payment Indices,
an alternative methodology must be employed to serve as a substitute for 2017, pre-Closing payment
data. For new, post-Closing contracts, post-Closing Allowed Amounts shall be compared to pre-Closing
2017 Allowed Amounts for peer Payors. The New Health System shall propose peer Payors to the COPA
Monitor based on factors including contract terms, quality components offered to the New Health
System by such Payor, the number of covered lives, the experience of such Payor in other markets,
information related to the performance of such Payor, and the financial stability of such Payor. The peer
Payors utilized for comparison purposes shall be selected by the COPA Monitor. The first year post-
Closing Managed Care Contracts shall be measured for compliance with this Addendum 1 is one
complete Contract year after the respective hospitals have operated under such contracts.

PART IX
TIMING FOR REPORTING, AND EXCESS PAYMENT REFUNDS
9.1 Timing for Reporting

(a) Reporting Contracts and Financial Information to the Department. All contracts subject to
Excess Payment Testing shall be made available to the Department upon the Department’s request. In
addition, the New Health System shall timely provide all information needed by the Department to
verify the New Health System’s calculations including but not limited to: Allowable Amounts from
claims data; case mix; admissions and discharge data; DRG Relative Weights; APC Relative Weights; APC
Proxy calculations; RVUs; Payor mix; utilization; gross and net revenues by Payor; audited financial
statements; and any other information requested by the Department which, in the Department’s sole
discretion, would be beneficial to the Department in measuring the New Health System’s compliance
with this Addendum 1.

(b) Reporting Payment Indices. All Payment Indices shall be calculated and reported to the
Department by April 30, 2018 or within four (4) months of the Closing, whichever shall occur later.



(c) Reporting of Excess Payment Testing. For Large Network Payors, compliance with this
Addendum 1 shall be measured by Contract Year and reported to the COPA Monitor within four (4)
months after the conclusion of each full Contract Year after the Closing. For small Payors, compliance
with this Addendum 1 shall be measured by the New Health System’s Fiscal Year and reported to the
COPA Monitor within four (4) months after the conclusion of each full Fiscal Year after the Closing.

(d) Annual Report to the Department. By November 30, 2019, and by each November 30 thereafter
during the COPA Term, the New Health System shall provide a report to the Department to include the
following information with respect to the Fiscal Year ended in that calendar year:

(i) A summary comparison by COPA Hospital or other applicable healthcare providers affiliated
with the New Health System, by Payor and by inpatient and outpatient of price increases from the New
Health System to Measured Payors;

(i) The same report in (i) set forth above, however, showing any price decreases to Measured
Payors;
(iii) A summary comparison by Payor and by the relevant the New Health System provider, showing

gross revenue and net revenue for Measured Payors;

(iv) A list of any new Payors which executed Managed Care Contracts during each calendar year and
a verified certification from the New Health System’s Chief Financial Officer that the pricing for such
contracts complies with this Addendum 1;

(v) A report showing all charges and charge increases for non-hospital outpatient services, Physician
Services, Charge-Based Items and Cost-Based Items for Measured Payors;

(i) A report of chargemaster increases for such year by provider, showing the impact on Measured
Payors of such increases to the extent increases require an adjustment described in Part VI or VIl above;
and

(vi) A summary of all value-based payments, broken out by COPA Hospital and by Payor, and
including a comparison of such payments to the prior Fiscal Year’s value-based payments from such
Payors.

(e) Electronic Format. The New Health System shall provide the foregoing information in electronic
format acceptable to the Department including the header level data, revenue level data and required
data fields requested by the Department.

9.2 Timing of Refunds

The New Health System shall develop a plan for paying refunds due to Measured Payors and/or patients
as a result of Excess Payment Testing, including a reasonable process for addressing small payment
amounts, and shall provide such plan to the COPA Monitor within sixty (60) days of identification. Any
refunds due and owing to Measured Payors and/or patients as a result of Excess Payment Testing shall



be made within sixty (60) days after such plan is submitted to the COPA Monitor, except as required by
applicable law.

9.3 Timing of Fee Schedule Adjustments and Additional Refunds

Any fee schedule adjustments which are necessary in order to prevent any Excess Payments from
recurring in the balance of a Contract Year or Fiscal Year, as applicable, shall be made within sixty (60)
days after identification. Such fee schedule adjustments shall include any Excess Payment received by
the New Health System during the first six (6) months of the Contract Year or Fiscal Year following the
applicable year, if during this time, contract prices were not adjusted by the New Health System to
account for and prevent Excess Payments. Alternatively, the New Health System may make an
additional refund to Measured Payors and patients to account for any Excess Payment received during
the first six (6) months of such following Contract Year or Fiscal Year. If the New Health System elects to
make an additional Excess Payment refund rather than a fee schedule adjustment, to account for the
first six (6) months of such following Contract Year or Fiscal Year, it shall make such additional refund to
Payors and patients within sixty (60) days.

9.4 Recurring Annual Deadlines

The deadlines set forth above shall be annual deadlines based upon the Contract Year or Fiscal Year, as
applicable.

9.5 Additional Time

If the New Health System needs additional time to perform any of the obligations in this Addendum 1, it
may request, in writing, additional time from the COPA Monitor. A request will be considered timely if
received by the COPA Monitor within one (1) week of a deadline.

PART X
EXCEPTIONS TO PRICE LIMITATION RULES
The Excess Payment Testing set forth above does not apply to the following:

(a) That portion of Managed Care Contract payments for attaining quality targets or goals, so long
as quality or value-based contracts are reported to the COPA Monitor and the COPA Monitor has not
objected.

(b) Pass-through items in Payor contracts governed by a COPA Hospital mark-up policy or other
method, so long as they are priced consistently with Part VII.

(c) Post-acute care providers such as SNFs, home health agencies, hospices and durable medical
equipment providers owned by the New Health System. Because these providers’ Payor mixes are
primarily governmental, and not negotiated with the New Health System, these providers have been
excepted from the terms of this Addendum 1.



(d) Bundled payment items and services in which a COPA Hospital and/or the New Health System as
applicable assumes risks for care provided by other providers (such as post-acute care providers like a
SNF or home health agency), involving a value-based payment on an episodic basis. Excepting Allowed
Amounts and/or payments for this type of risk-based contracting is intended to encourage such
contracting. The Parties shall submit the description of bundled payment items and services to the COPA
Monitor for review, along with a copy of all related contractual agreements, including the New Health
System’s base pricing of its services included in the bundle. If such contracting is abused or results in
anti-competitive conduct, the Department may take enforcement action.

(e) Items for which the COPA Hospital and/or the New Health System as applicable have accepted
risk in the form of a capitated payment or percentage of premiums.

(f) Pharmacies owned or controlled by a COPA Hospital or the New Health System unless the
hospital or the New Health System no longer contracts with pharmacy benefit managers, or competition
is otherwise reduced in the area of pharmaceuticals or pharmacy services. These services have been
excepted, because it is believed that competition exists for these services notwithstanding the
Affiliation.

(8) Contract pricing terms which were negotiated pre-Closing. Allowed Amounts which were
negotiated with Payors prior to the Closing need not be tested.

PART XI
PERIODIC REVIEW

No later than six (6) months before the end of the fourth anniversary of the Issue Date, the New Health
System and the COPA Monitor shall meet to review the application and operation of this Addendum 1 in
the maintenance of ongoing Public Advantage. If it appears the New Health System (a) has generated
operating margin, as defined by Moody’s Investors Service, during one or more of the preceding three
(3) years that is above the 75th percentile of health systems rated A+ by Moody’s Investors Service, or
(b) has generated an average operating margin during one or more of the preceding three (3) years that
is below the 50th percentile of health systems rated BBB+ by Moody’s Investors Service, then
modification of this Addendum 1 may be appropriate. If the New Health System proposes an Addendum
1 modification pursuant to this Part XI, the COPA Monitor shall review and make a recommendation to
the Department with respect to the proposed modification. In addition, the COPA Monitor may
independently propose an Addendum 1 modification to the Department. The Department may accept,
decline or revise any proposed Addendum 1 modification referred to it by the COPA Monitor. The
Department, however, shall accept a proposed modification only to the extent the Department
determines, in its discretion, that it is necessary to retain, or otherwise not impair, Public Advantage. If
any such modification is not agreed upon prior to the beginning of the fifth anniversary of the Issue
Date, the Department may consider it a material factor in its Annual Review pursuant to Section 7.02 of
the Terms of Certification. Such review of this Addendum 1 shall be repeated every three (3) years
thereafter during the COPA Term.



PART XII
GENERAL TERMS

(a) All Payor claims, billing, and other rules will be followed. It is not the intent of this Addendum 1
to supplant contract terms in any COPA Hospital’s or the New Health System’s Managed Care Contracts
other than specifically addressed herein.

(b) Should the New Health System have an Excess Payment for any Payor for two consecutive years,
the New Health System agrees to perform a root cause analysis audit and provide a report to the COPA
Monitor setting forth its plan to address and prevent future Excess Payments.

(c) With respect to any year in which an Excess Payment occurs, the Department may assess a
remedial payment against the New Health System in an amount in the Department’s discretion but not
to exceed five hundred thousand dollars (5500,000). Any such remedial payment will be paid as directed
by the Department.

(d) Neither this Addendum 1 nor any other provision of the COPA or the Terms of Certification
creates a private right of action.

(e) The provisions of this Addendum 1 shall apply to any Payor which has a Managed Care Contract
with any COPA Party and subsequently goes out-of-network; provided, however, that the Hospital
Inflation Adjustment and Physician Inflation Adjustment with respect to such Payor shall be multiplied
by two (2x) in the first two (2) years the Payor is out of network and multiplied by one (1x) each year
thereafter. Excess Payment Testing with respect to such Payors shall be conducted separately pursuant
to Parts Il through V above, as applicable.

(f) If a Payor never had a Managed Care Contract with any COPA Party and was therefore never in-
network, pricing for services rendered to such Payors and their patients shall be a percentage of charges
calculated for the applicable COPA Party (until such time as the New Health System migrates to a single
chargemaster) by dividing the payments received for such cases by the corresponding charges for such
Payors during calendar year 2017 (the “Never Contracted Out of Network Percentage”). When the New
Health System migrates to a single chargemaster, the New Health System shall recalculate the Never
Contracted Out of Network Percentage, which shall be approved by the COPA Monitor. The Never
Contracted Out of Network Percentage will be reported to the COPA Monitor along with the Payment
Indices. The Never Contracted Out of Network Percentage will be adjusted annually in accordance with
Part VI.

PART XIlI
RESERVATION OF RIGHTS

(a) Notwithstanding the provisions of Part XI, the Department reserves the right to change the price
limits included herein from time to time if a Payor does not offer quality-based incentives, or for any
other reasonable, and not arbitrary and capricious reason.



(b) Notwithstanding the provisions of Part XI, the Department reserves the right, from time to time,
in its reasonable, and not arbitrary and capricious discretion, to change the definitions herein, to add or
subtract Payors from Excess Payment Testing, to add or subtract service lines of the New Health System,
including but not limited to SNFs or pharmacies, and to otherwise change the measurement indices

utilized to compare pre-Closing and post-Closing prices. The Department reserves such right depending
upon changes in the utilization, Payor mix, method of reimbursement such as value-based contracts, or
for any other reasons which cause the Excess Payment Testing herein ineffective in retaining Public

Advantage.



ATTACHMENT 2

CONDITIONS

Wellmont and Mountain Stateball notdiscontinue, close, repurpose, merge, gradiervice
lines or facilities, or terminate employees, except for cause, during td pétime between
approval of theApplication(Approval Date) and the effective date of the Applicants’ merger.

All conditions imposed in the Order are absolute and are not dependent\pplibents
achieving the actual savings and efficiencies the Applicants envision drimimghe merger.

The financial investments committed to by the Applicants, in conditions 8, Z3},3, and
36, shall be incremental, monetary obligations tloaistitute additions to the Applicants’
annual baseline spending levels as of the Approval Date in the applicableieatehjoe
Applicants shall provide annual baseline spending levels to the Commissitresaine time
that such information is provéd to Tennessee.

All plans or other reportequired by a conditioghall be subject to the review and approval of
the Commissioner as follows:

Acceptance With respect to each plan to be submitted to the Commissioner for apfineval
Commissioner shall approve or propose modification to the plan within 30 degegit of
the plan. If the Commissioner proposes a modification to any such plan, the lditlv He
System shall have 30 days following receipt of notice thereof to respondreRaitirmely
respond to a proposed modification shall constitute acceptance. The Commsisadineave
15 days following receipt of the New Health System’s response to approveydhdegnan.
The Commissioner’s decision constitutes a case decision purstla@tAdministrative
Process Act (Virginia Code § 2.2-4080seq).

Replacement PlansVith respect to each thrgear plan no later than 90 days prior to the
expiration of such plan, the New Health System shall develop and submitGortiraissioner
for approval a new plan for the next three fidtalyears to replace such expiring plan.

Madification. Following theapprovaland adoption of each plan, the New Health System may,
from time to time, request a meeting with the Commissioner to discuss possithifications

to any such plan. Such discussions may include, among other things, proposals to revise the
timing (but not the aggregate amount) of the spending commitments set fasthibit B of

the Applicants’ Revised New Health System Virginia Commitments dated €@@pR017

(“Exhibit B”). The New Health System shall not implement anodification to a plamintil

such modification has been approved by the Commissioner. To the extent any adopied pl
modified, the New Health System shall accordingly amend and restatath® jple effective

on a prospective basis.

The New Health System shall complytlvall provisions contained in Article V, and
Addendum 1, of the “Terms of Certification Governing the Certificate of @élvantage
Issued to Ballad Health Pursuant to the Master Affiliation Agreement and fRlaegration
By and Between Wellmont HahlSystem and Mountain States Health Alliance” dated
September 18, 2017.

The New Health System shall continue to negotiate in good faith with at$tyinclude the
New Health System in health plans offered in the area served Bytitlewest Virgnia Health
Authority (“ Authority”) on commercially reasonable terms and rates, and will not refuse to
negotiate with potential new Payer entrants to the market or with any gagegaas the Payer
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has demonstrable experience, a reputation fodtzting and timely payment, and negotiates
in good faith. Prior to initiating any such negotiations, the New Health Sykedhpsovide in
either electronic or hard copy format a complete copy of these conditiohpayes with

whom it is negotiating magad care contracts. The New Health System will resolve through
mediation any disputdbat arise during negotiations to which this condition is applicable. The
New Health System shall timely notify the Commissioner of any mediation ougpursuant

to this condition if the Payer has insureds (or members) in the Commonuwafeditginia, and
shall offer to the Commissioner updates on the progress of such mediatiorayéfrafd the
New Health System cannot agree on rates or any other contract tednnsediation fails to
resolve the dispute, the Commissioner may require the New Health Systenicipgiarin

“Final Offer Arbitration” with the Payer unless the Commissioner agreeas atiernative

manner of arbitration. Costs and reasonable attorfiegs’of the arbitration shall be awarded
to the prevailing party of the arbitration if “Final Offer Arbitration” dher types of arbitration
are utilized.

For purposes of these conditiofi@ayer” meansny person, corporation, or entity that pays,
arranges for payment, for all or any part of any New Health Systepithl or other medical
providers’ medical services or supplies and items for itself or for amy pérson, corporation

or entity, and which negotiates the payment or rate of payment for such Hospikdlical
services, supplied/or items. This includes Payers which are third party adminisrator
health insurers, seifisured health plans, employer health plans, managed care organizations,
health maintenance organizations, administrative service organizationhandiwiilarPayes

and health plans which negotiate the payment or rate of paymemisfuitat or medical

services, supplies and/or items. Rdpeludes any person, corporation, or entity that develops,
leases, osells access to networks of hospitals. The term does not include MedicHreror o
governmental healthcare pag®r programs which do not negotiate contracts or payment rates
with the New Health System, nor does it include Medicare Advantage Plans thaspdyon a
predetermined percentage of Medicare rates, for example, 105% of Medidarey as the
percentage does nchange during the term of the cooperative agreement.

The New Health System shall not require as a condition of enteringdotatract that it shall
be the exclusive network provider to any health plan, including any commercitavie
Advantage oMedicaid ManagedCare OrganizatianNothing herein shall be construed as to
impede the discretion of the payers in the market filesignating the New Health System (or
components thereof), as an exclusive network provider in all or part of théiBlaitin
System’s service area.

Within 36 months afhe closing date of the merger, the New Health System shall participate
meaningfully, as determined by the Commissioner, in a regional healtmatfon exchange

or a cooperative arrangement whereby privacy protected health informatidrershared with
independent physicians and other commuhé#ged providers for the purpose ofyding
seamless patient care. Any imposition of fees or cosecfmss to the health information
exchange or cooperative arrangement shall comply with federddiekitack statutes and

rules, and shall be a minimal amount that shall not exceed what is reasonable based on
comparisons with other communities offering such services. In addition, théibdkdth

System shall participate in the Commonwealth’s ConnectVirginiathigdittrmation exchange,
in particular ConnectVirginia’s Emergency DepartmenteGaoordination Program and
Immunization RegistryFurther the New Health System shall participate in Virginia’s
Prescription Monitoring Program. The New Health System shall spend auminim
$8,000,000 over the 10 fiscal years beginning July 1, 2018 in developing and providing readily
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and easily accessible access to patient electronic health informationtestungith the
regional annual incremental spending amounts in Exhibit B.

Within 12 months of the closing daiéthemerger, the New Health System shall develop and
submit to the Commissiondnr review andapproval, a plan for the expenditure of such funds
during thefirst three full fiscal years after ttodosing date of the merger. The Commissioner’s
review of the plan shall be performedaccordance with Condition 4. To be approved, the
plan shall demonstraf@) how the planned expenditure of funds will resulithie New Health
System’smeaningful participatiom a regional health information exchange or a cooperative
arrangement wheby privacy protected health information may be shared with independent
physicians and other communitgsed providers for the purpose of providing seamless patient
care, (B)how imposition ofanyfees or costs fagiccess to the health information exchange or
cooperative arrangement complies with federatkinkback statutes and rules, and is a
minimal amount not exceeding what is reasonable compared to other commufatieg of
such services, (C) how the New Health Systempuiiticipae inthe Commonwealth’s
ConnectVirginia health information exchange, ConnectVirginia's Emergeepgrtment Care
Coordination Program and Immunization Registry, and Virginia's Prescariptamitoring
Program (D) how the New Health System has established tlnedfation for data acquisition
and exchange in a manner that would promote and support population health imptoveme
efforts, and (E) that it has a high likelihood of preventing unneceasdryedundant care. The
plan shall include milestones and outcamegrics.

No later than 90 days prior to the expiration of such plan, the New HealdnSskall develop
and submit to the Commissioner for approval a new plan for the negtftlif fiscal years to
replace such expiring plaim accordance with condtin 4.

The New Health System shall collaborate in good faith with independesitiphygroups to
develop a local, regiewide, clinical services network to share data, best practices, and efforts
to improve outcomes for patients and to deliver suglhhomes at the highest possible value.

The New Health System, subject to the agreement of Payers as defined hetesstadtiah

payment models designed to incentivize quality, value, and shared financiatexigin

contracts with Large Network Payers as follows:

1. All risk-based modelamponents of existing/ellmontandMountain States contracts shall
continue from the date of closing into the future upon their terms.

2. At least me new riskbased model contract shall commence no later than January 1, 2020.

3. At least asecond new risbased model contract shall commence no later than January 1,
2021.

4. The New Health System shall initiate risksed model contracts for any remaining Large
Network Payers that do not already have at least ondaisid model component in their
contracts by no later than January 1, 2022.

By January 1, 2021, at least 30% of the New Health System'’s total healtémicesgontract
revenue shall be from ridkased model contracts. By January 1, 2022, all of the Large
Network Payers are expected to haveslabased model/population health/partnership
relationship with the New Health System that includes aligned incentikiegiskbased
components in each contract shall be based on the unique priorities and tiaggi@sssupon
by each payer, Large Network Payer and the New Health System.

For purposes of this condition, “ridlased model” shall be defined as contracts which contain
elements of reimbursement tied to incentives for quality, viahsed care, shared savings or
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12.

13.

alignment of financial inceives between Payers, the New Health System, employers and
patients.

The New Health System shall work withe Virginia Department of Medical Assistance
Services DMAS) to develop and implement value-based payment programs in the region,
including:

The New Health System shall enter into contracts with Medicaid Managed Caréz@tigas
(MMCOs) that promote valubased payment (VBP) arrangements that move the New Health
System away from fefor-service reimbursement structures for its Medicaid and
Medicaid/Medicare Dual Eligible patient populatior&uch VBP arrangements shall materially
support DMAS goals and timetables under the Virginia VBP Roadmap (in dmesitjpand
facilitate successful implementation of such goals within the timelireseired by DMAS for
MMCOs operating in the New Health System’s regidaterial support means the New
Health System shall provide an allocation of resources (financial and wtgrstaff, and
leadership direction sufficient to achieve relevant DMAS goals and timetablémfNew

Health System’s patient population. In the event that the New Health Sysésnmot engage

in VBP arrangements that materially support such goals and timetables, DMAStif§l the
Commissioner. The Commissioner may requiptaa to cure the noncompliance in
accordance with condition 17.

As a large, integrated system, the New Health System shall work with MMCOs ogénéts
region to adopt a VBP approach(s) that places emphasis on alternative panodelst
classified under categories 3 or 4 of the Health Care Payment Learning andMetticork’s
Alternative Payment Model Framework version 2017.

The New Health System shall adopt VBP arrangements put forward by DMASsasijptive
models, meaning VBP models for whibMAS has developed specific guidelines, features,
operational frameworks, and/or performance metrics for implementatiorobig@rs serving
Virginia Medicaid enrolleesThis applies to both fee-faervice and managed care.

The New Health System shall develop a robust quality improvement pragriaciude
outcomes and measures, consistent with the aim of improving the health abdinglbf the
residentf southwest Virginia. The quality outcomes and measures will\agajeed with the
input and approval of the Commissioner. The New Health System shallskstabiual
priorities related to quality improvement applicable to all faeditvithin the first six months of
the closing date of the mergand publicly reporguality measures related to the annual
priorities. The New Health System shall track the performance of the bgstiém in meeting
these quality priorities, outcomes and measures at both the system amthaidivispital
levels. The New Health System shall post the quality measures and actual gecfoagainst
the measures on its website accessible to the puliieNew Health System shalmely
report and include on its website its performance compared to the Mediaditye mpeasures
including rradmission statisticsSThe New Health System shalive notice to the Authority of
the metrics that it is prioritizing and will include input from the Authoritg&tablishing or
modifying its priorities. A monthly report, at the individual facilityvasll as system level,
shall be presented to the Commissioner and the Technical Advisory Panel.

Each hospital operated by the New Health System that is subject tGdmimission, or other
Centers for Medicare and Medicaid ServideMg)-accepted awreditation body, accreditation
shall at all times be fully accreditég the CMSaccepted accreditation body, and at all times
maintain compliance with Medicare conditions of participation. The Nealthl System shall
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15.

notify the Commissioner of any deficiencies or other noncompliance cited Byitite
Commission or Medicare within five days of receiving notice of the idefy or
noncompliance from thaccepted accreditation body Medicare The New Health System
shall submit a plan of correction correcting any such deficiencies or noncomplidimoetioe
time provided by a Medicare accreditation program approved by CMS, and hetify t
Commissioner upon completion.

Within three months ahe closing date of the mergéne New Health System shall adopt a
charity care policy for the hospitals that is compliant with applicablettzat is more

charitable than the existing policies of either of the Applicants, and thanssstent with
Section 501(rpf the Internal Reenue Code The New Health System shall furnish a copy of
its policies relating to charity care to the Commissioner no laaerttie end of the third month
following theclosing date of the merger. Thereafter, the New Health System shall farnish t
the Commissioner a copy of any revisions to such policies immediately upaiféctive date

of such revisions. These policies shall provide for the full vafitef amounts owed for
services by patients with incomes at or below 225% of the federal powearty For patients
who are between 225% and 400% of the federal pol@argy but whose account balance (after
all insurances have processed or uninsured discount has been applied)tis @ggadater than
50% of the patient’s total annual househaoicbime, the maximum a patient would be expected
to pay to settle an account balance shall be 15% of household income. The NibvEkisaim
shall inform the public of its charity care and discounting policiesgordance with all
applicable laws and shglost such policies on its publicly accessible web site and on the
separate web sites for all provider components that are part of the New Hsédtin.SThe
value of charity care will be set as defined in Virginia Co®28-102.4. The New Health
Sysem shall continue to provide charity care at a rate at or above the rate pimvitied
Applicants 12 months prior to the approval of toeperative agreement

Immediately upon closing of the mergie New Health System shall adopt a policy pans

to which uninsured and underinsured individuals who do not qualify under the chegity ca
policy shall receive a discount off hospital charges based on their &biigy. This discount
shall comply with Section 501(r) of the Internal Revenue Cane the rules and regulations
relating to that section governing not for-profit organizations, and paymentiprsvahall be
based on the specific circumstances of each individual/family. Such policyshall b
implemented immediately upon closiafithemerger. The New Health System shall seek to
connect individuals to coverage when possible.

“Uninsured” patients are those with no level of insurance or-fhartly assistance to assist with
meeting his/her payment obligations. “Underinsured” patiem#i mean insured patients who
have a health plan that does not meet the “Minimum Essential Coverage” samdefihed
under the Affordable Care Act in existence as of July 1, 20hése patients shall not be
charged more than amounts generally billed (AGB) to individuals who have inswawering
such care in case of Emergency or other Medically Necessary Services. AGB percentage is
determined using the lodkack method utilizing the lowest percentage for all facilities per the
IRS regulatory guidlines set forth in 501(r). Emergency Services are defined in accordance
with the definition of “Emergency Medical Conditions” in Section 1867 of treab&ecurity

Act (42 U.S.C. 1395dd). Medically Necessary Services are defined by Medicareieessser
items reasonable and necessary for the diagnosis or treatment of illneasycandj are

services not included in the list of “particular services excluded frarerage” in 42 CFR

§ 411.15 Financial assistance eligibility shall be determined veew of the Application for
Financial Assistance, documents to support the Application for Financmitésce (i.e.

income verification documentation), and verification of assets. Hadassistance
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17.

18.

19.

20.

21.

determinations are based on National Poverty Guigelfor the applicable year. The New
Health System shall adhere to the IRS regulatory guidelines set forth iorS&ti(r) of the
Internal Revenue Code.

The New Health System shall furnish any notices of a material defaulth¢éhidew Health
System, or an affiliate, receives under bond or other debt documents for debsmaxce
$7,500,000 to the Authority and the Commissioner.

If the New Health System becomes aware of a Material Adverse Event, the New Health System

shall immediatelynhotify the Commissioner and the Authority.

For purposes of these conditions, a "Material Adverse Event” means any fattchaege,
development or occurrence that, individually or together with any othat, e&nge,
development or occurrence, isisrreasonably likely to be, materially adverse to the business,
condition (financial or otherwise), assets, operations or results of @pesrafithe New Health
System, taken as a whole, or on the ongoing ability of the New Health Systemgly evith

any condition. “Material Adverse Event” includes noncompliance with any ¢ondit the
cooperative agreement.

Upon becoming aware of any potential or actual noncompliance with any condition of the
cooperative agreement, the New Health System shalyyribéfCommissioner within 24 hours.
A plan to cure the noncompliance shall be submitted to the Commissionier tivétiime

frame pescribed by the Commission€Fhis condition shall not limit the Commissioner’s
authority to initiate a proceeding to deténe if the cooperative agreement should be revoked
at any time.

The New Health System shall fully honor prior service credeligibility and vesting under
the employee benefit plans maintained by Wellnzont Mountain States, and shall provide all
employees full credit for accrued vacation and sick leave.

As soon as practicable after closing of the merger but no later tremdttfethe first full fiscal
year after the closing date of the merger, the New Health System shall create anlgebegin t
implementation of a plan to spend a minimum of $70 million over 10 yearsnioate
differences in salary/pay rates and employee benefit structures among thgeemplicthe

New Health System. The plan shall account for differences in salary/payarad employee
benefit structures applicable to all levels of employees such that the New Bgstiém offers
competitive compensation and benefits for all employees of the New Health System

The New Halth System shall provide to the Commissioner, withio months of the closing
date of the mergen severance policy addressing how employees will be compensated if they
are not retained by the New Health System or any of its subsidiaries orefili&iis policy
shall not affect termination of employees if the termination wasdase. The severance
policy shall consider several factors, including but not limited to, emttidual’'s position
within his/her current organization and years of service. The policy mbhddress
outplacement support to be provided to any such employee. This provisiomos Hoe
construed to create a right of action for any individual employee. This iwonslitall continue
for five years from the closing of theerger.

Between the Approval Date and the closing date of the merger, and duringribatB4seriod
commencing with the closing date of the merger, the New Health System shatimotte
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23.

24.

any employee of anydspital in Virginig whether or nosuch employee is classified as clinical
personnel, nor require any such employee to enter into an early retiremerggpac otherwise
resign in lieu of termination, except in either case for cause. In@dditiring the same time
period, the New HeditSystem shall not require any such employegngfhospitaln Virginia
to transfer his or her principal place of employment to a location more thane30firoim the
location of such employee’s principal place of employment as a condition tohes o
continued employment. Any employee’s refusal to accept a transferdatmiomore than 30
miles from his or her principal place of employment shall not constituteedar termination.
Thereafter (A) if the New Health System decides to terminate piogee without cause it
shall provide prior notice to the Commissioner and (B) if the New H&3ikem desires to
commence a reduction of 50 or more employees, whether in a single act or a set@saf
acts, in any 90-day period, it shall provide @@mmissioner with at least @lays advance
notice prior to implementing the reduction action. The notice shall inelsg®erance policy
addressing how employees will be compensated if they are not retainedéctoom with such
action.

The Nav Health System shatiombine the best of the career development programs of
Wellmont and Mountain States in order to ensure maximum opportunity for career
enhancement and training.

The New Health System shall spend a minimum of $85,000,000 o\ fiseal years
beginning July 1, 2018 on Health Research and Graduate Medical Educatiottibgriké
communities served by the New Health System, consistent with the regional imecnemental
spending amounts iBxhibit B.

Within 12 monthsof the closing date of the merger, thew Health System shall develop and
submit to the Commissioner, for review and approallanfor postgraduate training of
physicians, nurse practitioners, and physician assistants and other alltadohefessiaals in
Virginia. The New Health System shall develop the plan in collaboratitbnat least its
current academic partnershe plan shall be for the first three full fiscal years after the closing
date of the merger and will include a time scheduléfpiementing the plan and expenditures
under the plan thas consistent with the regional annual incremental spending amounts in
Exhibit B. The plan shall also include, but not be limited to, how it will addressuti®Aty’s
Blueprint access, quality, and population health goals, the structure of an ongmlamaxc
collaborative and how training will be deployed in Virginia based oresiglencebased
assessment of needs, clinical capacity, and availability of programs. tioadihe plan shall
address:

e Establishment of a new, communttgsed, ruratraining track, primancare residency or
preventive medicine residency in Virginia;

¢ Collaboration with existing psychiatry residency programs to establish cotymuni
psychiatry rotations in southwest Virginia; and

¢ Incentives for clinical employees to pursue terminal clinical degheesgh loan
forgiveness, clinic rotation sites, climichours, and preceptorship.

The Commissioner’s review of the plan shall be performed in accordafc€andition 4. To
be approved, the plan shall)(have been developed collaboratively with key Virginia
stakeholders; (B) effectively address the ascqaality, and population health goals of the
Authority’s Blueprint for Health Improvement & Health-Enabled Prospge(ily establishan
appropriate structure for amgoing academic collaborativi®) set forth howtraining in
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Virginia, deployed based an evidencdased assessment of heeds, clinical capamity
programavailability will be developed(E) set forth how a new community-based, rural
training track, primancare residency, or preventive medicine residency in Virginia will be
established; (Fset forth how community psychiatry rotations in southwest Virginibbei
established in collaboration with existing psychiatry residency progi@pnset forth how
incentives for clinical employees to pursue clinical degvakde developed through such
mechanisms as, for example, loan forgiveness, clinical rotation sites, clirica) Aand
preceptorship; and (Hhclude a methodology for allocation of funds between Virginia and
TennesseeThe plan shall include milestones and outcome metrics.

The New Health System shall implement the plan in collaboration wigastt its current
academic partners.

No less than 90 days prior to the expiration of such plan, the New Health Syslieteatiap
and submit to the Commissioner for approval a pkam for the next three full fiscal years to
replace such expiring plan, as described in condition 4.

Within 45 days of the closure of the merger, the New Health System shall convérst the
meeting of the collaborative which shall bedwired by onacademic representative from
Virginia and one from Tennessee. Furthermore, and contingent on continued fending f
existing programs from federal and state sources, the New Health System tstemiline or
eliminate any medical residency programs orlabée resident positions presently operated by
the Applicants at any Virginia facility provided, however, that such progmay be moved
within Virginia, or substituted for residency training in Virginiaotiner specialties if that is in
the best interas of the patient population in the area.

Within 12 months of the closing date of the merger\#he Health System shall develop and
submit to the Commissioner, for review and approval, afplaimvestment in the research
enterprise in the Virgiia service areaThe New Health System shall develop the plan in
collaboration with at least its current academic partnéf/ghin 45 days of the closing date of
the merger, the New Health System shall convene the first meeting of theaiilabwhich
shall be cechaired by one academic representative from Virginia and one from Tennessee.
The plan shall be for the first g full fiscal years following the closing date of the merger and
shall include a time schedule for implementing the plan and expenditureshmgérfor the
second and third full fiscal years after the closing of the merger that arsteonsiith the
regional annual incremental spending amounts in Exhibit B. The plan shatclsiei, but

not be limited to, how it will address the Authority’s Blueprint goals, thecire of an

ongoing research collaborative, and the criteria according to wéselarch funding available
as a result of the Virginieooperative agreemeand Tennessee COPA will be deployed in
Virginia based on community needs, matching opportunities, economic returrrégjitre

and overall competitiveness of the research proposals.

The Commissioner’s review of the plan shall be performed in accordafc€aevitlition 4. To
be approved, the plan shé}) have been developed collaboratively with key Virginia
stakeholders, (B) effectively address the goath@RAuthority’s Blueprint for Health
Improvement & HealtfEnabled Prosperity and contain metrics that will be evaluated
periodically to determine if the goals are &) establishan appropriate structure for an
ongoing academic collaborative,)(Dclude a methodology for allocation of funds between
Virginia and Tennesseand (E) include appropriate evideruased criteria pursuant to which
research funding made availabkle a result of the cooperative agreement will be deployed in
Virginia based on community needs, matching opportunities, economic return to the region,
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27.

and overall competitiveness of the research proposéis.plan shall include milestones and
outcome metrics.

The New Health System shall implement the plan in collaboration wigastt its current
academic partners.

No less than 90 days prior to the expiration of such plan, the New Health Syslieteatiap
and submit to the Commissioner for approval a new plan for the negtftlil fiscal years to
replace such expiring plan, as described in candi.

Within 48 months of the closing of the merger, the New Health SystemdiatllscaCommon
Clinical IT Platform. This fully integrated medical information systenl sti@w for better
coordinated care between patients and their doctors, hospitals, ardytestare and
outpatient services and facilitate the move to vilaged contracting. The New Health System
shall make access to the IT Platform available on reasonable terms to all pkyigitien

service area. Subject to confidentiality laws and rules, the New HealdnBsgiall grant
reasonable access to the data collected in its Common Clinical IT Plédfoesearchers with
credible credentials who have entered into Business Associate Agreements ioptse of
conducting resarch in partnership with the New Health System.

All hospitals operated by the Applicaras the Approval Datehall remain operational as
clinical and health care institutions for at least five years. “Climindlhealth care institutions”
may irclude, but are not limited to, acute care hospitals, behavioral health gspital
rehabilitation hospitals, freestanding emergency rooms, surgery centiéed, rskising

facilities, assisted living centers, and any combination thereof. Immediated the Approval
Dateand during the life of theooperative agreement, the New Health System shall continue to
provide access to health care services in the community, which may inchioleied

operation of the hospital, new services as defined by the NelthHgystem, and other
investment in outpatient health care and preventive services based on thetdeemneed of
the community. The New Health System may adjust scope of services orlrsmspita lines,
or repurpose any hospital. In the eventNleev Health System repurposes any hospital or
adjusts scope of services or service lines, it shall continue to provide dssgmtces in the
city or county where the hospital is located and in any contiguous city or cdeinty to
adjusting the scapof services or service lines or repurposing any hospital, the New Health
System shall provide the Commissioner with nine months advance notitgn 80 days of
such notification, the New Health System shall submit a plan to the Ceionas for approai
detailing how essential services will continue to be provided in th@rcitgunty in which the
hospital is located and in any contiguous city or coutitye Commissioner’s review of the
plan shall be performed in accordance with Condition 4. Tepeoged, the plan shalh)

have beemrovided tothe Commissioner with 30 days ofimely noticethat such adjustment
in scope of service or service lines or repurposing was to ,d&udemonstrate that the
proposed action is consistent with, and would not adversely intha€tppulation Health Plan,
the Rural Health Services Plan, the Children’s Health Services Plan, anehdnadal Health
Services Plan(C) set forth howessential services will continue to be provided in the Virginia
city or county where the hospital facility is currently located, as weil asy contiguous
Virginia city or county, and (D) demonstrate how population health will be inegréar the
peopek in the Virginia service aredl' he plan shall include milestones and outcome metifics.
the New Health System desiresépurposeahospital emergency department or consolidate
trauma service lineshe plan submitted to the Commissioner shall beldpee in

coordination with the Southwegirginia Emergency Medical Services @il and shall also
address emergency medical servitaasport times and assurance of appropriate patient care.
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The New Health System shall not close facilities or discaatservices in such a manner that
would affect the ability of Medicaid managed care organizations to meetnkeidequacy and
access requirements, such as distance and drive time parameters.

For purposes of this condition, “service lines” metwegollowing service lines at a hospital:
Orthopedics, Pediatrics, Surgery, Obstetrics/Gynecology, Cardioagsteart, Cancer,
Emergency Medicine, Neurology/Neurosurgical, Psychiatric/BehavioratiH&onatal, and
Trauma.

For purposes of this conditipthe following services are considered “essential serVices

e Emergency room stabilization for patients;

e Emergent obstetrical care;

¢ Outpatient diagnostics needed to support emergency stabilizationesftpati

¢ Rotating clinic or telemedicine access to specialty care consultants as needed in th

community;

Helicopter or high acuity transport to tertiary care centers;

Mobile health services for preventive screenings, such as mammography, cardéovascu

and other screenings;

Primary care services, including lab services;

Physical therapy rehabilitation services;

Care coordination service;

Access to a behavioral health network of services through a coordinatechf care;

and

¢ Communitybased education, prevention and disease management services ittargatior
programs of emphasis based on goals established in collaboration with thesSimmeni
and the Authority.

If an acute care hospital is opened in Lee County, and subsequently fadses toperate,
the New Health System shall provide essential services for Lee County baneeagmmable
terms established by agreement between the Lee County Hospital Authoriihe dvelw
Health System. Such terms shall include the appropriate access to space, litosit¢den
existing hospital facility, based upon reasonable terms. If an acute caralhespt open and
operational under a partnership with the Lee County Hospital Authority by bece&th, 2018,
the New Health System shall provide essential services in Lee County basgdagmmable
terms established by agreement between the Lee County Hospital Authorihe dvelw
Health System until such time as a hospital is open and fully operational.

The New Health System shall maintain, for the Virginia and Tennesseeesareas, a

minimum ofthree fullservice tertiary referral hospitals located in Johnson City, Kingsgmaadt
Bristol, to ensure highdevel services are available in close proximity to where the population
lives.

The New Health System shall maintain an open mediatilatall facilities, subject to the

rules and conditions of the organized medical staff of each facility. BEaosphay be made
for certain hospital departments or services as determined by the New Siesifin’s Board
of Directors or the hospital board if the hospital board is acting astimatd fiduciary body.

The New Health System shall not require independent physicians to @eatiosively at the
New Health System’s hospitals and other facilities.
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The New Health System shall not take steps to prohibit independent gogy/&iom
participating in health plans and health networks of their choice.

The New Health System shall complete a comprehensive physician/physiciateexieads
assessment and recruitment plan every three ystarting within the first full fiscal yeain

each Virginia community served by the New Health System. The New Health System shal
consult with the Authority in development and implementation of the plan. Tiddalth
System shall employ physicians and physician extenders primarily in Healds$onal
Shortage Areadesignated by the U.S. Health Resources and Services Administration and
tracked by the Vginia Department oHealthOffice of Primary Care, andhere independent
physician groups are not interested in, or capable of, adding such specakixpanding, and
in locations where needs are not being met. The New Health System shallepreonoitment
and retention of pediatric sigpecialists in aardance with the Niswonger Children’s Hospital
physician needs assessment.

The New Health System shall spend a minimum of $28,000,000 over the 10 fissal year
beginning July 1, 2018 on rural health services benefitting the communitiesairethseved

by the New Health Systeoonsistent with the regional annual incremental spending amounts in

Exhibit B. Within six months of the closing date of the merger, the New Health Sys&dim sh
develop and submit to the Commissioner, for review and appeRaltal HealthServices

Plan for the first three full fiscal years after the closing datb®iterger that shall include a
time schedule for implementing the plan and expendiumdsr the plan that are consistent
with Exhibit B. The plan shall, at a minimum, address the New Health System’s approach to
the following components:

e Primary Care Services, with a plan for same day access, which may include telemedicine

and other technology based ac¢ess

Maintain and enhance services to support maternal and prenataj health
Pediatrics and regional pediatric specialty agcess

Specialty care and regional specialty care access, with a plan for access vattay
Access to “essential services” (as defined in condRion

Improved access to preventive and restorative dental and corrective visiocessand
Emergency service access, transport, and transfer g¢safegnulated in concert with
regional agencies including the Southwest Virginia Emergency Medicat&s@ouncil

TheRural Health Services Plan shall also address collaboration witholosiglesses, school
districts, and industry on community development necessary to attractaindoreviders in
the Virginia service area.

The Rural Health Services Plan will be focused, along with the Papuldgalth Plan, on
managing the burden of disease and breaking the cycle of disease accordingitoities pet
forth by the Authority and the Commissioner.

The Rural Health Serees Plan will account for needed workforce development strategies in
consultation with the Southwest Area Health Education Center and regéueational
institutions. The Rural Health Services Plan shall also addressvwlegiment of health
professios education needed to help the New Health System’s workforce and the regional
pipeline of allied health professionals adapt to new opportunitesesd as the New Health
System evolves and develops.
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The Commissionés review of the plan shall be perfoeahin accordance with Condition 4. To
be approved, the plan shall (A) effectively addi@sddetail howmeaningful and measurable
improvements and enhancement in the Virginia service area tedsgnaecess for primary

care services, access to speciatye within five days, accessmaternal and prenatal health
services, accede pediatric and pediatric specialty services, access to “essential services” as
defined in condition 27, preventive and restorative dental services, o@ngston services,

and access to emergency servigdsbe achieved(B) detail howactive and effective
collaboration with local businesses, school divisions, and industry on congrdemélopment
necessary to attract and retain providers in the Virginia servicevidldse achieved(C) have
anactive and effective focus on managing the burden of disease and breaking the cycle of
disease based on the priorities set forth by the Authority and the Commisé@rdetail how

the New Health System will actively and effeelly consultwith the Southwest Area Health
Education Center and regional educational institutions on the development afra@rkf
development strategie@) detail how effective development of health professions education
needed to help the New HealthsBym’s workforce and the regional pipeline of allied health
professionals adapt to new opportunities created as the New Health Sysiers and
developswill be achieved; and (Ripclude a methodology for allocation of funds between
Virginia and Tennesge The plan shall include milestones and outcome metrics consistent with
those approved by the Commissioner after receipt of the recommendationikdrdathnical
Advisory Panel.

No later than 90 days prior to the expiration of such plan, the New FHaaltem shall develop
and submit to the Commissioner for approval a new plan for the negtfilif fiscal years to
replace such expiring plan.

The New Health System shall spend a minimum of $85,000,000 over the 10 fissal year
beginning July 1, 2B on behavioral health services benefitting the communities served by the
New Health System, consistent with the regional annual incremental spendingtsiin

Exhibit B. The New Health System shall (A) create new capacity for residential atdicti
recovery services serving the people of southwest Virginia and (B) shalbgdeommunity

based mental health resources, such as mobile heath crisis management teams agd intensiv
outpatient treatment and addiction resources for adults, children, andcadiisielesigned to
minimize inpatient psychiatric admissions, incarceration, and othafdme placements
throughout the Virginia service area. Within 6 months of the closing déte aferger, the

New Health System shall develop and submit to the Commissioner for reviewaodada
Behavioral HealthServicesPlan for the first three full fiscal years after the closing date of the
mergerthat encompasses A and B aboVée plan shall include a time schedule for
implementing the plan and expendituoegler the plan that are consistent with the regional
annual incremental spending amounts in Exhibit B.

The Behavioral Health Servic®an shall also consider the goals set forth in the Vagini
DMAS Addiction and Recovery Treatment Services (ARTS) Progmadhby the community
services boards in the Virginiaervicearea.

The Commissioner’s review of the plan shall be performed in accordafc€andition 4. To

be approved, the plan shél) detail hownew capacity for residential addiction recovery
services will be created to meet the current and expected future needpeaditesof

southwest Virginia; (Bdetail howcommunitybased mental health resources, suameaisile
health crisis management te;and intensive outpatient treatment and addiction resources for
adults, children, and adolescents designed to minimize inpatient psycldatigsi@ns,
incarcerationand other oubf-home placementsvill be developedhroughout the Virginia
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service ara; (C) appropriately and adequatebnsidetthe goalssetforth in the Virginia
DMAS ARTS Program and by treammunity services boards in the Virginia service area; and
(D) include a methodology for allocation of funds between Virginia and Tennessee.

No later than 90 days prior to the expiration of such plan, the New Health Systitahesielop
and submit to the Commissioner for approval a new plan for the negtftir fiscal years to
replace such expiring plan, as described in condition 4.

The New Health System shall spend a minimum of $27,000,000 over the 10 fiscal years
beginning July 1, 2018 on children’s health services benefitting the comraunitiee area
served by the New Health System, consistent with the regional annual inaksparding
amounts irexhibit B. The New Health System shall develop pediatric specialty centers and
emergency rooms in Kingsport and Bristol with further deployment of pedielemedicine
and rotating specialty clinics in rural hospitals to ensure quadindisis and treatment in the
right settings in close proximity to patients’ homes. Within six months ofitlseng date of
the merger, the New Health System shall develop and submit to the Commisgioeeicfo
and approval a @ldren’sHealthServicesPan for the first three full fiscal years after the
closing date of the merger encompassing the altbieh shallinclude a time schedule for
implementing the plan and expenditures under the plan that are consigethiewegional
annual incrementapgnding amounts in Exhibit B.

Some elements of the Children’s Health Plan may also be included in the Raithl $&rvices
Plan.

The Commissioner’s review of the plan shall be performed in accordafc€awvitlition 4. To

be approved, the plan shé}) detail howpediatric specialty centers and Emergency Rooms in
Kingsport and Bristolill be developed to meet the current and expected future needs of the
people in the geographic service ai@ detail howpediatric telemedicine and rotating
specialty clinics in rural hospitalgill be staffed and utilizetb ensure quick diagnosis and
treatment in the right setting in close proximity to patients’ horued (Cinclude a
methodology for allocation of fundsetween Virginia and Tennesseékhe plan shall include
milestones and outcome metrics.

No later than 90 days prior to the expiration of such plan, the New HealdnSskall develop
and submit to the Commissioner for approval a new plan for the negtftil fiscal years to
replace such expiring plan, as describechindition 4.

The New Health System shall spend a minimum of $75,000,000 over the 10 fissal year
beginning July 1, 2018 on population health improvement for the area served Bwthe N
Health System, consistent with the regional annual incremental sageardibunts in Exhibit B.
The distribution of funding across the total population of the areacsbyie New Health
System shall consider the relative population of the counties and commuititiesthe area
served by the New Health System, the relativegagita cost of interventions within each
community andhe relative value of the intervention towards improving overall adioum

health Of this amount, the New Health Syststmall spend an amount necessary to support the
creation of, and shall take the lead to formally establish, at least oneakgccountable Care
Community ACC) organization that includes the entire Virgiservice areaMembership of

the ACC will incude members of the New Health System, the Authority, and other local, state
or federal agencies, payers, service providers, and community groups who pasticipate.
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Within 90 days of the closing date of the merger, the New Health System shallaedr
convene the ACC's initial leadership team to help develop the Populatioth Pésah. After
consultation with the ACC and within six months of the closing date of thgeméhe New
Health System shall submit to the Commissioner, for review gobegd, a Population Health
Plan for the first three full fiscal years after the closing datbefmerger to improve the scores
of the ®uthwest Virginia population on measures to be approved by the Commissioner
following receipt ofrecommendationsom the Technical Advisory Panel. The Plan will
include a time schedule for implementing expenditures under the Blaaréhconsistent with
the regional annual incremental spending amourEximbit B. The submission of the Plan,
the process measures asated with the implementation of each component, and the
achievement of population health improvement for each measure, shall teexvalccording
to the quantitative measures and methodology determined by the Commiaftiemnerceipt of
the recommerations of the Technical Advisory Panel.

The Commissioner’s review of the plan shall be performed in accordafc€wvitlition 4. To
be approved, the Plan shall (A) set forth how population health will be impnowedithwest
Virginia in accordance witthe Authority’s Blueprint for Health Improvement & Health-
Enabled Prosperity and the Virginia Plan for Wedling and (B) include process measures
associated with implementation of each component of the plan.

No later than 90 days prior to the expiratadrsuch plan, the New Health System shall develop
and submit to the Commissioner for approval a new plan for the negtftlif fiscal years to
replace such expiring plan, as describeckindition 4.

No later than six months after the closing datthefmerger, the New Health System shall
establish a Department of Population Health Improvement to lead the N#th Bgstem'’s
efforts in implementing the Population Health Plan and improving the oveaidth o the
population served by the New Healts&m. This department shall be staffed with leaders
charged with financial compliance, physician relations, and commuiatjores and led by a
senior executive that reports directly to the Executive Chair/Presiddrd @hief Executive
Officer of theNew Health System and serves as the administration liaison to the Ropulati
Health and Social Responsibility Committee of the New Health System’s BoaickofdDs.

The New Health System shall reimburse the Southwest Virginia Healtlorytfor costs
associated with the various regional health planning efforts citechwitese conditions in an
amount up to $75,000 annually, with Consumer Price In@&) (ncreases each year. No
reimbursable costs shall be paid toward compensation for any member of thetxstBoard
or Directors.

The Board of Directors of the New Health System shall operate such that eadmizonber

must exercise the Duty of Care, Loyalty and Obedience to the New Health Sggtérad by

law, and all Board memb&must adhere to the strict fiduciary policies established by the

Board. It is recognized that governance of the New Health System shoedd tfe$ region,

including both Virginia and Tennessee. As such,

¢ On the date of closing of the merger and forlifieeof the cooperative agreement, three
members of the 1irember New Health System Board of Directors shall be Virginia
residents;

e The New Health System shall ensure membership from Virginia on the fof@®aard
committees, with full voting privilegeginance, Audit and Compliance, Quality,
Community Benefit/Population Health, and Workforce; and
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40.

41.

42.

43.

44,

45,

e Not less than 30% of the composition of the Community Benefit/Population Health
committee shall reside in Virginia (this committee will be the Board dittieenesponsible
for the oversight of the compliance of the cooperative agreement).

Any report or information required to be submitted to the Commissionebslaicompanied
by a verified statement signed by the chairperson of the Board or the &bdeftize Officer
attesting to the accuracy and completeness of the report or infanmatio

The New Health System shall provide information on a quarterly bakis kéy financial
metrics and the balance sheet comparing performance to the similar prioerjedrand year
to date. This information shall be provided on the sameadineeis what is publicly reported
through Electronic Municipal Market Access.

The New Health System shall adhere to the New Health System Alignment [Eclidlyit
12.1 of the Application] setting forth relevant considerations and thegsdor absing a
facility should it be necessary and otherwise in compliance with the aorgddaf the
cooperative agreement. This policy shall remain in effect unless the change isadrette
Commissioner.

The New Health System shall not engagenost favored nation” pricing with any health
plans.

The New Health System shall not engage in exclusive contracting for gmyservices, except
for certain hospitabased physicians as determined by the Board of Directors.

The New Health $stem shall participate in the Virginia DMAS ARTS Program.

The New Health System shall establish a systéde, physiciared clinical council (the

“Clinical Council”).

e The Clinical Council shall be composed of (A) Independent Physicians, (B) Edploy
Physicians, (C) the Chief Medical Officer of the New Health System and (D)e& Chi
Nursing Officer of one of the Applicants. The Clinical Council shall inckegeesentatives
of the New Health System’s management but the majority shall be cadnplggieysicians.
The membership of the Clinical Council shall be representative ofstrddtion of
physicians across the geographic service area.

e The Clinical Council may be supported by other clinicians, subject magerts, and
senior management.

e The Chair of the Clinical Council shall be a physician member of thecatidical staff(s)
of one or more New Health System Entities chosen by members of the Clinigadil.
The Chair shall serve on the Quality, Service and Safety Committee Bbtd of the
New Health System and shall provide ongoing reports on the activities Glinical
Council through the Quality, Service and Safety Committee of the Board.

e The Clinical Council shall be responsible for establishing a common stioidzare,
credentialing standards, consistent multidisciplinary peer reviegnwappropriate and
quality performance standards and best practices requirements for the NéwSyistdin,
all of which shall be documented as applicable and required by the Commissione

e The Clinical Council shall provide input to the New Health System on iselated to
clinical integration, and shall support the goals established by the Bdang:ctors of the
New Health System.
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e The Clinical Council shall advise the Board of Directoirshe New Health System on
target quality measures based on quality improvement priorities of the Balth ISystem.

The New Health System shall continue to treat Virginia Medicaid beneéisiariVirginia
hospitals, Tennessee hospitals, and ditesv Health System facilities. The New Health
System shall also continue to perform prnission screening assessments to determine if an
individual meets the functional criteria to receive Medidaitded long terms services or
supports. The New HealBystem shall enter into a participation agreement with DMA&
New Health System shall contract with all Virginia MMCOs that provide coeeti@iyledicaid
beneficiaries in the New Health System'’s service area. This includes MMQ@i@sMedallion
program, Commonwealth Coordinated Care program, CCC Plus program, and any other
Virginia Medicaid managed care program that is implemented during the ténm of
cooperative agreement. The New Health System shall contract with all MddicrEligible
Special Needs Plans as these health plans will serve individuals that arealled @rith a
MMCO. Additionally, the New Health System shall contract lith Program of Alinclusive
Care for the ElderlyRACE). The following conditions are placed on MMC@daPACE
contracting during thife of thecooperative agreement, and apply to all service types existing
under such contracts:

Prices for all renewed contracts shall not exceed the Applicants’ cuegotiated percentage
of Virginia Medicaid’s paymentate for the service unless both the contracting MMCO/PACE
and the New Health System agree to alternative prices or reimbursementmeang

Prices for new MMCO/PACE contracts shall be no higher than the averagetageceh
Virginia Medicaid's paymet rate for the service in the Applicants’ existing MMCO/PACE
contracts unless both the contracting MMCO/PACE and the New Health Sysesnag
alternative prices or reimbursement arrangements.

If existing MMCO/PACE contracts are not based on a percerthyirginia Medicaid’s
payment rate, then the New Health System sladdlulate a perceageof Virginia Medicaid's
payment rate based on current contract terms and 2017 utilization. To detherinerent
percentage of Medicaid, the New Health Syssiaill divide utilization in the base year
repriced at Medicaid rates by expenditures in the 2017 base year under therateseRtture
negotiated rates for these contrastiall not exceed this calculated peregebf Virginia
Medicaid’s payment rat

The New Health System shall participate in quarterly teleconferences M{s[@ach year.
The teleconferences will addresger alia, the New Health System’s progress towards
meeting DMAS goals for participation in the ARTS Program; the NealtH System’s
progress towards implementing valoased payment with Medicaid Managed Care
Organizations; ensuring continued access to obstetrical and maternitgséov Medicaid
recipients; managed care contracting; and any complaints regarding the NewS3ystdim
received by DMAS from Medicaid providers or recipients. At least one exedevel

member of the New Health System sipatticipate in each teleconference. The frequency of
the teleconferencamaybe reduced by DMAS.

In order to ensure that the Virginia operations are allocated an apf@@pnount of the New
Health System’s ongoing and annual compliance costs, the New Health Skatkadopt an
allocation methodology that takes into account the differences inmangod annual
compliance requirements between the State of Tennessee and the Conlthafwéiainia.
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These conditions are intended to remain effective for the life of theecatoe agreement.
Nevertheless, there may be changes in circumstances that arise which affect thig¢yfeasibi
the meaningfulness of the conditions and which are not possildesget presently.
Accordingly, if the New Health System produces evidence that changes imsiarices have
materially affected its ability to meet a condition and that its inability isfiected by
deficiencies in management, the New Health System may request the Commissionghamend
condition to reduce the burden or cost of the condition to a level that may bsustaimable.

In the event that the New Health System requests the Commissi@areend a condition, the
Commissioner may engage an independent consultant to determine whether the ithang
circumstances have adversely affected the New Health System, the extent to isthiah th
occurred, and whether the changes in circumstances are related to the effactiVenes
management. The New Health System shall pay all charges, not to exceed $250,000 (a
adjusted by the CPI from the date of the closing of the merger), for thefssth an
independent consultant engagement. The Commissioner shall detesmeiher it is necessary
to amend, retain, or remove the condition in order for the benefits of the coopagigement
to continue to outweigh the disadvantages likely to result from a reducttomipetitionand
take appropriate action regarding the condition.
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