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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD FEB 0 2 2012

APPLICATION FOR PERMIT

HEALTH FACILITIES &
SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATIONSERVICES REVIEW BOARD

This Section must be completed for all projects.

Facility/Project Identification

Facility Name: SwedishAmerican Regional Cancer Center

Street Address: 3535 North Bell School Road

City and 2ip Code:Rockiord, lllinois 61114

County: Winnebego Health Service Area | Health Planning Area:

Applicant /Co-Applicant Identification
[Provide for each co-applicant [refer to Part 1130.220].

12-0(3

Exact Legal Name: SwedishAmerican Hospital

Address: 1401 E. State Street Rockford, HNiinois 61104

Name of Registered Agent: Patricia Ann Dewane

Name of Chief Executive Officer: William R, Gorski,M.D.

CEQ Address: 1313 E. State Street, Rockford, llinois, 61104

Telephone Number:779-696-4003

Type of Ownership of Applicant/Co-Applicant

B Non-profit Corporation O Parinership
O] For-profit Corporation ] Govermmental
O Limited Liability Company O Sole Proprietorship 3 Other

APPEND,DOCUMENTATION'AS ALTACHMENT-1IN NUMERIC SEQUENTIAL'ORDER AETERSTHE TAS P AGEOFI HE
HarPLICATION FORMEE . . .

Primary Contact
[Person to receive all correspondence or inquiries during the review period]

o Corporations and limited liability companies must provide an lllinois certificate of good standing.
o Partnerships must provide the name of the state in which orgarized and the name and address of
each pariner specifying whether each is a general or limited partner.

Name: Yerachmiel (Rocky) Ephraim

Title: Director, Performance Improvement

Company Name: SwedishAmerican Hospital

Address; 1401 E. State Street, Rockford, lllinois 61104

Telephone Number: 815-966-2085

£-mail Address: yephraim@swedishametrican.org

Fax Number: 815-966-2089

Additional Contact
[Person who is also authorized to discuss the application for permit]

Name:Michael | Copelin

Title:President

Company Name:Copelin Healthcare Consulling, Inc.

Address:42 Birch Lake Drive, Sherman, lllinois 62684

Telephone Number:217-725-4558

E-mail Address:micbbali@aol.com

Fax Number: 217-496-3087




Post Permit Contact
[Person to receive all correspondence subsequent to permit issuance-THIS PERSON MUST BE EMPLOYED

BY THE LICENSED HEALTH CARE FACILITY AS DEFINED AT 20 ILCS 3960
Name: Yerachmie] (Rocky} Ephraim
Title: Director, Performance Improvement
Company Name: SwedishAmerican Hospital
Address: 1401 E. State Street, Rockford, lllinois 61104
Telephone Number: 815-966-2085
E-mail Address: 'yephraim@swedishamerican.org
Fax Number: 815-866-2089

Site Ownership
{Provide this information for each applicable site]
Exact Legal Name of Site Qwner: SwedishAmerican Hospital
Address of Site Owner:1401 E. State Street, Rockford, lllinois 61104
Street Address or Legal Description of Site:3535 North Bell School Road, Rockford, lllinois 61114
Proof of ownership or control of the site is to be provided as Attachment 2. Examples of proof of ownership are
property tax statement, tax assessor's documentation, deed, notarized statement of the corporation attesting to
ownership, an '&pption to lease, a I;tter tent to lease or a lease.
APPEND D(.).CUME?'&T;TI"{;ON AS ATTACHMENT-2,
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Operating Identity/Licensee
[Provide this information for each applicable facility, and insert after this page ]

Exact Legal Name: SwedishAmerican Hospital
Address; 1401 E. State Street, Rockford, lllinocis 61104

E Non-profit Corporation O] Partnership
For-profit Carporation | Governmental
] Limited Liability Company ] Sole Proprietorship D Other

o Corporations and limited liability companies must provide an fllinois Certificate of Good Standing.

o Partnerships must provide the name of the state in which organized and the name and address of
each partner specifying whether each is a general or limited partner.

o Persons with 5 percent or greater interest in the licensee must be identified with the % of

Organizational Relationships
Provide (for each co-applicant) an organizational chart containing the name and relationship of any person or
entity who is related {as defined in Part 1130.140). If the related person or entity is participating in the
development or funding of the project, describe the interest and the amount and type of any financial
contribution

" APPLICATION EORM




Flood Plain Requirements
[Refer to application instructions.]

Provide documentation that the project complies with the requirements of lllinois Executive Order #2005-5
pertaining to construction activities in special flood hazard areas. As parl of the flood plain requirements

please provide a map of the pro

maps can be printed at www.FEMA.gov or www.illinoisfloodmaps.org. This map must be in a readable

posed project location showing any identified floodplain areas. Floodplain

format. In addition please provide a statement attesting that the project complies with the requirements of
llinois Executive Order #2005-5 (http .

FAPPEND. DOCUMENTATION AS ATTA
FAPPLIGATION FORM :

Historic Resources Preservation Act Requirements

{Refer to application instructions.]

Provide documentation regarding compliance with the requirements of the Historic Resources Preservation

DESCRIPTION OF PROJECT

1. Project Classification

[Check those applicable - refer to Part 1110.40 and Part 1120.20(b)

Part 1110 Classification:
O Substantive

| Non-substantive

Part 1120 Applicability or Classification:
[Check one only.]

[ Part 1120 Not Applicable
[] Category A Project

B Category B Project

[J DHS or DVA Project




2. Narrative Description

Provide in the space below, a brief narrative description of the project. Explain WHAT is to be done in State Board
defined terms, NOT WHY it is being done. If the project site does NOT have a street address, include a legal description
of the site. Include the rationale regarding the project's classification as substantive or non-substantive.

The proposed project is for the construction of a free-standing comprehensive cancer treatment
center to be located a 3535 North Bell School Road in Rockford, 1llinois.

The proposed facility will have a total of 63,533 GSF of space and will house the following clinical
services. Diagnostic Imaging, Radiation Therapy, Medical Oncology, Laboratory and Pharmacy. In
addition the building will have the following non-clinical areas: Public Space (Stairs Elevator, Lobby
and public corridors), Administration, Education, Research, and Staff facilities. The total space
allocated for clinical space is 46,269 GSF. The space for non-clinical depariments totals 17,264
GSF.

The proposed project will consolidate the cancer treatment program of SwedishAmerican Hospital
from three separate sites into one new facility for outpatient services. (Space within the hospital, the
9" street facility and the ACT building).

The new facility will have two Linear Accelerators and a PET/CT with simulation capabilities. No
individual piece of equipment exceeds the Capital Expenditure Minimum.

The total Project Cost is $38,643,837.

This is a substantive project based upon its cost and the replacement of clinical services.




Project Costs and Sources of Funds

Complete the following table listing all costs (refer to Part 1120.110) associated with the project.
When a project or any component of a project is to be accomplished by lease, donation, gift, or other
means, the fair market or dollar value (refer to Part 1130.140) of the component must be included in
the estimated project cost. If the project contains non-reviewable components that are not related to
the provision of health care, complete the second column of the table below. Note, the use and

sources of funds.

Project Costs and Sources of Funds

T

USE OF FUNDS CLINICAL NONCLINICAL TOTAL

Preplanning Costs $192,920 $72,080 $265,000
Site Survey and Soil Investigation $12,740 $4,760 $17,500
Site Preparation $873.600 $326,400 $1,200,000
Off Site Work
New Construction Contracts $16,137.509 $6,029,399 $22,166,908
Modernization Contracts
Contingencies $1,612,950 $602,641 $2,215,591
Architectural/Engineering Feas $1,335,880 $499,120 $1,835,000
Consulting and Other Fees $473,200 $176,800 $650,000
cMo?:;?abct;‘tes?r Other Equipment (not in construction $7.537,000 ** $7,5637,000
Bond Issuance Expense (project related) $602,493 $225,107 $827.600
:sletfétl:ctj?rest Expense During Construction (project $1.186,158 $443.180 1,629,338
Fair Market Value of Leased Space or Equipment
Other Costs To Be Capitalized $218,400 $81,600 $300,000
Acquisition of Building or Other Property (excluding
land)
TOTAL USES OF FUNDS $30,182,850 $8,461,087 $38,643,937

SOURCE OF FUNDS CLINICAL NONCLINICAL TOTAL
Cash and Securities
Pledges
Gifts and Bequests
Bond Issues (project related) $30,182,850 $8.,461,087 $38,643,937
Mortgages
Leases (fair market vatue}
Governmental Appropriations
Grants
Other Funds and Sources
TOTAL SOURCES OF FUNDS $30,182,850 $8,461,087 $38,643,937

ACHMENT-7, IN NUMERIC SEQUENTIAL ORDER

* All equipment costs are listed as clinical; however, no single piece of equipment’s
cost exceeds the capital expenditure minimum.




Related Project Costs
Provide the following information, as applicable, with respect to any land related to the project that will be
or has been acquired during the last two calendar years:

Land acquisition is related to project W yes (] No
Purchase Price:  §_ 5,200,000
Fair Market Value: $

The project involves the establishment of a new facility or a new category of service

(JYes [ No
If yes, provide the dollar amount of all non-capitalized operating start-up costs (including operating
deficits) through the first full fiscal year when the project achieves or exceeds the target utilization
specified in Part 1100.

Estimated start-up costs and operating deficit cost is $

Project Status and Completion Schedules
Indicate the stage of the project's architectural drawings:

[J None or not applicable Il Preliminary

[] Schematics [] Final Working
Anticipated project completion date (refer to Part 1130.140): _June 30, 2014

Indicate the following with respect to project expenditures or to obligation {refer to Part
1130.140):

[[] Purchase orders, leases or contracts pertaining to the project have been executed.
] Project obligation is contingent upon permit issuance. Provide a copy of the
contingent “certification of obligation” document, highlighting any language related to
CON Contingencies

State Agency Submittals
Are the following submittals up to date as applicable:
Cancer Registry
APORS
All formal document requests such as IDPH Questionnaires and Annual Bed Reports been submilted
All reports regarding cutstanding permits
Failure to be up to date with these requirements will result in the application for permit being
deemed incomplete.




Cost Space Requirements

Provide in the following format, the department/area DGSF or the building/area BGSF and cost.
The type of gross square footage either DGSF or BGSF must be identified. The sum of the
department costs MUST equal the total estimated project costs. Indicate if any space is being
reallocated for a different purpose. Include outside wall measurements plus the department’s or
area's portion of the surrounding circulation space. Explain the use of any vacated space.

Gross Square Feet Amount of Propose_lflhzﬁ:l. Gross Square Feet

New Vacated

Dept. / Area Cost Existing | Proposed Const. Modernized | Asls Space

REVIEWABLE
Medical Surgical
Intensive Care
Diagnostic
Radiclogy

MRI

Total Clinical

NON
REVIEWABLE
Administrative
Parking

Gift Shop

Total Non-clinical
TOTAL

PEND.DOCUMENTATION AS ATTACHMENT-0. IN NUMERIG
PPLICATION FORM i




Facility Bed Capacity and Utilization

Complete the following chart, as applicable. Complete a separate chart for each facility that is a part of the
project and insert following this page. Provide the existing bed capacity and utilization data for the latest
Calendar Year for which the data are available. Include observation days in the patient day totals for
each bed service. Any bed capacity discrepancy from the Inventory will result in the application being

deemed incomplete,

FACILITY NAME: SwedishAmerican Hospital

CITY: Rockford, lllinois

REPORTING PERIOD DATES:

From: January 1, 2010

to: December 31, 2010

Category of Service Authorized Admissions | Patient Days | Bed Proposed
Beds Changes Beds
Medical/Surgical 209 11,902 51,922 0 209
Obstetrics 34 3,237 8,228 0 34
Pediatrics 28 498 1,365 0 28
Intensive Care 30 1,867 8,130 0 30

Comprehensive Physical
Rehabilitation

Acute/Chronic Mental lllness

32

Neonatal Intensive Care

General Long Term Care

Specialized Long Term Care

Long Term Acute Care

Other {{identify)

TOTALS:

333




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATICN FOR PERMIT- May 2010 Edition

CERTIFICATION

The application must be signed by the authorized representative(s) of the applicant entity. The
authorized representative(s) are:

o inthe case of a corporation, any two of its officers or members of its Board of Directors;

o in the case of a limited liability company, any two of its managers or members (or the sole
manger or member when two or more managers or members do not exist);

o inthe case of a partnership, two of its general partners (or the sole general partner, when two or
more general partners do not exist);

o inthe case of estates and trusts, two of its beneficiaries (or the sole beneficiary when two or more
beneficiaries do not exist); and

o inthe case of a sole proprietor, the individual that is the proprietor.

This Application for Permit is filed on the behalf of ___ SwedishAmerican Hospital .
in accordance with the requirements and procedures of the lllinois Health Facilities Planning Act.
The undersigned certifies that he or she has the authority to execute and file this application for
permit on behalf of the applicant entity. The undersigned further certifies that the data and
information provided herein, and appended hereto, are complete and correct to the best of his or
her knowledge and belief. The undersigned also certifies that the permit application fee required
for this application is sent hegewith or will be paid upon request.

Dol Dz?vgmﬁ

SIGNATURE SIGNATURE
William R. Gorski, MD Donald L. Haring
PRINTED NAME PRINTED NAME
Chief Executive Officer VP Finance, Chief Financial Officer
PRINTED TITLE PRINTED TITLE
Notarization: Notarization:

Subs Wd and sworn to befare me Subscrihed and swogn to before me
this 7 = day of 49141414‘44;#-_ this 7% day of_gkm%

Signature of Notary

OFFICIAL SEA( -~ —
seal § HELEN BECKER Seal OFFICIAL SEAL
NOTARY PUBLIC, STATE OF ILLNOIS HELEN BECKER
§_MY COMMISSION EXPIRES 6-5-212 ; wOIARY PUBLIC, STATE OF ILLINOIS
. 1
*Insert EXACT legal name of the applicant 417 COMMSSION EXPIRES 6-8-2012




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- May 2010 Edition

SECTION Il - BACKGROUND, PURPOSE OF THE PROJECT, AND ALTERNATIVES -
INFORMATION REQUIREMENTS

This Section is applicable to all projects except ihose that are solely for discontinuation with no project
costs.

Criterion 1110.230 - Background, Purpose of the Project, and Alternatives

READ THE REVIEW CRITERION and provide the following required information:

BACKGROUND OF APPLICANT

1. Alisting of all health care facilities owned or operated by the applicant, including licensing, and certification if
applicable.

2. A certified listing of any adverse aclion taken against any facility owned and/or operated by the applicant
during the three years prior to the filing of the application.

3. Authorization permitting HFSRB and DPH access to any documents necessary to verify the information
submitted, including, but not limited to: official records of DPH or other State agencies; the licensing or
certification records of other states, when applicable; and the records of nationally recognized accreditation
organizations. Failure to provide such authorization shall constitute an abandonment or withdrawal
of the application without any further action by HFSRB.

4. if, during a given calendar year, an applicant submits more than one application for permi, the
documentation provided with the prior applications may be utilized to fulfill the information requirements of
this criterion. In such instances, the applicant shall attest the infonmation has been previously provided, cite
the project number of the prior application, and certify that no changes have occurred regarding the
information that has been previously provided. The applicant is able to submit amendments to previously
submitted information, as needed, to update and/or clarify data.

PURPCSE OF PROJECT

1. Document that the project will provide health services that improve the health care or well-being of the
market area population to be served.

2. Define the planning area or market area, or other, per the applicant's definition.

3. identify the existing problems or issues that need to be addressed, as applicable and appropriate for the
project. [See 1110.230(b) for examples of documentation.}

4, Cite the sources of the information provided as documentation.

5. Detail how the project will address or improve the previously referenced issues, as well as the population’s
health stalus and well-being.

6. Provide goals with quantified and measurable objectives, with specific timeframes that relate to achieving
the stated goals as appropriate.

For projects involving modemization, describe the conditions being upgraded if any. For facility projects, include
statements of age and condition and regulatory citations if any. For equipment being replaced, include repair and
maintenance records.

"TEE

NOfE: Infdﬁnatioh:'?égardiﬁs-'the "55rpose o% the Pff;iect" wi'IT'be included i_niﬂe StateéAgency Reporif:*"

| APPEND DOCUMENTATION AS ATTACHMENT-12, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST
. PAGE OF THE APPLICATION FORM. EACH ITEM (1-6) MUST BE IDENTIFIED IN ATTACHMENT 12. ¢

Syl

\0




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- May 2010 Edition

ALTERNATIVES
1) Identify ALL of the alternatives to the proposed project:

Alternative options must include:

A) Propasing a project of greater or lesser scope and cost;

B) Pursuing a joint venture or similar arrangement with one or more providers or
entities io meet all or a portion of the project's intended purposes; developing
alternative setlings to meet alt or a portion of the project's intended purposes;

C) \tilizing other healih care resources that are available to serve all or a portion of
the population proposed to be served by the project; and
D) Provide the reasons why the chosen alternative was selected.
2) Documentation shall consist of a comparison of the project to altemative options. The

comparison shall address issues of total costs, patient access, quality and financial
benefits in both the short term (within one to three years after project completion) and long
term. This may vary by project or situation. FOR EVERY ALTERNATIVE IDENTIFIED
THE TOTAL PROJECT COST AND THE REASONS WHY THE ALTERNATIVE WAS
REJECTED MUST BE PROVIDED.

3) The applicant shall provide empirical evidence, including quantified outcome data that
verifies improved quality of care, as available.

ORDER’A FTER THE LAST]




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- May 2010 Edition

SECTION IV - PROJECT SCOPE, UTILIZATION, AND UNFINISHED/SHELL SPACE
Criterion 1110.234 - Project Scope, Utilization, and Unfinished/Shell Space

READ THE REVIEW CRITERION and provide the following information:

SIZE OF PROJECT:

1. Document that the amount of physical space proposed for the proposed project is necessary and not
excessive. This must be a narrative.

2. If the gross square footage exceeds the BGSF/DGSF standards in Appendix B, justify the discrepancy by
documenting one of the following::

a. Additional space is needed due to the scope of services provided, justified by clinical or operational
needs, as supported by published data or studies;

b. The existing facility's physical configuration has constraints or impediments and requires an
architectural design that results in a size exceeding the standards of Appendix B;

¢. The project involvas the conversion of existing space that results in excess square footage.

Provide a narrative for any discrepancles from the State Standard. A table must be provided in the
following format with Attachment 14.

SIZE OF PROJECT
DEPARTMENT/SERVICE PROPOSED STATE DIFFERENCE MET
BGSF/DGSF STANDARD STANDARD?

PROJECT SERVICES UTILIZATICN:

This criterion Is applicable only to projects or portions of projects that involve services, functions or equipment
for which HFSRB has established utitization standards or occupancy targets in 77 lil. Adm. Code 1100.

Document that in the second year of operation, the annuat utilization of the service or equipment shall meet or exceed the
utilization standards specified in 1110.Appendix B. A narrative of the rationale that supports the projections must be
provided.

A table must be provided in the following format with Attachment 15.

UTILIZATION
DEPT.J HISTORICAL | PROJECTED | STATE MET
SERVICE | UTILIZATION | UTILIZATION | STANDARD | STANDARD?
(PATIENT DAYS)
(TREATMENTS)
ETC.




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- May 2010 Edition

R. Criterion 1110.3030 - Clinical Service Areas Other than Categories of Service

1. Applicants proposing to establish, expand and/or modernize Clinical Service Areas Other than
Categories of Service must submit the following information:

2, Indicate changes by Service: Indicate # of key room changes by action(s}:

# Existing
Service Key Rooms

# Proposed
Key Rooms

3. READ the applicable review criteria outlined below and submit the required documentation
for the criteria:

PROJECT TYPE REQUIRED REVIEW CRITERIA
New Services or Facility or Equipment {b) - Need Determination —
Establishment
Service Modernization {c)1) - Deteriorated Facilities
and/or
(c)2) - Necessary Expansion
PLUS
()3)A) - Utilization - Major Medical
Equipment
Or
(cH3)XB) - Utilization - Service or Facility




ILLINCIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- May 2010 Edition

X. 1120.140 - Economic Feasibility

This section is applicable to all projects subject to Part 1120,

A. Reasonableness of Financing Arrangements

The applicant shall document the reasonableness of financing arangements by submitting a
notarized statement signed by an authorized representative that attests to one of the following:

)

2

That the total estimated project costs and related costs will be funded in total with cash
and equivalents, including investment securities, unrestricted funds, received pledge
receipts and funded depreciation; or

That the total estimated project costs and related costs will be funded in total or in part by
borrowing because:

A} A portion or all of the cash and equivalents must be retained in the balance sheet
asset accounts in order to maintain a current ratio of at least 2.0 times for
hospitals and 1.5 times for all other facilities; or

B) Borrowing is less coslly than the liquidation of existing investments, and the
existing investments being retained may be converted to cash or used to retire
debt within a 60-day period.

B. Conditions of Debt Financing

This criterion is applicable only to projects that involve debt financing. The applicant shall
document that the conditions of debt financing are reasonable by submitting a notanzed statement
signed by an authorized representative that attests to the following, as applicable:

1)

2)

3)

That the selected form of debi financing for the project will be at the lowest net cost
available;

That the selected form of debt financing witl not be at the lowest net cost available, but is
more advantageous due to such terms as prepayment privileges, no required mortgage,
access to additional indebtedness, term (years), financing costs and other factors;

That the project involves (in total or in part) the leasing of equipment or facilities and that
the expenses incurred with leasing a facility or equipment are less costly than constructing
a new facility or purchasing new equipment.

C. Reasonableness of Project and Related Costs

Read the criterion and provide the following:

1. Identify each department or area impacted by the proposed project and provide a cost
and square footage allocation for new construction and/or modernization using the
following format {insert after this page).

COST AND GROSS SQUARE FEET BY DEPARTMENT OR SERVICE
A B c D E F G H
Department Total
(list below) Cost/Square Foot Gross Sq. Ft. Gross Sq. Ft. Const. § Mod. $ Cost
New Med. New Circ.* | Mod. Circ.* (AxC} (BxE} {(G+H)

Contingency

TOTALS

* Include the percentage (%) of space for circulation




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- May 2010 Edition

D. Projected Operating Costs

The applicant shall provide the projected direct annual operating costs (in current dollars per equivalent
patient day or unit of service) for the first fuli fiscal year at target utilization but no more than two years
following project completion. Direct cost means the fully allocated costs of salaries, benefils and supplies
for the service.

E. Total Effect of the Project on Capital Costs

The applicant shall provide the total projected annual capital costs {in current dollars per equivalent
patienit day) for the first fult fiscal year at target utilization but no more than two years following project
compietion.

Xl Safety Net Impact Statement

SAFETY NET IMPACT STATEMENT that describes all of the following must be submHted for ALL SUBSTANTIVE AND
DISCONTINUATION PROJECTS:

1. The project's material impact, if any, on essential safety net services in the community, to the extent that it is feasible for an
applicant to have such knowledge.

2. The project's impact on the ability of another provider or health care system to cross-subsidize safety net services, if reasonably
known to the applicant.

3. How the discontinuation of a fagility or service might impact the remaining safety net providers in a given community, if
reasonably known by the applicant,

Safety Net Impact Statements shall aiso include all of the following:

1, For the 3 fiscal years prior to the application, a cettification describing the amount of charity care provided by the applicant. The
amount calculated by hospital applicants shall be In accardance with the reporting requirements for charity care reporting in the
fitincis Community Benefits Act. Non-hospital applicants shall report charily care, at cost, in accordance with an appropriate
methodology specified by the Board.

2. For the 3 fiscal years prior {0 the application, a certification of the amount of care provided to Medicaidpatients. Hospital and non-
hospita! applicants shall provide Medicaid information in a manner consistent with the information reported each year to the lllinois
Department of Public Health regarding "Inpatients and Cutpatients Served by Payor Source” and "Inpatient and Qutpatient Net
Revenue by Payor Source” as required by the Board under Section 13 of this Act and published in the Annual Hospital Profile.

3. Any Information the applicant believes is direcily relevant to safety net services, including information regarding teaching,
research, and any other service.

A table in the following format must be provided as part of Attachment 43.

Safety Net Information per PA 96-0031
CHARITY CARE
Charity (# of patients) Year Year Year
Inpatient
Qutpatient
Total
Charity {cosf In dollars)
Inpatient
Quipatient
Total
MEDICAID
Medicaid (# of patients) Year Year Year
Inpatient
Quitpatient
Total




ILLINQIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- May 2010 Edition

Medlcald (revenue)
Inpatient
Qutpatiant

Total

| APPEND DOCUMENTATION AS ATTACHMENT-42, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. _ ] A

X Charity Care Information

Charity Care Information MUST be furnished for ALL projects.

1. All applicants and co-applicants shall indicate the amount of charity care for the latest three audited fiscal years, the cost
of charity care and the ratio of that charity care cost to net patient revenue.

2. If the applicant owns or operates one or more facilities, the reporting shall be for each individual facility located in lllinols. If
charily care costs are reported on a consolidated basis, the applicant shall provide documentation as to the cost of charity
care: the ratio of that charity care to the net patient revenue for the consolidated financial statement; the allocation of
charity care costs; and the ratio of charity care cost 1o net pationt revenue for the facility under review.

3. If the applicant is not an existing facility, it shall submit the facility’s projected patient mix by payer source, anticipated
charity care expense and projected ratic of charity care to nef patient revenus by the end of ifs second year of operation.

Charity care” means care provided by a health care facility for which the provider does not expect to receive payment from
the patient or a third-party payer. {20 ILCS 3960/3) Charity Care must be provided at cost.

A table in the following format must be provided for all facilities as part of Attachment 44.

CHARITY CARE
Year Year Year

Net Patient Revenue
Amount of Charity Care {charges)
Cost of Charity Care

' APPEND DOCUMENTATION AS ATTACHMENT-44, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE.
. APPLICATION FORM. - S : i : gl




File Number 1167-170-5

To all to whom these Presents Shall Come, Greeting:

I, Jesse White, Secretary of State of the State of Illinois, do
hereby certify that

SWEDISHAMERICAN HOSPITAL, A DOMESTIC CORPORATION, INCORPORATED
UNDER THE LAWS OF THIS STATE ON JUNE 06, 1911, APPEARS TO HAVE COMPLIED
WITH ALL THE PROVISIONS OF THE GENERAL NOT FOR PROFIT CORPORATION ACT
OF THIS STATE, AND AS OF THIS DATE, IS IN GOOD STANDING AS A DOMESTIC
CORPORATION IN THE STATE OF ILLINOIS. :

In Testimony Whereof, I hereto set
my hand and cause to be affixed the Great Seal of
the State of Illinois, this 28TH
day of DECEMBER AD. 2011

Authentication #: 1136201376 M .

Authenlicate at http/Awww cyberdriveillinois.com

SECRETARY OF STATE

Adtachment # 1

B
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WARRANTY
DEED {BRK) J2:02-<s1-01/ Filed for Record fn
WIRNEBAGD CORNTY, IL
HANCY MCPHERSON, RECOIRDER
12/29/2011  (9:22:362M
DEED
5,000, 600

" THIS INDENTURE WITNESSETH, that the Grantor, Landmark Riverside LLC, an Illinois

limited liability company duly organized and cxisting under and by virtue of the laws of the State
of Tinois, for and in consideration of ten dollars and other good and valuable consideration, the
receipt of which is hereby acknowledged, CONVEYS AND WARRANTS to SwedishAmerican
Hospital, an Hlinois not-for profit corporation whose address is 1401 East State Street, Rockford,
IL 61104 the following described real estate to-wit:

PARCEL L.

Lot One (1) as designated upon Plat | of Riverside Marketplace, being a Subdivision
- of part of the Southeast Quarter (1/4) of Section 2 and part of the Northeast Quarter

(1/4) of Section 11, Township 44 North, Range 2 East of the Third Principal

Meridian, the Plat of which is recorded in Book 47 of Plats on Page 27; situated in
* the County of Winnebago and State of Ilinois.

/Address: 3408 Bend Trail, Rockford, IL
PIN: 12-11-202-008

PARCEL II;

Part of Lot Three (3) as designated upon Plat No. 2 of Riverside Marketplace, the
Plat of which is recorded in Book 48 of Plats on Page 1 19A in the Recorder’s Office
of Winnebago County, Illinois, being a Subdivision of part of the Southeast Quarter
(1/4) of Section 2 and part of the Northeast Quarter (1/4) of Section 11, Township 44
North, Range 2 East ofthe Third Principal Meridian, more pa:tlcular]y bounded and
descnbed as t‘ollows to-wit:

Beginning at thc most Southerly comer of said Lot Three (3); thence North 21
degrees 55' 19" West along the Northeasterly right-of-way line of Bend Trail, a
distance of 9.94 feet; thence Northwesterly along the eurved Northeasterly right-of-
way lmc of said Bend Trail, said curve to the left havmg a radius of 330.00 feet and
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(12/,29/11) @ ©@O3I3 ;

STATE OF ILLINOIS )
) SS.
COUNTY OF WINNEBAGO )

I, the undersigned, a Notary Public, in and for said County, in the State aforesaid, DO
HEREBY CERTIFY THAT Daniel K. Ericson, personally known to me to be a member of
Landmark Riverside LLC (the “Company™), is personally known (0 be to be the same person whose
name is subscribed to the foregoing instrument, appeared before me this day in person and
acknowledged that as such member of said Company, he signed and delivered the said instrument,
pursuant to authority, given by the Members of said Company as their free and voluntary acts, and
as the free and voluntary act and deed of said Company, for the uses and purposes therein set forth.

y .
Given under my hand and Notarial Seal this S8 day of OACtr4 20y,

. “OFFICIAL SEAL"
Jacqueline Christiansen

Notary Public, Slate of fiinols Notary Public
” My Commission Expires 21‘213!201 5 oy
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Future Taxes to & Regmemtiszrdummusent-to: This Instrument was prepared by:

SwedishAmerican Hospital Christopher T. Logli

Attn. June Koch McGreevy Williams, P.C.
2550 Charles Street . 6735 Vistagreen Way

"Rockford, IL 61108 _ P.0. Box 2903
Rockford, Illinois 61132-2903

« Return this document to:

Amanda J. Adams

Holmstrom & Kennedy P.C.

800 N. Church Street
Rockford, IL. 61103

00575856.WFD




File Number 1167-170-5

To all to whom these Presents Shall Come, Greeting:

I, Jesse White, Secretary of State of the State of Illinois, do
hereby certify that

SWEDISHAMERICAN HOSPITAL, A DOMESTIC CORPORATION, INCORPORATED
UNDER THE LAWS OF THIS STATE ON JUNE 06, 1911, APPEARS TO HAVE COMPLIED
WITH ALL THE PROVISIONS OF THE GENERAL NOT FOR PROFIT CORPORATION ACT
OF THIS STATE, AND AS OF THIS DATE, IS IN GOOD STANDING AS A DOMESTIC
CORPORATION IN THE STATE OF ILLINOIS.

In Testimony Whereof, I hereto set
my hand and cause to be affixed the Great Seal of
the State of Hlinois, this 28TH
dayof ~ DECEMBER  AD. 2011

:_’- ‘:1‘ iy ,
Vs H J - .
Authenlication # 1126201376 M ‘

Authenticate at: hllp:!fwwwc}berdriveillinoiscom SECRETARY OF STATE

ATifeHmed 53
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FLOOD PLAIN REQUIREMENTS

This project is not in a flood plain, and the location of the proposed project complies with the Flood Plain
Rule under Illinois Executive Order #2005-35.

Attachment 5
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Illinois Historic
s==——= Preservation Agency

I. .l 1 Old State Capitol Plaza - Springfield, lllinois 62701-1512 # www.illinois-history.gov

_Wmnebago County PLEASE ‘REFER TO: THPA LOG #001011012
Rockford

3535 Bell School Road

New construction, Comprehensive. Cancer Caré Center

January 11, 2012

Michael Copelin

Copelin Health Care Consulting
42 Birc¢h laké Dr.

Sherman, 1L 62684

Dear Mr. Copelin:

The Tllinois Historic Preservation Agency ils reguired by the Illinois State Agency Ristoric Rescurées
Preservation Act (20 ILCS 3420, as amended, 17 IAC 41B0) to review all state funded, permitted or
licensed undertaklngs for their effect on cultural resources. Pursuvant to this, we Have received
iriformation regarding the referenced project for our comment.

Cur staff has reviewed thé specificaticns under the state Jaw and asseesed the impact of the project as
gubmitted by your office. We have determired, based on the available information, ‘that no significant
historic, architectural or archaeological resources are located within the proposed project area.

According to the information you have provided concerning your proposed project, apparéntly there is no
federal involvemernt ifi your projcct However, please note that the state law is less restrictive than
the federal cultural resource laws concern:ng archaeology. If your project will use federal loans or
grants, need federal .agency permits, use federal property, or involve assistance from a federal agency,
then your prOJect must be reviewed under the National Historic Preservation.Act of 1966, as aménded.
Please notify us immediately if such 15 the case.

This Eleatrasice remains in eéffect £0r tws (2} yearys from dafe.of iseuance. It does mot; pertain to sny
disdovery dufinig construction, nor is it a clearance for purposes of the IL Human Skeletal Remains
Protection Act (20 ILCS 3440).

Pleasde rétain thiw letter in your files as evidence of compliance with the- I1linois State Agency
Historic ‘Resoutces Preservation Act.

Sincerely,

Anne E. Haaker
Deputy State Historic
Preservation Officer

Attachment 6

A teletypewriter for the speechihearing impaired i available at 217-524-7128. #t is nol a voicd or fax line.
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Regional Cancer Center Proj ect _

Sources and . Uses ofiFund s i

Preplanning Cost

Architectural Firm Initial Design and Cost estimate $ 265,000
Site Survey and Soil Investigation

Soil testing and Survey $ 17,500
Site Preparation % 30,000

1) Phase 1 Report
2) Site survey
3) Aerial photos
4) Soil borings
Site Preparation
1) Earth moving for building platform and parking lots % 1,170,000

Consulting and Other Fees

Construction Manager $ 650,000
Total $ 2,132,500
Medical Equipment

New True Beam with Rapid Arc Treatment Machine $ 4,481,501
Software $ 500,000
PET/CT Scan/Simulator $ 1,905,284
Software % 190,528
Radiology Equipment 300,000
Pharmacy Equipment 56,042
Laboratory Equipment 103,645
Total equipment $7,537.000

Other Costs to be Capitalized
Permit and Utility fees $ 180,000
Commissioning cost $ 115,000
Concrete testing $ 5,000
Total $ 300,000

ATTACHMENT 7




Gross Square Feet Amount of Proposed Total. Gross Square Feet
That Is:
- New . Vacated
Dept. ! Area Cost Existing | Proposed Const. Modernized Asls Space

REVIEWABLE
Medical Imaging $1,695,910 * 3,465 | 3,465 0 N/A N/A
Radiation Oncology $6,081,718 7,897 12,432 | 12,432 0 0 7,897
Medical Oncology $13,181,059 | 21,990 26,931 | 26,931 0 0 | 21,990
Laboratory $016,295 * 1,866 | 1,866 0 0 0
Pharmacy 770,868 * 1,575 | 1,575 0 0 0
Equipment $7,537,000 e Included | inthe Individual | Departments
Total Clinical $30,182,850 | 29,887 46,269 | 46,269 0 0 29 887
NON REVIEWABLE
Administrative/Education | $3,753,677 A 7659 | 7,659 0 0 0
Public Areas $2,599,980 kil 5305 | 5305 0 4] 0
Staff Areas $2.107,430 il 4,300 [ 4,300 0 0 0
Total Non-clinical $8,461,087 o 17,264 | 17,264 0 0 ]
TOTAL $38,643,937 | 29,887 63,533 | 63,533 0 0 29,887

*The Medical Imaging equipment, the Laboratory, and the Pharmacy will all serve this
freestanding center solely and as such will not impact those departments as they are now located
in the hospital. The square footages now allocated to these departments in the hospital will not

change.

**The space now occupied by Radiation Oncology is located in the hospital and will be utilized
as is to house offices and community education space at no cost.

***The space now utilized for Medical Oncology is currently located in two freestanding
buildings which are leased by the hospital. When the new facility is consiructed and the lcases
on these buildings expire, the leases will not be renewed leaving no vacant space for other uses.

**** The equipment space is contained in the individval departments

*#*#4 The proposed project calls for the construction of a new freestanding cancer treatment
center with its own administrative and support space. This space in the existing facility does not
impact the needs of the cancer treatment center and is therefore not considered to be a part of the
proposed project. As stated carlier, all space vacated as a result of the new center, in the existing
hospital will be used as is at no cost for offices and education space.

ATTACHMENT-9
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Criterion 1110.230 — Background of Applicant

The applicant is SwedishAmerican Hospital located in Rockford, lllinois. The hospital also owns
the SwedishAmerican Medical Center located in Belvidere, illinois.

There has been no adverse action taken against either of these hospitals.
Appended to this attachment are copies of the Licenses of both of the above facilities and a
letter from the CEO providing the Board and its staff access to any documents necessary to

verify the above information.

The applicant does not currently have any other outstanding permits.

ATTACHMENT # 11
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SWEDISHAMERICAN &

HOSPITAL

Winner Of The Lincoln Award For Excellence

January 23, 2012

Illinois Health Facilities and Services Review Board
2nd Floor

525 West Jefferson Street

Springfield, Illinois 62761

SwedishAmerican Hospital
1401 East State Street
Rockford, IL 61104

Illinois Health Facilities and Services Review Board:

I, hereby submit authorization permitting JHFSRB and IDPH access to any documents
necessary to verify the information submitted, including, but not limited to: offictal
records of IDPH or other State agencies; the licensing or certification records of other
states, when applicable; and the records of nationally recognized accreditation
organizations.

Z

William R. Gorski, MD
Chief Executive Officer
SwedishAmerican Hospital

ATTACHMENT 11
1401 East State Streeq, Rockford, Iinois 61104-2315 Phone (813) 968-4400 www:swedishamerican.org
A Teaching Hospital Affiliated With The University Of linois College Of Medicine At Rocklord 30

“Through excellence in healthcare and compassionate service, we care for our communily.”
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Be it known that this facility is :.omuwm.n to engage in the mnﬁqﬁmmmcmn&mn
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in the animal lcense certificate displayed

in that certificate.

This Document is valid
only so long as a current license
certificate is displayed at right.

ILLINOIS DEPARTMENT OF FUBLIC HEALTH
DIVIiSION OF HEALTH FACILITIES
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Criterion 1110.230 - PURPOSE OF PROJECT

The primary purpose of the proposed project is to improve the delivery of cancer treatment to the Northwestern
portion of lllinois by providing a new comprehensive cancer care center which consolidates the three different sites
the applicant currently utilizes to provide cancer treatment . This consolidation allows all of the cancer treatment
specialists to be located in a single location where they can more easily share their expertise and experience to
provide the best possible outcomes to the hospital's cancer patients

The proposed project will also be a part of a new cooperative agreement with the University of Wisconsin, which will
aflow for the expertise of the University of Wisconsin physicians and specialists to be directly involved in patient care
as well as being available for consultation when needed. This affiliation will also allow the applicant to be involved in
research projects and have access to clinical trals for treatment which are not now available.

In conjunction with the University of Wisconsin the applicant will also be establishing and expanding the
Multidisciplinary clinics with the University of Wisconsin physicians being either on-site or via referral for patient
evaluation and treatment,

The new facility will be able to make appointments with the University of Wisconsin physicians as needed for
specialized treatment and evaluation.

The equipment proposed by the new facility will be “State of the Art” and the new PET/CT unit will also be utilized for
treatment simulation which will improve the treatment of the Radiation Oncolegy patients by refining the treatment
areas and controlling the radiation dosages more precisely.

The total patient experience will be enhanced by the consolidation of services in a single location. An education area
will be provided to give the patients the resources to research their treatment options and find out more about their
disease. it will also be possible to provide services such as massages, prosthetics, and wigs for the patients where
there are experienced, professional staff to assist the patients. This holistic approach to cancer care is often desired
by the patient and the positive experience can aid in achieving a positive outcome from treatment.

Many of the area patients are now ieaving the ptanning area (HSA) for care at cancer treatment centers in Chicago,
Milwaukee or Madison because the involvement of the university medical centers are not readily available in the
applicant's service area. This project will provide patients with that type of access while allowing them to stay close
to home which requires less travel and more family involvement in the care of the patient.

The trend in patient care continues to increase the use of outpatient facilities especially in the area of cancer
treatment. While the incidence of a cancer diagnosis is projected to increase as the population ages, the use of
comprehensive outpatient facilities is projected to increase at an even faster rate. In order to stay competitive in the
marketplace while providing high qualily care the applicant must provide more patient friendly and efficient outpatient
treatment options for the residents of the service area. The service area for this program encompasses the 16
counties in lllinois. (See the attached map).

In summary the primary purpose of the proposed project is to consolidate the three sites now used by the applicant
into a single cancer treatment center which provides efficient cost-effective cancer treatment in a patient friendly
environment which has access to the full range of cancer treatment modalities and services.

ATTACHMENT # 12
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Criterion 1110.230 - ALTERNATIVES

The applicant considered four alternatives to the proposed project in addition to the alternative
chosen.

First the altemative of consolidating the oncology services on the existing campus. This
alternative was rejected for the following reasons:

1. This alternative was rejected because the existing facilities could not house all of the
oncology services in one location without major renovation and remodeling. in addition to
the major disruption this alternative would have caused to existing services the cost of doing
so would be far in excess of building the facility on a free standing site.

2. The estimated cost of this alternative; 60,000 square feet of space would be in excess of $90
million dollars.

The second alternative considered was constructing a free standing facility on property adjacent
to SwedishAmerican Hospital. This alternative was rejected for the following reasons:

1. This alternative could not be accomplished with a reasonable time frame. We estimated
that it would take a minimum of 2 years just to acquire the property necessary to build the
facility. The size of property needed {a minimum of 12 acres) would require us to purchase
land and buildings from numerous owners, and in talking with city officials about doing that
they indicated that they did not believe we would be able to acquire all of the necessary
properties without their assistance through eminent domain. They estimated that process
would take a minimum of two years at best.

2. In addition we could not predict up frant what the estimated cost of the property would be
because the value of the properties identified varied greatly and there was no good way of
estimating what it would actually cost us to purchase and then demolish these properties.

The third alternative considered was to construct a free standing building on property located in
downtown Rockford taking advantage of financial incentives offercd by the city. This
alternative was rejected for the following reasons:

1. An existing building on the site has been designated a historical land mark. Before it could
be demolished for our construction the city would have to go through a process to aliow
the demofition that would take at least 6 months to complete and there was no guarantee
that they would be successful in demolishing the facility at the end of the process.

2. The City would be required to complete major road and other reconstruction leading to the
site that would take a minimum of 2 years to complete assuming everything went
according to plan without any delays. We were uncomfortable taking that risk with the
timeframe for the same reasons we rejected buying property adjacent to the hospital.

ATTACHMENT-13
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3. Several of the financial incentives offered by the City were contingent upon the City getting
funds from the State and federal governments. We were not comfortable with committing
to building on the site without better guarantees on the financial incentives.

The fourth altemative considered was to construct a free standing facility located on other land at
139/90 in Loves Park. This alternative was rejected for the following reasons:

1 There were concerns about the developer’s ability to put in place the necessary road,
utilities and other infrastructure necessary to begin construction of the facility within our
timeframe. The site as it exists today is vacant land with no road access and no utilities

connected to the site.

2. Also the incentives offered by the City of Loves Park could not match those offered by the
City of Rockford. The biggest one being the City providing bus service to the new facility.

The alternative chosen was to construct the new facility on the proposed site within the City of
Rockford, as it was the best site available to meet the facilities needs at the lowest cost possible
within a reasonable time frame.

ATTACHMENT-13
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SIZE OF PROJECT
DEPARTMENT/SERVICE PROPOSED STATE DIFFERENCE MET
BGSF/DGSF STANDARD STANDARD?

Medical Oncology 26,931 None Available NIA N/A

Radiation Oncology 12,432 4,800 7,632 No

Diagnostic Imaging 3.465 3,100 365 No

Laboratory 1,866 None Available NfA N/A

Pharmacy 1,575 None Available N/A N/A

Attachment #14
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Criterion 1110.234 - SIZE OF PROJECT:

The proposed project consists of 5 clinical departments/areas all of which are directly related to
the establishment of a cancer treatment center.

Medical Oncology

This department will house the exam and treatment rooms for the cancer patients receiving
treatment other than radiation. The department will have 17 private treatment rooms, 33
treatment stations, and 24 Exam rooms.

The number of exam rooms was based upon the needs of the eight medical oncologists’ current
providing services at the hospital’s various sites in the community. (3 exam rooms per
oncologist). This number was determined by the benchmarking data provide by Sg2 Insight at
the 50" percentile. (See the attached document titled Improving Infusion Suite Efficiency 2010.)

The number of treatment stations was based upon “The Journal of Oncology Practice” which
indicated that a mean of 5.7 treatment stations per Oncologist. Based upon that figure the
hospitals 8 oncologists would require 45.6 treatment stations. The remaining 4.4 stations are to
accommodate additional infusion services to be provided on site by the specialists from the
University of Wisconsin Health Program in Madison, Wisconsm.

The volume of Oncology patients is projected to grow significantly over the next 10 years due to
the aging of the population, the increased use of combinations of treatment i.e., radiation therapy
and chemotherapy, the mcrease of recurrence or secondary malignancy, and the reduction in the
wait and watch treatment rather than chemotherapy as a first choice. This increase in the use of
infusion therapy will only serve to increase the number of treatment stations needed. Therefore,
it appears that the applicant’s use of the 50" percentile as a benchmark is a very conservative
method of projecting need.

The construction of this new facility allows for an efficient use of resources to provide cancer
treatment.

The total gross square footage for this department is 26,931 GSF, which amounts to 363.9

gross square feet per treatment room/exam room. This space compares favorably to the space
allowed by the HFSRB for Dialysis station at 470 GSF/Station or Ambulatory Care space at 800
GSF/room. The applicant’s space plan must be adjusted for the equipment and support space
required for infusion patients but it is still well below State standards for departments with
similar space demands.

Radiation Oncology

The proposed space for this department will house 2 linear accelerators, and a brachytherapy
room. The only State Board standards are for the linear accelerator rooms which allow 2,400
GSF per Linear Accelerator. The brachytherapy room occupies approximately the same space as
the linear accelerators and as such would account for an additional 2,400 GSF.

ATTACHMENT-14
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The proposed space allows all of the radiation therapy modalities to be located in one area with
the physicists, and radiation oncologists offices (7} included in the space. The exam rooms (6}
allow the patient to only have to go to one location rather than travel to multiple locations for
exams and then treatment.

The consultation room allows the physicians to meet with either the patient, or other personnel
such as the specialists from the University of Wisconsin. It also allows the support staff to meet
with the patient or the physicians as needed without leaving the treatment area.

The department is also located in close proximity to the imaging area which houses the
PET/CT/Simulator for efficient treatment planning.

The space was planned by reviewing each of the departmental functions and determining what
the space needs were for that function. A drawing of the proposed department layout as well as
the layout of the other departments is appended to this attachment.

The establishment of a freestanding center requires that additional space be allocated to the
departments. The support areas normaily associated with a hospital, have to be provided, but are
not spread over the larger number of departments included in a hospital. For instance a waiting
area must be established for the Radiation Therapy department within a hospital could be easily
utilized by several departments thereby reducing the GSF allocated to any one department.
Support space such as storage, clean and soiled laundry, and security must also be provided in
the department rather than having a central supply department from wich supplies can easily be
drawn as needed or a centralized hospital security department which would serve the entire
hospital. This need for direct departmental support space increases the overall square footage of
the individual departments. Due to their locations within the department they are also considered
clinical space rather than non-clinical space which makes the department appear larger than other
hospital based programs review by the Board.

The spaces included in this department are essential to its operation and are consistent with other
similar freestanding facilities. The total gross square footage is reasonable when compared to
other freestanding facilities across the country. Note a copy of the drawings for this center are
appended to this attachment as are the space planning guidelines used by the applicant.

Medical Imaging

This department will house a general X-ray unit and a PET/CT/Simulator. The Board’s
Appendix B allows 1,800 GSF for a CT scanner and 1,300 GSF for a general X-ray unit. In
addition to these two pieces of equipment the department will also house a hot lab, and its
support space for the preparation of the isotopes used in the PET scanning process. The hot lab
utilizes approximately 600 square feet when its support areas are included. When this space is
included the Medical Imaging Department is consistent with State Norms.
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Pharmacy

This space is to be used to prepare the infusion materials and other meds to be used by the
patients in the departments of both Radiation Therapy and Medical Oncology as well as the
patients receiving non-cancer related infusion therapy at the center. The State Board does not
have standards for this service.

The applicant developed the space plan for this department by consulting with the staff working
in the department and by reviewing other similar facilities in centers across the State and
Country. The proposed space is consistent with those other facilities based upon the number of
FTE’s and the volume of services proposed. This pharmacy area will also contain a retail
pharmacy which will provide services only to the patients of the cancer treatment center.

Normally a department of this type is sized based upon the number of beds located in the
hospital; however, in this application the cancer treatment center does not have any beds which
make this type of comparison impossible. The department will have 5.7 FTE’s upon completion
of this project. Given the space needs to mix and prepare infusion materials for many different
types of patients both cancer and non-cancer related patients the space proposed, 1,575 GSF is
needed.

Laboratory

This department has a total of 1,866 GSF and will be used to provide laboratory testing and
blood drawing exclusively for the patients of the cancer treatment center. The department will
have a total of 5.5 FTE’s upon opening the new center. The department consists of both the
blood drawing area, the testing area, a waiting area and the support space for a laboratory.

The proposed 1,866 GSF amounts to 327.4 GSF per FTE which when the blood drawing area
and the waiting area are removed compares favorably to previously approved laboratories in both
hospital and freestanding facilities. No standards have been set for laboratories primarily
because of the diverse nature of the laboratories themselves, where the degree of automation and
the type of testing make significant differences in the space required. This laboratory will
perform testing primarily as it relates to the cancer patients being treated at the facility which
rely less on highly automated testing modalities and more on manual testing.
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Improving Infugion Sults Efflciency

Executive Summary

Improving Infusion Suite Efficiency 2010

Tha infusion suite is an essential part of any hospital cancer prograrm. Yet it also is an area commonfy
plagued hy inefficlency and financial strain. In the face of rising demand for chemctherapy services and
deciining relmbursement, programs must work to streamfine core processes and optimize staff utilization.

Infuslon suite efficiency hinges primarfly on the atrength of the links across a broad iMerdapartmental
team, which includes clinic coordinators, phlebotomists, pharmacists, laboratory and pharmacy
technicians, Infusfon: and oncology nurses, and oncologists. ineffective processes that complicate tha
work of these ¢ritical players and failed handeffs between them causs botilenecks and undermine

performance of the suite.

. Numerous strategies can be employed to optimize scheduling, improve fab and pharmacy tumaround

times, and make documentation fess onerous without compromising cprality, Improving operations reaps
muitipte bensfits, including decreased direct costs, maximized treatment capacity, enhanced patient
salely and, ultimately, higher safisfactfon scores among staff and patients.

Improving Infusion Sufte Efficlency 2010 outlines the challenges of efficiently providing ¢hemotherapy and
datalls process improvement steps. in addillon, case studies filuminate changes programa ¢an maka to

enhance day-to-day cperations of their infusion suftes.

n Demand for chemotherapy treatments will ump 42% over the next decads as
the poputation ages and cancer survivorship increases.
u A payment squeeze on chemotherapy drugs has forced hogpitals to find new

n Standardize orders to enhance pharmacy operations.
& Reducs the ime and work required for documentation,

Chemoatherapy ‘
Landscape : ways to curb direct treatment costs and achleve profitatiitly.
+ = Although the availabliity of oral chemotheraperdtics Is increasing, Infusion-
: kased drug defivery.remalns cora to the comprehensive patient experience,
. n Assemble key players 1o evaluate current processes.
: = Dewelop a patient acuity rating system.
Strategles for i = Schedule staff and treatments based on aculty level.
Improving Infuston = Optimize infusion chalr scheduling.
Sulte Efficlency  : = Improve laboratory handoffs to expedite treatment.

Confldsntiat end Pooprictary © 2040 52 | www.sg2eom 1




Demand for Chemotherapy WIll Surge

Significant growth in chemotherapy demand wil require exira treatment capacity, which can be achieved
by expanding staff and facllities or by improving day-to-day efficlency.

B sg2 Forecasts 33% Growth From 2009 to 2019

. With an aging population and Increasing cancer survivorship, chemdﬂierapy volumes will signiffcandtly
autpace population growth estimates. .

Chemotharapy Outpatient Forecast
US Market, 2009-2019

" Millions

114 sg2 Foreca

afyn e et mw om = T s Sl Poputation-Based
71 : Forocast

5 1 L] L) ¥ 1] T ¥ 1 L] 1
2009 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019
& Muitiple Factors Contribute to Increase

Heightened paiient risks for recurrence or secondary malignancy dus to increased survivorship are
key factore bohind increased demand.

Trends Behind the Forecast

ke 2y

Sources: Impact of Change® v3.0; Pharmetrics; CMS; Sg2 Analysis, 2010,
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Improving infasion Sulte Etelonoy

Slim Margins Put Pressure on Operatlons

Cancer service lines continue 1o fesl the pain of dedlining reimbursement retes, especially for their
infusion suites. Tight purse strings make any degree of inefflclency particularly problematic.

Cost per Dose Must Be Extracted From Everdower Relﬁibursement

Medicara is continuing its crackdown on payments for chemotherapy drugs. Tha federal payer has
targeted ASP +3% as its neartsrm goal. With the bulk of chemotherapy suite costs atirlbuted to
drugs, the payment squeeze amplifiss the need for cost-effective operations.

CMS Chamotherapy Drug Sample Chemaotherapy Sufto Costs
Reimbursement, 2007-2010 {Per brug Dosage)

7% ALY Chemotherapy Drug Storage and Facliity
6% \ (eg, Paclitaxel), X Space, 1%

3;2' ASPF 78% Equipment, 1%

296 - 5%  Asp+ Inventory and Waste

g - 4% Mgmt and Supplies, 5%
1% Payroll end Insurance,

0% ¥ v 15%

2007 200 2009 2010

i Inefficlencles Drive Up Costs:
Inefficlent practices commonly plague each component of infusion centers' direct costs.

Comitnon Revenue Drafng

to cover t of l pharmmacy
| QOverpayment to outsourced pharmacy

1 w Misallgned pharmacy staff-todreatment volumes

o1 w High cost per square footage

-] m Overpayment to rent vs ovm

=% m Poor inventory monitoring and management

=] m Poor negotiations with suppliers

= Overordering supplies
= Misuse of supplies or devices

4 m Extraneous staffing or understafiing
n Unclear staff roles amd responsibilities
¥ m Poor communication between staff members

ASP = avorogo sakes price; CMS = Centers for Medicam & Medicafd Services; mgmt = management,
Sources: Drivner Dl et al. J Natl Compr Cane Netw 2008;4(3)197; US Oncelogy, Febiruary 2009; GMS., 2009 Final Hospitel
Qutpatien Prospective Paymen System (HOPPS) Regulations (CMS-1404-FC). Accessed January 2010; S¢2 Ansalysls, 2010,
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2 staff Roles Must Raflact Case Mix and Volumes

4

Case Mix Varlability Complicates Treatment Delivery

Highly vared patlent aculty and treatment types complicate infusion dellvery and chafienge effictency.

& Treatment Intensliy and Timing Vary Widely

Patlents require a broad range of staff time, support and oversight during Infuslons that can last
minutes or hours. This diversily makes it difficult to standardize and streamiine treatment practices.

Infusion Sulte Treatments, by Chalr and Nurse Time

e

10--59 minutes 7-22 Short treatmants or troublashooting ports.
- minutes ) .

1-2 hours 23-45 Chemotherapy trealment, platelet transfusion, patlent education, or
minutes | laboratory draw vig porta-catheter

2-3 hours 46-60 Chemotherapy treatment, patient needing sympiem management, or
minutes | patient education followed by short treatment

3-4 hours 61-20 | Chemctherapy treatment, or patient education followed by madium
minutes | fength treatment

4-5 hours 91-180 | Chemothempy treatment, patlent education followed by tong
minutes | chemotherapy, patient needing fever/neutropenia workup with flufds,

o lengthy hydration folfowed by chemotherapy reatment

5+ hours 181+ Chematherapy treatment, transfusion with Yype and cross, or complex

minutes { patient with possibla admisslon

Muitiple clinkeal and adminlstrative staff membars from various hosptial departments make up the
chemotherapy team. Each has a unigue educationsl background, skift set and responsibifities.

Exampie Muitldisclpiinary Staffing

nE-Onc : n Bamines and, f needed, admits patients experfencing adverse reactions

53| @ Changes chemotherapy dosages as necessary

m Ensures patient drug order matches administered treatment

= Staris [V line, monhtors patient during treatment and discontinues IV
= Ensures clinical kial lab and chiemo orders are complete and accurate
» Performs timely blood draws to expedite lab receipt of samples

» Accurately and efficlently runs blood tests

m Evaluate onders for aceuracy amnd compliance

= Accurately measure, mix and prepare treatment

=i m Relay patient complaints 1o cfinicians

%} w Inform patients of treatment delays

=4 u Manages safely and quality of pharmacy

5 mn Oversees drug purchase and storage

Confidential and Proprietary © 2010 Sg2 | wwwisg2.c0m




ﬁup:o:ﬁn‘ infesion Goite Efflctancy
Multiple Handoffs Leave Room for Error

Chemotherapy adminlstration requires numaraus handoffs of patient information and therapeutics. Each
Jjuncture presents a potential sk to safety and efficiency.

B Poor Staff and Patient Communication Can Hinder Process

Staff communication can maka or break your ability to administer treatment efficlently. Numerous
potantial treatment delays and botilenecks can be creatad during patient handoffs,

Challenges Posed at Key Junctures

I 2 bRy Exampie: Chemotherapy order Is Incompliate.
AIMAoY =it (mpact: Pharmacist spends 20 minutes trying to locate the phyzkcian to rewrite
e the order, Patient waft time for treatment doubles. Chematherapy waiting room
overflows from avoidable delay.
o Example: Lab valute is posted to patient online chant, but result requires physician
4] contact and approval for treatment. Lab tech must logate MD or nurse to relay
Y2l massage, Pharmacist awalts response,
t{ Impact: Siow physiclan response delays patient’s treatment and creates
7] phamacy processing backiog, Lab tech falls behind processing patient Iab valuss.,

ez Example: Patient Informs nurse of abnormat treatment complications.

Y Impact: Nurse must locate physician for Instructions, Patlent awaits physician
“2[ evalustion in chemo chalr or exam room, causing a backlog, if treatment must be
= 3| cancelled, changes 1o the patient’s future schedule must be accommodated and
sz pharmacy nottfled to shred future orders. Patlent must awaft physician discharge,

py:=:{ Example; Medical emargancy oceurs in chemotharapy suite.
=} Impact: Infusion suite and medlcal staff are diverted to ernvergency. Delays

4 cascade for all scheduled patients for that day. Administrative staff must refay
7] delay message and rescheduie thase patients with flexible treatment plans.

&l Effective Operations Can Facllitate Quality Assurance

Rigorous standards have been put In place by multipie quality control organtzations {eg, Joint
Commisston, American Sochety of Clinical Oncology, Qneology Nursing Scciely). Standardizing
processes, iImplementing guldslines and other efforts to optimize daily operations help programs
avold common quality assurance {QA) pitfalls end meet stringent QA standards.

Common QA Pitfalls :
= Failing to document patlents’ curent medications at every treatmant visit
n Falling to capture, document end receive required approval for standard treatment deviations
m Accepling verbal chemotherapy orders
= Fajling to give patlents wiltten documentation/educationai materals about specific treatments
= Falling to utilize a risk-frea reporting system
u Faillng to review and evalvate medical orrors and near-misses in a timely manner
= Failing to provide 24/7 access fo patients in case of compllcations or toxtcitfes
n Failing to document taxicitles
= Falling ko have 2 independent practfloners prepare/administar chemotherapy and verify each order

Confidentiol and Propifatary © 2010 542 | www.eg2.00m B8
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Strategies to Improve infusion Sulte Efficlem;y

Many factors complicate cancer programs' efforts to improve the efficiency of thelr Infuslon suites. But
timely, cost-effective treatment is essential to provide superior patient care. With many programs already
facing capacity Issues, stops must be taken now to identify and address common bottlenecks, improve
interdspartmental communteation, and maximize staff and chair utllization.

Assemble Hey Players to Evalunte Current Procgsses Page 7
Davelop a Patlant Acuity Rating System Page 8
Schedule Staff and Treatments Based on Acuity Level Page 9
Optimize Infuslon Chalr Schedullng Page 10
Improve Laboratary Handoffs to Expedite Treatment Pago 41
Standardlze Orders to Enhance Pharmacy Operations Page 12
Reduce the Time end Work Required for Documentation Page 13

8 Configatitlal and Propiletary © 2010 S82 | www.ag2.com
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Impraving Infusfon Suifte Eiffclency .

Assembie Key Players to Evaluai_:e Current Processes

w

Uncovering improvement opportunities requires a broad-based perspective. input of individuals beyond
the administrators end ¢linicians within the irrfusFon sulte Is essential for identifylng and imptementing an
Improvement stratoegy.

- & Identify Key Stakeholders

Include team mermbers within the oncology practice, phlsbotomy department, laboratory and
pharmagcy. If they help shape strategy from the outset, it will be easler to gain thelr biy-In and
optimize interdepartmental procasses.

Oncology Practica
Phiehotomy
Infusion Sulte
Laboratory
~
Phammacy

&8 Create a Planning Team

A smali, cross-departmental team should ba formed to identify efficiency gaps, devise solutlons,
imptement changes and measure success. Each team member should clearly understand current
work flow and departmental protesses.

Toam Composition

(] Ouﬂlnea relevant admfnlsh'auve wark ﬁows

= Solicits feadback from front desk and other agministrative staff on current

_ mefficiencies, patient complaints, common backlogs

w Represents oncologists’ perspective '

m Advises on clinical practice guldefines

= Solicits oncologist feedback on tnsfficiencies, problematic staff interactions
ard other day-to-day concems

-1 ® Represents noninfusion nurses, who function as a link betwaen onmlog(sts',
infusion nurses, pharmacy end laboratory

m Obtains nurse feedback on inefficlent handofis and/or clinical triat concemns

w Educates team on pharmacy operating procedures
m Solicits pharmaoist/pharmecy tech feadback
u Detajls challenges m chsmolherapy processing, patient handoffs and order
7 Miscommunications
w Qutiines iaboratory and phlebotomy standard practices and operations
. Elicits phtebotomy and fab staff feedback on mlscommunicauons and
pattems of incorrect blood orders
= Detalls Infuslon suite activity, infusion nurse raspunsmxlitms ggg work flow
=| w Satlcits feedbaci from infusion nurses on current Inefficlencies

Confidentiel and Propietary © 2010 862 | wwwiar2.com T




INSIOHT

Develop a Patient Acuity Rating System

" The infusifon suite administers a wide range of treatments to patients with varled chinlcal needs. Patients
scheduled to receive the same treatment may require vastly different levsls of nursing care. Creating
appointment &nd staff schedules baged on treatment type, therefore, can be extremely chaltenging.

5 Devise a Scale That Reflects Patlents’ Individual Nursing Needs

Segmenting infusion sulte pattents by required nursing time rather than by treatment type can be
helpfut. Such an epproach requires development of a patient aculty rating scale that accuratety
reflects each petlent’s acuity levet and nursing needs. Time frames set for each fevel must account
for not only the actust infusion duration, but also nursing time for pretreatment hydration and
antlematlc administration, patient education, side effect management, documentation and other

supportive care,

Sample Medical Oncology Acuity Rating

System

-{ Short treatments; Zoledronate, Herceptin®
minutes subeutaneous infections; {second dose or more),
troubteshooting ports Zoladex®, Avastin
60-120 Chemotherapy lasting 1-2 | Cytoxan®, Taxol® {1 hour
minutes hours; patient education; | only), Adrtamycin and
chemotherapy port Cytaxan, Taxotere, Avastin
taboratary dravws
121180 | Chematherapy lasting 2—-3 | IV potassium, Taxol {first
minutos hours; patient needing time, 1 hour), Herceptin
symptom manegement {first tme)
1B1-240 | Chemotherapy kasting 3—-4 | FOLFOX end FOLFIRT
minutes hours maximum
241300 | Chemotherapy tasting 4-5 | FOLFOX or ROLFIR plus
minutes hours or packed red blood | Avastin, R-CHOP,
cell cisplatin/VP16, Rituxan®
304+ Complex chemotherapy Any complex chemotherapy
minutes administration with blood | plus 2 Rours of hydration
products

FOLFOX = follnke acld, Avoroured! =nd oxaliptating FOLFIRY = folinie acld, ffucrouradd] and lrinctscan; R-CHOP = Rituxan,

cydlophosphamide, hydroxydaunorubicin, Ontovin and prednieotons.
Sotrees: Adapted front Hawlay E and Carler NG. Oncafogy Issues November/Depember 2008:34--37; Sg2 Anafysls, X0,
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hnproving tnfuslen Safte Efflctonay

Schedule Staff and Treatments Based on Aculty Levei

The gont of the aculty rating scals fs to best estimate each patient's nursing needs. Unfortunately,
patients too often must wait for nurses to become available. [mproperly allocating nurses to patisnts can
create Inefficienctes that impact operations acress the infusion suite.

K iMatch Nursing Assignments to Pationt Aculty Ratings

The acuity rating system enables programs fo stdf based on case mix rather than number of
patients. Staffing by aculty level ensures fair workioad diststbution.

Example infuslon Canter. Nurse Stafling Based on Patient Acufty*

3 SR gy

] Optimize Nurse Utllization Through Aculty Level Scheduling

To optimize nurse utilization, treatment starl times shoufd be staggered and treatments should
overlap, Further efficlency can be gained by scheduling higheracuily patients eartier in the day, Finat
patisnts of the day should be scheduled to allow time for closure of sulte.

Example infusfor Center: Scheduling Based on Patlent Aculty*
Staff Instructions for Scheduling Patlents

T oty a3

Between 9 am and 1 pm
i Between 7 em and 10 amn
] Between 7 am and 9 am

17 hr 45 min | 6 hr 45 min

*The example Infusipn cemter Is open from T'.OO am 1o 6:00 pm. )
Source; Hawley & and Carter NG, Oncology Isstres Nevember/Decembor 2008:34-37.

Confidential and Propiietary © 2010 3¢2 { wwisg2.00m -]




Optimize Infusion 0|_1air Scheduling

Improving nurse utlfization ks only 1 step toward elevating Infuglon suite efficlency. Steps also should ba
taken to minimize the extent ta which the numbar of infusion chairs Iimits treatment capacity.

2 Slot Chalr Use Based on Reallstic Patlent Flow

Overfay the patient aculty schedule with available chairs to ensure efficlent patient flow. Adjust
schedules to match chalr gvailability with nurse availability and patient acufty. Chalr utifization per
hour may vary throughout the day. This i3 not a problam as long as the scheduls Is designed based
ori ideal treatment case mix and nurse staffing,

Sampile Schadu

Minfmize Chair Downtime

As nursing aflocation per patient improvas, so will chalr tumover Umes®*, Several strategies can help
minimize chair downtime.
m Move patients Into infusion chairs only oncs the nurse Is ready to start treatment.
— Supply alternate séating for palients requiring lab draws and other medical checks.
— Allocate aeparate space for patient and family education.
— Btiild adeguate chait tumover time nte each treatment block to minimize schedufing
backlogs. '
m Call to remind pationis about appointments, whith-will help minimize missed appeintments and
patient tardiness.
» Encourage staff {eg, medical oncologists, research nurses) to report treatment cancsllations
immedlataly to aflow time 1o fill gaps i chair and nurse avéilability.
= Deslgnate offices and private rooms for nurses to use when reviewing discharge instructions with
patients and families. ’

*Chalr thinover Ume Is typically measured from the Uime the nurse digcantinues {reatment IV to the thme en Infuslon nirse baging
treatment on the next pationt. Steps ¢atculated In chair wmover Yme Includes extra recovery ime for patlent befora exfting chelr,
time for senitizing chalr, nurse and pharmeacist preparation ime, and other patlent preparation tima

10  Confidontla] and Propristary © 2010 Sg2 | wwesg2.oom




tmproving Infusion Suite Efficlency '

Improve Laboratory Handoffs to Expedite Treatment

Phlebotomy and laboratory procassing dalays can doubte or triple 8 paiant's wait ime for beatment. The
longer every infusion patient waits for a biood draw, the more Inefitelent chalr and staff utifization becomes.

& Recognize Prime Culprits Iin Laboratory 'Delays

Most chemotherapy treatments are dependent on lab resuits. improving lab onder standardization
helps to Improve phisbotorny and laboratory efficiency. But hurdles are commaon,

Laboratary Inefficlencies Have Widespread Impacts on Care

=1 Delayed treaiment starts and backlogs for
phishctomy and faboratory staff

Detayad pharmacy processing and treatment starts

12 Increased staff ime required to search for clinfclans
1 to make freatment or admission decislons

2 Streamline Processes to Shorten Time to Treatment

Seaveral steps can be taken to ensure phleboiorﬁy and the chemistry and hematology laberatorles do
not become a treatment bottianeck.

a Provide the phlebotomy and taboratory managers with an advance patient schedule so that
techniclan staffing volumes align with peak times for infusion suite blood draws,

= Poarform chemotherapy-dependent iaboratory tests at least 1 day prior to treatment when
feasible.

n Accept outside [aboratory results as 1 route for verifying patients’ treatment ellgibility. Designate
a unique fax machine for recelpt of all outside reports, and ensure it Is checked routinely for
incoming reports.

= Allocale a phlebotomy chair spec!ﬂ[ly to the infusion sulte. Asslgn a nurse or other infusfon
staff member o manage prechemoatherapy labgratory walk-ins and access chemotherapy ports
for lab draws. Ensure the nurse documents patients' laboratory dramng prefarences for future
schedule planning.

= Create a standardlzed process for cases in which redrews become necessary, Consider direct
communication from the fab lechnician to infusion suite adminstrative staff, Staff can then
arrange with the patient for an Immediate redraw.

m Assign a clinical staff member ¢ach day to review the next day's patient Iist and ensurs el
requirad {ab orders are clear and complete, Outside lab resulls also should be confirmed as part
of this procass and clearly identified for the phlebotomy, front desk end pharmacy staff,

Confidenital and Propriatary & 2010 52 | msg:.’.com 41
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INSIGHT

Standardize Orders to Enhance Pharmacy Operations

Filling chemotherapy orders ¢an be a time-consuming fask for hosplial pharmadies, Unclear or incomplete
physician orders can add even mora time, resufting in treatment delays and Infusion backlogs.

B Plnpoint Order Documentatlon Lapses That Hinder Pharmacy Efficlency

Eliminating any unnecassary work Is tha best strategy for improving work flow betwsaen the pharmacy
and nfusion sulle. Yet breakdowns in communication between cliniclans and the pharmacy frequantly

GOOUT.

= faijure of physiclans and other clinlclans 0 use standardized electronic shemotherapy ardering
templates can heighten the rate of inaccurate, incomplete or illegible orders.

= Incomplete orders and those out of sync with clinleal practice standards require extra phamacist
follow-up and can compromise patient safety.

m Cliniclans’ faifure to dogument patients’ current medications requires extra pharmacist tima to
gather further information to avold potential drug Interactions,

a Delays in canceling chemotherapy orders with the pharmacy can lead to drug wasta or increase
risk that the patient could receive an incomrect treatment.

2 Standardize Pharmacy Order Precesses to Prevent Errors

Most chemotherapy drug ervors occur at the prescriblng and/or ordering sme Prescribing errors
must be Intercepted early. Several strategles prove key to Improving chemotharapy ordering .
processes.
s Establish clearly defined guldeiines for physiclans ordering chemotherapy. Require designated
physician prescribers to use standardized electronic (or pretyped) chemotherapy order templates,
- Eliminate abbreviations, acronyms and brand names. Consider requiring 2-physlician verification
and a cosignature on all chemotherapy orders, )
m Require physicians to Include in the Inltial order any potential prefreatment medications and/er
hydration needs to best astimats the treatment time and aculty mting.
= Require either the pharmacist or infuston nurses to imitiate a chemotherapy order check* 3 days
before scheduled appointment. Repeat the check no later than 24 hours prior to patient
appoiniment to ensure any necessary comrections have been mads.

*Chemotherapy order chetk includes patlant entiteation, treatment histocy, prescribed drug dosags, protocol compliance end
polential concomitant drug interactions based on coment medications.
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Improving nfusion Sulte Efflcioncy

Reduce the Time and Work Required for Documentation

- A third of Infusfon nurses’ time is dedicated 1o documentation. Effectively integrating information or

automating documentation can free up time for nurses to spend providing direct patient care.

& Make Pertinent Pationt Records Readlly Accessible to Infusion Staff

Alt clintcally refevant Information should b made gvallable for infusion nurses at the patlent’s chalr
or hedside,

In a paper-charting environment: -

m Combine all periinent patient information with a copy of the chemotherapy order and drug
treatment, including: previous chemotherapy treatment histoty, current and previous laboratory
results, current history and physical {H&P), the most recant physiclan note, current patient
medlcation list and previous Infusfon nursing notes.

In a paperiess environment:

= Provide multipla mobile workatetions within the infusion sufte to ensure all ¢liniclans have
convenient access to required patlent and treatment Information. Alemnatively, provide an
accessible computer next to each treatment chair

= Uss scanners to increase ease of informatfort access and more efficiently upload nursing notes
and other tme-sensitive records.

w Add perlinent patient treatment and drug notes to the infusion sulte schedufing system for sase
of access,

» Consider instailing an oncology lnformaﬁon gystem (O[5} to better Integrata critical information
now commonly found in eeparate databases.

= Assess the Feasibliity of Smart Infusion Systems

The use of smart infusion systems at the point of care can significantly reduce d;smmentation
requirements and identify and corract Infuslon pump programming errors by calculating dosages in
real time. The systems provide many advantages, some of which are listed below,

w Automatically compiete nurse documentation when integrated with electronic medication
administration records (oMARs), reducing nurses’ tima per patient by as much as 35%

w Capture and recond matrics, including the reasons behind treatment errors

= Provide downloadable reports, such es infuslon usage -

u Update hospital-wide drug library, reducing the risk of medication errors

= Automate dispensing to control drug distribution

u Dscrease drug doses that fall outside of hospital paramelers

= Record repeated dosege erors for arfy gven drug

m Optimize restocking, inciuding minimizing overordering of chemotherapy and r.'.hemcm:arapy-
related drugs

Source: David BA et al Risk Reduction and Systemalic Error Maragement: Standardization of the Padiatric Chemotherapy Process.
Memorial Heafthcane Systom, Hollywoeod, FL. wwwe.ahog.gov/downtoats/pub/advancas2Aol2/Advantes-David_13, pdf Accessed
Fabruary 2010,
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Making It Happen

Heightened demand and financial pressurs for chemotherapy services make operational improvements
focused on the infusion sulte critical for cancer programs. To enhance effidency, programs must optimize
scheduling, 1ab and pharmacy handoffs, and treatment defivery processes, These steps will help cancer

programs fo consistently provide high-quallty, cost-effectlge cara,

22 17 Identify key stakeho
334 0 Create a planning taam.
=2 O Devise a scale thet reflacts patients’ individual nursing needs.

a:) 01 Match nursing assignments to patlent aculty ratings.
1 Optimize nurse utilization through ecuity tove! scheduling.
ey O Skot chalr use based on realistie patlem flow,
=3 [ Minimize chair downtime. .

#5554 [ Recognize prime culprits in laboratory defays.
i “m O Streamline processes to shorten time to teatment.
o O Pinpoint order documentation lapses that hinder pharmacy
27y efficlency,
=22%] [ Standardize pharmacy order processes to prevent errors,
=241 {1 Make pertinent patient records readily accessible to Infusion staff.

=373 [ Assess the feasibility of smart Infusion systems.
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tmproving infmaton Salte EfMloloney

Appendix
Staff Responsibilities

No process improvement Inftiative ear succaed in the infusion sulte without ensuring all staff members
adhers to the procedures established for administering treatment. Accountability must be well-defined for
each care defivery step. Clear fines of communication also must bo established,

Infuslon Sujte Staff ant! Responsibifities

4 e
o

u Act as 3 flaison for patients, ion nurses, phiebatomists,
administrative and clinloal managers, and hemeatology/chemistry laboratories

u Doubfe-check patlent identification

=] w Provide imely cane

25 w Document pertinent medical information .

» Double-check patlent samples agalnst medical record Information and former

. comparable resuits

s Cleary communicate any necessary patient blood redraws

» Process and post results In a timely manner '

T2 » Provides patients with treatment pamphiets and contact numbers to use

H when they requlre additional guldance

=2l W Educates patients and their family members

7| m Serves as & link between patients and thedr oncologists and infusion nurses

4 w Perform a 3-dag advanced check of all chemotherapy orders
:| m Review orders, verily protacol compliance and perform redundant checks
5] while entering end dispensing orders -
2} m For oral chemotherapy dispensing: ensure patients undarstand proper

i dosage, specify tirne of day drugs should be taken and outline potential
interactions thet could decrease effectiveness

3t @ Calleets data necessary to Improve the efiiclency, quality and safety of daily
] m Works with oncologists and cancer directors to Improve operational efficlency
3t and quality

7|  Facllitates patfent reporting of side effects or adverse events

= Review chemotherapy onder, patient’s dosing protoce! and admindstration
schedule o ensure they match the dispensed, Iabsied chemotherapy bag
{must be conducted by 2 certified oncology nursas)

-} m Calculate patient’s absolute neutrophl] count {ANC) as needed

=it m Review, verify and document relevant lab resuits and orders

4 m Immediately prior to administration, verify with the patient his/her name,
record numbey, sympltoms, chemotherapy agent, dose, route, volume and
infusion time (must be conducted by 2 certified chemotherapy nurses)

n Appropriately responds to patlent or staff complaints

= & Initiates process improvement projects

=] w Establishes a quality assurance team to review errors and any near-misses

= ¥

Sourca: famobsm JG ¢t of, Oncol Nurg Forum 2000;36{6):651-65B.
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 Appendix’
Implementation of Acuity Rating System

Case Example: Cleveland.(OH) Clinlc at Hllferest Cancer Center

Baciground (2008)
= 11,000 patient visits
= 8,800 chemotherapy/blothsrapy and/or therapeutic administrations
xn Dedicated chemotherapy pharmacy located within the infuslon suite

infusfon Sulte Steffing
m Physlclans (2 FTE medical oncologists/hematologlists)
= Oncology-certified nurses (11.3 FTEs}
= Supportive care/pallietive medicine nurse practitioner (1 FTE)
» Secretartes and medical assistants (5.2 FTEs}
w Dedicated soclal worker, certified genetic counselor and research nurse (3 FTES)
m Pharmacy staffed by pharmacist, pharmacy technician and PharmD {3 FIEs)

Shtuation
» A 2-week throughput study conducted in 2006 required staff to decument all patient flow within the
infuslon sulte. Each step of the care process was timed and results were logged into a databass.
w An ad hoc committee comprised of nurses and other frontfine staff reviewed date and identifled
various bottlenecks.
Solution . .
= Development of tha Medical Oncology Aculty of Gare Rating System, a 5-level ratii‘rg based on time
needed for “ideal” care delivery

= Creation of a treatment length scheduling tempfate, which detailed dafly clinic hours and guidefines
. on best imes for scheduling various patient acuity levels
 Assignment of nurses 1o patients using the rating system to belter bafance nurse workloads

Resufis

= Enahled the cancer center to more effectively use its infusion nurses, eliminating the need to hire
additlonai staff

= Achleved patfent satisfaction scores of 98%

w Boosted employoe engagement scores by 10%

= Enabled growth of chemotherapy volumes

FTE = fullbme equivalent.
Source: Hawtey E and Carter NG. Oneclogy Issuss November/December 2009:34-37.
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Improving Infuston Sufte Efficloncy

Appendix
Plan to Maximize Chair Utilization

Background
= 38 chairs and beds included in the chemotherapy centor; 52 average daily patients
» Hours: 13 hours dally, Monday through Friday; 7:30 am to 4:00 pm, weskends
Sftuation

» Rapidly increasing numbers of patients requiring chemotherapy, transfusion and/or infusion
and those enrolled in phase 1 or phase 2 dinical trials )

n Capacily analysis that uncovered inefficient chalr utilization '
Porcentage of Chalrs Ocmlp_led During Weekday Hours, February 2005

: : Case Example: Roswell Park Cancer Institute, Buffalo, NY

Solution :
a The chemotherapy team uged patient focus groups to identify bottlenecks and process improvaments,
u Yo improve patiant throughput without compromising care quality/safety the team devised a plan that:
— Refined staffing: Start imes of several nurses were adjusted; part-time nurses were hirgd,
— Inittated patient reminder calls: Staff placed reminder calls to every patient with an early
morning appolntment.
— Targeted canceflations: Cancallation rates were shared with medicai oncologists and they were
encouraged to immediately notify the suite of eny cancellation.
— Improved longterm scheduling: Protocol patients ware scheduted well in advance to enable
better infusion sulte volume planning. _
~— Expadited lab draws: A phlebotomy station was created within the Infusion sulte.
— Clarified chamotherapy orders: Physicians and ordering ciiniclans were reguired to list
hydration requirements and premedications as part of thelr chemotherapy orders,
— Incontivized off-peak scheduling: Patlonts were offered free parking during off-peak hours.

Rasults
u Increased overell chair utilization by 15% within a year

Percentaga of Chalrs Occuplad Durlng Weekday Hours, February 2008

2%
65% 8%

Sources: Gruber M et al. ) Nurs Gara Qual 2008;23(1%76-63,
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The Medicare Modemtzation Act of 2003 brought with it sweeping changes to
community-based oncology practices. As Madicare payment for both drugs and drug
administration services have changed, oncology practices have become more aware
of thelr business practices and have responded by closaly evafuating and montioring
operations. In a January 2006 report to tha Centers for Medicare & NMedicald Services
and Congress, filled “The Effects of Medicare Payment Changes on Oncology
Services,® the Madicare Paymert Advisory Commission siated that “oncologists
responded by cutiing costs and increasing effidency.” As oncology practices continire
fo strive to furthsr improve praclice efficlency, they will need to develop metrics to
measure current performance and trend improvements. They also will need lo
benchmark key practice Eusineas indicators specific to oncology.

Tha Medical Group Management Assoclation (MGMA), a professional assoclation that
includes medical practice managers and administraters throughout the Unlted States,
conducts 2 comprehensive annual cost strvey that reports key practice business
indicators and related benchmariks. However, lhe resulling benchmarks lack
spedificity for the oncology spedially. th the lato $1990s, the Assembly of Oncology and
Hamatology Administrators, an MGMA spedially assembly, developed addilional
survey questions to report benchmarks specifically for oncology. MGMA published an
oncology-hematology survey for several years. Howover, because of low parlicipation
and high administrative burden, the collection of oncology-specific data was
discontinued. The last MGMA oncology-specific report was published in 2003 and
was based on 2002 data. More recently, MGMA published its Cost Survey for Single

http:/fjop.ascopubs.org/content/3/1/9.full - 9182011

Attachment 14 é 2




¢ - ‘ Benchmarking Practice Operations: Results From a Survey of Office-Based Oncology Pra... Page 2 of 9

Spaclalty Pracllces 2006 Repod, which was based on 2005 data. The survey
contained 138 questions and had participation from only 12 oncology praclices
nationwide.* .

To meet the growing demand for oncology-specific business benchmarks, Onmark
created a user-fiendly survey too] to coilact data on business op‘éralions from its
membar praciices, Onmark Inc, an OTN company In South San Francisco, Callfomia,
is one of the fargest group purchasing organizations in the community-based
: treatment setting, with more than 2,100 members mprasenting more than 3,600
| physiclans and mora than $4 bilion in annual drug purchases. To ensure

: confldentiality, Gnecology Malrics LP, was commisskoned to conduct the sanvey and
! report the resulte. The goal was to develop a number of key practice business
indicators, or benchmarks, by whlch to meastre and trend changes in oncology
practicea efficlency. To simplify the survey process, the 34-question survey was offered
as a Web-based survey loal. A total of 178 oncology practices parlicipated in this First
Annual Onmark Office-Based Oncology Business Benchmartking Survey.

Methods

L T Y R e T T T R R Y T Py TR D T R e T LR e

The survey was designed to be simple to complets, to enaure that a substantial
. portion of the target population would respand. First, a number of key benchmarks
| ware identified, Including total full-tima equivalent (FTE) staff par FTE physician and
' new patients per FTE physiclan. Questions were then developed for these
benchmarks and organized into four categories (Je, demographics, slaffing, revenue
and procedure volume, and expenses) so that the easlest questions could be
answarsd first. Parlicipants wars not required to answer all questions,

[T

The caleulation formula for each of the benchmarks was wiitten using data elements
that aro avallabla to a typical praclice administrator. These formulas were then
analyzed to datermine & minimum number of data slemerits sifficlent to catoulate the
benchmarks. Wherever possible, any data efement that could be cakulaled from
other data elemanis was eliminated to reduce the total number of survey questions.
For example, the survey asked respondents for the number of treatment chalrs and
the number of inltial drug administration services. The number of patients per
treatment chalr per working day was then calculated from these data. Definitlons were
developed in confunction with the conetruction of the formulas so thay'cwld be
incorporated into the survey instrument.

After alpha tesfing by a small group of practice administrators, he final swvey
instrument was posted to the survey Web sile. The entire target survey group was
nofified by email about two national audio conference presentations that were held to
explain the survey instructions and definitions. Afler the first audio conference was
completed, invitations to take the survey were emailed to the target audience, and the
Web site was launched. ’

A toial of 820 Onrmark member practices, consisiing of single-site and multisite
community-based oncology practices throughout the United States, received the
emalled Invilation fo take the survey. Responsas ware recaived from 178 praclices

9/8£2011
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{21%}. Of those, 171 praciices identified their group type: 42 as muilispeclally, 114 as
hemalologyloncology only, end 15 as gynecologlc oncology only. Date were
requested for calendar year 2005 or the practice's most recently completed fiscal
yaar, Practices with multiple sites of service were instructed to report total data for all
sites, with only one response accepted from each reporiing praclice.

After 1 week, the survay was closed. The dala elements were formatted-into an Excel
{Microsoft Corp, Redmend, Washington) spreadsheet, and the appropriate formulas
were run against the collectsd data elements. Some individual respondent surveys
included questionable dala elements, but-no data were axcluded from the analysis,
The apparent outller data ara not thought to have materially affected the benchmark

autcomes,

Survey results were categorized as financlal and operational Most benchmarks were
reported at the mean ang the 25th, 50th, and 75th percantiies. The compleis survey
report included 11 financlal banchmarks and 10 operational benchmarks; this article
wili focus only on key operational benchmarks. These survey data are based on
voluntary responsas by Onmark member prectices end may not be rapresentative of
all medical oncology practices in the United States.

Physician Productivity

Physician preducilvity is generally measured by the number of patient enicounters per
FTE physidan during a specified period. For this benchmarking survey, an FTE
physician was dafined as a physictan who sees pafients In the office or cllnic a
_ minlmum of 4 days per week. {in this survey, we left the definftion of FTE at "4 days
per week™ and did not stipulate how many hours per day the physician worked.) Each
practice was asked lo raport the number of FTE physicians, as well as the number of
FTE hematology/oncology physicians and the number of FTE gynecologic oncology
physicians. (Pracilces wers allowed to report fractional FTEs, Is, 4.5 or 3.8.)

New patient encounters ara an Important matric fo defermine physiclan productivity,
as the volume of new pafients drives virtually all pracfice activity—from staffing levels
o the addition of new practice services. New pafient encounters per FTE physiclan
are also frequently used by medical oncology praciices to detemine when additional
physiclans should be added to the practice. The survey instrument identified new
patients by CPT code® and included new patients and consultations I the office
setling as well as inpalient consultations using the codes noted in Table 1.

"1 Tablo 1,

F

i View this table: :

3 i In this wlnc;:w Inaa :ew window ; Codes for New Pafient and
P i Consuitaflon Visits

I R L e UL L IR EL)

The survey found that the mean number of new patlents per FTE physiclan (including
muitispecialty, hematofogy/oncology, and gynecologic oncology physiclans) was 265.

9/8/2011

http:/fjop.ascopubs.org/content/3/1/9.full




The mean number for physiclans in hematologyfoncelogy only praclicas was
significantly higher, at 300 pationts.

The number of establlshed patient visils per FTE physlc!an' is apother Imporfant
physician productivity Indicator. Survey participants reported the number of
established patient visits at the practioe levef in both the office and hospital settings
using the ecodes noted irt Table 2. Results showad that established patient vislts per
FTE physicfan (including multispecialty practice physiclans) were 2,800 visils al the
mean, with 1,003 visits at the 25th percentile and 3,926 vislis at the 75th percentlle,
Resuita for hematology/oncology—only pratctices were filgher, with a mean of 3,481
visits, and 1,376 visils at the 25ih percentile and 4,616 at the 75th percentile.

| : Table 2.

i View this table: :

il : Codes for Established Patient
i ! In this window i a new window Vislis

Staffing

Survey respondents were asked to Indlcate the number of FTE staff in their praciices,
defined as individuals working for 1 year at 40 hows per wesk, or 2,080 hours per
year, Practices were nstrucied to calculate the number of FTE staft by dividing the
number of hours worked per week by 40 for sach staff member, then calculating the

total number of FTEs in thelr practice.

Hematology/foncology only pracﬂees reported fiva FTE staff per FTE physiclan at the
25th percentlle, six FTE ‘staff at the 50th percentile, and nine FTE staff at the 75th
percenlile (Fig 1). The average reported FTE staff per FTE hematology/oncology
physiclan was 7.3. When the daia were reportad per FTE physiclan (including

mullispeclally praciices), resuils showed a lower average, with 8.8 FTE sfaff per FTE

physiclan,

Figure 1.

Total full-ime equivalent (FTE) staff per
FTE hematologyfoncology physictan.

Ko Sl

Feremtly
View farger verston:
fn this page 10 a new window
Powerfoint Slide for Teaching

P

In addition fe lotal FTE staff, respondents were asked to report the number of ETE
registerad nurses involved In chemotherapy administration. Praclices in which nurses
spiit thelr duties between chemotharapy administration and other fasks were asked to
estimate the time spent by each nwse on chemotherapy administralion and to

http:/fjop.ascopubs.org/content/3/1/9.fuil
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calculate that as an FTE, They were then asked to add and report the total number of
FTE nurses involved In chemotherapy administrafion. The survey found that the
average number of FTE nurses administeing chemotherapy per FTE
hematology/oncology physician was 1.7, with & range of one FTE nuwrse at the 25th
percentile to two FTE nurses at the 75th percentile (Fig 2).

Figure 2.

Fulldims equivatent (FTE) chemotherapy
nurges per FTE hematfology/oncology

- o physician.
Pacartls ’
! View larger version:

tn this page In a new window
PowerPoint Slide for Teaching

Survey raspondents also were asked to idenilfy the number of FTE midlevet providers
in their practice. Midieve! providers were defined as health care profassionals ficensed
by the state to provide cerlain services traditionally provided by physiclans, including
physiclan assistants and nuree practitioners. Results showed an average of 0.7 FTE
midlevel providers per FTE physician (Fig 3). When the impact of midieve! providers
on physiclan productivity was evaluated, the survey resulls indicated that physiclans
in hematology/oncology praclices with midlevel providers see significanily more new
patients per FTE physiclan than practices that do not utllize midievet providers (Fig 4).

19
; . Figure 3.
3 :: Midlsvel providers per full-time equivalent
o physician in 2005.
My oo deve | b )
Parcenilly ’
i Vlew larger version;
In this page In a new window
PowarPolnt Slide for Teaching
i
Figure 4,
g ™%
= :u New patients per fulltime equivalent
L hematology/oncology physician in

praclices with and without midlevel
providers (MLP).
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Resource Utllization

Respondents ware asked to indlcate the lotal number of chemotherapy treaiment
chalrs in thelr practica. These data were then used to calculate several benchmarks to
measire rasource utiization.

According fo the” survey resulis, the numbsr of trealment chaire per FTE
chemotherepy nurse ranged from 2.7 at the 25th percentile to 4.9 at the 75th
percentlls, with an average of 3.8 treatment chalrs par FTE nurse (Fig §). The number
of treatment chairs per FTE medical oncolagist ranged from 3.5 at the 25th percentile
t0 7.4 at the 75th percentile, with a mean of 6.7 (Fig 8).

3
. Flgure &.
g : Treatment chairs per full-time equivalent
4 ‘ chemotherapy nurse.
]
View larger verslon:
in this page In a new window
PawerPoint Siide for Teaching
Figure 6,

Treatment chairs per fulliime equivalent
hematology/oncology physiclan.

View larger varsion:
Inthis page In a new window
PowerPoint Slide for Teaching

(nfusion patients per treatment chalr per working day, and infusion patients per FTE
nurse per working day also were calcutatad from survey data. The numerator for each
of these melrics was determined by adding the number of initial driig administration
codes (hydration, therapettic, and chemotherapy) reparted by the practice, using the
2005 code set: G0345, G0347, 0780, GO353, 90784, GO357, 96408, G059, and
96410. Although this calculation does not capture total hours of treatment chalr fme, it
is consldered to be a surrogate for the number of pallents in treatment chalre per day.

The number of patients per treatment chalr per working day was calculated by
dividing the total number of inftial drug adminisiralion codes by the number of
treatment chairs. This total, the number of inillal drug adminletrations per treatment
chair in 2005, was then divided by the number of wotking days in 2605 (250 days) lo

hitp://jop.ascopubs.org/content/3/1/9. folt
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establish the number of initial drug administrations per treatment chalr per working
day. As a palient receives only one Initial drug administration per chemothsrapy
encountar, the count of nitial drug administrations is a reasonable surrogate for the
count of individual patients. Resuits showed that patients per (reatment chair per
working day ranged from 0.6 at the 25th percentife to 1.6 at the 75th percentife, with a
mean of 1.3 patlents.

The number of infusion patients per FTE nurse per working day was calculated in a
similar manner. The number of inltial drug administraion codes (not Including
injections or other services) was divided by the numbsr of FTE nurses and then
divided by the number of working days tn 2005. Patients per FTE nurse psr working
day ranged from 2.1 at the 25th percentfle to 5.8 at the 761h percentile, with a mean of

4.1.

Conclusion

---------------------------------------- LT T T L e L p T E L P P L T L L e O T R TR T L  PTRE T )

Improving praciice efficlency has become an essenfial component of managing
today’s medical oncology practice, as practices continue to expesfence the effects of
the Medicare Modemization Act of 2003. Physiclan owners and practice
‘administrators must confinuslly evaluate and measwre every aspect of practice
operations. Benchmarking is a valuable tool to compare one's practice to regional or
national standards and to evaluate practice performance over time.

it can be difficult for praciices to find meaningful speclaity-specific data to use in the
benchmarking process. The metrics provided In this arficle include benchmaris that
are frequently requested by practice adminisirators at meetings and on listservs, such
as the number of staff per medical oncologist. Pracfices shoutd use these easily
measured benchmarks as a too} to assess themselves. After conducting their own
measwements, pracfices should then identify and explore significant varlances
between thelr datla and these nalional benchmarks. While variances do not
necessarily Indicate a problem, they do represent areas for further asgessment and
evaluation. This survey provides meaningful oparational melrics by which praclices
can benchmark current performance and perhaps more Importantly, frend practice
improvements over time. Practices that use this toal, and others as they are avaRable,

will be the successful practicas of tha future.

Footnotes

-------------

............................................................................

Current Procedural Terminology (CPT) is copyright 2005 American Medical
Asgochation, All Rights Reserved. No fea schedulss, baslic units, relative values,
or releted tistings are induded In CPT. The AMA assumes no labilly for the data
contalned herein. Applicable FARS/DFARS restrictions apply to government use.
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PROJECT SERVICES UTILIZATION

The State Board has utilization standards for the Linear Accelerators. The historical utilization of the
linear accelerators for the last 12 months totaled 8,464 Procedures. The State standard for linear
accelerators is 7,000 visits per year. Based upon this standard the applicant's historical volume supporis
the need for 1.21 or 2 Linear Accelerators, which is the number proposed by the applicant.

The proposed project also includes a PET/CT scanner, which will so be used as a simulator for treatment
planning for Radiation Therapy patients. The State Board has utilization standards for CT scanners and
for PET scanners. There are no standards for simulators. This unit will not be utilized for either a CT
scanner or a PET scanner on a full time basis. The simulator capability of the unit will be the major use of
the equipment. The projected use of the PET scanner is shown below, while the project use of the
simulator and the CT scanrer is based upon the number of new cancer patients treated at the center.

PET Volume
Year CY 2010 CY 2012 CY 2013 CY 2014 CY 2015
Volume 380* 316 332 348 366

*procedures on Mobile PET unit both inpatient and outpatient volume.

Unique Cancer Patient Encounters

Year 2010 2011 2012 2013 2014 2015
Volume 1,865 3,032 3,194 3,270 3,813 4,145

The volumes for Medical Oncology are shown below as professional service days. The State Board does
not have any published standards for this department. in addition to this volume the applicant is also
proposing to serve non-cancer infusion patients in this department.

Year FY 2009 Fy 2010 Fy 2011 Fy 2012 Fy 2013 FY 2014 FY 2015
Volume 13,206 14,376 26,785 29,174 29,866 33,100 35,322
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Service # Existing Key Rooms # Proposed Key Rooms

[[] Medical Imaging N/A 2
] Radiation Oncofogy {3 3
[} Medical Oncology 39 Treatment rooms 50 Treatment rooms
18 Exam rooms 24 Exam rooms
[ ] Laboratory N/A N/A
||| Pharmacy N/A N/A

Medical and Radiation Oncology

Since the proposed project calls for the construction of a new building to house the above
departments and this new building is not on the site of the existing hospital we will address the
criterion 1110.3030 (b} -Need Determination.

According to the Centers for Disease Control and Prevention, Cancer ranked second to heart
disease for the leading cause of death in the region, while patients are living longer and increased
utilization on an outpatient basis categorized Cancer as a “chronic disease”. According to the
2010 American Cancer Society, Surveillance and Health Policy Research there is an estimated
63,890 new Cancer cases projected in Illinois. The top tumor sites identified include Lung;
Breast; Prostate; Colon; Bladder; and Skin. According to the US Cancer Statistics the Age
adjusted Cancer incidence rates per 100K population in Illinois is 483.9, higher than the National
average of 461.8.

SwedishAmerican Hospital has defined its service area for Oncology as 16 Counties with a
combined total population of approximately 800,000. Within the 16-county market is SAHS’s
traditional primary service area (PSA). In the PSA, SAH is the market leader for encounters.
SAHS also is the preference lcader, according to a 2011 survey done by Professional Research
Corporation, with 33%. However, 32% of the PSA has no opinion on preference or chooses
some entity other than the Rockford-based providers, making this service line the most
undifferentiated program among 18 categories. (See attached map), The map shows that the
boundaries of the service area exceed the State Agency description of HSA |, however, the area
within the HSA and its resulting patient population shows that well over 70% of the patients
receiving care in the hospital are from within the planning area.

Market indicators show a shift in demand from inpatient to outpatient Oncology procedures
particularly in radiation and chemotherapy services. SAH recognized the need to be proactive in
addressing centralized Cancer services throughout the service area, and the need to improve
access and intcgration of cancer services to accommodate the growing demand. SAH acquired
ACT- a Medical Oncology practice in 2010 and recruited an additional Radiation Oncologist
totaling 7 General Oncologists and 2 Radiation Oncologists.

SAHS engaged SG2, a consultant company that provides advanced analytics, business
intelligence, education and publications that help Hospitals deliver measurable value across the
full continuum of its health care services.
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The projected utilization for the oncology portion of this project is shown on the charts below.

Unigue Cancer Patient Encounters

Year 2010 2011 2012 2013 2014 2015

Volume 1,865 3,032 3194 3,270 3,813 4,145
Medical Oncology Visits

Year FY 2009 FY 2010 FY 2011 FY 2012 | FY 2013 FY 2014 FY 2015

Volume 13,206 14,376 26,785 29,174 29.866 33,100 35,322

The analysis of these projections show that the hospital would run out of space in the next 2-3
years. Therefore, it was determined that additional space was needed and that the best alternative
to meet this growing utilization was to construct a single facility where ail of the outpatient
cancer services could be provided in a consolidated. While that is not the primary reason the
new facility is to be constructed it was a factor, the primary reasons for development of the new
facility are the ability to create a consolidated service in one location to serve all of the cancer
patients’ needs and to more fully develop the affiliation with The University of Wisconsin and its
specialists and academic medical center capabilities.

The above projections are based upon three indicators: the historical utilization of the facility,
the projected growth in the incidence of cancer as the population in the area ages, and the
increase in referrals expected from the affiliation with the University of Wisconsin.

Quipatient/Other Demand Forecast

The Outpatient/Other Demand Forecast applied to the model patient dataset is based on SG2’s
2010 SAHS specific, localized outpatient diseasc-based forecast. The application of the forecast
to the model follows the same secondary grouping system of the principal ICD-9 codes for
Oncology services as was used for Inpatient mapping. The secondary grouping allows for cross-
walking the patient record to both a custom DX Group, in addition to the unique grouping
system (CARE Family) used by SG2 for the Cancer Service Line. The demand forecast
aggregates data into a Care Family, and reflects the demand growth or decline across a 10 year
forecast timeline by family. The linear percentage change rates were applied to the historical
model patient records based on the associated CARE Family assigned to the record for each
individual forecast year, and then output from the model in a variety of reports.
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Market Capture Raies

SAHS has identified the following discase sites for incremental market capture over 5 years
within the service area as:

Assigned Market DX Group Assigned Market
Capture (over 5 Years) Capture
DX Group
(over 5 Years)
Benign Neoplasm 0% Liver Cancer 2%
Bladder Cancer 2% Lung Cancer 4%
Bone Cancer/Other 6% Multiple Myelomas 4%
Bone Metastases 6% Non-Hodgkin’s Lymphoma 4%
Brain/CNS 2% Ovarian Cancer 6%
Breast Cancer 4% Pancreas Cancer 6%
Cervical/Genital Cancer 4% Prostate Cancer 1%
Colorectal Cancer 4% Renal Cancer 2%
Gl/Stomach/Esophageal 4% Skin Cancer 0.6%
Head/Neck Cancer 4% Testicular/Genitourinary 3%
Hodgkin’s Lymphoma 4% Thyroid Cancer 6%
Leukemia 4% Uterine Cancer 4%

Partnership with an Academic Medical Center (AMC)

A strong regional-academic partnership can defend SAHS current position, as well as result in
market share gains in the SA. Patients are migrating from the Greater Rockford region in search
for Oncology services to the North into Wisconsin and East to Chicago. Although data shows
that patients prefer to stay geographically local for outpatient care, a growing number of patients
travet to the Academic Medical Centers for inpatient and outpatient treatments. Most of the
patients migrate to UW Health (UW), which is a nationally recognized Academic Medical
Center in Madison, Wisconsin. UW remains the market leader among the Academic Medical
Centers who capture patients that migrate out of the region. UW includes the University of
Wisconsin Hospital and Clinics in Madison, the American Family Children’s Hospital, the
University of Wisconsin School of Medicine and Public Health, the University of Wisconsin
Paul P. Carbone Comprehensive Cancer Center, and the University of Wisconsin Medical

Foundation.

SAH service area is considered by UW as the Northern Iltinois region and is viewed as volatile.
Beginning with the failed Advocate-RMH merger attempt of 2009, relationships in the service
area have shifted significantly. UW Health perceived that neutrality on its part was unlikely to be
a maintainable strategy, and selected SAHS as the preferred partner. RMH and OSF are currently
pursuing a merger which could ultimately polarize the market.
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In 2010, SAH entered into an affiliation with UW to significantly impact SAH strategy to
differentiate itself in providing Oncology services in this region. University of Wisconsin is one
of forty Comprehensive Cancer Centers in the Nation designated by the National Cancer
Institute. This affiliation will provide access to highly sophisticated surgical sub-specialists and
the opportunity to offer more specialized services in Rockford and the surrounding region. SAH
and UW partnership in the development of a RCC will enhance the delivery of cancer care,
advance medical research, grow regional tclemedicine infrastructurcs, and achieve seamless
patient transfers and referrals between the two health systems.

The branded SAH/UW Regional Cancer Center project will protect SAH Oncology business,
build market capture in the region, maximizing referral of tertiary business to UW Health and
reduce the out migration of cases going to AMC’s in Chicago.

Portraying an integrated system to patients and the market, UW Health and SAHS will provide
the most clinically advanced cancer care in a more convenient and supportive setting for patients
and family.

When a patient requires technology or skills only available in a world class academic medical
setting, the transition will be seamless. If after consultation, treatment can be administered at the
SAH/UW Regional Cancer Center in Rockford those cases will be referred back to Rockford.
Care will transition smoothly between inpatient and outpatient settings between the RCC and
UW facilities.

The planned SAH/UW RCC details the patient-centered, holistic services designed for the new,
consolidatcd building. These will be enhanced by the UW brand, supported by a cohesive
working relationship among UW, SAHS and Rockford physicians.

In addition to the RCC consolidated Oncology services, the RCC partnership adds an on site
presence of UW tumor site experts for Breast and GYN patients. For Gt and Lung, patients will
have expedited referral processes to UW tumor site experts. Where indicated for best outcomes,
patients will receive surgical care from highly specialized teams at UWHC. RCC patients will
also access rescarch trial protocols at UWHC. On-site services will be enhanced through
application of telemedicine technology, shared quality benchmarking, physician conferencing,
and shared clectronic health record. Clinical services meet or surpass those available from
Rockford competitors, with exception of robotic prostate surgery offered at RMH.

The applicant does not project a decrease in the utilization of other area facilities. The projected
increase in utilization is projected based upon increased incidence of cancer in an aging
population, the return to the service area of patients now being treated at the University of
Wisconsin, and the return to the service area of patients now being referred to academic medical
centers in Chicago and the surrounding area in HSAs V]l and VII,
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Medical Imaging

This department will serve only the patients of the Cancer Center and will not be impacted by the
inpatient services provided by the hospital or any of the other outpatient services of the hospital.

This department will house a general X-ray unit and a PET/CT/Simulator. The Board’s
Appendix B allows 1,800 GSF for a CT Scanner, and 1,300 GSF for a general X-ray unit. In
addition to these two pieces of equipment the department will also house a hot lab, and its
support space for the preparation of the isotopes used in the PET Scanning process. The hot lab
utilizes approximately 600 square feet when its support areas are included. When this space is
included the Medical Imaging Department is consistent with State norms.

The rooms proposed are needed in order to meet the needs of the cancer center. The one general
X-ray unit will be utilized for basic X-rays used for diagnosis and treatment of the cancer center
patients by the oncologists located at the cancer center.

The combination CT/PET scanner will be used as a PET scanner and a CT scanner for diagnosis
and treatment and as a simulator for treatment planning services. The PET volume projections
are shown below.

PET Volume
Year CY 2010 CY 2012 CY 2013 CY 2014 CY 2015
Volume 380* 316 332 348 366

*procedures on Mobile PET unit both inpatient and outpatient volume.

Pharmacy

This space is to be used to prepare the infusion materials and other meds to be used by the
patients in the departments of both Radiation Therapy and Medical Oncology as well as the
patients receiving non-cancer related infusion therapy at the center. The State Board does not
have standard for this service. ‘

The applicant developed the space plan for this department by consulting with the staff working
in the department and by reviewing other similar facilities in centers across the State and
Country, The proposed spacc is consistent with those other facilities based upon the number of
FTE’s and the volume of services proposed. This phatmacy area will also contain a retail
pharmacy which will provide services only to the patients of the cancer treatment center

Normally a department of this type is sized based upon the number of beds located in the
hospital; however, in this application the cancer treatment center does not have any beds, which
make this typc of comparison impossible. The department will have 5.7 FTE’s upon completion
of this project. Given the space needs to mix and prepare infusion materials for many different
types of patients both cancer and non-cancer related patients the space proposed, 1,575 GSF is
needed.
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Laboratory

This department will serve only the patients of the cancer center and will not be impacted by the
inpatient services provided by the hospital or any of the other outpatient services of the hospital.

This department has a total of 1,866 GSF and will be used to provide laboratory testing and
blood drawing exclusively for the patients of the cancer treatment center. The department will
have a total of 5.5 FTE’s upon opening the ncw center. The department consists of both the
blood drawing area, the testing arca, a waiting area and the support space for a laboratory.

The proposed 1,866 GSF amounts to 327.4 GSF per FTE which when the blood drawing area
and the waiting area are removed compares favorably to previously approved laboratories in both
hospital and freestanding facilities. No standards have been set for laboratories primarily
because of the diverse nature of the laboratories themselves, where the degree of automation and
the type of testing make significant differences in the space required. This laboratory will
perform testing primarily as it relates to the cancer patients being treated at the facility which
rely less on highly automated testing modalities and more on manual testing.
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Criterion1120.130 - Financial Via bility

This criterion is not applicable because the applicant has provided
documentation of an A bond rating by Fitch.

ATTACHMENT-40

78



FitchRatings

FITCH AFFIRMS SWEDISHAMERICAN HEALTH SYSTEM'S
(IL) REVS AT 'A'; OUTLOOK STABLE

Fitch Ratings-Chicago-22 March 2011: As part of its ongoing surveillance review process, Fitch
Ratings has affinned the following rating:

—5$90,550,000 Illinois Finance Authority's (SwodishAmerican Health System), revenue bonds,
series 2004 at "A. '

The Rating Qutlook is Stable,

RATING RATIONALE:
--Although operating performance was down in the fiscal year ended May 31, 2010, mostly due to

an incrcase in the provision for bad dehts, SwedishAmerican Health System (SAHS) is controlling
expenses and expects improved operations in fiscal 2011,

--Liquidity, which was somewhat light in fiscal 2008 and 2009 compared to the rating category, has
shown improvement in fiscal 2010 and through the six-month interim.

-~SAHS dcbt burden is light with strong coverage of maximum annual debt service (MADS) by

EBITDA.
--Leading market position despite the competitive service area.

KEY RATING DRIVERS:
--Retum to historical profitability.
—Maintain liguidity at the current level,

SECURITY:
Debt payments are secured by a pledge of the gross revenues of the obligated group.

CREDIT SUMMARY?: '
The 'A' mating reflects SAHS' historically good operating performance, improving liquidity and
strong debt service coverage. SAHS also benefits from its leading market position in a competitive

service area.

Weaker than historical operating levels were reported in fiscal 2010, which were principally driven
by an increase in bad debt. However, SAHS is working to better classify charity care verses bad
debt and is also better controlling expenses and expects improved operations in fiscal 2011. Fiscal
2010 produced an adequate operating margin of 1.9% and operating EBITDA margin of 7.4%,
compared to the category medians of 3% and 10%, respectively, Through the six-month interim
(Nov. 30, 2010), operating margin is an improved 3.1% and operating EBITDA margin is 8.6%.

SAHS' historically light liquidity position has improved incrementally over the last few years and is
now close to the ‘A’ category medians. As of Nov. 30, 2010 (six-month iaterim), SAHS had $171.4
million of unrestricted cash and investments , cquating to 167.9 days cash on hand (DCOH), 18.8
times (x) cushion ratio and 154% cash to debt, comparing favorably fo the ‘A’ category median of
183.8 DCOH, 14.4x and 105.5%, respectively.

SAHS' debt burden is low and conservative with all fixed rate debt and compares favorably fo
Fitch's ‘A" category medians. Relative to the 2010 ‘A’ category median of 3%, SAHS' MADS of
$9.1 million is modest at 2.2% of revenues. MADS coverage by operating EBITDA in fiscal 2010
was a solid 4.5%.

Fitch's primary credit concem is the competitive market place and the unfavorable payor mix.
Although SAHS has a leading market share that has incrementally grown over the last few years,
the market is divided among three competitors (SAHS, Rockford Memorial Hospital and Saint

Attachment 40




Anthony's Medical Center; part of the OSF Healthcare System, rated "A"; Stable Outlook by Fitch).
SAHS has controlled its position as the market leader over the past few years by pursuing its
physician alignment strategy. Currently, SAHS controls about 40.5% of the primary service area,
compared to Rockford Memorial Hospital, its nearest competitor that controls 29.1%. SAHS' payor
mix has historically been unfavorable, but because of the effects of the recession in the primary
service area (PSA), Medicaid accounted for 20% of SAHS' gross revenues in 2010 up from 19% the
prior year, which exposes the system to cost containment at the state level.

The Stable Outlook reflects Fitch's expectation that SAHS will maintain its market sharc position
and profitability will be at a minimum maintained at the current level.

Located in Rockford, IL, about 70 miles west of Chicago, SAHS is a full-service acute care
provider with 386 licensed beds, SAHS had total operating revenues of $416 million in fiscal 2010.
SAHS covepants {o provide quarterly disclosure within 60 days of the quarter end and annual
audited financials to bondholders and voluntarily distributes to EMMA. Disclosure to date has
included a balance sheet, income statement, and operating statistics for the obligated group only but
excludes a cash flow statement and management discussion and analysis.

Contact:

Primary Analyst

Dana N. Sodikoff
Associate Director
+1-312-368-3215

Fitch, Inc.

70 West Madison Street
Chicago, IL 60602

Secondary Analyst
Michael Borgani
Director
+1-415-732-5620

Committee Chmrperson
Eva Thein

Senior Director
+1-212-908-0674

Media Relations: Cindy Stoller, New York, Tel: +1 212 908 0526, FEmail:
cindy.stoller@fitchratings.com.

Additional information is available at 'www.fitchratings.com'

Applicable Criteria and Related Research:

--'Revenue-Supported Rating Criteria', dated Oct. 8, 2010;

--"Nonprofit Hospitals and Health Systems Rating Criteria’ dated Dec, 29, 2009.

For information on Build America Bonds, visit www fitchratings.com/BABs.

Applicable Criteria and Related Research:

Revenue-Supported Rating Criteria '

bttp:/fwww fitchratings.com/creditdesk/reports/report_frame.cfm?rpt_id=564565
Nonprofit Hospitals and Health Systems Rating Criteria

http:/fwww fitchratings.com/creditdesk/reports/report_frame.cfm?rpt_id=493186

ALL FITCH CREDIT RATINGS ARE SUBJECT TO CERTAIN LIMITATIONS AND

Attachment 40

0




DISCLAIMERS. PLEASE READ THESE LIMITATIONS AND DISCLAIMERS BY
FOLLOWING THIS LINK:
HTTP://FITCHRATINGS .COM/UNDERSTANDINGCREDITRATINGS. IN  ADDITION,
RATING DEFINITIONS AND THE TERMS OF USE OF SUCH RATINGS ARE AVAILABLE
ON THE AGENCY'S PUBLIC WEBSITE 'WWW FITCHRATINGS.COM'. PUBLISHED
RATINGS, CRITERIA AND METHODOLOGIES ARE AVAILABLE FROM THIS SITE AT
ALL TIMES. FITCH'S CODE OF CONDUCT, CONFIDENTIALITY, CONFLICTS OF

. INTEREST, AFFILIATE FIREWALL, COMPLIANCE AND OTHER RELEVANT POLICIES
AND PROCEDURES ARE ALSO AVAILABLE FROM THE 'CODE OF CONDUCT' SECTION
OF THIS SITE. .
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Merrill Lynch Weekly Healthcare Update
Market Update

- Commentary(t)

— “Street” Interest Rate Forecast

Through 11/24/11 municipal issuarce for the month was $33.4 billion Motle __ Cument 201201 201202 201203 201204 20130t
and municipal issuance for the year was $257.2 billion. 49.4% of the STREET MEDIANS i o
fotal issuance for the year was related to refundings, compared ©  ‘Foq Fund Rete 0.25%  0.25%  0.95% 0.25% _ 025%  0.25%
37.2% in the same period last year. SMonth UBOR  _ 0.62% 0.46%  0.43%  0.43%  0.45%  0.52%
1,
The Lipper fund flow report showed that $137.5 million flowed into ZRTNote = 028% ~ 031%  0.40% o..zub 0.61% abhwmnm;
municipal mutual funds in the week ending 11/25/11. It was the 7~ JOYRTNole _206% — 220% 245%  262%  27/% 2898
consecutive week of inflows. YRTNote  3.01% _342% _3.52%  367%  3.80%  8.02%
. : i e eere, BOA Merdll Lyach
Q3 real GDP was revised down to 2.0% from 2.5%. The bulk of the FedFundRete =~ 0.26% = 0025% 00.25% 0026% 0025%
revision came from inventory reduction as businesses reduced 3Month LIBOR  0.52% 045%  0.45% 0.60% 050%
stockpiles by $8.5b billion. 2YRT-Nole  028%  025% 040% _ 080%  080%
The Super-Commltto failed 1o ith a §12 trillion longetermy OYRTNole  208%  280% 275%  3.00%  325%
uper-Conmaru come up with a $1. on 1ong- -
debt _.mm_unmon plan. The failure to mx@_”.ns a deal triggers mﬁmﬂmmn ERTNele . 200k _3S0%  420%  4S0%  4B0%

discretionary and defense cuts of $1.2 trillion over nine years,
beginning in 2013,

Durable goods orders dropped 0.7% month-over-month in October

— Economic Calendar for Week of 11/28/20112

Market
after a 1.5% decline in September. The decline was driven by a 164% Date Statistic Period Expacts Pror
decrease in nondefense aircraft orders. 26-Nov_ _Caso-Shiller 20-clty Index Sep 3,00% 3.60%
__28-Nov Censumar Confidence Nov 42.5 __5as8
New October single-farnily home sales increased by a higher-than- _28Nov  FHFA Housing Prica index Sep NiA 4%
expected 1.3% month-over-month to a seasonally adjusted annual rate 0-Nov___.MBA Mortgage index BNoy __NA A2
of 307,000, 30-Nay ADP Employment Changea Moy _deEK 160K .
S0-Nav___ Unit Labor Costa as 2.1% 24%
. . . . 30-Nov Chicago PMI Nov 57.5 53.4
Real consumer spending rose 0.1% in October with the savings rate “35Nov Pending Hora Saies Sep 0A0% YT
rising for the first time in four months. 30-Nov  Feds Baige Book Nov - -
1-Dec Inifial Clalms 76-Nov 300K 292K
1-Dec Continulng Claims 19-Nov 3,650K 360K
_ 1Dec ISM Index Nov §1.0 50.8
2-0sc Nonfarm Payrolis Nov 123K 80K
_._2Dhsc Unamploymant Rate Nov 9.0% 9.0%
(1) Souree: BAS/Merrill Lynch Research as of November 25, 2011. Do . Averags Workweek Nov 343 343
Soure: Bloombers, Bankof America 2%
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Merrill Lynch Weekly Healthcare Update

| Healthcare Market Update
| Heatthcare vielasw | MMD Fixed Rates®
Healthearg Hoaltheara Healthcare us MD . %
YRS AslAA AIA Baa/BBB _  _ Trassurles M 6.00% ] Tow A%
—1_ 0.57% 128% °  L16% — 0% e AR
2T og% 8% 2.40% 0.28% 042% 5.50% 1 ur, TSR
TR AT 187% T 2rr 0.42% 0.63% 5.00% - .
...... 4 1.57% 227% 2.33% 0.71% 0.91%
5T 1 an% 2.64% 2.60% 0.89% 113% 4.50% - .
...... 8 a08% 281% 3.84% 1.27% 192%
7 2.38% 3.10% 4.09% 154% 1.64% 4.00% -
B 267% 351% 440% 1.71% 1.80% _ 3.50%
e T e 3.78% 4.55% 1.80% 208%
T30 3w T % 2.06% 2.21% 3.00% ' : ’ ' -
LR 4T70% 5.02% 2.64% 3.46% Nov-06 Nov{07 Nov-08 Nov-09 Nov-10 Nov-11
30 so5% 6% 301% _ 3.05% |=—MMD ~ Average |
5
— MMD Curve® _ Short Term Interest Rates®
SIFRMA  B7%3ML
0% 451% Avg, 149% 198%
400% 430% Cun 014% 0.34%
3.75% S
3.00% -
2.00%
1.00% -
Q.Sg T T T T T T T T T T T T T ™ f
12545678910 12 B 20 % 30 Nov-06 Nov-07 Nov-08 Nov-09 Nov-10 Nov-11
[T 172872011 — 872572011 —— 1372872010 | [——SIFMA —— Average ——67% SM LIEOR |
(1) Source: Thompson Financial as of Moventber 25, 2011,
@)__Source: BAS/Meril Lyneh Research as of Noversber 25,2011 BankofAmerica %%
2 Merrill Lynch




Merrill Lynch Weekly Healthcare Update
Recent Healthcare Deals

| Healthcare Deals Priced Week of 13/21/2011®
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Merrill Lynch Weekly Healthcare Update

Strategic Advisory

— - Recent M&A Transactions®

w Indiana-based Elkhart General Hospital and Memorial
Hospital are merging and will create a new parent
company with equal representation from both hospitals
at the board level :

n Baptist Healthcare System in Louisville, KY is acquiring a
surgery center from Jewish Hospital & St Mary’s
HealthCare, which are in the process of forming a
statewide system with University of Louisville Hospital
and CHI's Saint Joseph Health System. Baptist
Healthcare also recently agreed to provide a site for

— LTM Indexed Stock Performance®
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University of Louisville physicians to perform tubal Sep1l  Nov-ll
ligations post merger
— Recent M&A Newst qncum EV/EBITDA®
»  For-profit provider Steward Health Care E.mbm to pursue
sale lease-back strategies for up to 11 medical office 7.0x 1
buildings in order to raise capital that can be redeployed

to other areas of its operations

» Community Health Systems ended its pursuit of
Memorial Health System in Colorado Springs, CO.
Remaining bidders include HCA, Centura Health, Sisters
of Charity of Leavenworth Health System, University of
Colorado Hospital, and Memorial Health’s current
management team

(U Souree: Becker's Hospital Revlew,
Source: Well Strer! Research.
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C. Reasonableness of Project and Related Costs

Read the criterion and provide the following:

Identify each depariment or area impacted by the proposed project and provide a cost
and square footage allocation for new construction and/or modernization using the
following format (insert after this page).

COST AND GROSS SQUARE FEET BY DEPARTMENT COR SERVICE

A B C D E F G H
Department Total Cost
(list below) Cost/Sguare Foot Gross 5q. Ft. Gross 5q. Ft. Const. $ Mod. $ (G +H)
New Mod. New Circ.* | Mod. Circ.” (AxC) (BxE)

Medical $34878 | O 3.465 22% 0 51,208,508 $1,208,508
Imaging
Radiation $34878 | O 12,432 | 22% 0 $4,335,981 $4,335,981
Oncology
Medical $34878 | O 26,931 22% 0 $9,392 882 $9,392,882
Oncology
Laboratory $34878 |0 1,866 22% 0 $650,816 $650,816
Pharmacy $348.78 | O 1,575 22% 0 $549,322 $549,322
Contingency $34.86 0 46,269 1] $1.612,950 $1,612,950
TOTALS $38364 | O 46,269 | 22% 0 $17,750,459 $17,750,459
* Include the percentage (%) of space for circulation

Projected Operating Costs

The applicant shall provide the projected direct annual operating costs (in current dollars per equivalent
patient day or unit of service) for the first full fiscal year at target utilization but no more than two years
following project completion. Direct cost means the fully allocated costs of salaries, benefits and supplias
for the service. FY 2015 = $1,587.96

Total Effect of the Project on Capital Costs

The applicant shalt provide the total projected annual capital costs (in curent dollars per equivalent patient
day) for the first full fiscal year at target utilization but no more than two years following project completion.
FY 2015 = $192.99

ATTACHMENT =42
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SWEDISHAMERICAN &

HOSPITAL

Winner Of The Lincoln Award For Excellence

Illinois Health Facilities and Services Review Board
2" Floor

525 West Jefferson Street

Springfieid, IL 62761

SwedishAmerican Hospital
1401 East State Street
Rockford, IL 61104

Illinois Health Facilities and Services Review Board:

I, hereby attest, that borrowing is less costly than the liquidation of existing
investments, and the existing investments being retained may be converted to cash
or used to retire debt within a 60-day period for the SwedishAmerican Hospital
Regional Cancer Center project.

Lneelds

Sigﬁ'éture
Donald L. Haring
V.P. Finance, Chief Financial Officer

Notarization:
Subscribed and swomto before me

this /3¢ day of 5 W 2012

OFFICIAL SEAL
Seal HELEN BECKER
NCTARY PUBLIC, STATE OF KLINOIS
HYC?MWSSION EXPIRES 8-5-2012
ATTACRMENT 42 A
1401 East Stale Street, Rockford, lllinois 61104-2315 Phone {815} 968-4400 www.swedishamerican.org gg

A Teaching Hospital Affilisted With The University OF IMinois College Of Medicine At Rockford

“Through excellence in healthcare and compassionate service, we care for our commanity.”




SWEDISHAMERICAN &
HOSPITAL

Winner Of The Lincoln Award For Excellence

Illinois Health Facilities and Services Review Board
2nd Floor

525 West Jefferson Street

Springfield, Illinois 62761

SwedishAmerican Hospital
1401 East State Street
Rockford, IL 61104

[lfinois Health Facilities and Services Review Board:

1, hereby submit that the selected form of debt financing for the SwedishAmerican
Hospital Regional Cancer Center project will be at the lowest net cost available.

@M%Xﬂ/@?

Signature Signature
Willtam R. Gorski, MD Donald L. Haring
Chief Executive Officer VP Finance, Chief Financial Officer

Notarization: Notarization:

Subscribed and sworn,to before me Subscribed and sworn to before me
This f & day of% This Zéday Of%ﬂpﬁ%

Signature of Notafy Signature of Notary®
Seal Seal
§ " OFFICIAL SEAL 1§ OFFICIAL SEAL
HELEN BECKER HELEN BECKER |
NOTARY PUBLIC, STAVE OF ILLINDIS § NOTARY PUBLIC, STATE OF ILLINOIS
MY COMMISSION EXPIRES 6-5-2012 MY COMMISSION EXPIRES 6-5-2012
ATTACHMENT 423
140} Fast State Street, Rockford, Ulinois 61104-2315 Phone (815) 968-4400 wwwswedishamerican.org
A Teaching Hospital Affiliaied With The University Of 1llinois College Of Medicine At Rockford

“Thiough excellence in kealthcare and compassionate service, we care for our community.”




While the proposed project will enhance the services provided to the community it does not impact the
provision of safety net services to the community. The basic safety net services will continue to ba
provided to the community by the same providers who now provide the services.

Safety Net Information por PA $5-0031
CHARITY CARE
Year Year Year
Charity (# of patients) FY 2008 FY 2009 FY 2010
Inpatient 797 787 534
Outpatiant 7.084 _ 6671 6,082
Tota 7,881 7,458 6,616
Charity (cost In doflars) ]
tnpatient $2,785,786 $3,664,440 $4,480,683
Outpatiant $1.480.230 $2 723,657 $3,954,490
Total $4,275,016 $6,388,087 $8,435183
MEDICAID
Year Year Year
Medicaid {# of patients) CY 2008 CY 2009 "~ CY 2010
inpatient 4,009 4,288 4,373
Outpatient 35,820 44,512 49 802
Total 19,929 48,800 54,275
Medicald (revenue}
Inpatient $24,326,626 $27,026,868 $35,720,296
Ouipaﬁent $5,6848.408 §$6,721,288 £9,598,617
Tatal $29,977,034 $33,748,186 £44,318,913
Attachment #43
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Swedish American Hospital Regional Cancer Center

CHARITY CARE
FY2009 FY2010 FY2011
Net Patient Revenue* 347,020,000 379,607,000 402,201,000
Amount of Charity Care {charges) 22,143,768 31,699,524 43,799,018
Cost of Charity Care 6,388,097 8,435,183 11,342,433
* axcludes Public Aid Assessment Revenue (Expense), per Audited Financials.
Attachment 44
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD

APPLICATION FOR PERMIT- May 2010 Edition

After paginating the entire, completed application, indicate in the chart below, the page numbers for the
attachments included as part of the groject's application for permit:

INDEX OF ATTACHMENTS
ATTACHMENT
NO. PAGES
1 | Applicant‘Coapplicant Identification including Certificate of Good
Standing 17
2 | Site Ownership 18-20
3 | Persons with 5 percent or greater interest in the licensee must be
identified with the % of ownership. 21
4 | Organizational Relationships {Organizational Chart) Certificate of
Good Standing Etc. 22
5 i Flood Plain Requirements 23-258
6 | Historic Preservation Act Requirements 26
7 | Project and Sources of Funds ltemization 27
8 [ Obligation Document if required
9 [ Cost Space Requirements 28
10 | Discontinuation
11 | Background of the Applicant 29-32
12 | Purpose of the Project 33-34
13 | Alternatives to the Project 35-36
14 | Size of the Project 37-70
15 | Project Service Utilization 71
16 | Unfinished or Shell Space
17 | Assurances for Unfinished/Shell Space
18 | Master Design Project
19 | Mergers, Consolidations and Acquisitions
Service Specific:
20 { Medical Surgical Pediatrics, Obstetrics, ICU
21 | Comprehensive Physical Rehabilitation
22 | Acute Mental lliness
23 | Neonatal Intensive Care
24 | Open Heart Surgery
25 | Cardiac Catheterization
26 | In-Center Hemodialysis
27 | Non-Hospital Based Ambulatory Surgery
28 | General Long Term Care
29 | Specialized Long Term Care
30 | Selected Organ Transplantation
31 | Kidney Transplantation
32 | Subacute Care Hospital Model
33 | Post Surgical Recovery Care Center
34 | Children's Community-Based Health Care Center
35 | Community-Based Residential Rehabilitation Genter
36 | Long Term Acute Care Hospital
37 | Clinical Service Areas Other than Categories of Service 72-77
38 | Freestanding Emergency Center Medical Services
Financial and Economic Feasibility:
39 | Availability of Funds
40 | Financial Waiver 78-86
41 | Financial Viability
42 | Economic Feasibility 87-89
43 | Safety Net Impact Statement 90
44 | Charity Care Information 9]
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