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April 5, 2022 4 

 5 

Ms. Debra Savage 6 

Chairwoman 7 

Illinois Health Facilities and Services Review Board 8 

525 West Jefferson, Second Floor 9 

Springfield, IL 62761 10 

 11 

 12 

Sent via email 13 

 14 

 15 

Dear Chairwoman Savage: 16 

 17 

This letter is in Opposition to Project 20-044 – Quincy Medical Group Hospital. 18 

Rural healthcare is in a crisis and the problem is getting worse. The statistics on closure of rural and small 19 

hospitals are staggering.  20 

• According to Forbes, as of January 1, 2020, “the rural hospital closure crisis has claimed 120 facilities 21 

across the nation over the past 10 years.” i  22 

• 60 million Americans live in designated rural areas (approximately 20% of the population) and access 23 

to healthcare in these regions is a daily struggle. ii 24 

• “Over 40% of the rural hospitals are at risk of closing in the near future…and the primary cause of 25 

closures is that payments from health insurance plans don’t sustain essential services in rural 26 

communities.” iii 27 

• “High dependence on non-patient care services revenues that offset losses on patient services (for 28 

example state and federal subsidies, grants, funding from tax programs) can create positive total 29 

margins, but without such subsidies many hospitals’ net assets would not be large enough to offset 30 

patient losses for more than two years.” iv 31 

As this Board considers the certificate of need (“CON”) for a small format hospital filed by the physicians of 32 

Quincy Medical Group (“QMG”), serious consideration should be given to the challenges and threats to rural 33 

healthcare in Illinois.  Illinois has 72 rural hospitals with 20 at risk of closing and 14 at immediate risk of 34 

closure. v  (See the Fact Sheet, “Rural Hospitals at Risk of Closing,” Center for Healthcare Quality and Payment 35 

Reform, attached hereto as Exhibit A.) 36 

The plain language of the Illinois Certificate of Need statute (20 ILCS 3960/2, as excerpted with emphasis 37 

added) is as follows: 38 

• “Cost containment and support for safety net services must continue to be central tenets of the 39 

Certificate of Need process.” 40 
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 41 

• The Planning Board is required to consider and evaluate with evidence-based assessments “capacity, 42 

value, quality and equity in the delivery of healthcare services in Illinois.” 43 
 44 

• The Planning Board is responsible for “establishing an orderly and comprehensive healthcare system 45 

that “guarantees” (among other things) the “availability of quality health care to the general public; to 46 

maintain and improve the provision of essential health care services and increase the accessibility of 47 

those services to the medically underserved and indigent.” 48 

Stated another way, the Planning Board should consider the important issues of health disparities, health 49 

equity and social determinants of health in rural, sparsely populated, economically challenged areas of 50 

Illinois, and how the approval of a small format, low acuity hospital 1.9 miles from the region’s only safety net 51 

provider will result in profound disruption to the availability of essential healthcare services in the region.  52 

According to the Illinois Health and Hospital Association (“IHA”): 53 

“Because of their geographic location, smaller size and demographic mix, Illinois small and rural hospitals 54 

face a unique set of challenges. They are more dependent on Medicare as a government payer; financially 55 

constrained; often located in physician and mental health professional shortage areas; and are often the sole 56 

providers of health-related services in their communities.” (Please see “Advancing Rural Health in 57 

Communities Across Illinois,” 2018, attached hereto as Exhibit B.)  58 

In this comprehensive IHA report on the state of healthcare in rural Illinois, certain key findings were made: 59 

• 45.3% of small and rural hospitals operate on negative or thin operating margins. 60 

• 50.1 % of patients in the small and rural hospitals are over the age of 65, compared to 36.8% of all 61 

other hospitals. 62 

• Medicare and Medicaid are the primary payers for small and rural hospitals (71.5% of all admissions as 63 

compared to 57.8% for all other hospitals). 64 

• Illinois small and rural hospitals provide a greater proportion of care on an outpatient basis than do 65 

other hospitals (in 2016 they had 23 admissions for every 1000 outpatient visits, compared to 45 66 

admissions per 1000 visits for every other hospital). 67 

• Many small and rural hospitals provide long term care and 56.2% of inpatient days take place in the 68 

long-term care setting compared to 18.5% of inpatient days in other hospitals. 69 

• Workforce shortages (pre-pandemic) were critical in rural counties with rural counties having 45.5 70 

primary care physicians per 100,000 people compared to the statewide average of 80.7 primary care 71 

physicians per 100,000 people. 72 

Of great importance is that Blessing Hospital and Planning Area E-05 face all of the challenges that were 73 

articulated by the IHA in 2018, and those challenges have been exacerbated in the post-pandemic reality of 74 

2022.  Not only does the proposed QMG Hospital not solve any of the healthcare problems facing rural 75 

Illinois, it intensifies the problems by adding unneeded general acute care inpatient beds and operating 76 

rooms to the area, yet it fails to add any capacity to care for those with chronic or acute mental health issues, 77 

long term care needs, trauma, intensive care, or high-risk mother/baby care. QMG is providing a boutique 78 

hospital for less acute, better insured patients. If Illinois did not have the Planning Board, nor the CON 79 

process, QMG could perhaps build its micro hospital without any need for state agency oversight; however, 80 
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the legislature in Illinois has determined that establishing an “orderly and comprehensive healthcare system” 81 

that preserves safety net services is critical for Illinois residents (20 ILCS 3960/2). 82 

The struggle of rural hospitals has been well documented, with leading causes of distress being lack of 83 

liquidity and profitability, and declining inpatient volumes. A study published in 2020 found that between 84 

2011 and 2017 the average daily census in all rural hospitals declined 13 percent; however, the decline for sole 85 

community hospitals for the same time period was 20 percent. vi   An assessment of the QMG physicians 86 

hospital project must consider the needs of the geographic health planning area (E-05) and the status of 87 

Blessing Hospital, as a designated “sole community hospital” by the Centers for Medicare and Medicaid 88 

Services (“CMS”).  The financial benefit to the rural region of the sole community hospital status is 89 

undisputed. Not only does the enhanced reimbursement provide Blessing with the needed revenue to 90 

support its government payer mix, the additional funds provide Blessing with the capacity to offer 91 

desperately needed community services such as mental health care, support of rural health clinics, and 92 

financial support of two critical access hospitals (Illini Hospital in Pittsfield, IL and Keokuk Hospital in Keokuk, 93 

Iowa). (Please see the letter dated March 28, 2022, regarding the loss of Sole Community Hospital Status, 94 

attached hereto as Exhibit C). 95 

Blessing Hospital has been able to successfully navigate the challenges of providing healthcare in Adams and 96 

Schuyler Counties (E-05) Illinois, its surrounding Illinois counties, and even certain bordering counties in 97 

Missouri and Iowa because it has been able to redeploy the subsidies, grants, and tax benefits it receives to 98 

support its designated rural communities, health professional shortage areas (“HPSA”) and medically 99 

underserved areas/populations (“MUA/P”). 100 

Blessing is a rural health system success story, which is becoming rare in 2022.  The success of Blessing 101 

cannot be overlooked, downplayed, or used against it by QMG physicians in their quest for duplicative, 102 

redundant, and unneeded expensive services. If this Board chooses to approve the QMG hospital that 103 

undermines the very existence of Blessing, the Board will be choosing to put in jeopardy the availability of 104 

medical services for an entire rural region of Illinois, as well as Eastern Missouri and Northeast Iowa.  105 

 106 

Make no mistake, the success of both Blessing and the QMG physician group, as a hospital and a medical 107 

provider in rural Illinois, rests largely on the cooperation and collaboration of the two groups for decades. 108 

Blessing has benefitted from a stable physician group that includes both primary and specialty care.  QMG 109 

has benefitted from Blessing’s hospital services that are rarely available in the rural safety net hospital, 110 

including a certified Stroke Center, a certified Chest Pain Center, critical care, hospice and home care, 111 

bariatric care, trauma care, oncology and cardiology, including arrythmia care, just to name a few. Blessing 112 

has used its resources to provide and maintain state-of-the-art medical equipment.  Blessing has also 113 

supported a four-year BSN nursing program, as well as multiple ancillary medical professional programs, all in 114 

an effort to provide an adequate supply of well-trained professionals for the entire community, not just for 115 

Blessing. Blessing’s growth and stability has enabled QMG to recruit and retain physicians because it has 116 

maintained a well-staffed, state-of-the-art hospital for the doctors and patients of QMG. 117 

Conclusion 118 

The availability of adequate health and medical care in rural Illinois was in decline prior to the 2020 pandemic; 119 

post-pandemic the decline has accelerated rapidly with severe staffing shortages, extreme cost increases, 120 
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and increased patient severity and acuity, due to both Covid-19 and a two-year lack of people seeking 121 

preventive and maintenance care. The need for mental health services has surged, while the availability of 122 

providers has plummeted. The QMG physicians propose a low acuity, elective procedure-based facility that 123 

will simultaneously take insured patients from the only safety net hospital in the region, and by definition 124 

force elimination of Blessing’s sole community hospital status, and the significant subsidies that result from 125 

that status. Blessing urges this Board to consider the written comments of the IHA, which suggest that you 126 

take a serious look at the need for small format hospital regulations. Finally, Blessing requests that you deny 127 

the application for the QMG small format hospital as an unnecessary duplication of services in Planning Area 128 

E-05, as well as its lack of any contribution to the alleviation of health disparities and inequities in rural Adams 129 

County. 130 

 131 

 132 

Sincerely, 133 

 134 
 135 

Diane Jacoby 136 

Vice President and Chief Legal Officer 137 

Blessing Health System 138 

PO Box 7005 139 

Quincy, IL 62305 140 

 141 

 142 
 

Endnotes 
 
 
i “1 in 4 Rural Hospitals Are at Risk of Closing and The Problem Is Getting Worse,” Forbes, February 24, 2020, www.Forbes.com. 
ii Id. 
iii “The Crisis in Rural Healthcare,” www.ruralhospitals.chqpr.org, April 4, 2022. 
iv Id. 
v “Rural Hospitals at Risk of Closing,” www.CHQPR.org. 
vi “Decline in Inpatient Volume at Rural Hospitals,” The Journal of Rural Health, vol. 37, #2, pp. 347-352.  
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