#E-054-20

ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
DISCONTINUATION APPLICATION FOR EXEMPTION

SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION

CE
Facility/Project Identification RE “’ED

Facility Name: Holy Cross Hospital-—Discontinuation of Obstetrics CaiHgbri & 3elce
Street Address: 2701 West 68" Street

City and Zip Code: Chicago, IL 60629 |
[ County:  Cook Health Service Area_ VI HeaW

Applicant(s) [Provide for each applicant (refer to Part 1130.220)]

| Exact Legal Name: Holy Cross Haospital
Street Address: 2701 West 68" Street
City and Zip Code: Chicago, IL 60629
Name of Registered Agent: Karen Teitelbaum
Registered Agent Street Address: 2750 W. 15" Street

| Registered Agent City and Zip Code: Chicago, Il._60608
Name of Chief Executive Officer: Karen Teitelbaum
CEO Street Address: 2750 W. 15t Street
CEOQ City and Zip Code: Chicago, IL_60608
CEQ Telephone Number: 773/541-2000

Type of Ownership of Applicants
X Non-profit Corporation O Partnership
1 For-profit Corporation O Governmental
O Limited Liability Company U Sole Proprietorship O

[ Other

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 they are organized and the name

i and address of each partner specifying whether each is a general or limited partner.

APPEND DOCUMENTATION AS ATTACHMENT 1 IN NUMERIC SEQUENTIAL ORDER AFTER |
THE LAST PAGE OF THE APPLICATION FORM. : |

Primary Contact [Person to receive ALL correspondence of inquiries]

Name: : Jacob M. Axel _ )

Title: _ President B
| Company Name: Axel & Associates, Inc. : )

Address: ) 675 North Court_Suite 210 Palatine, IL_60067 i

Telephone Number: 847/776-7101 _ _

E-mail Address: jacobmaxel@msn.com - _ )

Fax Number. 847/776-7004
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
DISCONTINUATION APPLICATION FOR EXEMPTION

SECTION |. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION

Facility/Project Identification

Facility Name: Holy Cross Hospital-—Discontinuation of Qbstetrics Category of Service

Street Address: 2701 West 68" Street
City and Zip Code: Chicago, IL 60629
County: Cook Health Service Area VI Heaith Planning Area: A-03

Applicant(s) [Provide for each applicant (refer to Part 1130.220)]

Exact Legal Name: Sinai Health System
Street Address: 2701 West 68" Street
City and Zip Code: Chicago, IL 60629

Name of Registered Agent:

Karen Teitelbaum

Registered Agent Street Address:

2750 W. 15™ Street

Chicago, IL 60608

Registered Agent City and Zip Code:
Name of Chief Executive Officer:

Karen Teitelbaum

CEO Street Address: 2750 W. 15" Street
CEO City and Zip Code: Chicago, IL 60608
CEQ Telephone Number: 773/541-2000

Type of Ownership of Applicants

X Non-profit Corporation [ Partnership

O For-profit Corporation O Governmental

Ul Limited Liability Company il Sole Proprietorship O
Other

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 they are organized and the name
and address of each partner specifying whether each is a general or limited partner.

APPEND DOCUMENTATION AS ATTACHMENT 1 IN NUMERIC SEQUENTIAL ORDER AFTER
THE LAST PAGE OF THE APPLICATION FORM.

Primary Contact [Person to recsive ALL correspondence or inquiries]

| Name:; Jacob M. Axel

[ Title: _ President ]
| Company Name: _ Axel & Associates, Inc.

| Address: _ 675 North Court Suite 210 Palatine, IL 60067

| Telephone Number: 847/776-7101

{ E-mail Address:
| Fax Number: :

847/776-7004

___jacobmaxel@msn.com __ - ]
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Additional Contact [Person who is also authorized to discuss the application for

exemption]
Name: Ms. Airica Steed
Title: Executive Vice President and Chief Operating Officer
Company Name: Sinai Health System
Address: 2750 W. 15" Strest Chicago, IL 60608
Telephone Number: 773/541-2000
E-mail Address: Airica. Steed@Sinai.org
Fax Numbser:

Post Exemption Contact

[Person to receive all correspondence subsequent to exemption issuance-THIS
PERSON MUST BE EMPLOYED BY THE LICENSED HEALTH CARE FACILITY AS
DEFINED AT 20 ILCS 3960]

Name: Ms. Stephanie Guinto

Title: System Director, Business Operations and Strategic Planning
Company Name: Sinai Health System

Address: 2750 W. 15" Street Chicago, IL 60608

Telephone Number: 773/541-2000

E-mail Address: Stephanie.Guinto@$Sinai.org

Fax Number: N/A

Site Ownership
Provide this information for each applicable site]

Exact Legal Name of Site Owner: Holy Cross Hospital

Address of Site Owner: 2701 West 68" Street Chicago, IL. 60629

Strest Address or Legal Description of the Site: 2701 West 68" Street Chicago, IL 60629

Proof of ownership or control of the site is to be provided as Attachment 2. Examples of proof

of ownership are property tax statements, tax assessor's documentation, deed, notarized

statement of the corporation attesting to ownership, an option to lease, a letter of intent to
lease, or a lease.

_. APPEND DOCUMENTATION AS ATTACHMENT 2. IN NUMERIC SEQUENTIAL ORDER AFTER
i THE LAST PAGE OF THE APPLICATION FORM.

Operating ldentity/Licensee
Provide this information for each applicable facility and insert after this page.]

Exact Legal Name: Holy Cross Hospital

Address: 2701 West 68™ Street Chicago, IL 60629

X Non-profit Corporation [_1 Partnership

O For-profit Corporation O] Governmental

] Limited Liability Company | Sole Proprietorship ]
Other

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 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 ownership.

APPEND DOCUMENTATION AS ATTACHMENT 3, IN NUMERIC SEQUENTIAL ORDER AFTER
THE LAST PAGE OF THE APPLICATION FORM.
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Organizational Relationships
Provide (for each applicant) an organizational chart containing the name and relationship of any person

i 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.

| APPEND DOCUMENTATION AS ATTACHMENT 4, IN NUMERIC SEQUENTIAL ORDER AFTER
| THE LAST PAGE OF THE APPLICATION FORM.




#E-054-20

~___ Narrative Description -
In the space below, provide 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 applicants, Holy Cross Hospital and its parent, Sinai Health System, propose to
formally discontinue the obstetrics category of service at Holy Cross Hospital. Obstetrics
admissions to the hospital were suspended October 28, 2019, with the vast majority of prospective
patients transitioning their care to the obstetrics unit at Mount Sinai Hospital Medical Center,
approximately 6.6 miles to the north of Holy Cross Hospital.

As this application addresses the discontinuation of a HFSRB-designated category of
service, the application is classified as “substantive”.
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i SINAI

BE STRONGER | CARE HARDER | LOVE DEEPER

October 21, 2019

Ms. Courtney Avery

Administrator

Ilinois Heath Facilities and Services Review Board
525 West Jefferson Street, 2n Floor

Springfield, lilinois 62761

Ms. Karen Senger

Division Chief

Ninois Department of Public Health
525 West jefferson Street, 20 Floor
Springfield, Ninois 62761

RE: Suspension of - Obstetrics Services at Holy Cross Hospital
Dear Ms. Avery and Ms. Senger,

Holy Cross Hospital, a part of Sinai Health System, is providing notice that we must suspend admission to
its family birth center as of October 28, 2019.

Holy Cross Hospital continues to see low and steadily decreasing obstetrics utilization at the hospital. In
the last year the unit averaged 16 deliveries each month, with the unit being void of patients on a frequent basis.

Due to low activity, we have unfortunately experienced staffing shortages and unable to maintain minimum
staffing requirements. We believe that it would be more responsible to suspend services at this time than to risk
inadequate staffing at time of delivery. Because of this we will suspend all services on October 31, 2019, until
further notice.

Should any additional information be needed by your offices at this time, please feel free to contact me.

Chief Operating Officer, Sinai Health System
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Project Status and Completion Schedules

Outstanding Permits: Does the facility have any projects for which the State Board issued a permit
that is not complete? Yes _X_ No__. If yes, indicate the projects by project number and whether the
project will be complete when the exemption that is the subject of this application is complete.

Applicant Sinai Health System has two Certificate of Need Permits that have yet to be
completed: #20-031 and # 20-032, addressing the relocation of Mount Sinai Hospital Medical
Center’s surgery/endoscopy services and its end stage renal disease services, respectfully.
Neither of these projects will be complete upon the proposed discontinuation of the obstetrics
category of service at Holy Cross Hospital.

Anticipated exemption completion date (refer to Part 1130.570): __within 30 days of COE
issuance

State Agency Submittals [Section 1130.620(c)]

Are the following submittals up to date as applicable:
X Cancer Registry
X APORS
X All formal document requests such as IDPH Questionnaires and Annual Bed Reports been
submitted
X All reports regarding outstanding permits
Failure to be up to date with these requirements will result in the Application being deemed
incomplete.
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CERTIFICATION

c

o]

The Application must be signed by the authorized representatives of the applicant entity. Authorized
representatives are:

in the case of a corporation, any two of its officers or members of its Board of Directors;

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

in the case of a partnership, two of its general partners (or the sole general pattner, when fwo
or more general partners do not exist);

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

in the case of a sole proprietor, the individual that is the proprietor.

This Application is filed on the behalf of ___Holy Cross 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 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 fee required for this
application is sent herewit

r will be paid upon request.

fiasy

SIENMATURE

ATURE

2
Acran Qeed Tdimey | Lol

PRINTED NAME PRINTED NAME ,
ENE/(OD O, Qdusickeaniar, (Ficee.

Seal ¢

PRINTED TITLE PRINTED TITLE =
Notarization: Notarization:
Subscij

ed and sworn efore Subscribed and swarn o before me
i i{f“ih@kiilﬂo this f del}t]ﬂtfﬁm

|

ture of Notary Sighature of Notary

~orrn Seal

§  "OFFICIAL SEAL"

§  "OFFICIAL SEAL"
u ROSA M ARELLANO
g‘ Notary Public, State of lllinois

ROSA M ARELLANO
Notary Public, State of Hlinois

VAANAAAAAY

AAA
WAAAASAAAS

My Commission Expires 11/30/2020 My Commission Expires 11/30/2020
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CERTIFICATION

The Application must be signed by the authorized representatives of the applicant entity. Authorized
representatives 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
manager or member when fwo 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 in the case of a sole proprietor, the individual that is the proprietor.

This Application is filed on the behalf of ___Sinai Health System
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 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 helief. The undersigned also certifies that the fee required for this

application is sent herewith or will be paid u%\
%,, /%

SlegkaRE s SIGNATURE
Aoca Sead OASON SUENA-
PRINTED NAME PRINTED 7AME
ex€/coo \ P[0 R0
PRINTED TITLE PRINTED'TITLE
Notarization: Notarization:
Subscribed and swarnytotbefore m Subscribed and sypr| efol %
i ~]__ day of LLADINY, 2070 Rl 4
Al
Notary
Seal M e Seal
B R
3 LANO < oy 1 "
{ ylmewic Saecior § L KOS ARELDND
~ o Bies 11/3012020 3 f_ Notary Public, State of llincis

: My Commission Expires 11/30/2020

s st g




#E-054-20

SECTION Il. DISCONTINUATION

Type of Discontinuation

X Discontinuation of a single category of service

Criterion 1130.525 and 1110.290 - Discontinuation

READ THE REVIEW CRITERION and provide the following information:
GENERAL INFORMATION REQUIREMENTS

1. ldentify the category of service and the number of beds, if any, that are to be discontinued.
2. |dentify all of the other clinical services that are to be discontinued,

3. Provids the anticipated date of discontinuation for each identified service.

4

Provide the anticipated use of the physical plant and equipment after the discontinuation occurs.

5. Provide attestation that the facility provided the required notice of the category of service closure
to local media that the health care facility would routinely notify about facility events. The
supporting documentation shall include a copy of the notice, the name of the local media outlet,
the date the notice was given, and the result of the notice, e.g., number of times broadcasted,
written, or published. Only notice that is given to a local television station, local radio station, or
local newspaper will be accepted.

APPEND DOCUMENTATION AS ATTACHMENT 5, IN NUMER!IC SEQUENTIAL ORDER AFTER
THE LAST PAGE OF THE APPLICATION FORM.

10
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" REASONS FOR DISCONTINUATION
| The applicant shalil state the reasons for the discontinuation and provide data that verifies the need for
the proposed action. See criterion 1110.130(b) for examples.

APPEND DOCUMENTATION AS ATTACHMENT 6, IN NUMERIC SEQUENTIAL ORDER AFTER
THE LAST PAGE OF THE APPLICATION FORM. ) B

| IMPACT ON ACCESS

1. Document whether or not the discontinuation will have an adverse effect upon access to care
for residents of the facility’s market area.

2. Provide copies of notification letters sent to other resources or health care facilities that provide
the same services as those proposed for discontinuation. The notification letter must include at |
least the anticipated date of discontinuation and the total number of patients that received care
or the number of treatments provided during the latest 24 months.

| APPEND DOCUMENTATION AS ATTACHMENT 7, IN NUMERIC SEQUENTIAL ORDER AFTER
THE LAST PAGE OF THE APPLICATION FORM.

11
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SECTION lil. BACKGROUND

READ THE REVIEW CRITERION and provide the following required information:
BACKGROUND OF APPLICANT

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

2. A certified listing of any adverse action 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, inciuding, 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 permit or
exemption, 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 that the
information was 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.

APPEND DOCUMENTATION AS ATTACHMENT 8, IN NUMERIC SEQUENTIAL ORDER AFTER
THE LAST PAGE OF THE APPLICATION FORM. EACH ITEM (1-4) MUST BE IDENTIFIED IN
ATTACHMENT 8.

12




SECTION IV. SAFETY NET IMPACT STATEMENT

#E-054-20

SAFETY NET IMPACT STATEMENT that describes all of the following must be submitted for
ALL PROJECTS TO DISCONTINUE A CATEGORY OF SERVICE [20 ILCS 3960/5.4]:

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 service might impact the remaining safety net providers in a given

| community, if reasonably known by the applicant.

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

1. For the 3 fiscai years prior to the application, a certification describing the amount of charity care

provided by the applicant. The amount calculated by hospital applicants shall be in accordance with the

reporting requirements for charity care reporting in the lllinois Community Benefits Act. Non-hospital

applicants shall report charity care, at cost, in accordance with an appropriate methodology specified
by the Board.

2. For the 3 fiscal years prior to the application, a certification of the amount of care provided to

Medicaid patients. Hospital and non-hospital 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 Outpatients Served by Payor Source” and “Inpatient and Outpatient 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 directly 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 9.

13

[ “Safety Net Information per PA 96-0031
CHARITY CARE o
Charity (# of patients) 2016 2017 2018
Inpatient 363 340 413
Outpatient | 6673 8665 3676

| Total 7036 9005 4089
Charity (cost In
dollars}

' Inpatient | $2,480,400 | $2,249,827 | $5,041,946
- ___ Outpatient | $5,603,100 | $8,878,994 |  $5,353,499
Total $8,083,500 | $11,128,821 | $10,395,445

MEDICAID
Medicaid (# of 2016 | 2017 2018
patients) -
Inpatient 3573 | 4147 4729

; Outpatient 33889 43260 41708
Total B 37262 47407 46437
Medicaid {revenue) i

Inpatient | $22,602,163 | $18,682,684 | $54,284.833
Outpatient |  $12,543,221 | $14,889,084 |  $9,147,060
Total $35,145,384 | $33,571,748 | $63,431,893
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SECTION V. CHARITY CARE INFORMATION

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 lllinois. If charity 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 to net patient 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 ratio of charity care to net patient
revenue by the end of its 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 10.

CHARITY CARE
2016 2017 2018
Net Patient Revenue $94,728,741 | $94,511,146 | $119,558,093
Amount of Charity Care
{charges) $30,869,302 | $49,526,475 | $51,133,728
Cost of Charity Care $8,083,500 $11 ,128,821 $1 0,395,445

APPEND DOCUMENTATION AS ATTACHMENT 10, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.

14
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File Number 2073-273-3

R

To all to whom these Presents Shall Come, Greeting:

I, Jesse White, Secretary of State of the State of Illinois, do hereby
certify that I am the keeper of the records of the Department of

Business Services. I certify that
HOLY CROSS HOSPITAL, A DOMESTIC CORPORATION, INCORPORATED UNDER THE
LAWS OF THIS STATE ON OCTOBER 10, 1929, 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, 1 hereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 4TH

day of AUGUST A.D. 2020

o e
: 267 )
’
Authentication #: 2021703862 verifiable until 08/04/2021 M W
15

Authenticate at: hitp:/iwww.cyberdriveiliinois.com
SECRETARY OF STATEATTACI—IMENT 1
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File Number 5255-749-6

To all to whom these Presents Shall Come, Greeting:

I, Jesse White, Secretary of State of the State of Illinois, do hereby
certify that I am the keeper of the records of the Department of

Business Services. I certify that

SINAI HEALTH SYSTEM, A DOMESTIC CORPORATION, INCORPORATED UNDER THE
LAWS OF THIS STATE ON NOVEMBER 04, 1981, 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,r hereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 12TH

day of MAY A.D. 2020

= .\.' g ’
Authentication #: 2013302218 verifiable until 05/12/2021 (M,LZ/

Authenticate at: hitp:/iwww.cyberdriveillinois.com
1 secreTany o state ATTACHMENT 1
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Illinois Health Facilities and
Services Review Board

Springfield, Illinois

To Whom It May Concern:

This letter is being provided as confirmation that Holy Cross Hospital owns the hospital’s
site.

- 3
§ " "OFFICIALSEAL" 3
W ROSA M ARELLANO $

Notary Public, State of lllinois $
; My Commission Expires 1 1/30/2020 %

EVP/COO

Notarized: W/

17 ATTACHMENT 2
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File Number 2073-273-3

To all to whom these Presents Shall Come, Greeting:

I, Jesse White, Secretary of State of the State of Illinois, do hereby
certify that I am the keeper of the records of the Department of

Business Services. I certify that

HOLY CROSS HOSPITAL, A DOMESTIC CORPORATION, INCORPORATED UNDER THE
LAWS OF THIS STATE ON OCTOBER 10, 1929, 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 4TH
dayof AUGUST A.D. 2020

AN s
U FLLY 2
= ’
Authentication #: 2021703862 verifiable until 08/04/2021 M
18

Authenticate at: hitp://iwww.cyberdriveillinois.com
SECRETARY OF STATE ATTACHMENT 3
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GENERAL INFORMATIONAL REQUIREMENTS

. This Certificate of Exemption (“COE”) application addresses the discontinuation of Holy

Cross Hospital’s 16-bed obstetrics category of service.

. In addition to the hospital’s obstetrics/postpartum unit, the newborn nursey and C-section

services will be discontinued.

. The obstetrics category of service was suspended on October 28, 2019, and remains
suspended as of the filing of this COE application. Formal discontinuation will occur
within thirty days of receipt of the requested COE, via the hospital’s written notification of
IDPH and the HFSRB of the discontinuation.

. The C-Section area will be used for surgery, and the postpartum unit will be used for post-
surgical recovery, with neither reaching the CON reviewability threshold. The future use
of the nursery area has yet to be determined. The equipment, depending upon its age and
usefulness will be used in other parts of the hospital or Mount Sinai Hospital Medical

Center, donated to other providers, or discarded.

. A notice, consistent with HFSRB requirements, was published in the Chicago Sun Times

on October 12, 2020, and a confirmation of that publishing is attached.

20 ATTACHMENT 5
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MOUNT SINAI HOSPITAL

LEGAL NOTICE Holy Cross Hospltal, located at 2701 W. 68th St Chicago Sun-Times
ADORDERNUMBER: 0001115212-01 e SR
PO NUMBER:  Holy Cross Hospia Certificate of Publication

AMOUNT: 154,00

NO OF AFFIDAVITS: 1 State of lllinois - County of  Cook

LEGAL NOTICE
Chicago Sun-Times, does hereby certify it has published the attached advertisments in
Ho:'% %"?mr gﬁl:t' .,'.“g?‘;.gga:' the following secular newspapers. All newspapers meet ltinois Compiled Stalue
oends ¥ oo ;‘;;'1:,;',‘;;“"3.2? requirements for publication of Notices per Chapter 715 ILCS 5/0.01 et seq. R.S. 1874,
gram fofowing ;mb;hgfg e P728 Sec 1, EFF. July 1, 1874. Amended by Laws 1959, P1494, EFF. July 17, 1959.
Hedlh Faclites and Services Formerly Jll. Rev. Stat. 1991, CH100, PI.
R g T 1t ot Note: Notice appeared in the following checked positions.

tlon will occur balore January 1,
2021. The hospital intends lo

ﬁle the. reqm Cerlfficate of PUBLICATION DATE(S): 1011272020
emlg lication wilh the

IHFSAB by ober 21, 2020;

afier which time additionsl inlor- Chicago Sun-Times

mation relating to tha ed
disconlinualion can be |?":'t:«unudmson
the |HFSH8 website at hfsrb.
[

1l:I|1 9 #i115212

IN WITNESS WHEREOF, the undersigned, being duly authorized.,
has caused this Certificate to be signed

Susan Quinn
Manager | Recruitment & Legals
MOUNT SINAI HOSPITAL This 12th Day of October 2020
1500 S FAIRFIELD AVE
AARON ROSMAN

DIGITAL MARKETING SPECIALIST
CHICAGO, IL 60608

21 ATTACHMENT 5
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REASONS FOR DISCONTINUATION

Holy Cross Hospital’s proposed discontinuation of its obstetrics category of service is the
result of low historical utilization and the availability of numerous alternatives, including Mount

Sinai Hospital Medical Center, within the HFSRB-designated geographic service area (“GSA”).

During the three-year period, 2016-2018, the last three full years during which the service
was operational at the hospital, the average daily census (“ADC”) was 2.0 patients; with the ADC
dropping to 1.7 patients in 2018.

The service was suspended on October 28, 2019, and during the ensuing ten months, the
hospital has not encountered any significant difficulties in the referral or transfer of patients
presenting themselves at Holy Cross Hospital in need of inpatient obstetrics care. In addition, the
applicants are unaware of area residents in need of outpatient or inpatient obstetrics care having

unusual accessibility difficulties.

Copies of policies used in the hospital’s ED to address the care of a patient presenting
herself at the hospital’s Emergency Department, and in need of obstetrics care are attached. Also

attached is a copy of a policy addressing the care of newborns delivered at the hospital.

In addition to Holy Cross Hospital, there are nineteen hospital providers of inpatient
obstetrics services in the GSA, including Mount Sinai Hospital Medical Center. Those providers

are:

22 ATTACHMENT 6



#E-054-20

Advocate Christ Hospital and Medical Center
Advocate Trinity Hospital

Foster G. McGaw Hospital Loyola University Medical Center
John H. Stroger Hospital of Cook County
OSF Little Company of Mary Hospital
MacNeal Memorial Hospital

Mercy Hospital and Medical Center

Mount Sinai Hospital Medical Center
Northwestern Memorial Hospital

Norwegian American Hospital

Palos Community Hospital

AMITA Health Saint Mary’s Hospital
Roseland Community Hospital

Rush University Medical Center

St. Anthony Hospital

St. Bernard Hospital

University of Chicago Medical Center
University of Illinois Hospital at Chicago
West Suburban Medical Center
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Site/Location: Holy Cross Emergency Department Revised Date: 8/13/20

Policy Number: / Reviewed Date: 8/13/20

Policy Title: Care of the Obstetrical Vaginal Delivery Patient in the Origination Date: 10/25/2019
Emergency Department

Revised by: Christine Murphy, MSN RN System Director Women and
Children Services

Approved by (Vice President):

Michele A. Mazurek, RN, MSN, MBA, CCRN

Chief Administrator/Senior Vice President/Chief Nursing Officer
Katrina Conine RN, MSN, CNOR

System Vice President of Surgical and Ancillary Services

Supersedes:

I. PURPOSE
To outline the process for an potential or actual vaginal delivery occuring in the Emergency

Department.

II. SCOPE
This policy applies to the Emergency room staff and its care givers/staff designated to

care for the obstetrical patient who presents to the Holy Cross Emergency Department
for a potential or actual vaginal delivery.

III. POLICY STATEMENT

A. Upon arrival to emergency department, the pregnant patient’s labor status should be
evaluated by assessing the following including (but is not limited) to:
a. Brief maternal obstetrical history to include (but is not limited to), gravid, parity,
surgical history, and health history.
Maternal Vital signs: blood pressure (in a sitting position); pulse, temperature.
Uterine activity-frequency, duration and intensity (by palpation)
Cervical dilatation by digital exam or vaginal ultrasound (if indicated)
Establish estimated date of delivery based on a 1st trimester ultrasound if available,
last menstrual period or bedside ultrasound
Auscultate fetal heart rate with a Doppler, and assess rate and rhythm
Potential or actual rupture of membranes by visual inspection, point of care
Amniotest or/and ultrasound

cpo @

aq ™

B. The nurse or clinician should report findings to provider who should designate the

patient’s disposition.
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a. Ifitis determined by the provider that delivery is not imminent and the patient
is safe for transfer or transport, the provider should notify Mount Sinai for
transfer/transport.

C. The referring MD should notify Mount Sinai Hospital (MSH) - Labor and Delivery of the
reason for transfer/transport. MSH (773-257-6691)
i. Provide the patient’s name, birth date, diagnosis
ii. Provide the referring facility & attending contact information
iii. Provide the patient’s demographic face sheet and fax.
iv. Follow steps for transport/transfer based on perinatal center’s
instruction.

b. Ifitis determined that delivery is imminent, the patient should be moved to the
designated area for a private delivery if possible.
i. Position and drape the patient for delivery.
ii. Setup delivery instruments utilizing sterile technique
iii. Notify respiratory to assist with the newborn resuscitation if needed
¢. After delivery of the newborn and placenta
i. Administer third stage oxytocin via a hospital approved smart pump as a
piggyback as listed below.

1. Atthe beginning of the third stage of Iabor (delivery of the anterior shoulder
of the infant) or end (delivery of the placenta) according to the physician’s
preference, the provider should request to start the Oxytocin infusion
through a hospital-approved smart pump.

2. The concentration should be 30 units of oxytocin added to 500ml of LR or
per provider’s order.

3. Oxytocin should be administered according to the following parameters or
per provider order:

a. Initial rate (until fundus is firm and should not exceed an hour)

1. Rate 300 mL/hour = 18 Units
b. Second rate ( if fundus is not firm after an hour of the initial rate dose)
1. Rate 60 mL/hour = 3.6 Units
¢. Third rate if needed until fundus is firm
1. Rate 60 mL/hour = 3.6 Units
2. For each rate change, two providers (medical and/or nursing)
should verbally verify that the rate change is correct.
4. Inthe presence of uterine atony, oxytocin can be increased to
a rate of 600 mL/hour for one hour {36 Units).

5. Ifatony does not resolve, oxytocin infusion cannot be increased above
600mL/hour, an alternate uterotonics (e.g., methyl-ergonovine,
prostaglandins) should be considered.

6. For patients without intravenous access (i.e. precipitous delivery):
25 ATTACHMENT 6
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a. The registered nurse or designee, should administer oxytocin 10 Units IM per
order

b. Establish IV access. Infuse the premixed solution of oxytocin (30 Units in 500 ml
LR) via the hospital-approved smart pump at a rate of 60 ml/hour until the
fundus is firm, and upon transfer to the appropriate disposition i.e. medical
surgical unit.

The IV should be heplocked if and when the infusion is complete.

8. Complete delivery information should include, time and date of delivery of infant(s)

and delivery time of placenta, sex of infant and any other pertinent information.

9. Baby and mother must be banded before separated for appropriate dispositions, i.e.

transfer/transport to another facility.

D. Postpartum assessments should be performed every 30 minutes x 4 to include but is

not limited to:

a. Vital signs
b. Amount of lochia and color
c. Fundal firmness

Each delivery should be entered into the delivery log.

If the mother is transferred to another facility, the delivery should be entered in the

transfer/transport log.

IV. Itis the policy of HCH that, policies, procedures and guidelines for clinical areas should
not be construed as Standards of Care, nor should they be used to substitute for the
clinical judgment of the healthcare provider when addressing a specific patient
condition.

™

mm
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Site/Location: Holy Cross Emergency Department

Revised Date: 8/13/20

Policy Number: 3

Reviewed Date: 8/13/20

Policy Title: Maternal Transfer and Neonatal Transport

Origination Date: 10/25/19

Revised by: Christine Murphy, MSN RN
System Director Women and Children Services

Approved by (Vice President).

Michele A. Mazurek, RN, MSN, MBA, CCRN

Chief Administrator/Senior Vice President/Chief Nursing Officer
Katrina Conine RN, MSN, CNOR

System Vice President of Surgical and Ancillary Services

Supersedes:

I. PURPOSE

To outline the process for maternal transfer and newborn transports upon arrival to
Emergency Department when Obstetrical and Neonatal services are not available and a hirer

level of care is required.

II. SCOPE

This policy applies to the Emergency room staff and its care givers/ staff designated to
care for the neonate who is born in the Holy Cross Emergency Department.

III. POLICY STATEMENT

A. Mount Sinai Hospital should be notified upon the arrival of an obstetrical patient to the

ED so not to delay transfer.
B. To arrange for maternal transfer Mount Sinai Hospital can be contacted by calling:

(773-257-6691)

C. To arrange for neonatal transport Mount Sinai Hospital can be contacted by calling

773-257-6695

Consultation:

1. A consultation may be sought with Mount Sinai Hospital for those patients who are
identified as needing a higher level of care. Decisions regarding the
transfer/transport of a patient to Mount Sinai should be made collaboratively with
the obstetrician and the Emergency room attending physician.

2. In the event Mount Sinai is unable to accept a OB patient, Mount Sinai should
arrange for care at another Level llI facility.

Transfer/Transport:
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1. Decisions regarding the transport, transfer and mode of transport or transfer of the
obstetrical patient should be made by the obstetrician/ neonatologist in
coflaboration with the referring emergency physician.

Communication:

1. Direct physician to physician telephone communication between the hospitals
(referring/receiving) should occur before the transfer/transport can occur.

2. Nurse to Nurse report should be given to the receiving hospital and should include
standard documentation of RN name and time that the communication occurred.

Nursing Care:
1. Maternal and fetal well-being should be established and decumented.

2. The patient and family, as appropriate, should be provided with a reasonable
explanation as to the need to transfer/transport to another facility.

3. Consent for transfer and consent for release of information should be obtained.
4. The medical record is provided to the receiving facility.
Documentation:
1. Documentation in the maternal and neonatal chart should include:
a. Time of transfer/transport
b. Condition of the patient at the time of transfer/transport.

2. Maternal transports and neonatal transports should be entered into the transfer log
books.

IV. PROCEDURE
It is the policy of HCH that, policies, procedures and guidelines for clinical areas should not be
construed as Standards of Care, nor should they be used to substitute for the clinical judgment
of the healthcare provider when addressing a specific patient condition.
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Site/Location: Holy Cross-Emergency Department Revised Date:

Policy Number: 2 Reviewed Date: 8/13/20

Policy Title: Stabilization of a Newborn in the Emergency Department | Origination Date: 10/26/19

Revised by: Tracie Shelton-System Director of Maternal Child
Services
& Raquel Prendkowski-System Director Emergency Department

Approved by (Vice President): Michele Mazurek

Supersedes:

I. PURPOSE
To outline the stabilization of a newborn when delivered in Emergency Department when
neonatal services are not available and a higher level of care is needed.

II. SCOPE
This policy applies to the Emergency room (ER) staff and its care givers/staff
designated to care for the neonate who is born in the Holy Cross Emergency
Department.

III. POLICY STATEMENT

A. In the event of an imminent delivery of an infant, the emergency room staff should
assure that at least 1 qualified individual who is skilled in the initial steps of newborn
care and positive pressure ventilation, and is identified to care for the newborn is
present. The identified person should be able to perform the steps of resuscitate
according to the American Academy of Pediatric Neonatal resuscitation 7% edition
guidelines. See attached algorithm.

B. The ER staff should call the Neonatal transport center (Mount Sinai Hospital 773-257-
6695) to arrange for transport and should include the history, maternal clinical
presentation and delivery information to allow arrival time for severe preterm or
compromised infant.

C. Equipment set up should include, but is not limited to:

a. The warmer should be on always and set to preheat and increase heat at time of
delivery.

b. The suction should be checked and set to 80-100 mmHg

c. The oxygen blender should be set at 21% if a term infant is expected and set 25-
30% if preterm is expected.
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. Equipment for positive pressure ventilation should be checked prior to each
delivery and set up for use at delivery.

. Intubation equipment of various sizes should be available for each delivery

At delivery ongoing assessment of the newborn should include but not limited to:

i
ii.
iii.

iv.

Breathing efforts/crying
Tone
Targeted oxygen saturation levels

Provide and record Apgars at 1minute and 5 minutes of life as indicated
below.

APGAR SIGN o 1 2

Heart Rate Absent < 100 > 100

Respirations Absent Gasping; weak cry Good, strong, cry

Muscle tone Limp Some flexion Active motion

Reflex No response Grimace Cry or active

withdrawal

Skin color Blue or pale Body pink; Completely pink

extremities blue

vi.

vii.

viii.

ix.

xi.

xii.

Xiii.

Severe premature infants or infants with medical issues should be
stabilized for transport.

Prepare and apply identification bands.

Perform footprints and complete the form. The person applying the bands
must sign along with one other caregiver to verify bands are correct.

The infant should be kept warm(between 36.5 and 37.5 axillary), and if
stable may be skin to skin with mother, if not stable then should remain
under radiant warmer with a temperature probe to assure temperature
stability. Severe premature infants can be wrapped in a polyethylene plastic
wrap for added warmth.

Infant and mother should not be separated unti} bands have been verified.
Vital signs should be performed every 15 minutes x four.
Stable infants can be put to breast feed immediately after delivering

Glucose should be assessed in the large for gestational age, small for
gestational age, premature, infants born to mothers with diabetes, or after
a long resuscitation.

Administer erythromycin eye ointment and Vitamin K if time allows prior
to transfer.

g. Time, route, and any complications of delivery along with an uscitation efforts
should be documented and comrggnicated to the transport em(g%l} 6r
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h. All infants transported out to another facility, should be logged into the delivery
log and the transport log book.

i. Mothers should be aliowed to see their infant prior to transport, unless unstable.

IV. PROCEDURE
itis the policy of HCH that, policies, procedures and guidelines for clinical areas should not be

construed as Standards of Care, nor should they be used to substitute for the clinical judgment
of the healthcare provider when addressing a specific patient condition.

I. RELATED DOCUMENTS
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Neonatal Resuscitation Program® - Reference Chart \_
The most important and effective action in neonatal resuscitation is ventilation of the baby's lungs. G
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IMPACT ON ACCESS

Because of the numerous hospitals providing inpatient obstetrics services in Holy Cross
Hospital’s geographic service area, including Mount Sinai Hospital Medical Center, and because
the hospital’s inpatient obstetrics service has been suspended since October 2019, the applicants
do not believe that area residents have or will have undue difficulties when attempting to access

obstetrics services.

Notification letters, consistent with the requirements of Section 1110.290, have been sent
to each of the area hospitals identified in ATTACHMENT 6. A template of that letter is attached,
and any responses received by the applicants will be forwarded to HFSRB staff.
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name
title
hospital
street address
city/state/ZIP code
RE: Holy Cross Hospital
Proposed Discontinuation of Obstetrics
Category of Service
Dear

This letter, addressing the subject above, is being sent in order to provide you an opportunity to
submit an impact statement, should you choose to do so.

Holy Cross Hospital, is preparing to file a Certificate of Exemption (“COE”) application with the
Illinois Health Facilities and Services Review Board, and it is anticipated that the application will
be filed within the next thirty days. Admissions to the service were suspended on October 28,
2019, and it is anticipated that the service will be formally discontinued within thirty days of the
COE application’s approval.

During the 24-month period ending December 31, 2019, a total of 427 patients were admitted to
the hospital’s obstetrics unit, and 1,025 patient days of care were provided. 412 babies were born
at the hospital during that period.

If you do elect to provide an impact statement, please include whether or not your hospital has any
admission restrictions or limitations which would preclude it from providing obstetrical services
to residents from our service area. Any impact statement received will be forwarded to the
IHFSRB. If you do not respond, we will assume that the discontinuation has no impact on your
hospital.

Sincerely,

Airica Steed
EVP/COO
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BACKGROUND OF THE APPLICANT

Applicant Sinai Health System owns and operates three IDPH-licensed hospitals:

e Mt Sinai Hospital Medical Center, Chicago
¢ Holy Cross Hospital, Chicago
¢ Schwab Rehabilitation Hospital and Care Network, Chicago

Attached are a copy of Holy Cross Hospital’s IDPH license and confirmation of

accreditation.

Please refer to ATTACHMENT 11 of application 20-031, for confirmation that no adverse
actions have been taken against the applicants and authorization for IDPH and HFSRB to access

documents in order to verify information contained in this COE application.
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Ve 506 North Clark Street
Suite 301
H FAP Chicago, IL 60654

P: 312.920.7383

v www.hfap.org

January 16, 2020

Ms. Tamara Schaeffer
Chief Executive Officer
Holy Cross Hospital
2701 West 68th Street
Chicago, IL 60629-1813

Dear Ms. Schaeffer:

Congratulations! The AAHHS Survey Review Group, on behalf of the Board of Directors, has reviewed
the triennial survey report for your Acute Care Hospital and has granted Full Accreditation for 3 years.
This decision was reached on January 7, 2020.

In reviewing your survey report, the AAHHS Survey Review Group made the observations contained on
the Survey Progress Report. Two [nterim Progress Report are required to be submitted by October 15,
2020 and December 15, 2020.

AAHHS recommends the Centers for Medicare and Medicaid Services (CMS) approve deemed status for:

Holy Cross Hospital Program: Acute Care Hospital
2701 West 68th Street CCN # 140133
Chicago, iL 60629-1813 HFAP ID: 161571

Triennial Survey Dates: 10/15/2019 — 10/17/2019

Focused Resurvey Date(s): 12/13/2019

Plan(s) of Correction Received: 12/02/2019

Effective Date of Accreditation: 03/28/2020 — 03/28/2023

Condition Level Deficiencies: |:| None
(Use crosswalk and CFR citiations, if applicable): ~ Any Condition Leve! Deficiency that was cited during the
§482.42 triennial survey was found to be in compliance at the

§482.41 focused resurvey.

Holy Cross Hospital does not have Swing Beds, a PPS Excluded Rehab Unit or a PPS Excluded Psych Unit
and was not surveyed under those standards.

We're glad you are part of the HFAP family. As a reminder, to maintain continuous accreditation, you
should plan to reapply nine months prior to your expiration date.

Sincerely,
Meg Gravesmill, MBA
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N 506 North Clark Street
Suite 301
H FAP Chicago, IL 60654

P: 312.920.7383

u www.hfap.org

Chief Executive Officer
MG/IC

¢: CMS Central Office
Region V, CMS
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, < 506 North Clark Street
Suite 301
H FAP Chicago, IL 60654

P: 312.920.7383

v www.hfap.org

January 16, 2020

Ms. Tamara Schaeffer
Chief Executive Officer
Holy Cross Hospital
2701 West 68th Street
Chicago, IL 60629-1813

Dear Ms. Schaeffer:

Congratulations! The AAHHS Survey Review Group, on behalf of the Board of Directors, has reviewed
the triennial survey report for your Acute Care Hospital and has granted Full Accreditation for 3 years.
This decision was reached on lanuary 7, 2020.

In reviewing your survey report, the AAHHS Survey Review Group made the observations contained on
the Survey Progress Report. Two Interim Progress Report are required to be submitted by October 15,
2020 and December 15, 2020.

AAHHS recommends the Centers for Medicare and Medicaid Services (CMS) approve deemed status for:

Holy Cross Hospital Program: Acute Care Hospital
2701 West 68th Street CCN # 140133
Chicago, IL 60629-1813 HFAP ID: 161571

Triennial Survey Dates: 10/15/2019 - 10/17/2019

Focused Resurvey Date(s): 12/13/2019

Plan(s) of Correction Received: 12/02/2019

Effective Date of Accreditation: 03/28/2020 - 03/28/2023

Condition Level Deficiencies: [_] None

(Use crosswalk and CFR citiations, if applicable):  Any Condition Level Deficiency that was cited during the
§482.42 triennial survey was found to be in compliance at the
§482.41 focused resurvey.

Holy Cross Hospital does not have Swing Beds, a PPS Excluded Rehab Unit or a PPS Excluded Psych Unit
and was not surveyed under those standards.

We're glad you are part of the HFAP family. As a reminder, to maintain continuous accreditation, you
should plan to reapply nine months prior to your expiration date.

Sincerely,
Meg Gravesmill, MBA
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ﬂ 506 North Clark Street
Suite 301
Chicago, IL 60654

P: 312.920.7383
V www.hfap.org

Chief Executive Officer
MG/IC

¢: CMS Central Office
Region V, CMS
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SAFETY NET IMPACT STATEMENT

The proposed discontinuation of inpatient obstetrical services at Holy Cross Hospital
(“HCH™) will not have a material impact on the provision of safety net services in the communities
and neighborhoods historically served by HCH. As noted in other parts of this Certificate of
Exemption application, inpatient obstetrical services at the hospital have been suspended for
approximately ten months, and the applicants are not aware of any significant issues related to
accessibility that have resulted from that suspension. Historical utilization of the service has, in
recent years, been low, and other area hospitals, and particularly Mount Sinai Hospital Medical

Center, have “absorbed” the hospital’s caseload.

That being said, Holy Cross Hospital is a designated safety net hospital, and will continue
to be one; serving as a primary provider of charity care services and services to Medicaid
recipients. As evidence of such, in 2018 the charity care provided by HCH equaled 8.7% of the
hospital’s total net revenue, compared to 5.1% provided by all hospitals in Health Service Area 7
and 2.7% provided by the hospitals in Health Planning Area A-03. Similarly, in 2018 53.5% of
HCH’s admissions were Medicaid recipients, compared to 32.0% in the hospitals in HSA 7 and
42.7% in the hospitals in HPA A-03. In addition, HCH has historically operated one of the highest-

volume Emergency Departments in Chicago.
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