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{LLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FCR PERMIT- 02/2024 Edition

ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOAIBECE IVED
APPLICATION FOR PERMIT JUN 18 2025

SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFIC ATSON FACLITIES &
This Section must be completed for all projects. ERme=CEs NEVIEW O

Facility/Project Identification

Facility Name: UroPartners Imaging Center

Street Address: 2225 Enterprise Drive, Suite 3510

City and Zip Code: Westchester, 60154

County: Cook Health Service Area: 7 Health Planning Area: 031

Applicant(s) [Provide for each applicant (refer to Part 1130.220}]
Exact Legal Name: UroPartners, LLC

Street Address: 2245 Enterprise Drive, Suite 4506

City and Zip Code: Westchester, 60154

Name of Registered Agent. Neal T. Goldstein

Registered Agent Street Address: 200 S. Wacker Drive, Suite 2700
Registered Agent City and Zip Code: Chicago, 60606

Name of Chief Executive Officer: Richard G. Harris

CEO Street Address: 2245 Enterprise Drive, Suite 4506

CEQ City and Zip Code: Westchester, 60154

CEQ Telephone Number: (708) 492-0502

Type of Ownership of Applicants

O Non-profit Corporation O Partnership
] For-profit Corporation C} Governmental
X Limited Liability Company 1 Sole Proprietorship O

Other

o Corporations and limited liability companies must provide an lllincis 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 receive ALL correspondence or inquiries]

Name: Mark Silberman and Juan Morado Jr.

Title: Partners and CON Counsel

Company Name: Benesch, Friedlander, Coplan and Aronoff

Address: 71 S. Wacker Drive, Suite 1600 Chicago, IL 60606

Telephone Number: (312) 212-4952 and (312) 212-4967

E-mail Address: MSilberman@beneschlaw.com and JMorado@beneschiaw.com
Fax Number: {877) 357-4913

Additional Contact [Person who is also authorized to discuss the application for permit]
Name: Nick Radonjic

Title: General Counsel/Chief Operating Officer

Company Name: UroPartners, LLC

Address: 2245 Enterprise Drive, Suite 4506, Westchester, IL 60154

Telephone Number: (708) 492-0565

E-mail Address: NRadonjic@UroPartners.com

Fax Number: (708) 495-0565
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 02/2024 Edition

ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR PERMIT

SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION
This Section must be completed for all projects.

Facility/Project ldentification

Facility Name: UroPartners Imaging Center

Street Address: 2225 Enterprise Drive, Suite 3510

City and Zip Code: Westchester, 60154

County: Cook Health Service Area: 7 Health Planning Area: 031

Applicant(s) [Provide for each applicant (refer to Part 1130.220)]
Exact Legal Name: Solaris Heaith Holdings, LLC

Street Address: 500 East Broward Boulevard, Suite 2150

City and Zip Code: Fort Lauderdale, 33394

Name of Registered Agent. lllincis Corporation Service Company
Registered Agent Street Address. 801 Adlai Stevenson Drive
Registered Agent City and Zip Code: Springfield, 62703

Name of Chief Executive Officer: Gary Kirsh, MD

CEQ Street Address: 500 East Broward Boulevard, Suite 2150

CEQ City and Zip Code: Fort Lauderdale, 33394
CEQ Telephone Number: (954) 6784377

Type of Ownership of Applicants

d Non-profit Corporation O Partnership

O For-profit Corporation 4 Governmental

& Limited Liability Company [l 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 receive ALL correspondence or inquiries)

Name: Mark Silberman and Juan Morado Jr.

Title: Partners and CON Counsel

Company Name: Benesch, Friedlander, Coplan and Aronoff

Address: 71 S. Wacker Drive, Suite 1600 Chicago, IL 60606

Telephone Number: (312) 212-4952 and {312) 212-4967

E-mail Address. MSilberman@beneschlaw.com and JMorado@beneschlaw.com
Fax Number: (877} 357-4913

Additional Contact [Person who is also authorized to discuss the application for permit]
Name: Nick Radonjic

Titte: General Counsel/Chief Operating Officer

Company Name: UroPartners, LLC

Address: 2245 Enterprise Drive, Suite 4508, Westchester, IL 60154

Telephone Number: (708) 492-0565

E-mail Address: NRadonjic@UroPartners.com

Fax Number: (708) 495-0565
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BCARD APPLICATION FOR PERMIT- 02/2024 Edition

Post Permit Contact [Person to receive all correspondence after permit issuance-THIS PERSON MUST BE
EMPLOYED BY THE LICENSED HEALTH CARE FACILITY AS DEFINED AT 20 ILCS 3960]

Name: Nick Radonijic

| Title: General Coun_seIIChlef Operating Officer
Compan}r Name: UroPartners, LLC _ _ -~ —
Address: 2245 Enterprise Drive, Suite 4506, Westchester IL60154

Telephone Number: (708) 492-0565

E-mail Address: hRadonjic@UroPariners.com
Fax Number: {708) 495-0565

L e -

Site Ownership [Provide this information for each applicable site]
Exact Legal Name of Site Owner. Enterprise Centre, LLC - -
Address of Site Owner: 55 East Jackson Boulevard Chlcago L 60604

Street Address or Legal Description of the Site:
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 THE LAST PAGE OF THE
APPLICATION FORM.

Operating Identity/Licensee [Provide this information for each applicable facility and insert after this page.]
Exact Legal Name: UroPartners, LLC
Address: 2245 Enterprise Drive, Suite 4506, Westchester, I 60154

O Non-profit Corporation [l Partnership

O For-profit Corporation O Governmental

4| Limited Liability Company O 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 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.

Organizational Relationships

Provide ({for each 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.

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




ILLINQIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 02/2024 Editlon

Flood Plain Requirements [Refer to application instructions.]

Provide documentation that the project complies with the requirements of lllinois Executive Order #2006-
5 pertaining toconstruction activities in special flood hazard areas. As part of
the flood plain requirements, please provide a map of the proposed project location showing any
identified floodplain  areas. Floodplain maps can beprinted at www.FEMA.qov or
wwwi.illinoisfloodmaps.org. This map must be in a readable format. In addition, please provide a
statement attesting that the project complies with the requirements of illinois Executive Order #2006-5
(http:/iwww.hfsrb.illinois.gov). NOTE: A SPECIAL FLOOD HAZARD AREA AND 500-
YEAR FLOODPLAIN DETERMINATION FORM has been added at the conclusion of

this Application for Permit that must be completed to deem a project complete.

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

Historic Resources Preservation Act Requirements [Refer to application instructions.]

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

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

DESCRIPTION OF PROJECT

1. Project Classification
Check those applicable - refer to Part 1110.20 and Part 1120.20{b)

Part 1110 Classification :

| Substantive

P Non-substantive

Page 4 —_—_— —— — e —e



ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 02/2024 Edition

2. Narrative Description

In the space below, provide a brief narrative description of the project. Explain WHAT is to be dene 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.

This Application is filed due to Modernization and Acquisition of Major Medical Equipment by
UroPartners Imaging Center (“UroPartners”) located at 2225 Enterprise Drive, Suite 3510, Westchester, IL
60154. Specifically, the Modernization by UroPartners includes the acquisition of major medical equipment
pursuant to 77 1ll. Admin. Code 1110.270(a){2)(c}(3)(A).

This major medical equipment includes a combined Positron Emission Tomoegraphy ("PET") and
Computed Tomography (“CT") machine ("PET CT" machine), fixed artis ceiling (i.e., the mounting type of
the Artis medical imaging system), mobile C-arm cios spin machine, maple ultrasound system, and other
ancillary capital equipment. From a practical patient perspective, the operation of the lab will remain
unchanged, with the same services being provided and the same physicians providing care post-acquisition
of such equipment.

The above-described major medical equipment acquisition constitutes a non-substantive project,
subject to review and approval by the Board.

Page 5



ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD

Project Costs and Sources of Funds

APPLICATION FOR PERMIT- 02/2024 Edition

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 must be

equal.

Project Costs and Sources of Funds

USE OF FUNDS CLINICAL NONCLINICAL TOTAL

Preplanning Costs - - -
Site Survey and Soil Investigation - - -
Site Preparation - - -
Off Site Work - - -
New Construction Contracts - - -
Modemization Contracts $1,715,991 $807,525 $2,523,516
Contingencies $170,000 $80,000 $250,000
Architectural/Engineering Fees $148,620 $99,080 $247.700
Consulting and Other Fees $100,000 $100,000 $200,000
gno%\;?:é?s;)r Other Equipment {not in construction $1,620,587 $762,629 $2,383,216
Bond |ssuance Expense (project related) - - -
Net Interest Expense During Construction (project _ . _
related)
Fair Market Value of Leased Space or Equipment - - -
Other Costs to Be Capitalized $101,166 $47,608 $148,774
Acquisition of Building or Other Property {excluding ; _ }
land)
TOTAL USES OF FUNDS $3,856,364 $1,896,842 $5,753,206

SOURCE OF FUNDS CLINICAL NONCLINICAL TOTAL
Cash and Securities $3,856,364 $1,896,842 $5,753,206
Pledges 0 0 0
Gifts and Bequests 0 0 0
Bond Issues (project related) 0 0 0
Mortgages 0 0 0
Leases (fair market value) 4] 0 0
Governmental Appropriations 0 0 0
Grants 0 0 0
Other Funds and Sources 0 0 0
TOTAL SOURCES OF FUNDS $3,856,364 $1,896,842 $5,753,206

NOTE: ITEMIZATION OF EACH LINE ITEM MUST BE PROVIDED AT ATTACHMENT 7, IN NUMERIC SEQUENTIAL ORDER AFTER

THE LAST PAGE QF THE APPLICATION FORM.

Page6 —




ILLINQIS HEALTH FACILITIES AND SERVICES RE.VIEW BOARD APPLICATION FOR PERMIT- 02/2024 Edition

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 [ Yes > No
Purchase Price:  $__N/A
Fair Market Value: $__ N/A

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

[ Yes & 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 $ N/A

Project Status and Completion Schedules
For facilities in which prior permits have been issued please provide the permit numbers.

Indicate the stage of the project’s architectural drawings:
[(J None or not applicable O Preliminary
X Schematics [ Final Working

Anticipated project completion date (refer to Part 1130.140): _July 1, 2026

Indicate the following with respect to project expenditures or to financial commitments (refer
to Part 1130.140):

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

[{ Financial Commitment will occur after permit issuance.

APPEND DOCUMENTATION AS ACHMENT 8, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.

State Agency Submittals [Section 1130.620(c)]

Are the following submittals up to date as applicable?
B Cancer Registry
APORS
All formal document requests such as IDPH Questionnaires and Annual Bed Reports
been submitted
B4 All reports regarding outstanding permits
Failure to be up to date with these requirements will result in the application for
permit being deemed incomplete.

—_———————— Paga 7 —_—



ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FCR PERMIT- 02/2024 Edition

Cost Space Requirements

Provide in the following format, the Departmental Gross Square Feet (DGSF) or the Building Gross
Square Feet (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 departments or
area’s portion of the surrounding circulation space. Explain the use of any vacated space.

Not Reviewable Space [i.e., non-clinfcal]: means an area for the benefit of the patients, visitors, staff, or employees of a health care
facifity and not directly related to the diagnosis, treatment, or rehabilitation of persons receiving services from the heaith care
facifity. "Non-clinical service areas” include, but are not limited to. chapels, gift shops, newsstands, computer systems, tunnels,
walkways, and elevators, telephone systems, projecls to comply with life safety codes, educational facilities: student housing: patient,
employee. staff. and visitor dining areas; administration and volunteer offices; modernization of structural components (such as roof
replacement and masonry work); boiler repair or replacement; vehicle maintenance and storage facilities, parking facilites, mechanical
systems for heating, ventifation, and air conditioring; loading docks. and repair or replacement of carpeting. tife, wall coverings, window
coverings or treatments. or furniture. Solely for the purpose of this definition, "non-clinical service area” does not include heatth and
fitness centers. [20 ILCS 3960/3]

Amount of Proposed Total Gross Square
Gross Square Feet Feet That Is:
e New . Vacated
Dept. / Area Cost Existing | Proposed Const. Modemized | Asls Space

REVIEWABLE
Diagnostic
Radiology $3,856,364 3,719 3,719
Total Clinical $3,856,364 3,719 3,719
NON-
REVIEWABLE
Administrative $1,896,842 1686 1686
Total Non-clinical $1,8596,842 1686 1686
TOTAL $5,753,206 5,405 5,405

APPEND DOCUMENTATION AS ATTACHMENT 9, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE

_APPLICATION FORM.

- Page 8




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD

APPLICATION FOR PERMIT- 02/2024 Editlon

Facility Bed Capacity and Utilization - NOT APPLICABLE

Complete the following chart, as applicable. Complete a separate chart for each facility that is a part of the
project and insert the chart after this page. Provide the existing bed capacity and utilization data for the
latest Calendar Year for which data is available. Include ohservation 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: UroPartners Imaging Center

CITY: Westchester

REPORTING PERIOD DATES: From: to:
Category of Service Operating | Number of | Surgery Total Surgery Total Surgery
Room Surgeries Time Prep & Clean-Up | Time (Hours}
{Hours} Time (Hours)
Medical/Surgical
Obstetrics
Pediatrics

Intensive Care

Comprehensive Physical
Rehabilitation

Acute/Chronic Mental lliness

Neonatal Intensive Care

General Long-Term Care

Specialized Long-Term Care

Long Term Acute Care

Other (ASTC)

TOTALS:

Page 9




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 02/2024 Edition

CERTIFICATION

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

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

o inthe 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).

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 is filed on the behalf of UroPartners, LLC *
in accordance with the requirements and procedures of the lllinols Health Facllities 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

an.js sent herewith or will be paid upon request.

T, A ' NATURE v
CAY o ;D&gg EL . SCHARFF
PRINTED NAME! ! e PRINTED NAME
C_E0) SECRETARY
PRINTED TITLE PRINTED TITLE
Notarization: Notarization:
Subscfmad and to beforg me Subscribed and swomn to before me
this D day OM this 364 day of dine 2029
5 . %@w&
\\\\ ."? . th \\\\‘\P* ......... Ky 6,//"
SN ”//'--f Z SROR +9.%  MEGAN CRAIG
5 @ Z % NOTARY PUBLIC Ss%\\\‘ "//é{ % NOTARY PUBLIC
R B ZgTATE OF OHIO F M= =N 5
E =2 TExpires e e STATE OF OHI

g applicant

: S Comm.Expires
S 02-12-2029

VT
\\\\\\
\\

E 6F O o O
W D
TN ;:'TE OF q W
i
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ILLINCIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 02/2024 Edition

I/I 7

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 inthe 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).

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 is filed on the behalf of Solaris Health Holdings, LLC *
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 k dge and belief. The undersigned aiso certifies that the fee required for this

cation ig sent herewith or will be paid upon request.

TURE

:?A'F’EVI/M =

;Q&n IEC W, SCHARES
PRINTED NAME PRINTED NAME

CEeEO 2 RET
PRINTED TITLE PRINTED TITLE B
Notarization: Notarization:
Su d and s to befora me Subscribed and swom to before me
this day of ﬂﬂ}g 15 this 38 dayof Jume, 2005

0
]
32
0, 5

% % MEGAEBRA:G

Z 4\ ........... A
El Z=. % NOTARY PUBLIC S % A ”,/ 4(,,5 MEGAN CRAIG
2 . ZGTATE OF OHIO "”f \\ . ZN NOTARY PUBLIC
E 5 Comm. Expires : B j 2 STATEOF OHIO
2 Aﬁ?leamea&@appncam = 5 Comm. Expires
K% Z, § 02-12:2029
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 02/2024 Edition

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

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

1110.110(a) — Background of the Applicant

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. Alisting of all health care facilities currently owned and/or operated in lllinois, by any corporate officers or
directors, LLC members, partners, or owners of at least 5% of the proposed heaith care facility.

3. For the following questions, please provide information for each applicant, including corporate officers or
directors, LLC members, partners, and owners of at least 5% of the proposed facility. A health care facility
is considered owned or operated by every person or entity that owns, directly or indirectly, an ownership
interest.

a. A cerified listing of any adverse action taken against any facility owned and/or operated by the
applicant, directly or indirectly, during the three years prior to the filing of the application.

b. A certified listing of each applicant, identifying those individuals that have been cited, arrested,
taken into custody, charged with, indicted, convicted, or tried for, or pled guilty to the commission
of any felony or misdemeanor or violation of the law, except for minor parking violations; or the
subject of any juvenile delinguency or youthful offender proceeding. Unless expunged, provide
details about the conviction, and submit any police or court records regarding any matters
disclosed.

c. Acertified and detailed listing of each applicant or person charged with fraudulent conduct or any
act involving moral tumpitude.

d. A certified listing of each applicant with one or more unsatisfied judgements against him or her.

e. A certified and detailed listing of each applicant who is in default in the performance or discharge
of any duty or obligation imposed by a judgment, decree, order or directive of any court or
govemmental agency.

4. 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.

5 K, during a given calendar year, an applicant submits more than one application for permit, the
documentation provided with the prior applications may be utilized to fulfill the information requirermnents 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 can submit amendments to previously
submitted information, as needed, to update and/or clarify data.

APPEND DOCUMENTATION AS ATTACHMENT 11, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. EACH ITEM {1-4) MUST BE IDENTIFIED IN ATTACHMENT 11.

Page 12 — ——



ILLINO{S HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 02/2024 Edition

Criterion 1110.110(b) & (d)

PURPOSE 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.

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

Identify the existing problems or issues that need to be addressed as applicable and appropriate for the
project.

4. Cite the sources of the documentation.

Detail how the project will address or improve the previously referenced issues, as well as the population’s
health status 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 modernization, describe the conditions being upgraded, if any. For facility projects, include
statements of the age and condition of the project site, as well as regulatory citations, if any. For equipment being
replaced, inciude repair and maintenance records.

NOTE: Information regarding the “Purpose of the Project” wilt be included in the State Board Staff Raport.

APPEND DOCUMENTATICN AS ATTACHMENT 12, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. EACH ITEM (1-8) MUST BE IDENTIFIED IN ATTACHMENT 12.

ALTERNATIVES
1) Identify ALL the alternatives to the proposed project:
Alternative options must include:
A) Proposing a project of greater or lesser scope and cost.

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

C} Utilizing other health 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 alternative 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.

APPEND DOCUMENTATION AS ATTACHMENT 13, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 02/2024 Edition

SECTION IV. PROJECT SCOPE, UTILIZATION, AND UNFINISHED/SHELL SPACE
Criterion 1110.120 - 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 and it shall include the basis used for determining the space
and the methodology applied.

2. Ifthe 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 and certified by the facility's Medical Director.

b. The existing facility's physical configuration has constraints or impediments and requires an
architectural design that delineates the constraints or impediments.

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

Additional space is mandated by governmental or certification agency requirements that were not
in existence when Appendix B standards were adopted.

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

SIZE OF PROJECT
DEPARTMENT / PROPOSED STATE STANDARD DIFFERENCE | MET
SERVICE BGSFIDGSF STANDARD?
Diagnostic Radiology | 464 GSF Total: 2,700 GSF 2,236 GSF YES
(Ultrasound, PET CT Ultrasound Machine is | 1,800 GSF Per Unit (PET
Machine,) mobile and not fixed Scan); 900 GSF Per Unit
equipment (Ultrasound)

APPLICATION FORM.

| PROJECT SERVICES UTILIZATION:

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

Document that in the second year of operation, the annual 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 ____
DEPARTMENT / HISTORICAL i PROJECTED STATE MEET
| SERVICE UTILIZATION {PATIENT i UTILIZATION | STANDARD | STANDARD?
DAYS) (TREATMENTS)
- ETC.
YEAR 1 PET CT Scan 3,180 3,180 3,600 YES
Ultrasound 3,180 3,180 3,100
YEAR 2 PET CT Scan 3,180 3,339 3,600 YES
Ultrasound 3180 _ 3339 | 3100 |

APPEND DOCUMENTATION AS ATTACHMENT 15, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.
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UNFINISHED OR SHELL SPACE:

Provide the following information:;
1.
2.

Total gross square footage (GSF) of the proposed shell space.

The anticipated use of the shell space, specifying the proposed GSF to be allocated to each
department, area, or function.

Evidence that the shell space is being constructed due to:
a. Reguirements of governmental or certification agencies; or

b. Experienced increases in the historical cccupancy or utilization of those areas proposed
to occupy the shell space.

Provide:

a. Historical utilization for the area for the latest five-year period for which data is available;
and

b. Based upon the average annual percentage increase for that period, projections of
future utilization of the area through the anticipated date when the shell space will be
placed into operation.

APPEND DOCUMENTATION AS ATTACHMENT 16, IN NUMERIC SEQUENTIAL CRDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.

ASSURANCES:
Submit the following:
1.

3.

Verification that the applicant will submit to HFSRB a CON application to develop and utilize the
shell space, regardless of the capital thresholds in effect at the time or the categories of service
involved.

The estimated date by which the subsequent CON application (to develop and utilize the subject
shell space) will be submitted; and

The anticipated date when the shell space will be completed and placed into operation.

APPEND DOCUMENTATION AS ATTACHMENT 17, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.
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M. Criterion 1110.270 - 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 # Proposed
Service Key Rooms Key Rooms
[<] Ultrasound
<| PET Scan 1 1
L]
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 (¢)(1) — Deteriorated Facilities
AND/OR
(c)(2) - Necessary Expansion
PLUS
(c){3)(A) — Utilization — Major Medical Equipment
OR
{c)(3)(B) - Utilization — Service or Facility
1APPEND DOCUMENTATION AS ATTACHMENT 31, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF
THE APPLICATION FORM,
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The following Sections DO NOT need to be addressed by the applicants or co-applicants responsible for
funding or guaranteeing the funding of the project if the applicant has a bond rating of A- or better from
Fitch's or Standard and Poor’s rating agencies, or A3 or better from Moody's {the rating shall be affirmed
within the latest 18-month period prior to the submittal of the application):

¢ Section 1120.120 Availability of Funds = Review Criteria
¢ Section 1120.130 Financial Viability — Review Criteria
e Section 1120.140 Economic Feasibility - Review Criteria, subsection {a)

SECTION VII. 1120.120 - AVAILABILITY OF FUNDS

The applicant shall document those financial resources shall be available and be equal to or exceed the estimated total
project cost plus any related project costs by providing evidence of sufficient financial resources from the following
sources, as applicable [Indicate the dollar amount to be provided from the following sources]:

$5,753,206 | a) Cash and Securities — statements (e.g., audited financial statements, letters from
financtal institutions, board resolutions) as to:
1)  the amount of cash and securities available for the project, including the
identification of any security, its value and availability of such funds; and
2) interest to be earned on depreciation account funds or to be earned on any
asset from the date of applicant's submission through project completion.
b) Pledges - for anticipated pledges, a summary of the anticipated pledges showing
anticipated receipts and discounted value, estimated timetabie of gross receipts and
related fundraising expenses, and a discussion of past fundraising experience.

c) Gifts and Bequests - verification of the dollar amount, identification of any conditions
of use, and the estimated timetable of receipts.

d) Debt — a statement of the estimated terms and conditions (including the debt time,
variable or permanent interest rates over the debt time, and the anticipated
repayment schedule) for any interim and for the permanent financing proposed to
fund the project, including:

1)  For general obligation bonds, proof of passage of the required referendum or
evidence that the governmental unit has the authority to issue the bonds and
evidence of the dollar amount of the issue, including any discounting
anticipated.

2)  For revenue bonds, proof of the feasibility of securing the specified amount and
interest rate.

3 For mortgages, a letter from the prospective lender attesting to the expectation
of making the loan in the amount and time indicated, including the anticipated
interest rate and any conditions associated with the mortgage, such as, but not
limited to, adjustable interest rates, balloon payments, etc.

4} For any lease, a copy of the lease, including all the terms and conditions,
including any purchase options, any capital improvements to the property and
provision of capital equipment.

5)  For any option to lease, a copy of the option, including all terms and conditions.

e} Governmental Appropriations — a copy of the appropriation Act or ordinance
accompanied by a statement of funding availability from an official of the
governmental unit. If funds are to be made available from subsequent fiscal years, a
copy of a resolution or other action of the governmental unit attesting to this intent.

fi Grants — a letter from the granting agency as to the availability of funds in terms of
the amount and time of receipt.

g) All Other Funds and Sources - verification of the amount and type of any other funds
that will be used for the project.

$5,753,206 | ToTAL FUNDS AVAILABLE

APPEND DOCUMENTATION AS ATTACHMENT 34, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.
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SECTION VIil. 1120.130 - FINANCIAL VIABILITY- WAIVER MET

All the applicants and co-applicants shall be identified, specifying their roles in the project funding, or
guaranteeing the funding {sole responsibility or shared) and percentage of participation in that funding

Financial Viability Waiver

The applicant is not required to submit financial viability ratios if:

1. “A” Bond rating or better

2. All the project’s capital expenditures are completely funded through internal sources

3. The applicant’s current debt financing or projected debt financing is insured or anticipated to
be insured by MBIA (Municipal Bond Insurance Association Inc.) or equivalent

4, The applicant provides a third-party surety bond or performance bond letter of credit from an
A rated guarantor.

See Section 1120.130 Financial Waiver for information to be provided

APPEND DOCUMENTATION AS ATTACHMENT 35, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.

The applicant or co-applicant that is responsible for funding or guaranteeing funding of the project shall
provide viability ratios for the latest three years for which audited financial statements are available
and for the first full fiscal year at target utilization, but no more than two years following project
completion. When the applicant's facility does not have facility specific financial statements and the
facility is a member of a health care system that has combined or consolidated financial statements, the
system's viability ratios shall be provided. If the health care system includes one or more hospitals, the
system's viability ratios shall be evaluated for conformance with the applicable hospital standards.

Historical 3 Years Projected

Enter Historical and/or Projected
Years:

Current Ratio

Net Margin Percentage

Percent Debt to Total Capitalization

Projected Debt Service Coverage

Days Cash on Hand

Cushion Ratio

Provide the methodology and worksheets utilized in determining the ratios detailing the
calculation and applicable line item amounts from the financial statements. Complete a
separate table for each co-applicant and provide worksheets for each.

Variance

Applicants not in compliance with any of the viability ratios shall document that another
arganization, public or private, shall assume the legal responsibility to meet the debt
obligations should the applicant default.

APPEND DOCUMENTATION AS ATTACHMENT 36. IN NUMERICAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.
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SECTION IX. 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 arrangements by submitting a
notarized statement signed by an authorized representative that attests to one of the following:

1) 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

2) 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 the cash and equivalents must be retained in the balance sheet
asset accounts 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 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.

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 notarized
statement signed by an authorized representative that attests to the following, as applicable:

1) That the selected form of debt financing for the project will be at the lowest net cost
available.
2) That the selected form of debt financing will 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.

3) 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 Cost
(List below) | Cost/Square Foot | Gross Sq. Ft. Gross Sq. Ft. Const. § Mod. $ (G+H)
New Mod. New Mod. Circ.* (AxC) (BxE)
Cire.*
Diagnostic $461.41 3,719 $1,715991 | $1,715,991
Equipment
{Ultrasound
and PETCT
Scan)
Contingency $45.71 3,719 $170,000 $170,000
TOTALS $507.12 3,719 $1,885,991 | $1,885,991

Page 19
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[ * Include the percentage (%) of space for circulation |
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 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 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 patient day) for the first full fiscal year at target utilization but no more than two years
following project completion.

APPEND DOCUMENTATION AS ATTACHMENT 37, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.
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SECTION X. SAFETY NET IMPACT STATEMENT

SAFETY NET IMPACT STATEMENT that describes all the following must be submitted for ALL
SUBSTANTIVE PROJECTS AND PROJECTS TO DISCONTINUE HEALTH CARE FACILITIES [20 ILCS
3960/5.4]:

1. The project's material impact, if any, on essential safety net services in the community, including the
impact on racial and health care disparities 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 facility or service might impact the remaining safety net providers in each
community, if reasonably known by the applicant.

Safety Net Impact Statements shall also include all the following:

1. For the 3 fiscal 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 cosl, 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 Departiment of Public Health regarding "Inpatients and
Outpatients 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 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 37.

Safety Net Information per PA 96-0031
CHARITY CARE
Charity (# of patients) 2020 2021 2022
Inpatient - - -
Outpatient - - -
Total - - -
Charity {cost in dollars)
Inpatient - - -
Outpatient - - -
Totai - - -
MEDICAID
Medicaid {# of patients) 2020 2021 2022
Inpatient - - -
Qutpatient - - -
Total - - -
Medicaid {revenue)
Inpatient - - -
Outpatient - - -
Total - - -
APPEND DOCUMENTATION AS ATTACHMENT 38, IN NUMERIC SEQUENTIAL CRDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.
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SECTION X. CHARITY CARE INFORMATION

Charity Care information MUST be furnished for ALL projects [1120.20{c)].
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.

If the applicant owns or operates one or more facilities, the reporting shall be for each
individual facility located in llinois. 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.

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 39.

CHARITY CARE
2020 2021 2022

Net Patient Revenue - = .
Amount of Charity Care {charges) - = .
Cost of Charity Care S - -

APPEND DOCUMENTATION AS ATTACHMENT 39, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.
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SECTION XI. SPECIAL FLOOD HAZARD AREA AND 500-YEAR FLOODPLAIN DETERMINATION FORM

In accordance with Executive Order 2006-5 (EOQ 5), the Health Facilities & Services Review Board (HFSRB) must
determine if the site of the CRITICAL FACILITY, as defined in EQ 5, is in a mapped floodplain (Special Flood Hazard
Area) or a 500-year floodplain. All state agencies are required to ensure that before a permit, grant or a development is
planned or promoted, the proposed project meets the requirements of the Executive Order, including compliance with
the National Flood Insurance Program (NFIP) and state floodplain regulation.

1. Applicant: _UroPartners Imaging Center 2225 Enterprise Drive, Suite 3510
{Name} {Address)
Westchester IL 60154 {708) 486-0076
{City) (State} {ZIP Code) {Telephone Number)
2. Project Location: 2225 Enterprise Drive, Suite 3510 Westchester IL
{(Addrass) (Cily) (State)
Cook Proviso 30
{County) {Township) {Section)

3. You can create a small map of your site showing the FEMA floodplain mapping using the FEMA Map Service
Center website (https://msc.fema.gov/portal/home) by entering the address for the property in the Search bar. If
a map, like that shown on page 2 is shown, select the Go to NFHL Viewer tab above the map. You can print a

copy of the floodplain map by selecting the icon in the top corner of the page. Select the pin tool icon L
and place a pin on your site. Print a FIRMETTE size image.

If there is no digital floodplain map available select the View/Print FIRM icon above the aerial photo. You will
then need to use the Zoom tools provided to locate the property on the map and use the Make a FIRMette tool
to create a pdf of the floodplain map.

IS THE PROJECT SITE LOCATED IN A SPECIAL FLOOD HAZARD AREA: Yes___ No _X
IS THE PROJECT SITE LOCATED IN THE 500-YEAR FLOOD PLAIN? NO

If you are unable to determine if the site is in the mapped floodplain or 500-year floodplain, contact the county or the
local community building or planning department for assistance.

If the determination is being made by a local official, please complete the following:

FIRM Panel Number: Effective Date:
Name of Official; Title:
Business/Agency: Address:
{City) {State) {ZIP Code) (Telephene Number)
Signature: Date:

NOTE: This finding only means that the property in question is or is not in a Special Flood Hazard Area or a 500-year
floodplain as designated on the map noted above. It does not constitute a guarantee that the property will or will not be
flooded or be subject to local drainage problems.

If you need additional help, contact the lllinois Statewide Floodplain Program at 217/782-4428

—————— Page 23



ILLINQIS HEALTH FACILITIES AND SERVICES REVIEW BOARD

APPLICATION FOR PERMIT- 02/2024 Edltion

After paginating the entire completed application indicate, in the chart below, the page numbers for the
included attachments:

INDEX OF ATTACHMENTS
ATTACHMENT
NO. PAGES
1 Applicant Identification including Certificate of Good Standing 25-27
2 Site Ownership 28-62
3 Persons with 5 percent or greater interest in the licensee must be identified with the % of 63
ownership.
4 Organizational Relationships (Organizational Chart) Certificate of Good Standing Etc. 64
5 Flood Plain Requirements 65-66
6 Historic Preservation Act Requirements 67-73
7 Project and Sources of Funds ltemization 74-75
8 Financial Commitment Document if required 76
9 Cost Space Requirements 77
10 | Discontinuation N/A
11 Background of the Applicant 78-81
12 | Purpose of the Project 82-136
13 | Alternatives to the Project 137
14 | Size of the Project 138
15 | Project Service Utilization 139
16 | Unfinished or Shell Space N/A
17 | Assurances for Unfinished/Shell Space N/A
SERVICE SPECIFIC:
18 | Medical Surgical Pediatrics, Obstetrics, ICU N/A
19 | Comprehensive Physical Rehabilitation N/A
20 | Acute Mental lliness N/A
21 | Open Heart Surgery N/A
22 | Cardiac Catheterization N/A
23 | In-Center Hemodialysis N/A
24 | Non-Hospital Based Ambulatory Surgery N/A
25 | Selected Organ Transplantation N/A
26 | Kidney Transplantation N/A
27 | Subacute Care Hospital Model N/A
28 | Community-Based Residential Rehabilitation Center N/A
29 | Long Term Acute Care Hospital N/A
30 | Clinical Service Areas Other than Categories of Service N/A
3 Freestanding Emergency Center Medical Services 140-141
32 | Birth Center N/A
FINANCIAL AND ECONOMIC FEASIBILITY:
33 | Availability of Funds 142-143
34 Financial Waiver N/A
35 | Financial Viability 144
36 | Economic Feasibility 145-146
37 | Safety Net Impact Statement 147
38 | Charity Care Information 148
39 | Flood Plain Information 149-150
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ATTACHMENT 1
Certificate of Good Standing

Included with this attachment are the Certificates of Good Standing for:

1. UroPartners, LLC; and
2. Solaris Health Holdings, LLC.
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ATTACHMENT 1
Certificate of Good Standing - UroPartners, LLC

File Number 0142447-5

[To all to whom these Presents Shall Come, Greeting:

I, Alexi Giannoulias, 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

UROPARTNERS, L1.C, HAVING ORGANIZED IN THE STATE OF ILLINOIS ON FEBRUARY
10, 2005, APPEARS TO HAVE CQMPLIED WITH ALL PROVISIONS OF THE LIMITED
LIABILITY COMPANY ACT OF THIS STATE, AND AS OF THIS DATE IS IN GOOD
STANDING AS A DOMESTIC LIMITED LIABILITY COMPANY IN THE STATE OF ILLINOIS.

InTestimony Whereof, I hereto set

iy hand and cause to be affixed the Great Seal of
the State of Illinois, this  31ST
dayof MARCH AD, 2025

Authertication ¢, 2500004324 vecifable until 0331/2028 M d!. z
Aushanticale st Mips.eww isos gov

SECRETAAY OF STATE

ATTACHMENT 1
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ATTACHMENT 1
Certificate of Good Standing — Solaris Health Holdings, LLC

File Number 0946194-9

I, Alexi Giannoulias, 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

SOLARIS HEALTH HOLDINGS, LLC, A DELAWARE LIMITED LIABILITY COMPANY
HAVING OBTAINED ADMISSION TO TRANSACT BUSINESS IN ILLINOIS ON FEBRUARY
23,2021, APPEARS TO HAVE COMPLIED WITH ALL PROVISIONS OF THE LIMITED
LIABILITY COMPANY ACT OF THIS STATE, AND AS OF THIS DATE IS IN GOOD

STANDING AS A FOREIGN LIMITED LIABILITY COMPANY ADMITTED TO TRANSACT
BUSINESS IN THE STATE OF [LLINOIS.

InTestimony Whereof, 1 hereto set

my hand and cause to be affixed the Great Seal of
the State of Hlinois, this  31ST

day o MARCH A.D. 2025
Y

T WL

iirv s e
Authenfication ¥ 2509004346 verifiable untd 03731/2026 A&F: d!. . 4
Authenticate st htipe:/fwww ilsce.gov

SECRETARY DF STATE

ATTACHMENT 1
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ATTACHMENT 2
Site Ownership

The Imaging Center lease will remain with Solaris Health Holdings, LLC, following the modernization and

acquisition of medical equipment. There will be no transfer of land ownership. Attached as evidence is a
copy of the office building lease agreements and the office building assignment of lease consent.

ATTACHMENT 2
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ATTACHMENT 2

Site Ownership
Decusign Enveiope [D: 52F50888-8A98-4710-AAS6-D3JAISBSIEA

TWELFTH AMENDMENT TO LEASE

This Twelfth Amendment to Lease (“Twelfth Amendment”), dated this _31st _day
of January, 2025, is by and between ENTERPRISE CENTRE LLC, an lllinois limited
liability company, {(“Landlord™), and SOLARIS HEALTH HOLDINGS, LLC, a Delaware
limited liability company (“Tenant”).

RECITALS

A. WHEREAS, UROPARTNERS, LLC, an Ilinois limited liability company
("SubTenant”) and Landlord entered into an Office Building Lease dated August 15, 2005,
a First Amendment to Lease dated November 11, 2005, a Second Amendment to Lease
dated April 19, 2006, a Third Amendment to Lease dated October 6, 2006, a Fourth
Amendment to Lease dated March 7, 2008, a Fith Amendment to Lease dated April 23,
2009, a Sixth Amendment to Lease dated October 23, 2009 a Seventh Amendment to
Lease dated October 5, 2011, an Eighth Amendment to Lease dated April 7, 2015, a
Commencement Letter dated November 7, 2016, a Ninth Amendment to Lease dated
Aprit 16, 2018, a Commencement Lefter dated July 12, 2018, a Tenth Amendment to
Lease dated January 22, 2020, a commencement Letter dated May 28, 2020, and an
Eleventh Amendment to Lease dated September 2023 (collectively, the "Lease")
pursuant to which SubTenant leased Suites 2508, 2511, 2513 and 2514 (collectively, the
*25 Building Premises”), and Suites 4502, 4504, 4508, and 4512 (collectively, the 45
Building Premises”), the 25 Building Premises and the 45 Building Premises ame
hereinafter collectively referred to as the “Premises” at 2225 Enterprise Drive,
Westchester, lllinois 60154, (the "Building”) located at the property commonly known as
Enterprise Center, 2205 — 2255 Enterprise Drive {the “Complex™); and

B. WHEREAS, pursuant to the terms of the Eleventh Amendment to Lease,
SubTenant subsequently assigned the Lease to Tenant and Tenant assumed all liabilities
and obligations of SubTenant under the Lease with SubTenant remaining fully liable
under the Lease; and

C. WHEREAS, Tenant subsequently subleased all of the Premises at the
Building to SubTenant; and

D. WHEREAS, as of the date of this Twelfth Amendment, the Premises
contains 18,448 rentable square feet; and

E. WHEREAS, Landlord and Tenant now desire to make certain further
amendments to the Lease as contained herein.

NOW THEREFORE, in consideration of the mutual promises contained herein,

and other good and valuable consideration, the receipt and sufficiency of which are
hereby acknowledged, Landlord and Tenant agree as follows:

THTIG01

ATTACHMENT 2
— - : Page 29



ILLINCIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 02/2024 Editlon

ATTACHMENT 2

Site Ownership
Docusign Envelope [ID: 52F80B38-8A96-4710-AASS-DIIASOBSIE4 1

1. This Twelfth Amendment to Lease is hereby attached to and made part of
the Lease and is specifically incorporated into the Lease. Except as otherwise expressly
indicated herein, all capitalized terms shall have the meanings ascribed to them in the
Lease. To the extent any terms and provisions of this Tweifth Amendment are
inconsistent with the terms and provisions of the Lease, the terms and provisions of this
Twelfth Amendment shall prevail. Except as amended herein, the Lease shall remain in
full force and effect in accordance with its terms through the entire term of the Lease, as
amended.

2. This Twelfth Amendment to Lease is not intended to modify or affect the
Lease in any way whatsoever except as expressly provided for in this Twelfth
Amendment. The parties hereby confirm that the Lease, as amended by this Twelfth
Amendment, is in full force and effect. To the best of Tenant's knowledge, Landlord is not
in default under the Lease.

3. LEASE TERM: Effective upon the execution hereof, the Term of the Lease
with respect to the Expansion Space (hereinafter defined) shall be from the date of
delivery of the Expansion Space to Tenant through the one hundred thirtieth (130th) full
calendar month after the Expansion Rent Commencement Date (hereinafter defined),
hereinafter referred to as, the “Expansion Expiration Date”. Such period from the date of
execution hereof through the Expansion Expiration Date shall be referred to as, the
“Amended Term".

4. EXPANSION SPACE: Tenant agrees to lease and expand the Premises to
include Suite 3510 and Suite 3501 in the 2235 Enterprise Drive Building (the “35 Building")
consisting of approximately 4,569 and 1,700 rentable square feet respectively (the
“Expansion Space”™). The Expansion Space is shown on Exhibit A attached hereto. Tenant
shall be granted possession of said Expansion Space on the following terms and
conditions:

A LEASE OF ADDITIONAL SPACE: In addition to the Premises
currently leased by Tenant under the Lease, (the “Current Space”) and effective
upon complete execution hereof, and delivery of the Expansion Space to Tenant,
Landlord leases to Tenant, and Tenant accepts, the Expansion Space. The
Expansion Space and the Current Space are hereinafter cumulatively referred to
as the "Total Space.” The rentable square footage of the Total Space shall be
24,717 rentable square feet.

B. CONDITION OF EXPANSION SPACE: No Landlord Work. The
Tenant's taking possession of the Expansion Space shall be conclusive evidence
that the Expansion Space and the Building were in good order and satisfactory
condition when the Tenant took possession, and Tenant, having examined the
Expansion Space, accepts same in "AS-IS" condition. No promise of the Landlord
to alter, remodel or improve the Expansion Space or the Building and no
representation respecting the condition of the Expansion Space or the Building
have been made by the Landlord to the Tenant.

TR0

ATTACHMENT 2
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ATTACHMENT 2

Site Ownership
Docusign Envelope [D: 52F80B88-8A98-4710-AASS-DIIASBSIEL1

(). Tenanfs Work. Tenant shall, at its sole cost and expense, subject to
Landlord's Allowance as hereinbelow defined, "build-out® the Expansion Space for its
intended use using a general contractor of its choice ("Tenant's Work"). Tenant's Work
performed by Tenant shall be made in full accordance with the plans and specifications
approved by Landlerd, not to be unreascnably withheld, conditioned or delayed. No
building permits for any Tenant's Work shall be applied for until the applications therefore
have been submitted to and approved in writing by Landlord, not to be unreasonably
withheld, conditioned or delayed. No work shall be commenced in connection with any of
Tenant's Work or any subsequent alterations or additions to the Expansion Space desired
by Tenant until (i) the plans, specifications and contract(s) to be entered into by Tenant
pertaining to such alterations or additions have been submitted to and approved in writing
by Landlord, not to be unreascnably withheld, conditioned or delayed. Any such plans
preduced by Landlord or Landlord's agents are hereby approved. The approval of the
Landlord of such third party produced plans and specifications shall not constitute the
assumption of any liability on the part of Landlord for their accuracy or their conformity
with Building Code requirements, and Tenant shall be sclely responsible for such plans.
The approval of Tenant's third party produced plans and specifications shall not constitute
a waiver by Landlord of the right to thereafter require Tenant to amend the same to
provide for omissions therein later discovered by Landlord; and (ii) Tenant or its contractor
shall have deposited with Landlord certificates of an insurance policy or policies in an
amount satisfactory to Landlord and issued by a company or companies approved by
Landlord, indemnifying Landlord against any and all claims of every kind, because of
accident, injury or damage to any person or property arising out of the work done in
connection with the making of such alterations. The general contractor selected by Tenant
shall provide Workers' Compensation insurance and evidence same to Landlord.

Every person who furnishes labor or services, or who is in any way connected with
any and all repairs, replacements, alterations, improvements or changes made by or at
the instance of Tenant in or to the Premises, the fixtures or equipment in connection
therewith, or the appurtenances thereto belonging shall, prior to commencement of any
such work, furnish Landlord with sworn contractors' statements. No payment shall be
made to any such person unless Landlord is furnished with and approves waivers of lien
against any mechanic's lien in connection with said improvements, alterations or
additions.

Tenant shall take all other steps necessary to ensure that no liens attach to the
Building by virtue of any work performed or materials or equipment installed on Tenant's
behalf, and Tenant expressly warrants to Landlord that no such liens shall attach.

All Tenants Work shall be peformed In a good, workmanlike, and
professional manner.

(i) Landlord's Allowance. Tenant shall, at Landlord's sole cost and
expense up to Three Hundred Ninety-Nine Thousand Five Hundred Eight-Six and 00/100
Dollars ($399,566.00, “Landlord’s Allowance”) and thereafter at Tenant's sole cost and
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expense, perform Tenant's Work pursuant to the Lease. The full cost of Tenant's Work
shall be paid by Landlord to Tenant or Tenant's contractor (the “Contractor®).

Tenant may submit draw requests, no more than once every thirty
{30) days, which request must include a certificate stating that the amount
of the Landlord Allowance then being requested represents amounts paid
by Tenant on account of Tenant’s Work to contractors, subcontractors,
materialmen, engineers, architects or other persons who have rendered or
furnished services ar materials for the work and giving a brief description of
such services and materials and the several amounts so paid to each of
such persons with respect thereto (however, in any case, such request shall
not exceed a pro-rata share based on the total construction contract
executed by Tenant) and Tenant shall deliver to Landlord partial or final
waivers of lien (as appropriate) from such contractors subcontractors,
materialmen, engineers, architects or other persons who have rendered or
furnished services or materials for work. Payment of such amount
requested shall be due within thirty (30) days of Landlord's receipt of
Landiord's notice of approval of each such Tenant draw request.

C. BASE RENT: Effective as of the earlier of (i} Tenant opening
for business in the Premises; (i) ten (10) business days after substantial
completion of Tenant's Work and issuance of an occupancy certificate (or
equivalent) by the Village of Westchester; and (iii) three hundred (300) days
following the date hereof (the “Expansion Rent Commencement Date”, or
“Expansion RCD") with respect to the Expansion Space only, Tenant shall
pay to Landlord at the office of Landlord or at such other place as Landlord
may designate, in writing to Tenant, monthly Base Rent during the
Amended Term as follows:

Period Monthly Base Rent
Expansion RCD through September 30, 2026 $11,704.00
Oclober 1, 2026 through September 30, 2027 $12,142.00
October 1, 2027 through September 30, 2028 $12,598.00
October 1, 2028 through September 30, 2029 $13,073.00
October 1, 2029 through September 30, 2030 $13,566.00
October 1, 2030 through September 30, 2031 $14,079.00
October 1, 2031 through September 30, 2032 $14,613.00
October 1, 2032 through September 30, 2033 $15,167.00
October 1, 2033 through September 30, 2034 $15,744.00
October 1, 2034 through Expiration Date $16,345.00

Notwithstanding anything to the contrary contained herein, so long as
Tenant is not then in default under any of the terms, conditions or
obligations of the Lease after any applicable cure and grace periods,
monthly Base Rent for the Expansion Space only shall abate for the
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following five (5) months of the Amended Term: the 67th, 79th, 91st, 103rd,
and 115th full calendar months after the Expansion Rent Commencement
Date.

S. OPTION TO TERMINATE: Tenant shall have the right to terminate this
Lease with respect to the Expansion Space only (the “Option fo Termminate”), said
termination to be effective the last day of the sixty-sixth (66th) full calendar month after
the Expansion Rent Commencement Date (the “35 Termination Date"), provided:

(a) Tenant is not then in default of any of the terms and conditions of this
Lease beyond any applicable notice and cure period and this Lease is then in full
force and effect;

(b) Landlord receives written notice from Tenant exercising this option
not later than nine (9) months prior to the effective termination date; and

(¢} Tenant delivers to Landlord, together with the above notice, a
termination fee {the "Fee") in the amount of $323,758.00 which is equal to the then
remaining unamortized balance of the following items: all brokers commissions
paid by Landlord relative to this Twelfth Amendment to Lease; and the Landlord
Allowance Landlord incurred relative to this Twelfth Amendment to Lease
(collectively, the “Costs”), such Costs to be amortized over the rental stream of this
Twelfth Amendment to Lease at 8% annual interest thereon.

In the event the entire Fee is not delivered to Landiord by Tenant together with the above
Notice, Tenant's exercise of this option shall be nuil and void and of no force or effect. In
the event that Tenant validly exercises this Option to Terminate with respect to the
Expansion Space, then Tenant shall have nc further obligation to pay rent for the
Expansion Space following the 35 Termination Date.

6. OPTION TO RENEW: Provided that (i) this Lease is in full force and effect,
(i) Tenant is in possession of the Premises, and (jii) Tenant is not in default under any of
the terms conditions and obligations of this Lease beyond any applicabie notice and cure
period, Tenant shall have the option to renew the term of this Lease with respect to the
Expansion Space for one additional period of five (5) years ("Option Period"). Said Option
Period shall commence on the day following the expiration date of the Amended Term.
The tenancy resulting from the exercise of said option shall be on the same terms and
conditions as set forth in this Lease, except that monthly Base Rent during the Option
Period shall be as set forth below. Said Option Period may be exercised only upon written
notice thereof which must be received by Landlord at least two hundred seventy (270)
days prior to the expiration date of the Amended Term.

Monthly Base Rent for the Expansion Space during the Option Period shall be
recalculated and shall initially be the then "fair market rental value for the Premises® and

shall escalate four percent (4%) per year. For the purposes hereof, the “fair market rental
value of the Premises” shall be determined as follows: For a period of thirty (30) days
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after Tenant's notice exercising its option to extend, Landlord and Tenant shall attempt to
agree on the fair market rental value. If the parties are able to agree, the monthly Base
Rent for the Expansion Space during the Option Period shall be such agreed upon fair
market rental value. However, if Landlord and Tenant are unable to, or fail to agree upon
such fair market rental value for the Option Period on or before such thirty (30) day period,
the fair market rental value shall be determined by one (1) Rent Appraiser (as defined
below) designated by Landlord and approved by Tenant, within ten (10) days following
the expiration of such thity (30) day period. If Landlord and Tenant so agree on a Rent
Appraiser, such Rent Appraiser shall then make the determination of fair market rental
value within thirty (30) days thereafter. If Landlord and Tenant do not agree on such Rent
Appraiser selected by the Landlord, then Tenant shall select a Rent Appraiser within ten
(10) days thereafter and the two Rent Appraisers shall determine the fair market rental
value. If the determination by the two Rent Appraisers differs by less than ten (10%)
percent, the arithmetic average of the two determinations shall be the fair market rental
for the purpose of the above calculation. if the two determinations differ by more than ten
(10%) percent, then the two Rent appraisers shall select a third Rent Appraiser who shall
make the determination of the fair market value for the purpose of the above calculation.
Rent Appraiser shall be an independent real estate appraiser or broker who shall have
substantial professional experience in the appraisal and/er leasing of comparable space
in the Chicago area and who shall be in all respects impartial and disinterested. Any and
all fees charged by each Rent Appraiser shall be split equally between Landlord and
Tenant.

If Tenant fails to exercise this option during the period when said option is
available, or if this Lease is no longer in full force and effect for any reason, this option
shall be void. Upon the expiration of the Option Period, Tenant shall have no further option
to extend the Term of this Lease.

7. RIGHT OF FIRST OFFER: Tenant's Right of First Offer, as set forth in the
Eighth Amendment to Lease, shall remain in full force and effect during the Amended
Term and shall apply to the Expansion Space.

8. OCCUPANCY: The following is hereby added to the end of Section 3 of the
Lease: "Tenant may operate during such days and hours as Tenant may determine,
without the imposition of minimum or maximum hours of operation by Landlord, and
Tenant shall have exclusive use of and full-time access to the Premises.”

9. INSURANCE: The third paragraph of Section 10 is hereby amended by
deleting the words ", which certificates shall state that such insurance coverage may not
be changed or cancelled without at least thirty (30) days’ prior notice to Landlord and
Tenant."

10. REGULATORY COMPLIANCE: Landlord represents to Tenant that
Landlord is not a “referring physician® or a “referral source” as to Tenant for services paid

for by Medicare or a state healthcare program, as the terms are defined under any federal
or state healthcare anti-referral or anti-kickback, regulation, interpretation, or opinion
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("Referral Source™). Each parly represents that (1) it is not currently excluded from
participation in any federal healthcare program, as defined under 42 U.5.C. Section
1320a-7b; (2) it is not currently excluded, debarred, suspended or otherwise ineligible to
participate in federal procurement and non-procurement programs; and (3} it has not been
convicted of a ¢riminal offense that falls within the scope of 42 U.5.C. Section 1320a-7(a)
but has not yet been excluded, debarred, suspended, or otherwise de¢lared ineligible
(each, an “Exclusion”), and agrees to notify the other party within 2 business days of
learning of any such Exclusion or any basis therefor, If Landlord is or becomes a Referral
Source and if this Lease is terminated for any reason before the first anniversary of the
Expansion RCD, then Landlord and Tenant shall not enter into any similar agreement
with each other for the Expansion Space before the first anniversary of the Expansion
RCD.

The parties enter into the Lease with the intent of conducting their relationship in
full compliance with applicable laws, regulations and guidelines, including, without
limitation, the Anti-Kickback Statute and the Physician Self-Referral Statute, more
commonly known as the Stark Law, pertaining to the use and occupation of the Premises
(collectively, “Applicable Laws®). Each party represents that the entering into and
performance of its obligations do not knowingly viclate any Applicable Laws. Landiord
shall notify Tenant of, and cooperate with, any request from a duly authorized government
representative (e.g., Secretary of Health and Human Services, Comptroller General) for
access to books, documents, and/or records related to this.

11. PROTECTED HEALTH INFORMATION: Landlord acknowledges and
agrees that from time to time during the Term, Landlord and/or its employees,
representatives, or assigns may be exposed to, or have access to, Protected Health
Information (“PHI"), as defined by the Health Insurance Portability and Accountability Act
of 1998 and related regulations ("HIPAA"), 45 CFR Parts 160 and 164. Landlord agrees
that it will not use or disclose, and Landlord shall cause its employees and assigns not to
use or disclose, PHI for any purpose unless in accordance with the requirements of
HIPAA and all other applicable medical privacy laws. Landlord further agrees that,
notwithstanding the rights granted to Landlord pursuant to this Lease, Tenant has the
right to restrict access to the portions of the Premises where patient medical records are
kept or stored or where such entry is prohibited by applicable healthcare laws, such areas
to be deemed Secured Areas (as defined below), and Tenant may install locks at Tenant's
expense on areas within the Premises as required for operation of its business, such as
areas containing patient records or regulated narcotics and pharmaceuticals. Landlord
further agrees that notwithstanding the rights granted to Landlord pursuant to this Lease,
Tenant may designate certain portions of the Premises as *Secured Areas® if designation
of such areas does not violate any applicable laws or prohibit Landlord free accessto any
fan room, mechanical room, or other portion of the Premises which is necessary to enter
in connection with the repair, maintenance, operation, or upgrading of the Building
systems and/or equipment or serving or providing services to other tenants in the
Building, such as through riser closets or electrical rooms. Tenant shall not be required
to furnish Landlord with door keys or other entry devices to the Secured Areas. Landlord
agrees not to access or enter, nor allow its agents, representatives, employees, or
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independent contractors to access or enter Secured Areas, unless and until Tenant has
been given 3 business days’ prior written notice and then Landlord may only access the
Secured Areas with an authorized representative of Tenant, which Tenant shall provide.
If Landlord reasonably determines that it is necessary for Landlord to enter the Secured
Areas in an emergency situation, Tenant must immediately permit such entry. In such
event of an emergency, if Tenant is unavailable to provide such consent or if Tenant
refuses to permit Landlord to enter into the Secured Areas, then Landlord may use such
force as Landlord deems reasonably necessary to obtain entry into the Secured Areas
and Landlord shall not be responsible for any damage to Tenant's properly or the
Premises caused by Landlord’s forced entry.

12. BROKERS: Landlord and Tenant each represent and warrant to the other
that the only brokers they have dealt with in connection with this Twelfth Amendment are
Marc Realty LLC, and Mass Realty LLC, whose commissions and fees shall be paid by
Landlord pursuant to a separate written agreement. Landlord and Tenant each agree to
defend, indemnify and hold the other harmless from and against all claims by any other
broker for fees, commissions or other compensation to the extent such broker alleges to
have been retained by the indemnifying party in connection with the execution of this
Twelfth Amendment. The provisions of this Paragraph shall survive the expiration or
sooher termination of the Lease.

13. MISCELLANEOUS:

(@) All captions contained in this Twelfth Amendment are inserted only as a
matter of convenience and in no way define, limit, or extend to scope or intent of this
Twelfth Amendment or any provision hereof.

(b)  This Twelfth Amendment shall be binding upon and inure to the benefit of
the parties, their respective heirs, successors and assigns.

(c) This Twelfth Amendment sets forth the entire agreement between the
parties and any prior writings or conversations are merged herein and extinguished. No
amendment, alteration or other change of this Twelfth Amendment shall be enforceable
unless set forth in a writing signed by the parties hereto.

(d) Except as otherwise provided herein, effective as of the Expansion Date, all
duties and obligations of Tenant under the Lease relative to the Premises shall be duties
and obligations of Tenant relative to the Total Space.
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IN WITNESS WHEREQCF, the undersigned have executed this Twelfth
Amendment as of the day and year first written above.

LANDLORD: TENANT:

MARC REALTY LLC, SOLARIS HEALTH HOLDINGS, LLC,

as Managing Agent aforesaid a Delaware limited liability company
DocuSignad bry: lhmdbr

By: [_m Weiner ﬂ {’ff ‘/)/

Manager Name or. Richard warris

Its: Market president

ACKNOWLEDGED AND AGREED FOR PURPOSES OF
CONFIRMING THE CONTINUING LIABILITY OF
SUBTENANT UNDER THE LEASE:

SUBTENANT:

UROPARTNERS, LLC,
an lllinois limited liability company
DocuBigned by

Kidhard, (ostn,

By e -
Name:;

Its: coo
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UroPartaers, LLC
2245 Enterprise Drive
Sufte 4506
Westchester, Illinois 60154

November 30, 2022

Enterprise Centre 1LLC

c/o Marc Realty LLC

55 East Jackson Boulevard
Suite 500

Clucago, lllinois 60604

Re:  Consent to Assignment of Lease
Dear Sir or Madam;

We are pleased to announce that UroPartners, LLC (“Tepant™ and Solaris Health Holdings, LLC and its
affiliates (“Solans"”) plan to enter mto an agreement that would result 1 the assignment of certain assets,

including the Agreement (as defined below), of Tenant to Solaris (the “Proposed Transachion™).

Tenant and Enterprise Centre LLC (“Landlord™) are parties to that certain Office Building Lease for the
premses located at 2225 Entferprise Drive, Suste 2511, Westchester, Illinois 60154 (the “Agreement™),
dated August 15, 2005 as subsequently amended. Tenant hereby requests that Landlord consent to the
assignment of the Agreement to Solaris in connection with the Proposed Transaction, waive any breach or
default nghts, including any nights of termmation, that 1t has under the Agreement as the result of the
Proposed Transaction, and further consent to a sublease of the prenuses leased under the Agreement from
Solaris to Tenant or otherwise altow the occupancy or use of all or any portion of the pretmses leased under
the Agreement by Tenant (collectively, the “Sublease™). Tenant shall remam fully liable throughout the
entire term of the Agreement for the performance and observance of all terms, covenants, and conditions
contained in the Agreement.

By sigming thas lefter agreement, Landlord (1) consents to the assignment of the Agreement to Solans m
connection with the Proposed Tramsaction, (u) acknowledges and agrees that the Agreement will continue
m full force and effect and shall continue to be in full force and effect following the Proposed Transaction,
(u11) consents to the Sublease, which shall be on all of the same terms and conditions of the Agreement,
(1v) warves any right of recapture, breach or default of the Agreement or any right to termunate the
Agreement as a result of the Proposed Transaction or other remiedies Landlord may be entitled to under the
Agreement m conpection with the assignment and the Sublease, and (v) acknowledges and agrees that
neither the assignment nor the Sublease shall eliminate or adversely affect Solans’s option rights as the
tenant, if any, set forth in the Agreement. In the event, however, that the Proposed Transaction 15 not
consummated, this consent shall be of no force and effect. We will notify you if the Proposed Transaction
15 not completed.

Thas letter may be executed in any anmber of counterparts and by different parties on separate counterparts
Delivery of an executed counterpart of thas letter by email transnussion of a pdf (or simular) file format
document shall be as effective as delivery of a manually executed counterpart of this letter.

Please confirm Landlord’s consent and agreement to all of the foregoing by executing this lefter m the space
below and returning the same to Morgan T. D'Arcy via email at mdarcy@pfs-law.com as soon as possible

PFS:56913 0072 30158251

ATTACHMENT 2

Page 39



ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 02/2024 Edition

ATTACHMENT 2
Site Ownership

If you have any questions or concerns regarding the foregoing, please contact Morgan T. D'Arcy at your
convenience

Thanok you in advance for your prompt attention to this request.
Yours truly,
UroPartners, LLC
By:

Name: Richard Harmis
Title: Manager

The undersigned hereby acknowledges and
agrees to the tenns of thus leter agreement
without modification of the Agreement. It
bemng understood that nothing contained
heren or 1n the Proposed Transaction shall
release or discharge Tenant from its
Liabilittes and obligations umder the
Agreement or constitute a waiver by the
undersigned of the continuing obhgation of
Tenant under the Agreement to secure the
prior written consent of the undersigned to
any further assignment of the Lease:

Enterprise Ceatre L1.C,

Title; Manager

PFS:38913.0072 3015823.1
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Thank you in advance for your prompt attention to this request.

Yours truly,

Title: Manager

PF5:48913.0072 3020008.1
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OFFICE BUILDING LEASE

ENTERPRISE Center
2205 - 2255 Enterprise Drive
Wastchester, llinois 60154
Between
MARC REALTY LLC

as Managing Agent for Landlord
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OFFICE BUILDING LEASE

THIS LEASE is made as of the 15™ day of August, 2005, by and between MARC REALTY LLC, as
Managing Agent for Beneficiaries of North Star Trust Company Title Holding Land Trust, {"Land'ord™}, and
UROPARTNERS, LLC, an (linois limited liabllity company, ("Tenant’).

Landlord hereby leases to Tenant and Tenant hereby accepls the premises designated on the plan
attached hereto as Exhibit “A", commonly described as Suile 2511 (b&ing approximately 2,062 rentable
square fesl) (tha "Preiniges") in the building located on the Land (the "Land"} commonly known as Enterprise
Center, 2205 - 2255 Enterprise Difve (the *Complex’), localed at 2225 Enterprise Drive, Westchaster, lllinois
60154, (the "Building™) for the term of five (5} years commencing on the 1" day of December, 2005 and
terminating on the 30% day of Novembar, 2010 (the “Term™), bath dates inclusive, unless sooner terminated
as provided herein,

in consideration theraof, Landlord and Tenant covenant and agree as follows:

1. BASE RENT. Tenant shall pay to Landlord at the office of Landiord or &l such other place as
Landlord may designate the month'y Base Rent as follows:

PERIQD MONTHLY

BASE RENT
Dacember 1, 2005 through November 30. 2008 $2,835.00
December 1, 2008 through November 30, 2007 $2,977.00
December 1, 2007 through November 30, 2008 $3,126.00
December 1, 2008 through November 30, 2000 $3,282.00
Dacember 1, 2009 through November 30, 2010 $3,448.00

Each monthly Base Rent payment shall be made in advance on the first day of each and every month
during the Term, without any sat-off or deduction whatsoever, except that Tenant shall pay the first full

month's instaliment at the time of execulion of this Lease. If the Term ances other than on the first day
of a month or ends other than on the last day of the monthathe Ba tfor such month shall be prorated,
and the proraled rent for the portion of the month in whi T mmenges shall also be paid at the time
of execution of this Lease. 5’

W €
2. ADDITIONAL RENT, All a '] i be paid by Tenant under this Lease
in addition to Base Rent sha'l be deernedfaAt, the sameg shall be treated in all events as
{\5 3.

the failure to pay rent. 0

3 OCCUPANCY. Tenay! ea‘luﬁa py the Premises for medical laboratory and general
offica purposes and no other A

!

4. CONDITION OF P| ’.l"l'he Tenant's taking possession shall be conclusive evidence
that the Premises and the Building in good order and satisfactary candition when the Tenant took
possession, and Tenant, having examihed the Premises, aceepts same in "AS-1S" condition. No promise of
the Landlord to alter, remedel or improve the Premises or the Building and no representation respecting the
condition of the Premises or the Building have been made by the Landlord to the Tenant other than as are

containad in the Workletter attached hereto.

5. POSSESSION. Inthe event the Premises shall not be completed and ready for ocoupancy on
the date fixed for the commencement of the Term or in the event Landlord is unable to deliver possession on
such date by reason of the holding over or retention of possession by any tenant or cecupant, this Lease shall
nevertheless continue in force and effect but Rent {including Addilional Rent) shall abate untll the Premigses
are ready for occupancy or until the Landlord is able to deliver possession, ae the case may be, and Landiord
shall have no other liability whatsoaver on account thereof; provided, however, thare shall be no abatement of
Rentif the Premises are not ready for occupancy because of the failurs to complate the instaliation of special
equipment, fixtures or materials ordered by Tenant, or because of any delays resulting from Tenant’s faifure
to approve or submit plans and specifications timely in accordance with the Workletter attached hereto or
othar written agreement of resulting from changes or additions to Tenant's plans and specifications after the
initial submission hereof, The Premises shall not be deemed incomplete or not ready for occupancy if only
insubstantial details of construction, decoration or mechanicsl adjustments remain to be done. Excepl as
otharwise agraed upon In wriling, the determination of Landlord's architect shall be final and conclusive on
both Landlord and Tenant as to whether the Premises are completed and ready for occupancy. If Tenant
shall take possession of any part of the Premises prior to Lhe dale fixed above as the first day of the Term
(which Tenant may nat do without Landlord's prior written consent), al! of the covenants and conditions of this
Lease shall be binding upon the parties hereto with respect to such part of the Premises as if the first day of
the Term has been fixed as the date when Tenani entered such possassion and Tenant shall pay to Landlord
rent for the pariod of such occupancy prior to the first day of the Term of this Lease at the rate of the annuat
Base Rent set forih in Paragraph 1 hersof for the portion of the Premisas so occupied. Under no
circumstances shall the ocourrence of any of the events herelnabove refarred to ba desmed to accelerate or
defer tha stated expiration date of the Term.

1
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in the event Landiord fails to substantially complete the Wark as set forth in the Workletter, through no
fault of Tenant, within ninety {90) days after the Commencement of the Term, Tenant shall have the right to
cancel this Lease by written notice to Landlord.

6. A. SERVICES. Landlord shall provide the following services on ail days during the Term
excapling Sundays and holideys, unless otherwise stated. (Holidays being New Year's Day, Memorial Day,
July ath, Labor Day, Thanksgiving Day and Christmas Day):

(a} Rooftop condensing unit(s), air handler(s) and heating uni{s} for Tenant's usa, including
routine inspections thereof,

(b} Electricity for all standard receptaclas and fighting fixtures and alsa for Tenanf's heating {if
electric heating), cooling, and for all alr conditioning units, and incidental uses, and gas for Tenant’a
heating {if gas heat) which electricty and gas shall be separately metered and bllled directly to, and
be the sole responsibility of, Tenant by the utility company fumishing such service Tanant shal bear
the cost of maintenance of lighting fixtures and replacement of batasls and lamps. The electricity for
Tenants incidental uses shall be limited to that used for equipment and accessories nommal to office
usage, and shall include electricity for photocopy machines, elactronic data processing equipment,
and computers, but shall exclude special heating, cooling and humidification equipment and other out
of the ordinary eleciric squipment. If Tenent requires electricity for equipment and accessories not
normal to office usage, Tenant shail procure slectricity for such equipment and accessories, at
Tenant's expense, from the local public utility company servicing the Building. Tenant shall pay for
the cost of installing any additional required meters.

{¢) Janitor services Monday through Friday in and about the Premises.
{d) City water from the regular Building oullets for drinking, lavatery and toilet purposes
{e) Snow remaval service for walks within a reasonable time after a snowfall

{  Outslde and inside windew washing about the Premises &t intervals to bedetermined by

Landlord.
g ., Eﬁg@. by abatement of rent or otherwise,
g When &
Y,

Tenant agrees that Landlord shall not b
for failure to furnish or delay in fumishing a jjure or delay i3 occasioned, in
whole orin part, by repairs, renewals opirdh ny. ? lockout or other iabor rouble, by
inability to secure electricily, gas, wa ey © A ng after reasonable effort so to do,
by any accident or casualty wha ] fefatit of Tenant or other third parties, of by any
cause beyond the reasonable co flich failurea or detays shall never be deemed
to constitute an eviction or distugh #o¢d use and possesalon of the Premmses or relieve
the Tenant from paying rentSpe of ita obligations under this Laase.

All charges for ices forich Tenant is required to pay hereunder shali be dus and
payable at the same time as th mlmeni of rent with which they are billed, or, if billed separately,
shall be due and payable mc@uo) days after such bilfing. !f Tenant shalt fail to make payment
tor any such services, Landiord may, without notice to Tenant, discontinue any or all of such services
and such discontinuance shall not be deemed to constitute an eviction or a disturbance of the

Tenant's use and possesaion of the Premises or relleve Tenant from paying rent or performing any of
its other obligations under this Lease.

B. UTILITY DEREG! R

(2) Landlord Confrolg $election. Commonwealth Edison ('Electric Service Provider") is the
utility company currently providing electricity service for the Building. Notwithstanding the foregoing, if
parmitted by law, Landlord shall have the right, at Landiard’s scle option, atany time and from time to
time during the Temm to either contract for electric service from a new or different company or
companies providing electric service (each such company shall hereinafter be referred to as an
“Alternate Service Provider”) or continue to either contract for service from the Electnc Service
Provider.

(b} Tenant Shall Give Landlord Access. Tenant shall cooperate with Landlord, the Electric
Service Provider, and any Altemate Service Provider at all times and, as reasonably necessary, shall
atlow Landlord, Electric Service Provider, and any Altemate Service Provider reasonabla access to
the Building's water lines, efeciric lines, feeders, risers, wiring, and any other machinery or service
apparetus within the Premises,

{¢) Landiord Not Responsibla for Interruption of Service. Landiprd shall in no way be fiable or

responsibla for any loss, damage, or expense that Tenant may sustain or incur by reason of any
change, failure, interference, disruption, defect, interruption or delay in the supply or character of the
elactric energy lumished to the Premisas or the Building, orif the quantity or character of the elsctric
energy supplied by the slectric Service Provider or any Altemate Service Provider is no lengar
available or suitable for Tenants requiremaents, and no such change, failure, defect, unavaitability, or

2
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unsuitability shall constitute an actual or constructive eviction, in whole or in part, or enlitle Tenant 1o
any abatement or diminution of rent, or relieve Tenant from any of its obligations under the Lease.

C. RENT ABATEMENT. Notwithstanding anylhing to the contrary contained herein, if, as result
of the negligence of Landlord, its agents or employees, there is an interruption or discontinuance in the
turnishing by Landlord of any of the aforemantioned services to the Premises which results in Tenant being
unable to operate at the Premises, and Tenant is closed at the Premises, for a period in excess of five (5)
consecutive daya after notice 10 Landlord by Tenant, the monthly Base Rent required under this Lease shall
abate from the end of such period untll the eariiar of the date Tenant reopens at the Premises or such ime as
the service is restored such that Tenant Is again reasonably able to operate at the Premises. In the event
that such interruption or discontinuance which is within Landlord's reascnable control, and which is not being
diligently remadied by Landlord, results in Tenant being unable to operate at the Premises, and Tenant is
closed at the Premises, for a parlod in excess of sixty (60) consecutive days after notice to Lendlord by
Tenant, then Tenant shall hava the right to terminate this Lease by written notice to Landiord,

7 REPAIRS. Tenantwill at Tenant's own expense, keep the Premisas in guod order, repair and
condition during the Term, and Tenant shall promptly and adequately repair all damage to the Promises and
replacs or repair all damaged or broken plumbing, fixtures and appurienances with plumbing, fixtures or
appurtenances of substantially the same grads, make and quaity, under the supervision and subject fo the
approval of the Landlord, and within any reasonable period of time specified by the Landlord  Tenants
obligation for repairs shall not include any obligation to make structural repairs. including the walls, roof, Roors
and intemal pipes, conduits, ducts, ines, wires, dralns and flues and all other facilities for plumbing,
electricity, or heating and air conditioning units, unless such repairs or replacement are caused by the
negligence of Tenant. If the Tanant doas not make its required repairs and reptacements, L andlord may, but
need not, do 8o, and Tenant shatl pay Landlord the cost thereaf forthwith upan belng billed for same.

Landlord may, but shall not be required to, enter the Pramisss at all reasonable imes to make such
repalrs, alterations, Improvements and additions, including, without limitation, conduits, ducts, intemal pipes,
lines, wires, drains and flues and all ather facilities for plumbing, efectricity, heating and air conditioning, as
Landlord shall desire or deem nacessary to iha Premises or to the Building or to any equipment located in the
Building or as Landlord may be required to do by government authority o court order or decree.

8. ADDITIONS AND ALTERATIONS. Tenant %
Landlord, make any alterations, improvements or addifin/Bi\o the(Fremises. JLandlord need not give any such
consent but if Landlord does, it may impose sughroohdilfbii with r thereto as Landiord deems
appropriata, including, without Emitations, requirit9 30 t0 fup X with security for the payment of
all costs to be incurred in connection with sycth "and wainst liabilities which may arise out of
such work, as determined by Landlordy i 16 make any alterations, improvements or
adiditions to the Prarrises shall be done & opifactors. Tenant shall promptly pay to Landlord
or to Tenant's contractors, as the case ik $mga, the cost of all such work and of alt decoraling
required by reason thereof, and i gb Hdliver to Landlord, if payment is made directly to
contractors, evidence of payw‘. ntractbrs” jiftiavits and full and final waivers of all liens for 1abor,
sarvices or matarials, and TenZnt shall d and hold Landlord and the Land and Building harmless from
all costs, damages, liens and expensg.xtgl thersto.

L

out the prior written consent of

All work done by Tenant or iI}comracfors pursuant to this Paragraph & or pursuant lo Paragraph 7
heraof shall be done in first-class workmanlike manner using only good grades of matarials and shall comply
with all insurance requiraments and a% applicable laws and ordinances and rules and regulations of
govemnmental depariments or agencies. All required permits shall be obtained by Tenant at Tenant's

expense.

If Tenant deslres signal communications, alarm or other utliity or service connection installed or
changad, the same shall be made at the expense of Tenant, with prior written consent and under direction of
Landlord and subject to the conditions of the first paragraph of this Paragraph 8 hereof,

All atterations, impravemants and additions to the Premises, parmanent in character, made or paid for
by Landlord or Tenant, shall without compensation to Tenant becoma Landlord's property at the termination
of this Lease by [apse of time or otherwise and shall, unless L.andlord requests their removal (in which case
Tenant shall remove the sama as provided in Paragraph 18), be relinquished to Landlord In good condition
ordinary wear excepted.

Tenant shall not affix o install any waf treatments or wall coverings, of any type or nature (other than
paint), within the Prermises, without Landiord's prior written consent.

9. COVENANT AGAINST LIENS. Tenant has no authority of power to cause or permit any lien
or encumbrance of any kind whatsoever whether created by act of Tenant, operation of law or otherwise, to
attach (o of be placed upon Landlord's title or interestin the Land, Buildng or Premises, and any and all liens
and encumbrances created by Tenant shall attach to Tenant's interest only. Tenant covenants and agrees
not to suffer or permit any lien of mechanica or materiglmen or others te be placed against the Land, Building
of the Premises with respect to work or services claimed to have been performed for or materials claimed to
have been fumished to Tenant or the Premises, and in cass of any such tlen attaching, Tenant covenants

3
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and agrees immediately ¢ cause it to ba released and removed of racond or bonded in manner satisfactory to
Landlord.

10.  INSURANCE. Landlord and Tenant each agrees to have all fire and extended coverage and
other property damage insurance which it carmies with respect to the Building or Premises or to the property
located in the Premises endorsed with a clause which reads substantially as follows: "This insurance shall not
be invatidated should the Insured waive in writing prior to a loss any or all rights of recovery against any party
for loss occurring to the property described herein.” Landlord and Tenant each hersby waives all claims for
recovery from the other for any loss or damaga Lo the Building or Premises or to the contracts thereof which is
insured under valid and coliectible Insurance policies, subject to the condition that this waiver shall be
effective only when the waiver ia eithar permitted by such insurance policy or when, by the use of good faith
afforts, such waiver could have been Inciuded in the applicable insurance policy at ne additional expense.

Tenant shall camry the following insurance in companies satisfactory to Landlord:

(a) Comprehensive general liabllity insurance during the entire term hereof covering both
Tanant and Landlord as insureds with terms and In companies satisfactory to Landlord with limits of
not less than One Million ($1,000,000} Dollars combined single limit per occurrence for Personal
Injury, Death and Proparty Damage or In such other amounts as Landiord shall reasonably require

() Insurance against all riska {inciuding sprinkler leakage, if applicable}, for the full
repfacemant cost of all additions, improvements and siterations lo the Premises (except to the extent
the same are included within the definition of "Work", but not "Additional Work®, in the Workletter
attached hereto), and of all office furniture, trade fixtures, office squipment, merchandise and all other
iterns of Tenant's property on the Premises.

Tenant shall, priot to the commencement of the Term (or within ten {10} days after written notice from
Landlord to Tenant in the case of additional coverage or increased amounts of coverage}, furnish to Landlord
certificates evidencing such coverage, which certificates shall state that suchinsurance coverage may not be
changed or cancelled wilhout at least thirty {30) days' prior written notice to Landlord and Tenant.

Tenant shall comply with all spplicable Jaws and ordina {including, but not limited to
environmental laws), alt orders and decrees of court and gl requi of other governmental authority,
and shall not directly or indirectly make any use of i éa isBs¥or use, store or dispose of within the

¥

Premises or the Building materials, which may theralfe JA bited or approved by any appropriale
governmental agency or be dangerous to pa(giy Ypb ay jecpardize any insurance
coverage, of may increase the cost of insun ree@d h BUrANCH COVErage.

i
If Tenant does nol take out the ins(nf nGase aht to Lhis Paragraph 10 or keep the same in

premium therefore, and Tenant shall ¢z i fil =4 Additional Rent, Ihe amount so paid promptly upon
demand. In addition, Landlord mayife grfant and Tenant agrees o pay, as Addltional Rent, any
and all reasonable expenses {inghiding att faes) and damagas which Landtord may sustain by reason

of the failure to Tenant to obtain and m%#ﬁi uch insurance, it being exprossty declared that the expenses
and damages of Landlord shall not lﬁ ited to the amount of the premiums thereon.

in no event shall Tenant permit in the Premises flammables such as gasoling, turpentine, kerosene,
naphtha and benzens, or explosives or any other articie of infrinsically dangerous neturs, and in no event
shall Tanant, its agents, employees or invitees bring any such flammables or other articles into the Building,
i by reason of the failure of Tenant to comply with the provisions of this paregraph, any insurance coverage is
jeopardized or Insurance premiums are increased, Landlord shall have the option either to terminate thig
Lease or to raquire Tenant to make immediate payment of the increased insurance premium.

Tenant shall not bring, keep discharge or ralaase of parmit to be brought, kept discharged or
released, in or from the Pramises of the Building any toxic or hazardous substance, material or waste or any
other contaminant or poliutant other than {i} non-reportable quantities of such substances when found in
commonly used household cleansers, office supplies end genaral office equipment and {ii} reasonable
quaniities of lab chermicals and other substances normally used in Tenant's business operations (collactively,
"Hazardous Malerials™), and any Hazardous Materials shall be used, kept, stored and disposed of in sirict
accordance with al’ applicable federal, state and local laws. Tenant shall comply with all applicable federal,
state and local [aws. Tenant shall comply with all applicable federal, siate and locai reporting and disclosure
requirernents, with respect to Hazardous Materials, applicable to its business operations in the Pramises,
Upon tha writtan request of Landlerd, Tenant shall provide periodic written reports of the type and quantilies
of any and all types of substances, materiats, waste and contaminants {whether or not belisved by Tenant o
be Hazardous Materials) used, stored or being disposed of by Tenantin or from the Premises. If Landlord in
good faith determines that any of such substances create & risk to the heatth and safety of Tenant's
employees and invitees of to any other tenant or invites of the Building, Tenant shall, ypon demand by
Landlord, take such remedial action, at the sole cost and expensa of Tenant (Including, withaut limitation,
removal in a safe and lawful manner of any Hazardous Materials from the Premises}, as Landlord deems
necessary of advisabla or as is required by applicable law,
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11 EIRE QR CASUALTY. Ifthe Premises or the Building {including machinery or equipment used
in {ta operation) shall be damaged by fire or other casuaity and if such damage does not render all or a
substantial portion of the Premises untenantable, then Landiord shali repair and restore the same with
reasonable prompiness. If any such damage renders all or 8 substantial portion of the Premises or of the
Building, untenantable, Landlord shall with reasonable promptness after the occurrence of such damage
estimate the length of time that wili be required to substanlially complete the repalr and restoration of such
damage and shall by notice advise Tenant of such estimate. If such estimate is that the amount of time
required to substantially complete such repair and restoration will exceed one hundred eighty {180) days from
the date such demage occurred, then either Landlord or Tenant (but as to Tenant, only if all or a substantial
portion of the Premises are rendered untenantable) shall have the right to terminate this Laase as of the dale
of such damage upon giving notice to the other at any time within twenty (20} days efter Lendlord gives
Tenant the notice cantaining said estimate (it baing understood that Landlord may, if it elects lo do 30, also
give such notice of termination logether with the notice contsining such estimate). Unless this Lease is
terminated as provided in the preceding sentence, Landlord shall proceed with reascnable promptness to
repair and restore the Premisas, subject to reasonable delays for insurance adjustments and delays caused
by matters beyond Landlord's reasonable control, and aleo subject to zoning laws and building codes then in
effact Notwithstanding anything to the contrary herein sat forth (a} Landlord shall have no fiebility to Tenant,
and Tenant shal’ not ba entitied to terminate this Lease, in the event such repairs and restoration are not in
fact completed within the time period estimated by Landlord, as aforesaid, or within said one hundred aighty
{180) days; and {b) Tenant shall not have the right to terminate this Lease pursuant to this Section if the
damage or destruction was caused by the act or neglect of Tenant, its agents or employees,

Notwithstanding anylhing lo the contrary herein set forth, Landlord shall have no duty pursuant to this
Paragraph 11 to repair or restore any portion of the alterations, additions or improvements in the Premises or
the decoration thereto except to the extent that such alterations, additions, improvernents and decoration are
included within the definition of "Work™ (but not "Additional Work™) in the Workletter attached herelo or
otherwise agreed upon in writing by the parties. (f Tenant wants any other or additional repairs or restoration
and if Landiord consents thereto, the same shall be done at Tenant's expensa subject to all the provisions of
Paragraph 8 hereof.

In the svent any such damage not caused by the act or neglect of Tenant, its agents ar sarvants,
renders the Premises untenantable and ifthis Lease shall netbe ca g‘ and tarminated by reason of such
damage, then the rent (including Base Rent and AdditionalRent) sheffdbdte during the period beglnning with
the date of such damage and ending with the date whej (filsds are again rendered tenantable, Such
abatement shall be in an amoun? bearing the sama(al Plotal a of rent for such period as the
untenantable portion of the Premisas from ti%& 9 4 remises.

12. AIVERS O AIMS - IND
by law, Landiord and its officers, agents, sb
person or property or resulting from the g

bloyds shall not be llable for any damage either to
goteustained by Tenant or by other persons due to
pricet thetacf becoming out or repair, or due ta the happening
i g Mg, Dhiiie to any act or neglect of any tenant or occupant of the

Building or of any other personFiis provisighall apply particularty (but not exclusively) to damage caused
by gas, electricity, snow, frost, slearr;&lI | sewer gas or odors, fire, water or by the bursting or leaking of

B 9
0
@gﬁa\gm that, to the extent not prohibiled

pipes, faucets, sprinklers and plumb res, and shall apply without distinction as to the person whose act
or neglect was responsible for the damage and whethar the damage was due to any of the causes
specifically enumerated above or fo some other cause of an entirely different kind. Tenant further agrees that
all parsonal proparly upon the Premises, or upon loading dacks, feceiving and holding areas, or any freight
slavators of the Building, shall be et the riak of Tenant only, and that Landlord shall not be liable for any loss
or damage thereto or theft thereof.

without Emitation of any other provisions hereof, Tanant agrees to defend, protect, indemnify and
save hamiless Landlord of and from all lability to thind parties arising out of the acts of Tenant and its
servants, agenls, employsss, contractors, supplers and workmen or invilees,

13.  NONWAER. No waiver of any provision of this Lease shall be impllad by any failure of
Landlord to enforce any remedy on account of the violation of such provision even if such violation be
continued or repeated subsaquently, and no express waiver shall affect any provision other than the one
specified in such waiver and that one only for the time and in the manner specifically stated. Subject tothe
rights of Landlord in Paragraph 17, no receipt of monies by Landiord from Tenant after the terminatlon of this
Lease will in any way alter the length of the Tem or of Tenant's right to possession hereunder or after the
glving of any natice shall reinstate, continue or extend the Term or affect any notice givan Tenant prior lo the
receipt of such monies, it being agreed that after the service of notice or the commencement of a suil or after
final judgment for possession of the Pramises, Landlord may receive and collect any rent due, and the
payment of said rent shall not waive or affect said notice. suit or judgment.

14.  CONDEMNATION If the whols or any part of the Building shall be taken or condemined for
any public or quasi-publlc use or purpose, the Temm, at the option of Landlord, shall end upon the date when
the posseselon of the part so laken shall be required for such use or purpose and Landlord shall be entitied to
receive the entire award without any payment fo Tenant. Rent shall be apportioned as of the dale of such
tarmination,
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15, ASSIGNMENT AND SUBLETTING. Tenant shalt nol, without the prior written consent of
Landlord (i} assign this Lease or any Interest hareunder; (i} parmit any assignment of this Lease by operation
of law; (lii) sublet the Premises or any part thereof; {fv) permit the use of the Premises by any parties other
than Tenant, its agents and empioyses. In no event shall this Leasa be assigned or assignable by voluntary
or involuntary bankruptcy proceedings or otherwise, and in no event shall this Lease or any rights or
privileges hareunder be an asset of Tenant under any bankruptcy, insolvency or reorganization proceedings.
Tenant shall give Landlord written natice of any proposed assignment or subleasing, which notice shall
contain the proposed principal terms thereof, and upon recsipt of such notice, Landiord shall have the option
to cancel the Lease in the case of a proposad assignment or a proposed subleasing of all of the Premises, or
if Tenant proposes to sublease less than all of the Premises, to cancel the Lease with respect to the portion
to be subleasad, In which latter event the Base Rent end Additional Rent shall be adjusied on a prorata
square foot of rentable arsa basis. The foregoing option to cance! shall nat apply in the casa of a proposed
sublease of all or a portion of the Premlses to an affiliate corporation under tha sams control (as hersinafter
defined) as Tenant, If Landlord wishes lo exarcise such aplion to cancel, Landlord shall, within fifteen (15)
days after Landlord's receipt of such notice from Tenant, send to Tenant a notice so stating and In such
rotice Landlord shall specify the date as of which such cancallation is effective, which date shall be not less
than thirty (30) and not more than ninety (90) days afler the date on which Landlord sends such notice. If
Landlord does not elect to cancel, as aforesald, or if Landlord does not have an option to cancel, Landlord
agress not to Unreasonably withhold its consent to any proposed assignment or subletiing if the proposed
assignes or sublesses (in Landlord's judgment) has a financial condition comparable lo or better than thet of
Tenant, has a good reputation In the business community and agrees to use the Premisss for purposes
satisfactory to Landlord. Further, in the event of a propused subletting, Tenant and the proposed sublessee
shalt use Landlord " s form subleasa agreement unless otherwise agread by Landlord. No assignment of this
Lease shall be effective unless the asaignes shall execute an appropriate instrument assurning all of the
aobiigations of Tenant hereurkler and unless Tenant acknowledges theveln its continued liability under this
Lease. In addition, Tenant shall pay to Landlord any attomey's fees and expenses incumed by Landlord in
connection with any proposed assignment or subleasing, whether or not Landlord consents to such
assignment or subleasing.

Notwithstanding anything to the contrary in this Secticn, if Tenant at any time during the Term of this

Leass is a closely-held corporation and if during the Term of this Lease, the ownership of the shares of stock
which canstitute control of Tenant changes other than by reason of giftottieath, Tenant shall notify Landiord
of such change within five {3) days thereof, arx! Landlordagt its opiid@rmay st any time thereafter terminate
this Lease by giving Tenant at least sixty (60) days prigg:yiiite of said termination. The term “controf”
as used herein means the power to directly or indiredH roction of, the management or
3 which would resuit in direct or

p of shareholders of less than fifty

_s— ¥ n of this Lease by Tenant shall not be

58 q‘ the expiration of the Termn or upon the termination of
€ of firfle or at the option of Landlord as herein provided, Tenant
L8 arRiart in good order, repair and condition, ordinary wear excepted,
and remove all of its property therefrom/god if such possesaion is not immediatety surrendered Landlord may
forthwith re-enter the Premises and itsalf thereof and remove all persons and effects therefrom,
using such force as may be necessary, without belng deemad guilly of any manner of trespass, eviction or
forcible entry or detalner and without thereby refinquishing any right given to Landlord hereunder or by the
operation of law. Withoul limiting the generality of the foregoing, Tenant agrees lo ramove at the tarmination
of the Term or of its right of pogsession the following items of property: office fumiture, trade fixtures, office
equipment, merchandise and all other items of Tenant's property on the Premises, and such (but only such)}
alterations, improvements and additions as may be requesied by Landlord, and Tenant shall pay to Landlord
upon dermnand the cost of repairing any damage caused by any such removal, If Tenant shall fail or refuse to
remave any such property from the Premises, Tanant sheil be conclusively presumed to have abandaned
same, and title thereof shall thereupon pass to Landlord without any cost eilher by set-off, credit, allowance or
otharwise, and Landlord may at its option accept the title to such property or at Tenant's expense may (i}
remove the same or any part in any marner that Landlord shall choose, and {ii) store, destroy or otherwise
dispose of the same without Incuring lisbility to Tenant or any other person.

indirect change in ewnarship by the stocksol brs
percent (50%) of the stock outstandin,
considered a change of control,

shall at ence surrender the Pre

17. HOLDING OVER. Tenant shall pay to Landiord one hundred fifty parcent (150%) of the Base
Rent sst forlh in Paragraph 1 hereof and any appropriate Additional Rent then applicable (the "Holdover
Rate") for each month or portion thereof for which Tenant shall retain possession of the Fremises or any part
thereof after the termination of the Term or Tenant's right of possession, whether by lapse of tme or
otherwiss, and also shall pay all damages sustained by Landlord on account thereof. The provisions of this
paragraph shall not be deemed to Emit any rights of Landlord. At the option of Landiord, expressed in a
written notice to Tenant and not otherwise, such holding over shall constitute either (i) a month-to-month
tenancy upen the then applicable terms and conditions set forth herein, of (i) a tenancy at sufferance, or (jii) a
renewal of this Laase for a pariod of ons (1) year at the Base Rent and Additional Rent as would be
applicable for such year. If no such notice is served, then a tenancy at sufferance shall be deemed created at
the Holdover Rate.

18. ESTOPPEL CERTIFIGATE. The Tenant agrees from time to time upon notiess than ten (10)
days prior request by Landlord of by any Lender which I3 the holder of a lien against the Land or Building
6
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('Lender"), the Tenant or Tenant's duly authorized representative having knowladge of the follawing facts, will
defiver to Landlord a statement in wriling certifying {1} that this Lease ts unmodified and in ful force and effect
{or if there have been modifications that the Lease as modified is in full force and effect); (i} the datss to
which the rent and other charges have been pald; {iii) that the Landlord is not in default under any provision of
this Lease. or, il any default, the nature thereof in detail, and (iv) to auch other matters pertaining to this
Lease as Landlord reascnably requires. If Tenant fails to deliver such stalement wilhin the ten (10} day
period referred 1o above, Tenant does hereby make, constitute and irrevocably appoint Landlord as its
attomay-in-fact coupled with an interest and in its neme, place and stead so to do.

19 SUBORDINATION. Tanant heraby agrees that this Lease shall automatically be subject and
subordinate to (i) any indenture of mortgage or deed of trust that may hereafier be placed upon the Building
and to all renewals, replacements and extensions thereof, and to alt amounts secured theraby, except to the
axtent that any such indenture of morigage or deed of trust provides otherwise, and (il) any ground or
underlying loase. Tenant shall at Landlord's requast execute such further instruments or assurances a3
Landlord may reasonably deem necessary to evidencs the subordination of this Lease to the lien of any such
indenture or mortgage or deed of trust or o any such ground or underiying leasa or to acknowledge that this
Lease is superior to such lien, as the case may be.

Should any prospective mortgage or ground lessor require any modification of this Leass, which
modification(s) wili not cause an Increased cost or expensa to Tenant or in any other way materially and
adversely change the rights and obligations of Tenant hereunder, then and in such event, Tenant agrees that
this Lfease may be so modified and agrees to promptly execute and deliver whatever documents are required
therefor.

Tenant shall, In the event of a sale or assignment of Landlord’s interast in the Land, the Building, or
this Lease, or if the Land or the Building comes into the hands of a Lender, ground lessor or any olher person
whether because of a mortgage foreclosure, exercise of a power of sale under a mortgage, deed-in-lieu of
foreclosure, tarmination of the ground lease, or otherwise, attom to the purchaser or such Lender or other
person and recognize the same as Landiord hereunder. Tenant shall execute, at the request of Landlord,
such purchaser, Lender, or such other person entiled to the attornment by Tenant under this paragraph, any
allornment agreement required by such person to be executed, and containing such provisions as such
mortgagee, ground lessor or other person requires.

20. CE Rl VED (4] ndlord shall have the following rights,
each of which Landiord may exercige without not} O i Tability ko Tenant for darmage or
injury to property, person or business on acco apftand the exercise of any such rights
shall not be deemed to constitute an evictio nk's use or possession of the Premises
and shall not give rise to any claim for s% r any other claim:

{a) To change the stre jas than one hundred twenly (120} day notice,

[s)
ib} Toinstall, @%Pr:i} mai%n%:?aﬂd all signs on the exterior and on the interior of the
Building. 1’ !

{¢) Todecorate or lth repairs, alterations, additions or improvements, whether structural
or otherwise, in and about the Building, or any part thereof, and for such purposes to enter upon the
Premises, and during the continuance of any of said work, to temporarily close doors, entryways,
public space and comidors of the Building and to interrupt or temporanty suspend services and
facilities_ all without affecting any of Tenant's obligations hereunder, so long as the Premises ore
reasonably accessible.

{d} To furmish door keys for doors ini the Premises at the commencament of the Lease. Ta
retain at all imes, and to use in appropriate instances, keys lo all doors within and into the Premises.
Tanart agrees to purchase only from Landlord additional duplicate keys as required, to ¢change no
locks, and not to affix additional locks on doors without the prior written consent of Landlord.
Notwithstanding the provisions for Landlord’s access to Premises, Tenant relieves the Landlord of all
responsibility arising out of theft, robbery. pilferage. Upon the expiration of the Term or Lessea's right
to possession, Tenant shall return all keys to Landlord and shall disclosa to L.andlord the combination
of any safes, cabinets or vaults lefl in the Premises,

{e} Toapprovethe weight, size and location of safes, vaulls and other heavy equipment and
articles in and about the Premises and the Building (so as not to exceed the legal live load), and to
require alt such items and fumiture and similar items to be moved inte or out of the Building and
Premises only at such time and in such manner as Landlord shall direct in writing. Tenant shall not
install, operato or store any machinery, equipment, mechanical devices, goods, articles or
marchandise which may be dangsrous to persons or propery or which may damage or injure the
Premuses. Tenant shall notinstall, operate or store any machinery, equipment, mechanical devices,
goods, articles or merchandise which are of a nature not directly ratated to Tenant's ordinary use of
the Premises without the prior written cansent of Landlord. Movements of Tenant's property into or
out of the Building within the Building are entirely at the risk and responsibility of Tenant and Landlord
rBeserves the right to require penmits before allowing any property to be moved into or out of the

uilding.
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{f) To close the Building after regular working hours and on Saturdays, Sundays and legal
holidays subject, howaver, to Tenant's right to edmittance to the Premises under such regulations as
Landiord may prescribe from tims to time, which may include but shafl not be limited to, a reguirement
that persons entering of leaving the Building identify themselves to a guard or watchman by
registration or otherwise and establiah their right to enter or leave the Building. Such regulations may
include, bui shall not be limited to, the requiring of identification from Tenant, Tenant's employees,
agents, clients, customers, invitees, visitors and guests

(g) To establish controls for the purpeses of regulating afl property and packages (both
personal and otherwise) to be moved inte or out of the Building and Premises.

{h} To regulate delivery and service of supplias in order to ensure the cleanliness and
security of the Premises and to avold congestion of the loading dock and receiving area.

(i) To show the Premises to prospective tenants at reasonabie hours during the last twelve
{12) months of the Term and if vacated or abandoned, to show the Premises at any time and to
prepare the Premises for reoccupancy.

(i) To erect, use and maintain ducts, conduits, plpes, lines, wiring, drains and flues, and
appurtenances thersto, in and through the Premises al reasonable locations.

21.  RULES AND REGULATIONS. Tenant agrees for itself, its empioyees, agents, clients,
customers, invitaes, visitors, and guasts, to comply with tha current Rules and Regulations for the Building {a
copy of which is attached hereto) which, from time to {ime, may be reagonably modifiad or supplemented by
Landlord. Tenant agrees that Landlord shall not have any duty to Tenant to require other lenants to comply
with such Rules and Regulations and Tenant's abligations under thia Lease shall not be altered or reduced by
reason of Landlord's failure so to do.

22 LAND D'S DIES. If default shall be made in the payment of the rent or any
instaliment thereof or in tha payment of any other sum required to be paid by Tenant under this Lease or
under the terms of any other agreement betwsen Landiord and Tenant and such defautt shall continus for five
(5} days after writlen notice, or if default shall be made in the cbservan performance of any of the other
covenanis or condilions in this Lease which Tenant is required«a, e and perform and such shall
cantinue for fifteen {15) days after written notice to Tega@kunlasBdaid defajlt cannot be cured within sald
fiftean {15) days with Tenant using commercially reagohe orts to snd with Tenant having had

timely commencad to cure and dillgently proseputmdSa Lom ) than such longer pedod as may
be required, or if a default involves a hazar@!b q‘& i nce obligation and is not cured by
g gin enant in this Lease shall be levied an

Tenant immediately upon written notice tg Thgnt
oe& v 9 petition in bankruptcy or for corporate

under execulion or other legal pro J

reorganization or any similar refief shall Nent, ot if any inveluntary petitien in bankruptcy shafl be
filed against Tenant under any f {its” barkrfiptcy or insolvency act and shall not have been
dismissed within sixty (60) da fthe filing thérbbf, or if a recsiver shafl be appeinted for Tenant or any of
tha property of Tenant by any and suettpcsiver shall not have been dismissed within sixty (60) days

from the date of his appointment, o;@ﬁt shall make an assignmant for the benefit of creditors, or if

Tenant shall admit in writing Tenan bllity to mest Tenant's debts as they mature, or if Tenant shall
abandon or vacate the Premises during the Term, then Landlord may treat the occurrence of any ore or mere
of the foregaing events as a braach of this Lease, and thereupon at its option may, with or without nolice of
demand of any kind to Tenant or any other person, have any one or more of the following described remedies
in addition {o all other rights and remedies provided at law or in equity or elsewhere herain,

(a) Landlord may terminate this Lease and the Term created hereby, In which event Landlord
may forthwith repossess the Premises and be entitied to recover forthwith as damages a sum of
money equal to the value of the rent provided to be paid by Tanant for the balance of the original
Term, less the fair rental valug of the Premises for sald period, end any other sum of money ang
damages owed by Tenant to Landlord. Should the fair rental value exceed the value of the rent
provided to be paid by Tenant for the balance or the original Term of the Lease, Landiord shall have
no obligation o pay to Tenant the excess or any part thereof.

(b) Landlord may termirate Tenant's right of possession arkl may repossess the Premises‘by
forcible entry and detainer suit, by taking peaceful possession or otherwise, without demand or notice
of any kind to Tenant and without terminating this Lease, in which event Landlord may. but shall be
under no obligation to, retet the same for the account of Tenant, for such rent and upon such temns as
shall be satisfactory to Landlord. For the purpose of such reletting, Landiord is authorized to decorate
or to make any repairs, changes, alterations, or additions in or to the Premises that may be necessary
or convenient. If Landlord shall fall 1o relet tha Premlises, Tenant shall pey to Landlord as damages 8
sum equal to the amount of tha renlal reserved in this Lease for the balance of Its original Term. If the
Pramises are relet and a sufficient sum shalt not be realized from such reletting after paying all
repairs, changes, alterations and additions and the leasing commissions and other axpenses of such
relatting and of the collection of the rent accruing therefrom to satisfy the rent provided for in this
Lease, Tenant shall satisfy and pay any such deficiency upon demand therefor from time to time.
Tenant agrees that Landlord may file suit to recover any sum3 talling due under the terms of this
paragraph from time to time and that no sult or recovery of any portion due Landlord hereunder shall
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be any defense to any subsequant action brought for any amount not theretofore reduced to judgment
in favor of Landlord.

Anything in this Section to the conlrary aotwithstanding, in the event Landlord Is entiied to relet the
Premises under the provisions heraof, Landlord shall take commercially reasonable steps to attempt to doso

23. EXPENSES OF ENFORCEMENT. The non-prevailing party shall pay upon demand ail
reasonable costs, charges and expenses including court costs and the reasonable fees of counsel, agents,
and others retained incurred in enforcing the cbligations hereunder of incurred in any litigation, negotiation or
transaclion In which one party causes the other, without the other's fault, to becoma involved or concemed.
excluding any negotlations to extend or renew this Lease.

24,  MISCELLAN S

{(a) All rights end remedies of Landlord under this Lease shall be cumulative and none shall
exclude any other rights and ramedies allowed by law.

{6} All payments bacoming dus under this Lease and remaining unpald five (5) days after
dus will be subject to a One Hundred Fifty and 00/100 Dollers {$150.00] late charge and shall bear
interest until paid at the annual rats of three {3%) percent in excess of the Corporate base rate then
announced from lime to time by Bank One uniess a lesser rate shall then be the maximum rate
permmissible by law with respect thereto, in which event said lesser rata shall be charged. Such iate
tharge and inferest shall be deemed Additional Rent hereunder.

(¢} The necessary grammatical changes required to make the provisions hereof apply either
to corperations or partnerships or Individuals, men or women, as the case may require, shallin all
cases be assumed as though in each case fully expressed.

(d) Each of the provigions of this Laase shall axtend to and shall, as the case may require
bind and inure to the benefil not oniy of Landlord end of Tenant, but also of their respective helrs,
legal representative, successors and assigns, provided this clause shall not parmit any assignment by
Tenant contrary lo the provisions of Paragraph 15 hereof. <!

(e} Except a3 otherwise provided, all & rejwmlaﬁons and obligations of Landlord are
or,

contained herein and in the attached Wol v modifl , waiver or amendment of this
Leass or of any of its conditions or p X di n the Landlord unless in writing
signed by Landiord orby aduly a of g powared by a written authority signed
by Landlord ¢ 6

() Submissions ofthis j é? Ration shall not bind Landlord in any manner, and
no Lease or obligation of Lag x@ﬁil this instrument ia signed by Landlerd and Tenant
and delivery Is made ﬁh .

[
(g) No rights to light o %ver any property, whether belonging to Landlord or any other
person, are granted to Tendi'@ this Leasa.

et
P

(h) Atany time hereafter, Landlord may {upon sixty [80] days prior notice) substitute for the
Premises other premises in the Complex (herein referred to as the “New Pramises”) provided that Ihe
New Premises shall be similar ta the Pramises in the area and usabla for Tehant's purposes; and if
Tenant Is already in occupancy of the Pramises, then in addition Landlord shall pay the expenses of
Tenant's moving from the Premises to the New Premises (including the cost of moving Tenant's
telephone equipment and the cost of new statlonary} and for improving the New Premises so that they
are substantially similar to the Premises. Such move shall ba made during evenings, weekends, or
atherwise 8o as to incur the least inconvenience to Tenant.

{i} Tenant acknowledges that Landlord has the right to transfer its interest in the Land and
Building and in this Lease, and Tenant agrees that in the event of any such transfer Landlord shall
automatically be released from alt lisbifity under this Lease and Tenant agrees {o look solely 1o such
transferes for the performance of Landlord’s obligations hereunder.

{} Tha captions of paragraphs are for convenience only and shall not be deemad to kmit,
construe, affect or alter the meaning of such paragraphs.

{k) Tenart represents and warrants that it is currently In gonod standing and authorized to do
business In the State of llinois, and Terant covenants that it shall remain o during the ehtire Term.

() Landlord may terminate this Lease on the tast day of any month in any year if Landiord
proposas or is required, for any reason, to structurally remodel, remove or demolish the Building or
any substantial portion of it. Such termination shall become effective and conclusive by Landlord's
writien notice to Tenant not less than ninety (90) days prior Lo the termination date fixed In the notice
No money or other consideration shall be payable by Landiorg to Tenant for this night. The right

9
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hereby reserved by Landlord shall inure o all purchasers, assignees, lesssss, transferees and ground
or underlying lesses, as the case may be, and is in addition o all other rights of Landlord

25,  WAIVER OF NOTICE. Intentionally deleted.

28.  NOTICES. All notices to be given under this Lease shall ba in writing and defivered personally
or deposited in the United States mails, certified or registered mail with retum raceipt requested, postage
prepaid, addressed as follows:

(a)  MtoLandlond: MARC REALTY LLC
c/o Marc Realty
55 E. Jackson Boulevard, Suite 500
Chicago, IL 60604

or such other person et such other address designated by notice sentto Tenant and after occupancy
of the Premises by Tenant to the address to which rent is payable

{b) If to Tenant: UROQPARTNERS, LLC

addressed to Tenant at Tenant's pregent addrass, and after occgfancy of the Premises by Tenant, at
2225 Enterprise Drive, Suite 2511, Westchester, Hilinois 60154 orto such other address designated
by Tenant in a notice to Landlord

A notice by mail shall be deemed to have been given two {2) days after depositin the United States
mail as aforesaid,

27. ECURI T. Tenant hereby deposits with Landlord the sum of Six Thousand and
007100 Dollars {$8,000.00), (hereinafter referred to as "Collateral”), as security tor the prompt, full and faithful
performance of all obligations of Tenant hereunder.

{8) 'f Tenant falls 1o perform any of its obligations hereunder, Landlord may use, apply or
retain the whole or any part of the Collateral for the payment ny sum or other sums of money
which Tenant may nol have paid when dus, (i) any % ich Lendlord on Tenant's behalf

me
In accordance with the provisions of this Leasga @il m which Landlord may expend or be
ing., ut limitation, any damage or

required to expend by reason of Tenant’

deflciency in or from the reletting of th graph 22. The use, application

or retention of the Collateral, or a o) A rd shall not prevent Landiord from

exercising any other right or rem idad, rby law (it being Intended that Landlord
1 rai

shall not first be required to pro
any recovery to which Landlord, g

i) and shall not operate as a fimilation on

Verhe dnititied. if any portion of the Collateral is used,
applied or retained by Land! 5 da-dot forth above, Tenant agrees, within ten (1) days
after the written demangiwkéfor is mide 1 andlord, to deposit cashwith the Landlord in an amount
sufficient to rastora the Collateral tai@niginal amount.

{b) Inno event shall lﬁﬁ%ollateral be deemad to be an advance of payment of rent.
{c) Landlord shall have no obligation to pay any intarest on the Collateral,

(&) If the Tenant shall fully and faithfully comply with all of the provisions of this Lease, the
Collatersl, or any balance ihereof, shall be returned to Tenant without intarast after the expiration of
the Term or upon any later date after which Tenant has vacated the premises. In the absence of
avidence satisfactory to Landlord of any permitted assignment of Ihe right {o receive the Collateral, or
of the remaining balance thereof, Landlord may return the same to the original Tenant, regardless of
one or more assignments of Tenant’s interest n this Lease or the Collateral. In such event, upon the
return of the Collateral, or the remaining balance thereof to the original Tenant, Landlord shall be
completely relieved of liability under this Paragraph 27 or otherwise with raspect to the Collateral.

{e) Tenant acknowledges that Landlord has the right to transfer its interest in the Land and
Building and in this Lease and Tenant agrees that In the svant of any such transfer, Landiord shall
have the right to fransfer the Collateral to the transferee. Upon the delivery by Landlord to Tenant of
such lransferee’s written acknowledgment of its receipt of such Collateral, Land'ord shall thereby be
released by Tenant from all fiability or obligation for the relum of such Collateral and Tenant agrees to
look solely to such transferee for the return of the Collateral.

The Collateral shall not be morigaged, assigned or encumbered in any manner
whatsoaver by Tenant without the prior written consent of Landlord.

In addition to the Collateral, Tenant shall fummish Landlord, upon execution hereof, an irevocable
Letter of Credit ("LC"} for the benefit of Landlord for the Term of this Leass and in the initial amount of
Seventy-Five Thousand and C0/100 Dolars ($75,000.00), Landlord may draw upen the LC in the event of a
default by Tenant in the payment of any Rent or other sums due under this Lease or on account of Tenant's
failure to renew an expifing LG 83 sat forlh below. The LC shall be issued by a United States bank
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reasonably satisfactory to Landlord with offices In downtown Chicago which office will acceptand pay the LC
The LG shall provide that (i) it may be drawn upon solely and unilaterally by Landlord by Landlord deliveringa
statement certified by Landlord that Landlord is entitied to draw on the LG in the amount being demanded by
Landlord; and (ii} the funds under the LC shall be immediately avallable to Landlord after delivery of the
above statement, without any other documentation required or other review pericd of the issuer. The initial
LC shall be valid for twelve (12) full calendar montha and shall be renewed for each consecutive twelve (12}
month period throughout the Term of this Lease on no later than sbxty (60) days prior o the axpiration of each
consecutive iwelve {12} month period. The amount of the LC may be reduced to Fifty Thousand and 001100
Dollare ($50,000.00) after Tenant has paid to Landlord ifs twelfth (12th} installment of monthly Base Rent,
reduced to Twenty-Five Thousand and 00/100 Doliars ($25,000.00) after Tenant has paid to Landlord lts
twanty-fourth (24th) instaliment of monthly Base Rent; and finally reduced to zero {$0.00) after Tenant has

paid to Landlord its thirty-gixth (38") instaltment of monthiy Base Rent.

28, E3T.

. The Tanant represents that the Tenant has dealt only with MARC

REALTY, as broker, in connection with this Lease, and that Insofar as the Tenant knows, no other broker
negotiated this Lease or is enlitled to any commission in connection therewith.

29, NT. ET Y

" The Land!lord covenants that the Tenant, on paying

the Base Rent, appliceble Additional Rent, charges for services arx other payments herein reserved, and, on
keeping, observing and performing all the other terms, covenants, conditions, provisions and agreements
herein contained on the part of the Tenant to be kept, observed, and performed, shall, during the Term,
peaceably and quietly have, hold and enjoy the Premises subject to the terms, covenants, conditions,

provisions, and agreements hereof.
30. LIMITED PERSO

3. OPTI T I
termination to be effectiva November 30, 2008, provided:

. Intentionally deleted.

Tenant shall have the right to terminate this Lease, eaid

{a) Tenant ia not then in default of any of the terms and conditions of this Lease and this

Lease is then in full force and effect;

(b} Landlord receives written notice from Tapant e:
2008; and

(c) Tenant delivers to L.andlo
consisting of (i) the unamortized amogfivel gt
il

2 apleh
Lease and (i} the undepreciat fv. o 0 %ﬁm

amortized/depreciated over the oFi i
amount equal to theee (3) monthaf the s ‘.',

is option not fater than March 1,

01 a‘@. a termination fee (thé "Fee”)

ns Landlord incurred relative to this

incurred relalive to this Lsase, each

: is Lease at % interast thereon; plus an
[Afy Base Rent.

Landlord by Tenant togsther wilh the above Notice,

In the event the entire@ not dw
Tenant's exerciga of this opticrihall be nulL d void and of no force or effect.

32 ER OF JUI TERCLAIM. Tenant hereby waives trial by jury in any

action or proceading brought by Landidrd on any possession matters o

r monetary matiers whatsoever arising

out of or in any way connecled with the payment of monthly Base Rent or Additional Rent. |n the event
Landlord commences any proceedings for possession or nenpayment of any rent, Tenant will not intarpose
any counterclaim (except compulsory counterclaims) of whataver nature of description in any such
proceadings. This shall not, however, be construed as a waiver of the Tenant's right to assert such claims in

any saparate action or actions braught by the Tenant,

N WITNESS WHEREOF, Landlord and Tenant have caused this Lease lo be duly executed as of the

day and year first above written,

LANDLORD: TENANT:

MARC REALTY LLC,

33 Managing Agent aforesaid an {linois imi

By:

Manager
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RULES AND REGULATIONS

1. The sidewalks, enirances, passages, concourses, ramps, courls, elevators, vastibules, stalrways,
corridors, or halls shall not be obatructed or used by Tenani or the employees, agents, servants, visilors of
business of Tenart for any purpose other than Ingress and egress to and from the Premises and for dalivery of
merchandise and equipment in prompt and efficient manner, using elevators, and passageways designated for
such delivery by Landlord,

2. No awnings, alr-condilioning units, fans or ofher projections shall be aitached to the Buiding. No
curtains, blinds, shades, or screens shall bs attached lo or hung in, or used in connection with, any window or door
of the Premises or Building, without the prior written consent of Landlord. All curtains, blinds, shades, screens of
olher fixiures must be of @ quallty type, design and cotor, and attached in the manner approved by Landlord. All
eleclrical fixiures hung in offices or spaces along the perimater of the Premises must be fluorescent, of a quality,
Itvpe. design and bulb color approved by Landlord uniess the prior consent of Landlord has been obtained for ather
amping

3. No sign, advertisement, notice or other [etlering shall be exhibited, inscribed, painted, or affixed by any
Tenant on any part of Ihe cutside of the Premises o Bullding or on the inside of the Premisas if the same can be
saen from the outside of the Premises without the prior written consent of Landlard. In the event of the vio'ation of
the foregoing by Tenant, Lendlord may remove same without any liability, and may charge the expense Ingurred by
such removal 1o the Tenant or Tenanis violating this rule. Interior signs on doors and tha directary shall be
inseribed, painted or affixed for each Tenant by Landlord atthe expense of such Tenant, and shall be of a standard
size, color and style acceptable to Landlord.

4. The exterior windows and doors that reflect or admit light and alr inte the Premises or halls,
passageways or other public places in the Building, shall not be covered or obstructed by any Tenant, ner shall any
articles be placed on the windowsills. No showcases or other articles shall be put in front or affixed to any part of
the exterior of the Bullding, nor placed in the halls, corridors or vestibules, nor shall any article obstrucl any HVAC
supply or exhaust equipment without the prior written consent of Landlord.

5. The electrical and mechanical closats, weler and wash closels, drinking fountains and other plumbing

and electrical and mechanical fixtures shall not be used for any purpo ef than those for which they were
constructed, and no sweepings, rubbish, rags, coffes g 5, & er substances shall be deposited
therain. All damages resulting from any misuss of the (es bome by the Tenanl who, or whose
servants, employees, agents, visitors or licensees, shqt the u;pdf\ No person shall waste water by
interfering or tamparing with the faucets or othe \“?) {::_ ]

8. No portion of the Premiges or th li‘ pied &t any time for manufacturing, for
the storage of merchandise, for the sate of oS oparty of any kind at auction of otherwise or as
a sleeping or iodging quarters -~o

RS .

7. Tenant, any Tenant's 8 i ath.muos or ficensees, shall not at any time bring or
keep upon the Premises any ﬁn:ble. ble. caustic, poisonous or explosive fluid, chemical or
substanca except as otherwisa & forth in I dse.

8. Tenant, any Tenant's serva‘.‘%?mployees. agents, visitors or licensess, shall not at any time bring of
keap upon the Premisas any weapons Including but not limited to handguns, rifles and knives.

9. No bicycles, vehicles or animals of any kind {other than a seeing eye dog for a blind person), shall be
brought into ar kept by any Tenant In or about the Premises or the Building.

10. Tenant shall not use or eccupy or parmit any portion of the Premises to be used or occupied as an
office for a public stenographer or typist, offset printing, or for the possession, storage, manufacture or sale of
liquor, drugs, lobacco in any form or as a barber or manicure shap, an employment bureau, 8 labor office, a dance
or music studio, any type of 8chool, or for any use oiher than thoss specifically granted in the lgase. Tenant shall
nol engage of pay any employees on the Premises, excepl those actually working for such Tenan! on sald
Premises, and Tenant shali not advertise for iabor giving an address al said Premigos.

11. Landlord shall have the right to prohibit any advertising by any Tenant which, in Landlord's opinion,
tends to impair Ihe reputation of the Building of its desirability as a building for offices. and upon wiitten nolice from
Landliord, Tenant shall raframn from or discontinue such adverlising. In no evenl shall Tenant, withcut the prior
written consent of Landlord, use the name of the Building or use pictures or lllustrations of the Building.

12, Any person in the Building will b subject to idenlification by employses and agems of Landtord. All
persons In or entering Building shall be required 1o comply with the security policies of the Building. Tenant shall
keep doors to unattended areas locked and shall otherwise exerciae reasonable precautions to protect property
from theft, toss_or damage. Landiord shall not be responsible for the theft, loss, or damage of any property.

13. No additional locks or bofts of any kind shall be placed on any deor in the Buiiding or the Premisas and
ne tack on any other door tharein shall be changed or altered in any respact without the writlen consent of Landlord
excepl |0 secure Tenant's lab chemicals. Landiord shall fumish two keys for aach lock on exterior doars to the
Premises and shall, on Tenant's request and at Tenant's expense, provide additional duplicate keys. All keys
including keys to storercoma and bathrooms, shall be returned to Lardiord upon termination of this Lease

12
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Landlard may at all times keep 8 pass key to the Premises. Al entrance doors lo the Premises shall be left closed
at afl times, and laft locked when the Pramises are not in usa,

11". Tenant shall give immediate notice to Landlord in case of theft, unauthorized soficitation, or accident n
m Premises or in the Bullding or of defects therein or in any fixtures or equipment, or of any known emergency int
Building

15. Tenant shall not use the Premises or panmit the Premises to be used for photographic, multilith or
rulligraph reproductions except in connection with its own business and not as a service for others, without
Landlord's prior permission.

18. No freight, fumniture or bulky matter of any description will be received into the Buliding or camied Into
the elevators exceptin such a manner, during such hours and using such elevators and passageways as may be
approved by Landlord, and then only upon having been scheduled &l least two {2) working days prior to the date on
which such servica is required. Ay hand trucks, canyalls, or similar appliances used for the deiivery or receipt of
rr;le(l?handise orequipment shall be equipped with rubber tires, side guards and such other safeguards as Landlord
shall requlre.

17. Tenants, or the employeas, agents, sarvanis, visitors of licensees of Tenant shall not at any time or
place. leave or discard any rubbish, paper, articles or objects of any kind whatsoaver outside the doors of the
Premises or in the corridors or passageways of the Buildings,

18. Tenant shall not make excassive noises, cause disturbances or vibralions or use of oparate any
electrical or mechanical devices that emit excessive sound or other waves of disiurbances or create obnoxious
odors, any of which may be offensive 1o the other tenants and occupants of the Building, or that would Interfere with
the operation of any device, equipment, radio, television breadcasting or receplion from or within the Building o«
elsawhere and shall not piaca of install any projections, anennas, aerlals or similar devices inside or cutside of the
Premises or on the Building without Landlord’s prior written approval.

19. Tenant shall comply with all applicable federat, state and municipal faws, ordinances and regulations
insurance requirements and building rules and regulations and shak not directly or indirectly make any use of the
Pramises which may be prohibited by any of the foregoing or which may be dangerous 1o persans or property of
may increase the cost of insurance or require additional insurance covel

20, Tenant shall not serve, nor permit lhe serving i %erages In the Premises unless Tenanl
shall have procured Host Liquor Liabifity insurance, issu andi unts reasonably satisfactory to
Landlord, naming Landiord as an additional insure%

21. The requirements of Tenant %ﬂ& u@kﬁﬂan application al the Office of the
Building. Empioyees shall not perform an 2 ida of tha regular duties unless under specla
instructions from the Office of the Bullding.

22. Canvassing, soliciting u@limﬂi’mg Is prohibited and Tenant shall coopearate to prevent

the same.
23. Except as otherwise emlid@msd in its Lease, Tenant shall not do any cooking, conduct any
restaurant, luncheonette or cafeteria fdgihe sale or service of food or beverages o ils employees or to others,

install or permit the instaltation or use of dny food, bevarags, cigerette, cigar ar stamp dispensing machine or permit
the delivery of any food or beverage to the Premises, except by such persons delivering lhe same shall be

approved by Landlord.
24. Tenant shall at all imes keep the Premises neat and orderty,

25. Tenant, its servants, employees, customers, Invitees and guests shefl, when using the parking la_dlities
in and around the building, observe and obey all signs regarding fire lanes, handicapped and no parking, or
otherwise regulated parking zones, and when parking always park between Lhe designated lines. Landliord
resarves the right to tow awsy, &1 the expense of the ownar, any vehicle which is Improperly parked or parked in
violation of a posted regulation. All vehicies shall be parked at Lhe sale risk of the owner, and Landlord agsumes ne
responsibilities for any damage io or loss of vehicles.

26. Tenants, and the employees, agents, servants, visitors or licensees of Tenant shall, at all times,
conduct themseives in a businessike manner.

27. Tenant shall not aliow and shalt use its best efforts to prevent its employaes, customers, of Invitees
from loftering In the common areas of the Buikling or from disturbing, in any manner. the business operations of any
other tenant of the Buliding.

28. In accordance with the Illincis Indoor Clean Alr Act, no smeking is permilted in the common areas,
including the atrium, or within twenty (20) feet of any of entrance or exit door to the Building or any tenant's sulle

Uropartners_ 2 _doc [ FRL AL
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ENTERPRISE CENTER

WORKLETTER
Gentlemen:

This Is the Workletter referred to in the foregoing Lease (the "Lease”) wherain you (‘Tenant’] lease
cartain space from the MARC REALTY LLC, {"Landlord") in the Office Building at 2205-2255 Enterprise
Drive, Wastchaster, (llinois 60154, The words "Fremises,” “Building,” and "Term” as used herein shall have
the respective meanings assigned to them in the Lease.

Landiord and Tenant agree as follows:

1. WORK

Landlord, at Landlord's sole cost and expense not to exceed Twenty Thousand Six Hundred Twenty
and 00100 Dallars ($20,620.00, “Landlord’s Allowance”) and thereafter at Tenant's sole cost and expense
{*Tenant's Contribution”) {(such Landlord's Allowance and Tenant's Confribution, collactively, “Tenant
Improvement Cost®), using Bullding standard materials and workmanship, shall do the things in the Premises
{hereinafter called the "Work™) which are provided ferin Space Plan #:5P-1R dated 8/5/2005 aftached hereto
Tenant shall be responsible for the cost of any changes made to the Space Plan or any additional work
added after the date of approval of the Space Plan by Landlord in excess of the Landlord's Allowance.
Subject to the provisions of the Lease and to the provisions of this Worklstter, Landlord shall proceed
diligently to cause the Work to be substantially completed at or before tha commencement of the Term
Tenant improvernent Costs shall be defined to include all design feqa(li cluding but not I'mited to space
planning fees, design fees, engineering fees), constructio abor ar eflals, and the mdustry standards for

construction contractor's overhead and fees. Tena ¥
equipment of any kind (including telecommunicati iy

fyeht Costs shall not include fumniture or

: . Ten all reimburse Landlord for any

monies expended by Landlord pursuant to thi or | sko work outside of the scope of the

approved work, and such amounts must be ne'rfﬁ Jlord within ten {10) days after Landlord
sending Tenant written demand for sa @ D

RS

Land'ord's initial estimate of the ontribution is $53,845.00, of which Tenant shall
pay 1o Landlord one-half ('f;, $26,
thereof, subject to edjustment hase
payable within thirty (30) days

%qg encement of the Work. The remaining balance
pon the cost of such Tenant's Contribution, shall be due and
r subslw@ completion of the Work..

¥
2. ADDITIONAL WORK

If Tenant wishes, Landtord, prior to the commencement of the Term o do any construction, decorating
or similar things in the Premises in addition to the Work to be performed by Landlord pursuant to Paragraph 1
hereof {the "Additional Work™ Tenant may, at its expense, submit drawings and specifications for the
Additional Work (the "Additional Plans”) to Landlord for its approval. Landlord shall have no duty to approve
the same or to do or permit any Additional Work and shall not be deemed to have done go unless it approves
the same in writing or agrees in writing to do or permit such Additional Work. i Landlord agrees to do so, it
shall submit to Tenant estimates of the cost thersof. Within seven (7} days after raceipl of such estimata,
Tenant shall either diract Landlard in writing to do the Additional Work at Tenant'a cost of Tenant shall be
deemad to have abandoned its request for such Additional Work. Tenant agrees to pay to Landlord within
seven (7} days after receipt of bills therefore (which bills may be rendsred by Landlord from time to lime
during the course of such Additional Work or any time) the cost of all such Additional Work {without regard to
whether such cost exceeds the estimates fumishad) together with fiftean {15%) percant of said cost for
Landlord's overhead.

It is understood that any additions or alterations to the Promises desired by Tenant after the
commencement of the Term shall be subject lo the pravisions of Paragraph 8 of the Lease.

14
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3. SUBSTITUTIONS AND CREDITS

Tenant may sselect other available materials in place of Building Standard materials (which are defined
as those materials designated by Lendlord, at its option, for general use in the Building) provided that such
salection is approved in writing by Landlord and thal such other materials constitute a “subslitulionin kind" as
hereinafter described. Landlord shall have no duty to approve any proposed substitution. Tenant agress lo
pay to Landlord within seven (7) days after receipt of bills therefore (which bills may be rendered by Landiord
from time to time during the course of the Work or any time) an amount equal to the excess of the Landiord's
cost for acquiring and installing such substituted materials over the cost which Landiord would have incurred
in acquiring and installing the Bullding Standard materials that wera replaced thereby plus fifteen (15%)
percent of such excess shall be final and binding upon Tenant. Credit shall be granted oniy to the extent of
substitutions in kind. For example, a lighting fixture credit may be applied only against the cost of another
lighting fixiure and an electrical outtet credit may not be applied against the cost of bank screen partitions.

4, ACCESS BY TENANT PRIOR TO COMMENCEMENT OF TERM

Landlord, at Landiord's discretion, may permit Tenant and Tenant's agents, suppliers, coniractors and
workmen to enter the Premises prior to the commencemant of the Term to enable Tenant to install carpeting
or do such other things as may be required by Tenant to make the Premises ready for Tanant's occupancy.
Tenant agrees that if such permission is granted Tenant and its agents, contractors, workmen, and suppliers
and their activities in the Premises and Building will not interfere with or delay the complation of the Work or
Additional Work to be done by Landlord and will not interfere with other activities of Landlord or occupants of
Building. Landlord shall have the right to withdraw such permission nty-four (24) hours written notice
to Tenant if Landlord determines that any such interferenge or d en or may be caused. Tenant
agrees that any such entry into the Premises shall be -.&'f_‘;" ang. risk and Landlord shall net be liable in
any way for any death or injury te any person and {orqhY inj afhage which may oceur to any of
Tenant's property or installation made in the PremtiSes a Sqa40 protect, defend, indemnify and

save harmless Landlord from all liabifities, coeld afig bxpenses arising out of or connected
Br work men in or about the Premises or

(LN
with the activities of Tenant or its agents @3 %
Building. 't' 2 Q\%

LANDLORD: TENANT.
MARC REALTY LLC, UROPARTNERS, LLC,
as Managing Agent aforesaid an lllinois limit billty company

8y Sh

Manager

Uropartnars_2,doc OB 164 3004
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The lab will continue to operate as UroPartners Imaging Center, which is owned and operated by
UroPartners, LLC.

Following the modernization and acquisition of medical equipment, the ownership of the facility
shall remain unchanged and there will be no other changes to the existing ownership structure or operation
of the Imaging Center. Included with this Attachment is the facility owner's Certificate of Good Standing.

File Number 0142447-5

[To all to whom these Presents Shall Come, Greeting:

I, Alexi Giannoulias, Secretary of State of the State of lllinois, do
hereby certify that I am the keeper of the records of the

Department of Business Services. I certify that

UROPARTNERS, LLC, HAVING ORGANIZED IN THE STATE OF ILLINOIS ON FEBRUARY
10, 2005, APPEARS TO HAVE COMPLIED WITH ALL PROVISIONS OF THE LIMITED
LIABILITY COMPANY ACT OF THIS STATE, AND AS OF THIS DATE IS IN GOOD
STANDING AS A DOMESTIC LIMITED LIABILITY COMPANY IN THE STATE OF ILLINOIS.

InTestimony Whereof, I hereto set

nty hand and cause to be affixed the Great Seal of
the State of Illinois, this  31ST

dayof MARCH AD. 2025

Authantestion & 2500004334 venfiable unti 003172020 W ﬁ. ‘
Autherticate st hitips:feerw lisos gov

SECRETARY OF STATE
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UroPartners Imaging Center

(Facility)

UroPartners, LLC

(100% ownership in Facility)

Solaris Health Holdings, LLC

(Management Company and
Facility Lease Holder)

ATTACHMENT 4
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June 2, 2025

John P. Kniery

Board Administrator

Iilinois Health Facilities and Services Review Board
525 W Jefferson Street, Floor 2

Springfield, IL 62761

Re: UroPartners Pathology Lab - Flood Plain Requirements
Dear Mr. Kniery:

As representative of UroPartners, LLC, 1, Daniel Scharff, affirm that our facility complies
with Hllinois Executive Order #2005-5. The facility located at 2225 Enterprise Drive, Suite 2511
Westchester, Illinois 60154 is not located in a flood plain, as evidence please find enclosed a map

from the Federal Emergency Management Agency (“FEMA™).

I'hereby certify this true and is based upon my personal knowledge under penalty of perjury
and in accordance with 735 ILCS 5/1-109.

Sincerely,

aniel Scharft
Secretary
UroPartners, LLC

ATTACHMENT §
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The applicant submitted a request for determination to the lllinois Department of Natural
Resources-Preservation Services Division on May 27, 2025. A final determination has been received and
is included with this attachment.

ATTACHMENT 6
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B Pritgher, Gowvermos « Natahe Pheips Finae, Duveg o
"“nois Jre Matural Rescriarces Way « Spanghela lenos 677021271

Department of www.dnr.illinois.gov
Natural
AlResources

Cook County

Westchester
CON - Acquisition of Major Medical Equipment
2225 Enterprise Dr., Suite 2511

IHFSRB, SHPO Log #009052225
May 28, 2025

Juan Morado

Benesch, Friedlander, Coplan and Aronoff LLP
71 S, Wacker Dr., Suite 1600

Chicago, IL 60606

This letter is to inform you that we have reviewed the information provided concerning the referenced
project. Our review of the records indicates that no historic, architectural exist within the project area. Qur
office did not conduct an archaeological review because no ground disturbing activity is included in the
application.

A previous letter, dated 5/23/28, from our office reviewed another address in Des Plaines, but the application
included an incorrect address. This current letter covers the correct address.

Please retain this letter in your files as evidence of compliance with Section 4 of the [llinois State Agency
Historic Resources Preservation Act (20 ILCS 3420/1 et. seq.). This clearance remains in effect for two years
from date of issuance. It does not pertain to any discovery during construction, nor is it a clearance for
purposes of the lllinois Human Remains Protection Act (20 ILCS 3440).

If you have any further questions, please contact Steve Dasovich, Cultural Resources Manager,
at 217/782-7441 or at Steve.Dasovicha iflinois.gov,

Sincerely,

L.Mm{cr
Carey L. Mayer, AIA
Deputy State Historic Preservation Officer
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Juan Morado, It

en eSC 71 South Wacker Drive, Suite 1600
Chucago, Illinois 60606-4637

Direct Dial: 312.212.4967

Fax: 3127679192
jmorado@beneschlaw.com

May 27, 2025

VIA E-MAIL

Jeffrey Kruchten

Chief Archaeologist

Preservation Services Division

Ilinoss Historic Preservation Office Illinois Department of Natural Resousces
1 Natural Resources Way

Springfield, IL 62702

SHPO.Review(@illinois. gov

Re:  Certificate of Need Application for Acquisition of Major Medical Equipment
Dear Jeffrey:

[ am writing on behalf of my client, UroPariners Pathology Lab (“UroPartners™) to request
a review of the project area under Section 4 of the IHinois State Agency Historic Resources
Preservation Act (20 ILCS 3420/t et. seq). UroPartners is submitting an application for a
Certificate of Need from the Illinois Health Facilities and Services Review Board due to a service
modermzation. In particular, UroPartners intends to acquire major medical equipment for its
pathology lab at 2225 Enterprise Drive, Suite 2511 Westchester, Illinois 60154, including a
Positive Emisston Tomography-Computed Tomography scan machine, fixed artis ceiling, and an
ultrasound.

For your reference, we have enclosed pictures of the existing lot and topographic maps
showing the general location of the project. We tespectfully request review of the project area and
a determination letter at your earliest convenience. Thank you in advance for all of the time and
effort that will be going into this review.

Very truly yours,

BENESCH, FRIEDLANDER,
COPLAN & ARONOFF LLP

>y

Juan Morado, Jr.
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Topographic Map (2225 Enterprise Drive, red pinpoint)
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3D Aerial Map of 2225 Enterprise Drive, Suite 3510 Westchester, lllinois 60154
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Street View of 2225 Enterprise Drive, Suite 3510 Westchester, lllinois 60154

ATTACHMENT 6

Page 72




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BCARD APPLICATICON FOR PERMIT- 02/2024 Edition

ATTACHMENT 6
Historical Preservation Letter
Aerial View of 2225 Enterprise Drive Westchester, lllinois 60154
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Project Costs and Sources of Funds

USE OF FUNDS CLINICAL NONCLINICAL TOTAL

Preplanning Costs - - -
Site Survey and Soil Investigation - - -
Site Preparation - - -
Off Site Work - - -
New Construction Contracts $1,715,991 $807,525 $2,523,516
Modernization Contracts - - -
Contingencies $170,000 $80,000 $250,000
Architectural/Engineering Fees $148,620 $99,080 $247,700
Consulting and Other Fees $100,000 $100,000 $200,000
gnozzf:é?s;)r QOther Equipment (not in construction $1,620,587 $762,629 $2,383,216
Bond Issuance Expense {project related) - - -
Net Interest Expense During Construction } } .
{project related)
Fair Market Value of Leased Space or ) ) 3
Equipment
Other Costs To Be Capitalized $101,166 $47,608 $148,774
Acquisition of Building or Other Property . ) B
{excluding land)
TOTAL USES OF FUNDS $3,856,364 $1,896,842 $5,753,206

SOURCE OF FUNDS CLINICAL NONCLINICAL TOTAL
Cash and Securities $3,856,364 $1,896,842 $5,753,206
Pledges 0 0 0
Gifts and Bequests 0 0 0
Bond Issues (project related) 0 0 0
Mortgages 0 0 0
Leases (fair market value) 0 0 0
Governmental Appropriations 0 0 1)
Grants 0 0 0
Other Funds and Sources 0 0 o
TOTAL SOURCES OF FUNDS $3,856,364 $1,896,842 $5,753,206
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ATTACHMENT 7
Project Costs and Sources of Funds

New Construction Contracts - The project building costs are based on national architectural and
construction standards and adjusted to compensate for several factors. While specific recent data for
Chicagoland is limited, industry reports indicate that construction costs in the region remain higher than the
national average, though the rate of increase has slowed. For example, a 2025 report from Rider Levett
Bucknall notes a national year-over-year construction cost increase of 4.35% in Q1 2025, down from 5.86%
in the same period in 2024. Coupled with the unexpected increases in labor and raw material costs due to
the COVID-19 pandemic, the project's costs are higher than originally planned but are consistent with
UroPartners' experience in purchasing similar equipment and installing it in their facilities. The clinical
construction costs are estimated to be $1,715,991 or $461.41 per clinical square foot.

Contingencies - The Project’s contingencies costs are designed to allow the construction team an amount
of funding for unforeseeabie event related to construction. Clinical construction costs for contingencies are
estimated to be $170,000 or 9.9% percent of projected clinical new construction costs.

Architectural/Engineering Fees - The clinical project cost for architectural/engineering fees are projected
to be $148,620 or 7.8% of the new construction and contingencies costs.

Consulting and Other Fees - The Project's consulting fees are primarily comprised of various project
related fees, additional stateflocal fees, and other CON related costs.

Moveable Equipment Costs - The moveable equipment costs are necessary for the operation of the
observation unit and renovation of the ultrasound room.

PET CT Machine $1,088,936

Fixed Art Ceiling $769,580

Mobile Cios Spin $484,700
Ultrasound $40,000

Other Costs that are to he Capitalized - The Project’s other costs to be capitalized include
miscellaneous expense associated with the project.
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ATTACHMENT 8
Project Status and Completion Schedules

The proposed project plans are still at a schematic stage. The proposed project completion date is July 1,
2026. Financial commitment for the project will occur following permit issuance, but in accordance with
HFSRB Regulations.
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ATTACHMENT 9
Cost Space Requirements

The equipment will be installed within the existing facility, which encompasses approximately 3,719
gross square feet (GSF). Currently, the Board does not maintain specific space or facility standards for the
installation of diagnostic equipment in non-hospital settings, such as a medical office building.

Amount of Proposed Total Gross Square
Gross Square Feet Feet That Is:

Dept. / Area Cost Existing | Proposed C':i:t Modernized | Asls Vsa;::;d
REVIEWABLE
Diagnostic
Radiology $3,856,364 3,719 3,719
Total Clinical $3,856,364 3,719 3,719
NON-
REVIEWABLE
Administrative $1,896 842 1,686 1,686
Total Non-clinical $1,896,842 1,686 1,686
TOTAL $5,753,206 5,405 5,405

APPEND DOCUMENTATION AS ATTACHMENT 9, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.
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ATTACHMENT 11
Background of the Applicant

The following information is provided to illustrate the qualifications, background and character of
the Applicants.

UroPartners Imaging Center

UroPartners Imaging Center {*UroPartners” or the “Facility”) is a dedicated diagnostic facility
operated by UroPartners, LLC—one of the largest independent urclogy group practices in the Midwest. The
laboratory was established to meet the highly specialized diagnostic needs of urologic care, supporting the
clinical operations of UroPartners' extensive provider network.

Focused exclusively on urologic pathology, the laboratory processes thousands of specimens
annually, including prostate biopsies, bladder and kidney tissue, and cther genitourinary samples. By
centralizing pathology services under one specialized facility, UroPartners ensures diagnostic consistency,
clinical accuracy, and expedited turnaround times—key factors in the effective management of urologic
malignancies and other complex conditions.

The lab's integration into the broader UroPartners system enables seamless communication
between pathologists and urologists, enhancing real-time decision-making and improving overall patient
care. its quality-driven protocols and adherence to best practices in laboratory medicine position it as a
critical resource in advancing precision-based urologic treatment. UroPartners intends to acquire major
medical equipment for the Facility located at 2225 Enterprise Drive, Suite 3510 Westchester, lllinois 60154,

UroPartners, LLC

UroPartners, LLC is the leading independent urology group in the Midwest, comprising over 80
board-certified urologists, radiation oncologists, pathologists, and advanced practice providers. Structured
as a physician-owned and governad corporate entity, UroPartners delivers integrated, specialty-focused
care across a wide geographic footprint, with dozens of clinical offices, three dedicated Prostate Centers,
surgical affiliations, and an in-house Imaging Center—all serving the greater Chicagoland region and
surrounding communities.

Founded with the mission to deliver comprehensive, patient-centered care in all aspects of adult
urology, UroPartners offers expertise in general urology, men’s health, urologic oncology, kidney stone
management, female pelvic health, and advanced minimally invasive surgery. The group’'s multidisciplinary
structure allows for seamless coordination across diagnostics, medical management, surgical intervention,
radiation therapy, and ongoing surveillance.

A cornerstone of UroPartners’ integrated model is its College of American Pathologists {CAP)-
accredited UroPartners Imaging Center, which is fully staffed with fellowship-trained pathologists and
laboratory scientists specializing in genitourinary disease. This high-volume diagnostic lab provides rapid
and precise results for prostate biopsies, bladder and kidney tissue, cytology, FISH studies, microbiology,
and bloodwork. The lab’s close integration with UroPartners' ¢linical and surgical teams fosters real-time
collaboration, allowing for faster diagnoses, personalized treatment planning, and improved continuity of
care. The ability to conduct and interpret highly specialized pathology work in-house is a significant
differentiator that elevates the standard of care and enhances patient outcomes.

The group also maintains and operates three Prostate Centers of Excellence, where patients
receive comprehensive diagnostic evaluations, including MR!/ultrasound fusion biopsies, consultations with
radiation oncologists, and access to advanced treatment modalities such as brachytherapy, external beam
radiation therapy, and active surveillance protocols. These centers represent UroPartners’ commitment to
innovation and leadership in prostate cancer care.
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ATTACHMENT 11
Background of the Applicant

UroPartners is also a leading provider of outpatient urologic procedures, which are performed in its

::cl'i_nics, surgery centers, or affiliated hospitals. The scope of outpatient services includes, but is not limited

s Cystourethroscopy

= Stent placements and removals

» Laser fulguration of bladder tumors or lesions

¢ Lithotripsy for kidney stones

¢ Circumcision and revision circumgcision

¢ Vasectomy and vasectomy reversal

¢ MRl/ultrasound fusion-guided prostate biopsies

¢ Laser vaporization of the prostate (e.g., GreenLight, HoLEP)

e Placement of penile prosthetics

¢ Excision of hydroceles and varicoceles

s Brachytherapy for prostate cancer

These procedures are supported by state-of-the-art equipment and highly trained staff in both
ambulatory surgical settings and physician offices.

In addition to delivering exemplary clinical care, UroPartners plays a vital role in regional education
and research initiatives, Many of its physicians hold academic appointments and participate in clinical trials,
contributing to the advancement of urologic science and innovation. The group’s collaborative approach
ensures that every patient receives personalized, evidence-based care tailored to their diagnosis and
treatment goals.

Through its integrated model of care, in-house diagnostic capabilities, and subspecialty expertise,
UroPartners continues to be a model of excellence in outpatient urology and a trusted provider for
thousands of patients across the Midwest.

Solaris Health

Solaris Health is a leading national healthcare platform committed to enhancing access to specialty
healthcare and continually improving patient outcomes. Empowering community providers allows Solaris
to make sure that every decision puts patient care at the forefront. Solaris has been growing to meet the
changing needs of the healthcare providers, and to develop innovative ways to better deliver value and
state-of-the-art care to our patients. With 500+ providers treating more than 744,000 unique patients
annually, Solaris Health is proud to be among the most innovative medical organizations in the United
States. Solaris Health is the management company for the licensee.
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Background of the Applicant

June 2, 2025

John P. Kniery

Board Administrator

Hlinois Health Facilities and Services Review Board
525 W Jefferson Street, Floor 2

Springfield, IL 62761

Re: UroPartners Pathology Lab, Certification and Authorization Letter
Dear Mr. Kniery,

As a representative of Solaris Health Holdings, LLC, [, Gary Kirsh, MD, give authorization to the
Heaith Facilitics and Services Review Board and the Illinois Department of Public Health
(“IDPH") to access documents necessary to verify the information submitted including, but not
limited to: official records of IDPH or other state agencies, the licensing or certification records of
other states, and the records of nationally recognized accreditation organizations.

I further verify that Sotaris Health Holdings, LLC, has an ownership interest in any other
healthcare facility in Illinois, and therefore has had no adverse actions to report for the past three
{3) years.

I hereby certify this is true and based upon my persenal knowledge under penalty of perjury and
in accordance with 735 ILCS 5/1-109,

Chief Executive Officer
Solaris Health Holdings, LLC
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ATTACHMENT 11
Background of the Applicant

June 2, 2025

John P. Kniery

Board Administrator

Iilinois Health Facilitics and Services Review Board
525 W Jefferson Street, Floor 2

Springfield, IL 62761

Re: UroPartners Pathology Lab, Certification and Authorization Letter
Dear Mr. Kniery,

As a representative of UroPartners, LLC, 1, Daniel Scharff, give authorization to the Health
Facilities and Services Review Board and the Illinois Department of Public Health ("IDPH™) to
access documents necessary to verify the information submitted including, but not limited to:
official records of IDPH or other state agencies, the licensing or certification records of other
states, and the records of nationally recognized accreditation organizations.

I further verify that UroPartners, LLC, has an ownership interest in one other healthcare facility,
the UroPartners Surgery Center, LLC. This ambulatory surgical trealment center has had no
adverse actions to report for the past three (3) years.

[ hereby certify this is true and based upon my personal knowledge under penalty of petjury and
in accordance with 735 ILCS 5/1-109,

Sineerely,

/)

Daniel Scharff
Secretary
UroPartners, LLC
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ATTACHMENT 12
Purpose of the Project

This project involves the acquisition and installation of three major pieces of medical imaging
equipment—a Biograph mCT PET-CT scanner, a mobile Cone Beam CT 3D imaging Cios Spin system
with the Artis Q imaging platform, and an Acuson Maple Ultrasound System—at the UroPartners Imaging
Center iocated in Westchester, Illinois. The facility serves patients throughout northern Cook County,
DuPage County, and southern Lake County.

Each piece of equipment provides unique and clinically significant benefits that support improved
patient care:

+ Biograph mCT PET-CT Scanner: This hybrid imaging system combines functional positron
emission tomography (PET) imaging with high-resolution computed tomography (CT). It is
especially beneficial for detecting and staging prostate cancer, assessing treatment response, and
identifying recurrence. Integrating PET-CT within the practice allows for faster diagnosis and more
accurate treatment planning, reducing delays and unnecessary procedures.

¢ Cios Spin Mobile Cone Beam CT with Artis Q Imaging System: This advanced intraoperative
imaging tool allows for real-time, high-resolution 3D imaging during minimally invasive procedures.
It supports image-guided interventions, particularly for prostate and renal procedures, by improving
precision and reducing the risk of complications. Its mobility ensures flexibility in workflow and
enhances safety by reducing the need to transfer patients for separate imaging sessions.

e Acuson Maple Ultrasound System: This next-generation ultrasound device offers high-
resolution, real-time imaging for soft tissue evaluation and biopsy guidance. It is crucial in the early
detection and monitoring of prostate abnormalities, including targeted fusion biopsies. Its superior
imaging quality aids in diagnostic accuracy, enabling more personalized and effective patient
management.

We have enclosed materials from the manufacturer regarding this critical equipment.

Consistent with the goals and mission of the Health Facilities and Services Review Board, the
applicants have filed this application in advance of their existing machine being rendered unusable. The
acquisition of a new PET/CT and uitrasound machines will serve the dual purpose of ensuring that the
thousands of patients served by UroPartners will continue to have access to life saving treatments offered
by the practice. Additionally, the acquisition of new imaging equipment at this time promotes efficient health
planning and allows the UrcPartners practice to gradually phase out their existing machine while bringing
the new cutting-edge machines up to full utilization.

This project proposes to address the regular deterioration of existing equipment and allow the
patients served by the largest urology practice in the Midwest to continue to benefit from the care available
in response to the acquisition of new state-of-the-art PET/CT and ultrasound equipment. This will aliow the
practice to continue performing lifesaving procedures for their patients suffering from prostate cancer and
other urological conditions.

Prostate Cancer is the most common non-skin cancer in the United States. The Prostate Cancer
Foundation reports that 1 out of every 9 men will be diagnosed with prostate cancer in their lifetime.
Typically, men at age 50 begin receive routine screening for prostate cancer. If test results reveal an
enlargement or irregularity, physicians perform additional tests to determine if the patient in fact suffers
from prostate cancer. According to the Hlinois Department of Public Health, African Americans and Latinos
account for almost 60% of patient deaths due to prostate cancer.

Furthermore, this project will expand access to advanced diagnostic and therapeutic services within
the Interventional Radiology and Prostate-Specific Membrane Antigen/ Positron Emission Tomography
{("PSMA/PET") service lines.
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Uterine Fibroid Embolization {UFE}

Uterine fibroids, or leiomyomas, are benign smooth muscle tumors of the uterus that affect a
significant proportion of women during their reproductive years. Estimates suggest that by age 50, up to
70% of white women and 80% of African American women will have developed fibroids. In lllinois,
particularly in urban centers like Chicago, studies have indicated a higher prevalence of uterine fibroids
among African American women, correlating with increased symptom severity and earlier onset.

UFE is a minimally invasive procedure that offers an alternative to surgical interventions such as
hysterectomy or myomectomy. The procedure involves the injection of embolic agents into the uterine
arteries to block blood flow to fibroids, causing them to shrink and symptoms to subside. Clinical outcomes
have demonstrated that UFE effectively reduces symptoms like heavy menstrual bleeding, pelvic pain, and
pressure, with a shorter recovery time compared to surgical options.

The integration of advanced imaging technologies, such as the Cios Spin mobile Cone Beam CT
system, enhances the precision and safety of UFE procedures. Real-time, high-resolution imaging allows
for accurate catheter placement and embolic agent delivery, minimizing risks and improving patient
outcomes. This technological advancement is particularly beneficial in outpatient settings, facilitating same-
day procedures and reducing hospital stays.

By offering UFE services equipped with cutting-edge imaging, UroPartners addresses a critical
need for accessible, uterus-preserving treatment options for women suffering from symptomatic fibroids in
lllinois. This approach aligns with broader public health goals of reducing healthcare disparities and
improving women's health outcomes.

Ureteral Stent Removal

Ureteral stents are commonly used in urological practice to ensure urine flow from the kidneys to
the bladder, particularly after surgeries or in cases of obstruction. Timely removal of these stents is crucial
to prevent complications such as infections, encrustation, and discomfort. Studies have shown that
protocols emphasizing early stent removal can reduce the incidence of urinary tract infections and other
complications without increasing risks.

In Hinois, the demand for efficient stent management is significant, given the prevalence of
urological procedures requiring stent placement. The availability of advanced imaging systems, like the
Cios Spin, facilitates precise visualization during stent removal, enhancing procedural safety and patient
comfort. This is particularly important for female patients, who may experience higher rates of stent-related
discomfort and complications.

Implementing streamlined stent removal protocols supported by advanced imaging can lead to
improved patient experiences, reduced healthcare costs, and decreased burden on healthcare facilities. By
minimizing the risks associated with prolonged stent indwelling times, healthcare providers can enhance
overall urological care quality.

UroPartners' initiative to incorporate state-of-the-art imaging technologies for stent management
underscores its commitment to delivering high-gquality, patient-centered urological care in lllinois. This
approach ensures that patients receive timely and effective interventions, reducing the likelihood of
complications and improving health outcomes.
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Kidney Imaging for Clear Cell Renal Cell Carcinoma (ccRCC)

Clear cell renal cell carcinoma {c¢cRCC) is the most common subtype of kidney cancer, accounting
for approximately 75% of cases. In lllinois, kidney cancer represents a significant health concern, with the
llinois State Cancer Registry reporting 2,786 new cases of kidney and renal pelvic cancer in 2021. Of
these, 1,028 cases were in women, highlighting the importance of effective diagnostic tools for female
patients.

Early and accurate diagnosis of ccRCC is critical for effective treatment planning and improving
patient survival rates. Traditional imaging modalities may have limitations in distinguishing ccRCC from
other renal masses. The advent of advanced imaging agents, such as Zircaix, offers enhanced specificity
for ccRCC detection. Pending FDA approval, this imaging agent will enable non-invasive, accurate
identification of ccRCC, facilitating timely and appropriate therapeutic interventions.

The integration of PET/CT imaging with novel agents like Zircaix into clinical practice represents a
significant advancement in renal oncology. This technology provides clinicians with detailed insights into
fumor biology, aiding in the differentiation of malignant and benign lesions, and informing decisions
regarding surgery, systemic therapy, or active surveillance.

By adopting these cutting-edge imaging modalities, UroPartners positions itself at the forefront of
renal cancer diagnostics in lllinois. This commitment to innovation ensures that patients have access to the
most accurate and effective diagnostic tools, ultimately leading to improved treatment outcomes and
survival rates for those affected by ccRCC.

The acquisition of this equipment aligns with UroPartners’ commitment to delivering advanced,
patient-centered care in an efficient outpatient environment. As described in this application, the applicants
have an ample patient population that will benefit from this new equipment. By offering comprehensive
diagnostic imaging services onsite, the center can reduce reliance on hospital-based imaging, lower overail
healthcare costs, and improve patient access to timely, high-quality care. The strategic investment also
addresses regional needs by expanding access to advanced imaging technologies for patients in northern
Cook, DuPage, and southern Lake Counties—areas with a growing demand for specialized urologic care.

All-in-all, this project enhances the capability of UroPartners to provide leading-edge, efficient, and
accurate diagnostic and treatment services, ultimately improving outcomes and patient satisfaction across
the communities it serves.

References;
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Biograph mCT PET-CT Scanner
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CT technology that
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Cios Spin Mobile Cone Beam CT with Artis Q Imaging System
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Trends in Surgery
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Abstract: (1) Objectives: To investigate the effect of individunl-level, neighborhood, and environmen-
tal variables on uterine fibroid {UF) prevalenee in a Chicago-bascd cohort. (2) Methods: Data from the
Chicago Multicthnic Prevention and Surveillanee Study (COMPASS) were analyzed. Individuad-level
variables were obtained from questionnaires, neighborhood variables from the Chicago [Tealth Atlas,
and vnviroamental vatables from NASA satellite ambient air exposure Ievels, The Shapiro-Wilk
test, logistic regression models, and Spearman’s corrclations were used to evaluate the association
of variables to UF diagnosis. (3) Results: We analyzed 602 participants (mean age: 503 £ 12.3)
who responded to a question about UF diagnosis. More Black than White participants had a Ul
diagnosis (OR, 1.32; 95% CI, 0.62-2.79). We observed non-significant trends between individual-level
and neighborhoed variables and UF diagnosis. Ambicnt air pollutants, PM2.8, and DSLPM were
protective against UT diagnosis (OR 0.20, CL: 0.04097: OR 00,33, CL: 013087} (4) Conclusions:
Assodations ebserved within o sample ina specific geographic ates may nut be genembizable and
must be interpreted cautiously,

Keywords: uterine fibroids; leiomyomas; myomas; fibrosds, poltution; environmental justice

1. Introduction

Uterine fibroids (UFs) are the must common benign neoplasm affecting women of
reproductive age {11 "They are the leading cause of hysterectomy in the US and worldwide
and are a source of significant sociocconomic burdens [1]. Black women are dispropor-
tionately affected by UFs, with a higher disease prevalence, earlier onset of disease, and
more severe symptoms and disease progression [2]. This dispropurtionate burden of UFs
and other female health conditions is increasingly understood in a framework of health
incquity and the social and structural drivers of health [1]. Well-cstablished nisk factors
that may contribute to the high prevalence of UTs in Black individuals include socioe-
conomic status, adverse environmental exposures, and experiences that increase chronic
stross [4,5). Fach of these factors is believed to converge to increase inflammation within
the uterine myometrium, resulting in somatic mutations (such as Med12) that transform
normal myometrium stem cells and lead to UF tumer formation [4].

In addition, many lifestyle and socioeconomic factors, such as BML, alcohol use,
income, and occupation, correlate closely with neighborhood characteristics, e.g., access
to healthy food and healthcare, exposure to environmental pollutants, and concentrated
poverty [5,6). Neighborhood poverty has been widely studicd and is identificd as a possible
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delerminant of UF prevalence [7,4]. Poor and disenfranchised neighborhoods are often
characterized by high crime rates, food insecurity, and other impartant social determinank
of health [9-11]. Lastly, while respiratory and cardiovascular cliscases are most often
linked to air pollution, recent studies have shown that air pollution is positively associated
with the risk of gynecological diseases [12,13], and exposure to air pollutants such as
ozone and PM 2.5 may contribute to the racial disparilies in UF incidence, prevalence,
and severity [14]). The biclogical mechanism by which air pollutants, e.g., ozone, increase
fibroid formation is unclear. Theories such as oxidative stress and immune-inflammatory
and hypertension-mediated pathways have been proposed [13].

Cook County, of which 85% is Chicage, has been ranked among the worst 10% of
counties in the United States air quality indicators [15]. Therefore, Chicage provides a
unique opportunity to examine the polential impacl of air pollutants, as well as other
urban risk faclors, on the prevalence of UFs. Since 2013, a predominantly Black population
on Chirago’s South Side has been enrolled in the Chicago Multiethnic Prevention and
Surveillance Study (COMPASS) with the goal of mitigating health disparities [15]. To
this end, extensive data have been collected to understand individual, neighborhood, and
environmental factors relevant to disease prevention, disparily mitigation, and improved
health outcomes. In this study, we analyzed data from a sample of participanis enrolied in
this existing longitudinal cohort study to assess the relafionship between individual-level,
neighborhood, and environmental variables and UF prevalence.

2. Methods
2.1, Study Design

This cross-sectional study analyzed the baseline data of a sample of participants from
COMPASS. Data included in this study were collected from July 2019-May 2020. A more
detailed description of the COMPASS study design can be found elsewhere [14].

2.2. Study Populnton

The sample analyzed in this study was obtained from COMPASS. Established in 2013,
COMPASS is a longitudinal prospective cohort study that includes 8000 participants in
the Cily of Chicago. [ts purpose is lo assess the influence of faclors, such as neighborhood,
environment, exposure to air potlutants, sociocconomic slatus, healthcare access, lifestyle,
behavior, and genetics, on the health of Chicagoans. COMPASS enrolls residents of the
greater Chicago area who are at least 18 years of age and not incarcerated at the time of
enrollment. The survey was designed by ce-authors Drs. Aschebrook-Kilfoy and Ahsan
Most survey items are harmonized with existing NIH/NCI surveys.

To investigate the possible correlation between these above-mentioned factors and UF
diagnosis, we analyzed data of COMPASS participants who responded to the question,
“Has a doctor or healthcare professional ever diagnosed you with ulerine fibroids?” Based
on their responses, we calegorized participants into two groups: those who had received a
UF diagnosis (yes) and those who had not (no}.

2.3 Individual-1eoel Varinkles

Demographic factors such as age, race, and ethnicity, as well as lifestyle and behavioral
factors, including activily levels, alcohol intake, and smoking, were reported through the
questionnaire. Additionally, access to healtheare, neighborhood factors, such as crime
and safety, socioeconomic status, including employmaent status ad income status, and
repreductive history, including pregnancy and hysterectomy, were reported through the
questionnaire. All participants in the sample listed female as their gender. We categorized
participants as either aclive or inactive based on their reported participation in al leasl one
of the 15 physical activities listed in the questionnaire (ranging from household chores 1o
vigorous workouts). Participants were classified as “smokers” if they reported smoking
cigarcltes, cigars, marijuana, or vaping nicotine and Jor tobacco daily or weekly. Partici-
pants were classified as "alcohol consumers” if they reporled regular alcohol consumption
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and the intake of multiple alcoholic beverages within the last 12 months. Employment
status was divided into four categories: employed, unemployed, retired, or unknown.
Income status was divided into three categories: low income (USD 34,999 or less), middle
income (USD 35,000-USD 89,999), and high income {USI2 90,000 or above).

Access 10 healthcare was assessed using two variables: “access lo came” and “quality of
care”. The metric for access to care was determined by combining participants’ responses
to questions on where they go for health care (i.e., urgent care, emergency room, clinic
visit, etc.), their perception of the rnumber of doctors in their community, and whether they
had ever been lurned away by a doclor for financial or insurance reasons. Quality of care
was evaluated based on participants’ satisfaction with the care they received in the last
12 months and their agreement with statements aboul their doctors’ medical knowledge
and the amount of time spent with patients.

2.4. Nelghborhood Varinbles

To invesligate the possible impacts of participants’ perception of neighborhood crime
and violence on physical activity levels, participants’ responses to questions regarding their
choice to forego exercise due to concerns about crime and violence, as well as the impact
of these concerns on their daily lives, were assessed. Contextual neighborhood variables
were analyzed using Chicago Health Atlas (CHA) data for each Chicago community arca
belween 2015 and 2019 {17]. Chicago has distinct community arcas (aka neighborhoods),
COMPASS links survey data to community areas, and CHA data are merged into COMPASS
data on the shared community area lavel. Six neighborhood variables were included: the
hardship index {[composite score reflecting hardship in the community), the neighborhood
safety rate (%o of adulls who report that they feel safe in their neighborhood “all the time”
or “most of the time”), low food access (% of residents who must travel further than
¥ mile to the nearest supermarket in urban arcas or 10 miles in rural arcas), traffic intensity
{proximity lo vehicle traffic), the social vulnerability index (percentile relative vulnerability
based on social factors), and the rate of received needed care (% of adults who report that it
is “usually” or “always” easy to obtain care with their health plan).

2.5. Environmental Voriables

Ambient exposure data, including PM2.5, ozone, diesel particulate matter (DSLPM),
and proximity to traffic (PTRAF), was extracted from COMPASS, which oblains air quality
data by geocoding participant-supplied addresses and linking them to one of 77 Chicagoe
community arcas and their census tract or block. These ambient exposure lovels are
derived from the 2019 Environmental Justice Screening (EJSCREEN) air quality data and
merged with the COMPASS data set using the E[SCREEN ID variable at the census Federal
Information Processing Standards (F1I'S) code block group level.

2.6, Statistical Analysis

Descriptive statistics of the investigated variables from the COMPASS dataset and the
selected contextual neighborhood variables retrieved (rom the Chicago Heallh Allas (CHA)
for each Chicago communily were linked to individual participanis. The mean L standard
deviation (5D) or median [interquartile range {IQR}] was reporied for continuous vari-
ables based on data normal distribution, and frequencies and percentages were presented
for categorical variables. The Shapiro-Wilk normality test was used to examine whethoy
the variables were normally distributed. Differences in subject characleristics between
groups were analyzed by two-sample t-tests or Mann-Whitney tests, depending on the
distributions for continuous variahles, and by Pearson’s chi-squared or Fisher’s exact test
for categorical variables. Logistic rogression was used to investigate trends in age, race,
access to quality care, behavioral lifestyle, contextual neighborhood faclors, socioeconomic
status, and ambicent exposures related to UF, illustrating the odds ratic (OR) value with
a 95% confidence interval (CI). [n addition, potential risk factora for UFs were identified
in lthe multivariable logistic regression model. O note, a multilevel model was not uli-
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lized to analyze the contextual neighborhood variables because the available data had
no hierarchical or clustered structure. We used Spearman’s rank correlation coefficient
with Bonferroni correction to assess the contextual neighborhood correlations because the
contextual neighborhood data did not have approximately normal distributions. Mixed
positive and negative correlations did not salisfy the critical assumption of unidicectionality
needed for the weighted quantile sum (WQS) analysis for the overall mixture effect of
neighborhood characteristics, which was performed in a similar study by a co-author, Dr
Aschebrook-Kitfoy [18,19]. Lastly, multivariable logistic regression was performed to assess
the impact of contextual neighborhood variables on UF diagnosis adjusted by race and
heousehold income status. Two-sided p < 0.05 was considered statistically significant. All
the analyses were conducted using Stata/SE software 17.0 (StataCorp LLC, College Station,
TX, USA).

3. Results

A tolal of 602 participants aged 35-76 years (mean (SD): 50.3 + 12.3) met the criteria for
this study, and 21% self-reported a UF diagnosis. See Table | for a sumnmary of participants’
demographics, lifestyle, and reproductive history. Univariate analysis of each variable is
reported in this section unless otherwise indicated.

Table 1. Summary of Participants’ demographics, lifestyle, and reproductive history.

(Enn:l;) %ample :-;:I‘.;n;iz% Diagnosis :\Illo:'::;:id Diagnosis p-Value
Age {year), mean = SD 503 £ 123 37.1 £ 105 538 + 101 <0.001
BMI, mean + SD 314 + 9.0 322478 312+93 0.265
Race, n (%)
Black 513 (85.2) 111 (87.4) 402(848) -
White 52 (8.6) 9.1} 43(0.1) 0.792
Other 37 (62) 7 5.5) T 30463
Ethnicity, n (%}
" Non-Hispanic 546 (90.7) 113 89.0) 433 (91.2)
Hispanic 10(1.7) 110.8) 9{1.9) 0391
Unknown 46 (7.6) 13 (10.2) 337.0)
Sociceconomic Status, n (%)
Employnent Status -
Employment 127 (21.1) 30(23.6) 97 (20.4)
"~ Unemployed 368 (61.1) 72 (56.7) 296 (623)
" Retired 65 (10.8) 18 (14.2) 47 (9.9) 0360
" Unknown 42 (7.0) 7(55) 35(7.4)
" Income Status @
Lowincome  422(70.1) 83 (65.4) 339 (71.4)
“Middle income 173 8(6.3) 36 (7.6)
High Income 31 6.2) 9 7.1) 22 (4.6) i
Unknown 105 (17.4) 27 (213) 78 (16.4)
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Table 1. Cont.
Entire Sample Fibroid Diagnosis No Fibroid Diagnosis
n =602) (n=127) {n = 475) T
Behavioral Lifestyle, n (%) o
Aloohol/Smoking Status )
Smoking Status ) o
Smoker 32(51.8) 72 (56.7) 240 (50.5)
" Non-Smoker 290 (48.2) 55 (43.3) 235 (49.5) .51
" Aloohol Consuniption a o
Consumer 105 (17.4) 29 (228) T 76 (160)
Non-Consumer 243 (10.4) 61 (43.0) 182 (383) 0.623
Unknown T 254 (42.2) 37 (20.1) 217 (46.7)
Reproductive History, n (%) -
Pregnancy outoome
Live birth 375 (62.3) 79 (62.2) 296 (62.3)
Pregnancy loss 51(847) 14 (11) 37 (7.8)
" Abortion 62 (10.3) 15 (11.8) a7 (09 0.385
Not reported 114(15.9) 19 (15) 95 (20)
Hysterectonty 97 (16.4) 57 (45.6) 40 (3.6) <0.001
1 Status 2: { status ranges. Low { USD 34,999 or less. Middle ihcome: USD 35,000-USD 82,999,

High income: USD 90,000 or above.

3.1. Individual-Level Variables
3.1.1. Demographic Factors

The average age of participants with a UF diagnosis was 37 years. [n our sample, 85%
identified as Black, 9% as White, and 6% as other. The odds of a UF diagnosis decreased
with age (OR, 0.85; 95% CI, 0.83 to 0.88), Black participants had higher odds of a UF
diagnosis when compared to White participants (OR, 1.32; 95% CI, 0.62 to 2.79) or others
{OR, 1.11; 95% CI, 0.37 1o 3.32). A total of 90.7% of the sample were non-Hispanic, 7.6%
were unknown, and 1.7% were Hispanic. Participants of Hispanic ethaicity had lower odds
of a UF diagnosis (OR, 0.43; 93% CI, 0.05 to 3.40). The mean age of participants with a UF
diagnosis was lower in Black (36.5 years) compared to White (41.6 years) or pariicipants of
other races {41 years), with a p-value of 0.330 (Figure 1A).

3.1.2. Sociceconomic Factors

Seventy percent of the participants were in the low-income bracket. Those in higher
income brackets had increased odds of a UF diagnosis. Unemployed participants had
decreased odds of a UF diagnosis (OR, 0.79; 95% CI, 0.48 to 1.28), and 39% of the sample
participants reported having no access to quality healthcare. Patients with access to quality
care were approximately 26% less likely to receive a UF diagnosis (OR, 0.74; 95% CI,
0.50 to 1.09). A total of 42% of the sample participants reported having an insufficient
number of doctors in their community. Participants who reported having enough doctors
in their community had lower odds of a UF diagnosis (OR, 0.96; 95% CI, 0.61 to 1.52). A
total of 42% of participants reported concerns about crime and neighborhood viclence.
Participants whe had daily concerns about crime trended towards higher odds of receiving
a UF diagnosis (OR, 1.19; 95% CI, 0.79 to 1.79) compared to those who did not have these
concerns (Figure 1B).
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A’ Factors OR (85% C)) B: Faciors OR (85% CI}
Age E 0.85 (0 83. 0.88) High i 1.67 (0 74, 3 76}
Black —— 1.32 (0.62. 2.79) Unemploy 0.79 {0.48, 126}
Other race ~ —p— 1.11(0.37, 3.32) Quallty care —s-t 0.74 (0.50, 1 09}
L 0.43 (005, 3.40) Crme e 1.19{0.79, 1.79)
a053d 187 0268 aze
C: Factors OR (95% Cl) D: Faclors OR (95% Cl)
BM! 1.01{0.89, 1.03) 4
Active levels ————— 1.47 (0.75, 2.89) zmqmm’ \ ::: (g‘::' 2'7?
Smoking = 1.28(0.80, 1.80) o SR I e e
Alcohol intake —1=——  1.14 (0.68, 1.91) Hysteractomy —— 891 (5.52, 14.37)
0.347 2.80 00698 1 144
E. Faclors OR {85% Cl) F Factors OR {85% C1)
Hardship Index — 0.90 (000, 100}
PM25 —_— 020 (0 04, 097) Neighborhood satety  1—— 1.01 {1.00, 1.62)
Ozone —_— 0.69 (0.33, 1 41) Low lood access  —{— 1.00 (0.99, 1.01}
—_— Trafhc Intensity 1.00 (.00, 100)
L CESCHESLTY Social vulnerability —{- 0.39 (0.89, 1.00)
AL 100 (4.00. 1 00) Recsived needed care 1.02 (0.99. 1.04)
0.0435 1 2 Y- 104

Figure 1. (A) Odds of UF diagnosis by Demographic factors: Age, Race (Black), ethnicity. Odds
ratio and 95% Confidence Interval (CI) were utilized for an interquartile range where continuous
predictors of age compared quartile 3 with quartile 1. Categorical predictors of Race, Daily Exercise,
and Active Lifestyle utilized simple odds and compared them to a reference group (White, normal
BM], No exercise, not active lifestyle). Odd ratios above 1 indicate an increased risk of developing
uterine fibroid. Age: continuous variable. Race: While, Black, and Other. (B) Odds of UF diagnosis
by Income/Employment Status, Access to Quality Care, and Crime. Categorical predictors of Income
status, Employment status, access to quality care, and crime utilized simple odds and compared
them to a reference group (low income, employed, no quality care, not enough doctors, and no
erime). Odd ratios above 1 indicale an increased risk of developing uterine fibroid. Conversely, an
odds ratio of less than 1 represents a protective effect. (C) Odds of UF diagnosis by lifestyle and
behavioral: BMI, activity levels, alcohol intake, smoking. Odds ratio and 95% Confidence Interval
(CI) were utilized for an Interquartile range where continuous predictor BMI compared quartile
3 with quartile 1. Categorical predictors of smoking status, secondhand smoking exposure, and
alcohol consumption utilized simple odds and compared them Lo a reference group (normal BMI,
No exercise, not active lifestyle, no alcohol intake, and no smoking). Odd ratios above 1 indicate an
increased risk of uterine fibroid diagnosis. BMI: Underweight, Normal, Overweight, Obese. Daily
exercise: No exercise, daily exercise. Active lifestyle: [nactive lifestyle, active lifestyle. (D) Odds of
UF diagnosis by pregnancy and hysterectomy history. Categorical predictors’ previous pregrancy
status, Pregnancy loss experience, and hysterectomy utilized simple odds and compared them toa
reference group of zero or not experienced. Odd ratios above 1 indicate an increased odds of uterine
fibrowd diagnosis. (E) Odds of UF diagnosis by Ambient Exposure Ranges. Odd ratios above 1
indicate an increased risk of developing uterine fibroid. Conversely, an odds ratio of less than 1
represents a protective effect. (F} Odds of UF diagnosis by Neighborhood contextual variables.
Odd ratios above 1 indicate an increased risk of developing uterine fibroid. Conversely, an odds ratio
of less than 1 represents a protective effect.
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3.1.3. Lifestyte and Behavioral Factors

Fifty-two percent of participants were categorized as obese (BMI > 30), 24% as over-
weight (BMI 25 to <30), 20% as healthy weight (BMI 18.5 to <25), and 4% as underweight
{BMI < 18.5). We observed a positive trend between BMI and a UF diagnosis; obese partici-
pants had 1.5 times higher odds of a UF diagnosis compared to participants with a normal
BMI (OR, 1.49; 95% CI, 0.87 to 2.56). UF diagnoses were less likely in participants who
reported daily exercise (OR, 0.93; 95% CI, 0.59 to 1.48). Within our sample, 88.5% of the
participants reported having an active lifestyle, and these participants were more likely
to have a UF diagnosis (OR, 1.47; 95% CI, 0.75 to 2.89). Fifty-two percent of the sample
participants were smokers, and they were 1.28 times more likely to have a UF diagnosis
(OR, 1.28; 95% CI, 0.86 to 1.90), Additionally, 44% of the sample participants reported
childhood secondhand smoke exposure, which was associated with increased odds of a UF
diagnosis (OR, 1.46;95% CI, 0.84 to 2.52). Of the sample participants, 17% reported regular
alcohol consumption {every day or every week), 40% denied regular alcohol use, and 42%
reported unknown aleohol usage. Those who reported regular alcohol use were 1.14 imes
more likely to have a UF diagnosis (OR, 1.14; 95% CI, 0.68 to 1.91) (Figure 1C).

3.1.4. Reproductive History

A history of pregnancy was reported by 81% of participants. These participants had
higher odds of a UF diagnosis (OR, 1.42; 95% CI, 0.83 to 2.43). The odds of a UF diagnosis
were also higher in participants who experienced pregnancy loss (OR, 1.42; 95% CL 0.73 to
2.75}. Abortions were slightly more common ameng participants with a UF diagnosis (OR,
1.19; 95% CI, 0.43 to 1.30). Sixteen percent of participants reported having a hysterectomy,
while 84% denied having undergone the procedure. The odds of a UF diagnosis were
8.9 times higher in participants who had undergone a hysterectomy {OR, 8.91; 95% CI, 5.52
to 14.37) (Figure 1D).

3.2. Neighborhood Variables

Except for traffic intensity, neighborhood contextual characteristics were similar across
groups (Table Z). Bach selected neighborhood characteristic showed no significant agso-
ciation with a UF diagnosis (Figure 1F). Spearman’s correlation of the six neighborhood
characteristics showed moderate correlabons between several. Spearman’s correlation
coefficient indicated a value of 0.82 between the hardship index and social vulnerability
and 0.63 between the hardship index and neighborhood safety (Figure 2). When stratified
by individual-level variables, race, and household income status, the six neighborhood
characteristics did not have a statistically significant impact on the odds of a UF diagnosis.
When adjusted for age, traffic intensity was slightly protective against a UF diagnosis.

Table L. Summary of Neighborhood Characteristics.

Neighborhood Characteristic, Median (Interquartile Range)

Entire Sample Fibroid Diagnosis No Fibroid Diagnosis
(n = 602) (n=127) (n= 475) Eakeine
Hardship Index 83.1 (75.3-89.3) 8.1 (57.3-86.9) 83.1 (75.3-89.8) 0338 g
Neighborhood safety  47.1 (33.6-58.2) 47.5 (36.5-59.2) 463 (33.6-58.2) 0.120
Low food access 36.9 (22.3-63.5) 36.9 (22.3-63.5) 369 (22.3-63.5) 0.768
Traffic [ntensity 6153 (4115-1630.2) 563.1 (411.5-1012.0) 619.2 (411.5-1630.2) 0.031
Social vulnerability 815 (727 83.5) 1.5 (69.4-82.6) 815 (74.0-83.5) 0.284
Received needed care 77.2(72.7-86.5) 79.3 (74.6-57.6) 77.2 (72.7-86.2) 0.143
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Figure 2. Spearman correlation of Neighborhood contextual variables. Neighborhood contextual
factors are categorized into interquartile ranges. Median hardship index (score), neighborhood safety
rate (% of adults), low food access (% of residents), traffic intensity (distance-weighted vehidles),
sodal vulnerability index, and received needed care rate (% of adults).

3.3. Environmental Variables

PM2.5 was associated with decreased odds of a UF diagnosis (OR, 0.20; 95% CI, 0.04 to
0.97). DSLPM exposure decreased the odds of UF diagnosis (OR, 0.33; 95% €I, 0.13 to 0.87}.
Ozone levels did not follow a normal distribution, and median concentration exposures
were similar in both groups at 45.409 ug/m>. Additicnally, ozone exposure decreased the
odds of a UF diagnosis, although the effect was not statistically significant (OR, 0.69; 95%
CL 0.33 to 1.41). Average PTRAF exposure was 9.825 pg/m?, and it did not significantly
impact the odds of a UF diagnosis in our sample (Figure 1E). Of note, other multivariable
analyses performed did not meet the Hosmer-Lemeshow goodness of fit test.

4. Discussion

In recent years, considerable attention has been given to understanding the role of
social, economic, and environmental factors on health inequity [2(1]. This study explores UF
prevalence among predominantly Black urban residents in Chicago, considering individual,
neighborhood, and environmental factors. Chicago’s unique features—sociceconomic
profile, demographic composition, high traffic, and industrial presence, leading to poor air
quality—make it an ideal location for assessing UF prevalence [15]. However, these features
affect the generalizability of our findings. Furthermore, the small sampie size, relatively
narrow exposure distribution, and oversampling of non-Hispanic Blacks, who are dispro-
portionately impacted by UFs, may explain the lack of statistically significant findings.

In this study, 85% of participants were non-Hispanic Blacks. Black participants had a
higher likelihood of a UF diagnosis, and we observed a positive correlation between a UF
diagnosis and lifestyle and demographic factors such as regular alcohol use, secondhand
smoke exposure, elevated BMI, and infrequent exercise. These findings are consistent with
well-established data [1,3,5,%]. The association we found between an active lifestyle and
higher odds of a UF diagnosis was unexpected and may be attributable to physical activity
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overestimation bias since our classification process was based on participants’ self-report
of engagement in activities [21]. Forty-two percent of participants reported concerns about
crime and violence, which impacted their ability to engage in oukdoor physical activity and
affected their daily lives. Participants with these concerns had higher odds of a UF diagnosis.
Despite the lack of statistical significance, which could be attributed to an overall small
sample size, this correlation is expected because crime and violence are a significant source
of chronic stress, which can lead to allostatic load and a subsequent pro-inflammatory
state [22]. Chrenic inflammation has been implicated in the development of UFs and
may be a critical contributing factor to the racial disparity observed in UF diagnoses. The
increased odds of a UF diagnosis in participants reporting a history of pregnancy loss and
hysterectomy are consistent with published data and underscore the substantial morbidity
associated with UFs, as well as their negative impact on quality of life [1,23]. Although
research has suggested that pregnancy protects against UF occurrence [24)], our study found
that participants who had been pregnant before had higher odds of a UF diagnosis. This
finding could be due to the common occurrence of UF diagnoses during pregnancy.

Neighborhood characteristics, independently and stratified by individual-level vari-
ables (race and househeld income), did not significantly influence UF diagnoses. This was
an unexpected finding, and we suspect it is cdue to an overall low sample size, i.e., Type Il
error [25}, Furthermore, no statistically significant correlation was found between ozone
or PTRAF exposure and UF diagnoses, whereas DSLPM and PM2.5 showed statistically
significant negative correlations with UF diagnosis. These findings were not as expected
because previous studies have explored the association between air pollutants and UFs,
with some reporting a modest increased risk of UF with ozone and PM2.5 exposure [12-14].
Our findings may differ from prior studies due to overall lower levels and narrower ranges
of ozone (44-46 pg/m? vs, 50.74-71.04 pg/m? in Black Woman's Health Study} and average
PM2.5 (9.82 pg/m? vs. 13.6 ug/m? in Black Woman’s Health Study and 15.3 pg/m? in
The Nurses’ Health Study II). Although our findings do not invalidate previous data, they
suggest a possible threshold exposure level where UF risk increases, and larger variations
in exposure levels may allow differences to be observed, while smaller variations reduce
the ability to detect such differences.

4.1. Strengths and Limitations

This study has several strengths. First, the disadvantaged group most impacted by UF
is adequately represented in our study sample. Second, our data source, COMPASS, pro-
vides access to specific neighborhood characteristics using participant-supplied addresses
instead of proxy variables. Third, this paper investigates an important and understudied
issue of the social and environmental causes of heaith inequity in UF prevalence. There
are several limitations of this study. First, despite access to a large cohort, we performed a
cross-sectional analysis of a relatively small sample of 602 participants who completed the
survey module assessing UF diagnosis. The analyzed sample was not nationally or geo-
graphically representative, and although the over-representation of disadvantaged groups
is a strength, it limits the generalizability of our study findings. Second, the age and report
of UF diagnosis are not validated by medical data. This, along with other findings, may be
influenced by questionnaire and recall bias [26). Although validation of fibroid diagnosis is
preferred, previous data suggests that patient-report is accurate for over 90% of patients
with UF [27,28]. To mitigate these limitations for future studies using COMPASS, we will
request that a UF diagnosis be included in all surveys, as well as questions addressing age
at diagnosis and verification of an image-confirmed diagnosis. Lastly, the lack of a temporal
association between air pollutant data collection and the date of UF diagnosis, due to the
nature of survey response collection, limits the interpretation of our findings on the impact
of air pollution exposure on a UF diagnosis. Future studies with larger sample sizes, wider
exposure distributions, inclusion of medical record data, and more comprehensive data
collection methods will contribute to a deeper understanding of the factors influencing
UF diagnoses.
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4.2. Further Research

To reflect the association more accurately between exposures and disease diagnosis,
studies evaluating the impact of sociceconomic, lifestyle, and environmental factors on
UFs should capture both the age at diagnosis and the duration of environmental exposures
leading to or at the time of diagnosis. Additionally, participants from cohorts specifically
designed to investigate health conditions, such as UFs, should be sampled for analysis.
Alternatively, existing cohorts, such as COMPASS, could be modified accordingly to avoid
limited and inaccurate information about the condition in question. Lastly, similar studies
using population-based cohorts could enhance heterogeneity and variability within the
cohort, therefore improving the generalizability of the study results.

5. Conclusions

The impact of structural and environmental factors on UF development is a growing
area of research interest. Our investigation of this relationship in a predominantly Black
Chicago-based cohort, which includes individuals residing in historically disenfranchised
communities of South Chicago, did not reveal significant associations between these struc-
tural drivers and UF prevalence. However, our study provides foundational insights into
the cohort that we queried and identifies an opportunity to leverage an existing longitudi-
nal cohort study by expanding its variables to include gynecologic-specific data that would
improve the robustness of future analysis. Future analysis with more robust data may allow
us to determine if there is a significant association between structural and environmental
variables and UF prevalence. Identifying this relationship, if it exists, would provide a
justifiable platform to pursue policy changes.
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Abbreviations

UF Uterine Fibroid

COMPASS  Chicage Multiethnic Prevention and Surveillance Study
OR Odds Ratio

CI Confidence Interval

BMI Body Mass Index

PM 2.5 Particulate Matter 2.5

NiH Nationa) Institute of Health

NCI National Cancer Institute

CHA Chicago Health Atlas

EJSCREEN Environmental Justice Screening

FIPS Federa! Informaltion Processing Standards
50 Standard Deviation

IQR Interquartile Range

wQs Weighted Quantile Sum

DSLPM Diesel Particulate Matter

PTRAF Proximity to Traffic
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Uterine-Artery Embolization versus Surgery
for Symptomatic Uterine Fibroids

The REST Investigators*

ABSTRACT

BACKG ROUMND
The efficacy and safety of uterine-artery embolization, as compared with standard sur-
gical methods, for che treatment of symptomatic uterine fibroids remain uncertain.

METHODS
We conducted a randomized trial comparing uterine-artery embolization and surgery
in women with symptomatic uterine fibroids. The primary outcome was quality of
life at 1 year of follow-up, as measured by the Medical Outcomes Study 36-Item
Short-Form General Health Survey (SE-36).

RESULTS

Patients were randomly assigned in a 2:1 ratio to undergo either uterine-artery embo-
lization or surgery, with 106 patients undergoing embolization and 51 undergoing
surgery (43 hysterectomies and 8 myomectomies). There were no significant differ-
ences between groups in any of the eight components of the SF-36 scores at 1 year.
The embolization group had a shorter median duration of hospitalization than the
surgical group (1 dayvs. 5 days, P<0.001) and a shorter time before returning to work
(P<0.001). At 1 year, symptom scores were better in the surgical group (P=0.03).
During the first year of foilow-up, there were 13 major adverse events in the embo-
lization group (12%) and 10 in the surgical group (20%) (P=0.22), mostly related
to the intervention. Ten patients in the embolization group (9%) required repeated
embolization or hysterectorny for inadequate symptom control. After the first year
of follow-up, 14 women in the embolization group (13%) required hospitalization,
3 of them for major adverse events and 11 for reintervention for treatment failure.

CONCLUSIONS
In women with sytnptomatic fibroids, the faster recovery after embolization must be
weighed against the need for further treatment in a minority of patients. (ISRCTN.org
number, [SRCTN23023665.}

N ENGL ) MED 3564 WWW.NEJM.ORG  JANUARY 25, 2007
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UTERINE-ARTERY EMBOLIZATION VERSUS SURGERY FOR SYMPTOMATIC UTERINE PIBROIDS

TERINE FIBROIDS ARE THE MOST COM-

mon type of tumor in the female reproduc-

tive system. The presence of these turners
may cause menstrual disorder and can be associ-
ated with subfertility, miscarriage, and pressure
effects.* For women who no longer plan to give
birth, the established treatment is hysterectomy.
In the Uniled Kingdom, approximately 42,500
bysterectomies are performed annually, with ap-
proximately 30% indicated for fibroids (the second-
most-frequent indication).2 For wormen wishing to
maintain their fertility, myomectomy is the prin-
cipal option.

Uterine-artery embolization was introduced in
1995 as an alternative technique for treating fi-
broids.? Since then it has become increasingly
accepted as a minimally invasive, uterine-sparing
procedure, and more than 100,000 procedures
bave been performed during the past decade,
mainly in the United States and Western Europe.*
Early analysis of an open, prospective, voluntary
U.S. registry including 3160 patients revealed
major complications in 5.5% of patients at 30
days, with 0.1% requiring 2 hysterectomy.5 In the
United Kingdom, the National Institute for Health
and Clinical Excellence issued guidelines in Oc-
tober 2004, stating that the procedure appeared
to be safe for routine use and that the majority
of patients have short-term symptomatic relief.s
However, there has been a need for a careful
assessment of the effects of the procedure on
quality of life, particularly in comparison with
standard surgical approaches” We designed a
randomized trial comparing uterine-artery embo-
lization and surgery to assess quality of life and
other outcomes at 1 year of follow-up.

METHODS

We conducted the trial in 27 hospitals in the Unit-
ed Kingdom. Each hospital was associated with
one of four regional centers. Patients were ran-
domly assigned to study groups from November
2000 through May 2004. The 12-month follow-up
was completed in September 2005.

The study was approved by the Multicenter
Research Ethics Committee and local ethics com-
mittees at each center. All patients provided writ-
ten informed consent. Potential patients were
provided with written information describing the
study and possible risks, including the unknown
effect of embolization on subsequent pregnancy.

Experienced interventional radiologists per-
formed the embolizations; patients were referred
to specialist centers from district units in which
embolization was not available. Hysterectomy and
myomectomy were performed at each local center.

PATIENTS
Women al least 18 years old were eligible il they
had one or more fibroids of more than 2 ¢m in
dizmeter that could be adequately visualized with
the use of magnetic resonance imaging (MRI),
caused symptoms (such as menorrhagia or pelvic
pain and pressurc), and were considered by the
patient’s physician to justify surgical treatment.
Exclusion criteria included a contraindication to
MRI, severe allergy to iodinated contrast media,
subserosal pedunculated fibroids, recent or ongo-
ing pelvic inflammatory disease, pregnancy, and
any contraindication to surgery. There was no
upper limit on the size or number of fibroids.

PROCEDURES
Patients were randomly assigned to study groups
according to a compurer-generated schedule (per-
muted blocks) held by the trial coordinator. Ran-
domization was stratified by center and was per-
formed in a 2:1 ratio, with twice as many patients
allocated to the embolization group as to the sur-
gical group, This design allowed better charac-
terization of the outcomes of the embolization
procedure with minimal reduction in statistical
power. The method of hysterectomy or myomec-
tomy was not specified; the choice between these
options depended on whether the patient wished
to retain her uterus for fertility or other reasons.
Both operations were included, since virtually all
operations for fibroids are performed by the open
route, allowing appropriate comparison of out-
comes. The technique for embolization was also
not specified, but both uterine arterfes had to be
embolized and the particle size of the embolic
agent was standardized (500 to 710 jam).

OUTCOME MEASURES
The primary outcome measure was quality of life,
as assessed at 12 months on the Medical Qut-
comes Study 36-Item Short-Form General Health
Survey (SF-36), with scores ranging from O to 100,
with higher scores indicating better function. This
assesstnent has been validated in women with
menorrhagia.® Secondaty outcomes included an
assessment of findings on the EuroQolSD gues-
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546 Patients sgeened

339 Exduded
74 Did not meet indusion
Qiteria
192 Dedired paridpation
123 Had other reasons

157 Underwent randomization

106 Assigried 1o embolization group
101 ifinderwent embolization

(induding 3 technical failures)

5 Did net undergo embolization

51 Assigred to surgical group
438 Underwent surgery
3 Did not undergo surgery
1 Underwent embolization
2 Were not treated

11 Were [ost to follow-up

6 Were [ost tofollow-up

95 Included in analysis

45 Included in analysis

Figure 1. Enroliment and Outcomas.
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tionnaire, an instrument used to measure prefer-
ences for certain health outcomes, including hys-
terectomy,™* with a range of scores paralleling
that of the SF-36; an 11-point symptom score,
ranging from -5 (markedly worse) to +5 (marked-
ly better); the time until the resumption of usual
activities; a satisfaction score measuring whether
patients would recommend the procedure to a
friend; a linear-analogue pain score at 24 hours;
the presence or absence of complications; and
treatment failure, defined as the need for subse-
quent intervention for symptom control, including
hysterectomy or repeated embolization.
Complications were graded with the use of the
classification system of the Society of Interven-
tional Radiology, as recommended in the Stan-
dards of Practice? as follows: no therapy required
or no consequence (grade 1); nominal therapy
required or no consequence, including overnight
admission for observation only (grade 2); therapy
required, including minor hospitalization of less
than 48 hours (grade 3); major therapy required,
including an unplanned increase in the level of

care or hospitalization for at least 48 hours (grade
4); and permanent adverse sequelae (grade 5).
Grades 1 and 2 were considered to be minor;
grades 3 through 5 were considered to be major.
Two of the investigators (a gynecologist and a
radiologist) independently categorized the grades
of complications. In 56% of cases, the investiga-
Lors wete in complele agreement; in 91% ol cases,
they were in agreement to within one grade of
complication. In discordant cases, the worse grade
was used. Major adverse events included any ma-
jor complication, a life-threatening event, initial
or prolonged hospitalization, an intcrvention re-
quired to prevent permanent impairment or dam-
age, and death. Treatment failures requiring sub-
sequent intervention were considered separately.

We assessed outcome measures (with the ex-
ception of the 24-hour pain score) at 1, 6, 12, and
21 months and annually thereafter. In this study,
we present the 12-month results, with two excep-
tions: major adverse events requiring hospitaliza-
tion and subsequent intervention for treatment
failure, which are reported through Septermber
2005 {maximum follow-up, 58 months).

ECONOMIC ANALYSIS

We prospectively collected data on the total use
of financial resources up to 12 months after
treatment. These data included the time in the
operating room and recovery room, the total length
of stay in the hospital, outpatient visits associat-
ed with the procedure, treatment failure, and any
associated complications. We obtained unit costs
for all resources used from routinely collected data
and published literature; we used such data to
determine the direct health care costs associated
with each patient from the perspective of the Na-
tional Health Service. Since the trial showed no
significant differences between groups in the pri-
mary outcorne, we considered the appropriate form
of economic evaluation to be a cost-minimization
analysis.”* We calculated the 95% confidence in-
tervals (CIs) for the differences in costs between
groups with the use of the bias-corrected and ac-
celerated bootstrap method.** We performed one-
way sensitivity analysis on key unit cost compo-
pents by varying one measure at a time.

STATISTICAL ANALYSIS

We analyzed all patients in the group to which
they were randomly assigned, regardless of the
treatment actually received. Analysis of covariance
was used to compare quality-oflife scores (on the
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basis of results on the SF-36 and EuroQol question-
naires) between groups, adjusting for baseline val-
ues, Other comparisons between groups were made
with the use of a two-sided Student’s t-test and
the Mann-Whitney test for continucus data and the
chi-square test for categorical data. The original
power calculation required the enrollment of 200
patients Lo give a power of'90% Lo detect a dilTer-
ence of 10 points in the SF-36 score at 12 months
(the primary end point) at the 0.05 significance
level. Because of slower-than-expected recruitment,
the decision was subsequently made to reduce the
power to 80%, which rcquired the corollment of
150 patients.

An independent data and safety monitoring
committee reviewed the results and serious ad-
verse events every 12 months. The panel followed
the highly conservative Haybittle-Peto approach
of requiring a significance level of less than 0.001
in the comparison between groups before making
any recommendation to terminate the trial pre-
maturely.*

The manufacturers of the embolic agents used
in the study (William Cock Europe, Cordis, and
Biocompatibles) had no role in the design of the

study; data collection, analysis, and interpreta-
tion; or the writing of the final report. The Writ-
ing Committee members assume responsibility
for the accuracy and completeness of the data
and for the overall content and integrity of the
article.

RESULTS

A total of 157 women were randomly assigned to
study groups: 106 to undergo uterine-artery em-
bolization and 51 to undergo surgery, including 43
hystcrectomics and 8 myomectomics (Fig. 1). Eight
patients (5%) did not receive their allocated treat-
ments (five in the embolization group and three
in the surgery group). In addition, there was one
technical failure in the surgical group (a myomee-
tomy converted to hysterectomy owing to technical
difficulties) and there were three technical failures
in the embolization group (owing to difficulty in
the identification or catheterization of one or both
uterine arteries). All the hysterectomies and myo-
mectomies were performed through an abdominal
incision. The groups were well matched at base-
line (Table 1).

Table 1. Baseline Charactedstics of the Patients.*
Embalization Group Surgical Group
Characteristic {N=108) [N =51) P Value
Age —yr 43.615.5 43,3171 077
Largest fibrold dlameter — cm 7.513.0 8.5:3.9 012
Uterine volume — ml 5791447 7011627 023
SF-36 scoref
Physical function 32119 77420 0.16
Physical role 51141 45247 035
Bodily pain 52422 50422 050
General heakh 6119 60423 092
Vitality 4122 42123 093
Social function 63427 58430 0.34
Emotional role 60143 57143 0.76
Mental health 63118 63422 091
EuroQol scoref 70£16 6320 0.04
Main presenting symptom — ne. (%) 092
Mo. of patients 102 50
Bleeding 56 (55) 29 (58)
Pain 19(19) 704)
Pressure 23 (23) 12 04
Other 4 (4) 2{4)

* All study participants were premenopausal. Plus—minus val
36-Item Short:-Ferm General Health Survey,

ues are means +SD. SF-36 denotes Medical Outcomes Study

¥ Scores on the SF-36 and EuroQol range from O (worst possible) 1o 100 {best possible).
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Table 1, Effects of Uterine-Artery Em bolization and Surgery on Measures of Quality of Life, Symptoms, and Resumption
of Usual Activities.*
Embolization Group  Surgical Group  Absolute Difference
Effect {N =105) {N=51) {95% Q) P Value
SF-36%
At l me
No. of palients 95 47
Score
Physical function 85116 57425 -26 (32 10 -20) <0.001
Physical role 37144 11:24 =25 (-38 t0 -12) <0.001
Bodily pain S0x22 44124 6(-14t02) 0.16
General health 70 £19 14117 4 (-1to 10 0.13
Vitality 47122 42:24 -6{-13to 1) 0.11
Social function 64427 44129 =19 (~-28 to -9) <0.001
Emotional role 72141 G444 T-2te Dy 032
Mental health 7217 7418 2{(-3t08) 039
At 12 mo
No. of patients 95 47
Score
Physical function 92:14 89:20 0 (-6 to §) 0.85
Physical role 7640 21134 7(-71020) 033
Bodily pain 76423 8026 441013 028
General health 74120 19117 6(01012) 0.07
Vitality 62121 67122 43101l 0.28
Social function 84123 37426 4{4t012) 035
Emotional role 81135 87£30 7{-41018) 0.22
Mental health 76117 76121 -1{-7105)} 0.30
EuroQoli
At l mo
No. of patients 92 47
Score 74217 6719 -4 (-9t02) 0.24
Atl2 me
Mo. of patients 93 45
Score 82116 8314 4(-2t09) 013
24-hour pain scorefj
No. of patients 99 49
Score 3.012.1 46123 16({0.3102.3) <0.00]
Symplom scoreq]
At 1 mo
No. of patients 98 48
Score 15:2.4 2.812.6 13 (04102.2) 0.004
At 12 mo
No. of patients 95 45
Score 3.6£2.0 43117 0.7 (0.1 to 1.4) 0.03
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Table 2. {Continued.}
Embolization Group  Surgical Group  Percent Difference
Effect {N=108) {Na51) (95% S P value
Patients who would recommend
treatment 1o a friend
At 1 mo — no.ftotal no. {3} 74497 (76) 37/43 {77} 1 {-1410 15) 0.92
Al2mo  no.jrotalne. () 84/95 (38) 42145 (93) 5 ( 5to15) 032
Hospital stayand time until resump-
tion of usual activities 95% <l
Hospital stay — day
Median 1 5 Jiod <0.00]1
Interguartile range 12 3G
Made cup of tea — day
Median 2 [ 3t <0.001
Interquartile range 1-3 4-11
Made meal — day
Median 6 17 6to 14 <0.001
Interquartile range 3-9 10-23
Drove car — day
Median E 34 22t0 30 <0.001
Interquartile range 5-10 2743
Retumed 1o work — day
Median 20 62 28t0 53 <0.001
Interquartile range 14-30 39-90
Had sexual intercourse — day
Median 21 33 18 to 45 <0.001
Interquartile range 13-31 29-9]

* Plus-minus values are means £5D. Cl denotes confldence interval, and SF-36 Medical Outcomes Study 36-Item Short

Form General Health Survey.

i For the differences in quality-of-life scores (on the SF-36 and EuroQol) between the surgical group and the emboliza
tion group, the analysis of covariance adjusted for baseline values, so the differences between the groups are not the
simple numerical differences, Negative values indicate higher scores in the embolization group, and positive numbers

indicate higher scores In the surgical group.

t Scores on the SF-36 and EuroQol range from O (worst possible) to 100 (best possible).

§ Scores on the 24-hour pain scale range from 0 (no pain) to 10 {continucus, severe pain) on 2 continuous scale.

9 Symptom scores range from -5 {markedly worse) to +5 {markedly better) on an integer scale.

| The 95% Cls are for the difference in medians. Data are excluded for patients who did not have a response to a category

{e.g.. nondrivers).

PRIMARY OUTCOME

The primary outcome measure (the SF-36 quality-
of-life score at 12 months) was available for 140
of the 157 women (89%). The results on the SF-36
and EuroQol at 1 and 12 months are shown in
Table 2. There were no significant differences
between groups in any of the eight components
of the SF-36 at 12 months, although at 1 month,
the embolization group had significantly greater
improvement in scores than the surgery group
for the physical function, social function, and
physical-role components.

SECONDARY GUTCOMES
Women in the surgical group had a significantly
higher pain score at 24 hours (Table 2), Symptom
scores at 1 and 12 months after the procedure
were significantly better in the surgical group. At
12 months, the percentage of women who re-
ported that they would recommend their treat-
ment to a friend was high in both treatment
groups (93% in the surgical group and 88% in
the embolization group) (P=0.32).

The median hospital stay after uterine-artery
embolization was significantly shorter than that
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after surgery (1 day vs. 5 days, P<0.001). The me-
dian time until patients could resume all record-
ed usual activities was significantly lower in the
embolization group (Table 2).

MINOR COMPLICATIONS

Minor complications were reported by 36 women
(34%) in the embolization group and 10 (20%) in
the surgical group (P=0.06) (Table 3). Minor com-
plications were usually related to the postembo-
lization syndrome (52%), which includes pyrexia,
pain, and elevated inflammatory markers, in the
embolization group and to minor infections (25%)
in the surgical group.

MAJOR ADVERSE EVENTS

There were 16 major adverse events (15%} in the
embolization group, as compared with 10 (20%) in
the surgical group during a median follow-up of
32 months (interquartile range, 23 to 41) (Table 3},
When we categorized these events with respect to
the timing of their occurrence (i.e., during the
hospital stay, during the first year of follow-up,
or after the first year), 8 of the 10 major adverse
events in the surgical group occurred during the
hospital stay, whereas 15 of the 16 events in the
embolization group occurred after discharge from
the hospital.

TREATMENT FAILURES
Twenty-one patients (20%) in the embolization
group required an additional invasive procedure
(hysterectomy or repeated uterine-artery emboliza-
tion) for continued or recurrent symptoms, 10 dur-
ing the first 12 months of follow-up (2 of which
were due to technical failures) and 11 subsequent-
ly. In the surgical group, there was one conver-
sion of myomectomy to hysterectomy at the time
of the primary procedure.

ECONOMIC ANALYSIS
Uterine-artery embolization was associated with
a lower use of resources than was surgery at the
initial hospitalization. However, during the 1-year
follow-up period, when cornpared with surgery,
embolization was associated with more imaging
studies and a longer mean hospital stay.

Table 4 shows the results of the cost-minimiza-
tion analysis and one-way sensitivity analysis.15-12
Uterine-artery embolization was associated with
total costs significantly lower than those for sur-
gery (mean difference, £951 [$1,712 at an exchange

rate of £1=$1.80]; 95% CI, £329 to £1480 [$592 to
$2,664), suggesting that at 1 year, embolization
was more cost-effective than surgery for patients
with symptomatic uterine fibroids, from the per-
spective of the National Health Service. Sensitivity
analyses showed the result was robust when as-
suraptions were varied around the cost of MRI
and the embolization agent. The resulls were
sensitive to the cost per inpatient-day, with no
significant difference in costs between the two
procedures when the cost per inpatient-day was
balved. Threshcld analysis indicated that uterine-
artery embolization was more cost-cffective over
a 12-month period only if the cost per inpatient-
day exceeded £291 (§524).

OTHER OUTCOMES
Through September 2005, eight pregnancies had
occutrred in five women (seven in the embolization
group and one in the myomectomy group). Four
of the pregnancies resulted in miscarriage, three
in successful live births (two by cesarean section,
including one patient from each group, and one
spontaneous vertex delivery), and one intrauterine
death of the fetus at 33 weeks (with no abnor-
malities found on postmortem examination).

DISCUSSION

In this randomized trial comparing uterine-artery
embolization with standard surgical treatment for
women with symptomatic fibroids, we found no
significant differences between the groups in mea-
sures of quality of life at 12 months, although
women in both groups had substantial improve-
ments in each component of the SF-36 score rela-
tive to baseline. In contrast, the adverse-event pro-
files were very different. Surgery was associated
with the expected acute morbidity, but only one
major adverse event was recorded after the initial
hospital stay. Uterine-artery embolization was as-
sociated with a significantly faster recovery, includ-
ing the resumption of usual activities.

Rates of minor complications or major adverse
events did not differ significantly between the
study groups, although the nature and timing of
these events varied between groups; major adverse
events in the surgical group typically occurred
during the hospital stay, whereas in the emboliza-
tion group, such events more commonly occurred
after hospital discharge. Of note, three of the
major adverse events in the embolization group
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Table 4, Results of Cost-Minimization Analysis and Seasitivity Analysis.*
Embokization Group  Surgical Group
Variable (N=106) (N =51] Differencef
meart (95% Cl}

Cost-minimization analysis
Mean cost per patlent per year — £ 1727 (151110 1943) 2673 (2402 t0 2944) 951 (329 to 1480}
Mean cost exduding patients with missing data

Number of patients 93 44

Cost per patient — £ 1751 (1522 10 1980) 2702 (241410 2989) 948 (395 to 1432)
Sensitivity analysisi
Cost of MRI and ultrasonography doubled — £ 2027 (181110 2242} 2683 1M 1t02952) 658 {131t01137)
Cost of MRI and ultrasonography doubled, plus 2098 (183010 2316} 2684 (2415t02952) 599 (41to 1186)

cost of embolization agent {£95) — £

Cost of hospital stay reduced to 65% (£316) — £ 1379 (1233101525} 1344 (170010 2018) 463 (113 to 32%)
Cost perinpatlent day reduced 1o 50% {£243) — £ 1229 (1110to 1348} 1489 (1349t0 1628) 257 (-89 to 571

* £1.00 equals $1.80. Calculations were based on the following unit-cost estimates updated to 2004 prices: uterine-artery
embolization, £1.53 per minute; surgery, £3.08 per minute; embolic agen:, £75 per bottle {times four bottles); hospial

stay, £485.55 per day; magnetic resonance imaging (MRE), £152.53 per scan; ultrasonography, £17.50 per scan; and

outpatient consultation, £77 per visit-

1 The differences in costs between the surgical group and the embolization group were alculated with the use of a boot-

strap method, so the differences b the

le nurmerical ones.

SIVUY

are not simp

{ One-way sensitivity analyses were performed on key unit-cost components by varying one measure at a thime.

were cancers (two breast cancers, both detected
within 2 months after the intervention, and one
adrenal cancer), which were highly unlikely to be
related to treatment.

At 1 year, however, 10 of the 106 wornen in the
embolization group had required a secondary
intervention to treat persistent or recurrent symp-
toms. After the first year of follow-up, 11 addi-
tional women were readmitted for the same in-
dication. These findings are consistent with data
from uncontrolled case series indicating compli-
cations and treatment failures up to 48 months
after embolization.®2°

The cost-minimization analysis showed that at
1 year, embolization was more cost-effective than
surgery. This finding supports that of one other
study addressing the cost-effectiveness of uterine-
artery embolization versus surgery.?* Ongoing
follow-up will further assess the efficacy and cost-
effectiveness of embolization.

We used a “pragmatic trial” design, in that the
particular surgical interventions and technical
aspects of the procedures were not dictated by
protocol. We included women undergoing either
hysterectomy or myomectomy in the surgical
group, although in fact only eight women under-
went myomectorny. Our primary outcome mea-

sure, the SF-36 score, did not take specific fibroid-
related symptoms into account, although it was
sensitive to changes in quality of life that result-
ed from successful treatment of menstrual symp-
toms.® This fact is important, given the cyclical
nature of the patients’ menstrual problems. We
did not collect data on loss of menstrual blood;
comparisons of this measure between groups
would not be meaningful, given that only eight
women in the surgical group underwent myo-
mectomy.

Two other randomized, controlled trials com-
pared uterine-artery embolization with hysterec-
tomy.?3-33 The first study used a controversial
randomized-consent methodology,®* in which
women who were randomly assigned to the hys-
terectomy group were not informed about the
study or about the possibility of an alternative
treatment (i.e., uterine-artery embolization). In
addition, this study was small (enrolling only 57
women} and used the length of hospital stay as
the primary outcome measure; hospital stays were
significantly shorter after uterine-artery emboli-
zation, with similar complication rates in both
groups.2? The second trial comparing emboliza-
tion and hysterectomy enrolled 177 patients; at
6 weeks after treatment, the embolization group

N ENGL ) MED 3564 WWW.NEJM.ORG  JANUARY 25, 2007
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had a significantly shorter mean hospital stay
but a higher rate of minor complications and re-
admission.23

Limitations of our trial must be acknowledged.
The original target number of 200 patients was
reduced to 150 because of difficulties in recruit-
ment. Thus, the 95% Cls for the differences be-
tween groups indicate ihat plausible results in-
clude as much as a 10-point difference between
groups in some components of the SF-36. How-
ever, there is no suggestion of clinically important
differences. The inclusion of only a small number
of paticnts who undcrwent myomectomy in the
surgical group made it difficult to compare such
therapy with uterine-artery embolization. It also
suggests that a direct comparison of these two
treatments would be difficult to perform unless
recruitment involved a very large population base.
The use of the time until resumption of usual
activities as a2 secondary outcome must be viewed
cautiously, since such an interval could be biased
by the patient’s expectation (or caregivers’ guid-
ance) regarding the time to recovery.

The results of our study make clear that the
choice between surgery and uterine-artery embo-
lization for symptomatic uterine fibroids involves
tradeofts. The advantages of embolization — in-
cluding a significant reduction in the length of
the hospital stay and 24-hour pain level and a
more rapid retumn to usual activities — need to be
weighed against the risk of Lreatment [ailure re-
quiring a second intervention and the possibility,
although infrequent, of major late adverse events.
Longer-term follow-up is necessary, with attention
to the need for repeated intervention, to inform
futurc decision making.

Supported by the Chief Scientist Office of the Scottish Exec-
utive, Edinburgh. In addition, Dr. Moss reports receiving on
behalf of the trial-management group grants from three com-
panies — William Cook Burope, Cordis, and Biocompatibles

that manufacture embolic agents used in the trial, IBM
provided three laptop computers for data collection. The Uni-
versity of Glasgow parcly funded a research fellow in gyne-
cology.

Drs. Bdwards and Moss report receiving grants fror Cordis
and William Cook Suropeto fund the United Kingdom Interven-
tional Radiology Course; and Dr. Lumsden, lecture feas from
Biocompatibles, No other potential conflict of interest relevant
to this article was reported.
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In addition to the Weiting Commiuee, the following investigawis participated in the REST trial: Data and Trial Management: L.S. Mur-
ray (wial coordinator), H Dewart, B. Ferrie, M. Khaund, L. Lawrie, D. Lyons, F. McLean, Dam Moanitoring Commitee: 1.T. Cameton
(chair), H Critchley, J. Reidy, P. Warner. Trial Management Commminee: J.G. Moss {chair), R.D. Edwards, M.A Lumsden, L.S. Murray
(trial coordinator), G.D. Murray, §. Twaddle. Trial Steeving Committee: J.G. Moss {chair), R.D. Bdwards, M.A. Lumsden, L.S. Murray,
G.D. Murray, §. Twaddle, C. West, . Gillespie, M. Thomson, G. Houstwon, K. Cooper, P. Thorpe. The following centers and investigators
(all in the United Kingdom) participated in the trial: Aberdeent Royal Infirmary, Aberdeesn — K. Cooper, P. Thorpe; Boton Royal Infirmary,
Langashire — J. Tuck; Murrayfield Hospital, Edinburgh — 1. Gillespie; Croshouse Hesital, Kitmamodk — G. Trvine; Bastem Geneeal Hospital, Edin
burgh — C. Tay; Edisburgh Roye! Infirmany — C. Wese, L. Gillespie; Palkirk Royal Infitmary, Falkirk — O. Prabu; Porth Park, Kitkealdy — 8.
Pinion; Glasgow Royal Infirmary, dasgow — M. Rodger, A Reid; Haimuyre Hospital, Lanarkshire — K. Sp t; Hull Royal infirmany, Hull —J.
Killick, A Nicholson; Inverdyde Hospital, Gremodk — L. Cassidy, Mowkdands Hospital, Lanarkshire — V. Harper; Ninavells Hospitaf, Dundee — M.
‘Thomson, G. Houston; Path Royal Infirmary, Path — D. Phillips; Queen Margaret’s Hospitaf, Dunfermbine — 8. Binion; Ratgmore Hospital, In-
vemass — L. Caind, D. Nicholls; Rass Hall BMi Hospitdl, Glasgow — ], Moss; St. John's Hospital, Livingstone — P, Dewart; Southem General Hos-
pial, Glasgow — M. Cany, G. Urqhuart; Stiding Royal Infinmary, Stivking — F. Morison; Stobhill Hospital, Glasgow — M. Deeney: Valeof Lavm

Haspital, Alexandria — M. Haxton; and Western Infirmary, Glosgow — M.A. Lumsden, N. McMillan.
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Evaluation of a Ureteral Stent Removal Protocol in Adult
Kidney Transplant Recipients

Pauta M. Krzos,"* Cynthia T. Nguyen."™ Branna Kane,' Sambhavi Krishmamoorthy, ™ Tamya W. Kristol,” Luke F. Reynolds,” Jormider Pisano,**
Michells A. Josephson™® Holt Barth.* and Derek Owen'*

"Deportment af Phanmacy, Unwersiy of Chucago Medicwre. Cincago, [Hinoss, USA, %Saction of Nephvology. Dep y d Chicago Medicne, Chicago, knars, USA, *Division of
Urology, Department of Surgery, Unwersity of Chicago Medions, Chucago, Rlmos, USA, *Sectson of hfamws Dissases and Glcbal Hnllh. DenmmtofMd:m. Elnsversay of Chicago Madicane,
Chicago, Hinos, US4, *Department of Swgery, Unersty of Chicago Medicne, Chacago, Rinaes, USA, and *invmaon of Tramsp of Surgery, y of Chicago Medicme,
Chieaga. Hinos. USA

o Med U

Existing Hterature on best practices to reduce the risk of infectious complications associated with ureteral stent removal in kidney
transplant recipients is limfted. Prior to 2021, a formal process surrounding stent removal was not in place at aur institution. In june
2021, a stent removal protocol was established. This protocol included the following: obtaining a preprocedure urine culture,
prescribing universal culture-directed antimicrobial prophylaxis, earller stent removal posttransplant, and patient education. We
performed a retrospective quasi-experimental study of kidney transplant recipients who had their stents rernoved between July
2020 and june 2022. The primary outcome was the incidence of infectious complications within 30 days. Infectious
complications were defined as urnary tract infection and bacteremia due to urinary source, as well as hospitalization,
emergency department visit, or owtpatient emcounter for possible urinary tract infection. Secondary objectives included
infectious and immunologic complications within 30 days to | year from transplant. During this study period, 239 adult kidney
transplant recipients were included: 88 in the preprotocol group and 151 in the protocol group. The median time to stent
removal was sherter in the protocol group (25 vs 36 days, P<.001). More patients in the protocol group received preprocedure
antibiotics (99% vs 36%. P < .001). [nfectious complications were higher in the preprotocol group (9% vs 3%, P=.035). Overall,
the stent removal protocol was associated with fewer infectious complications (odds ratio, 0.18; 95% CI, 0.05-0.73). Further
investigation is necessary to determine which individual interventions, if any. drive this benefit.
Keywords. antibiotic; antimicrobial: kidney: organ transplant: prophylaxis.

Ureteral stent insertion at the time of kidney transplantation
decreases the risk of urologic complications such as anastomot

ic leak, stricture, or obstruction {1]. However, the benefits of
minimizing mechanical complications should be weighed
against the intrinsic risk of microbial colonization and assoct-
ated urinary tract infections (UTIs) [1-3]). In a study by
Alangaden et al, ureteral stenting was one of the strongest pre.
dictors of UTI after kidney transplantation, as 71% of patients
with stents developed UTI as opposed to 33% of patients with-
out stents (P« .001) [3]. While microbial colonization has aot
been shown to affect long-term graft function, infectious
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complications after stent removal can cause significant morbid-
ity or mortality in the patient who is immunocompromised (1].

Several factors may increase the risk of infectious complica
tions after stent removal, such as patient comorbidities, anom
alies of the wurinary tract, wrinary cobstruction, incomplete
bladder emptying. and duration of stent induraticn [4].
Optimizing modifiable risk factors can potentially decrease
complications posttransplant. Existing literature has found ear
lier stent removal, particularly within 3 weeks posttransplant,
to be associated with a decreased incidence of UTls, with no
significant difference in the incidence of major urclogic com
plications when compared with later removal (>3 weeks) [3, 6).

Additionally, the American Urclogical Association {AUA)
best practice guidelines state that antimicrobial prophylaxis
may be considered for clinical procedures, including removal
of ureteral stents, especially when patient and procedural risk
factors are present [7]. The 2022 European Association of
Urology guidelines on urologic infections state that asymptom -
atic bacteriuria is considered a risk factor for infectious compli-
cations during ureteral stent placement or exchange; therefore,
screening and treatment prior to the procedure are recom-
mended [8).

Prior to 2021, a formal process swrounding stent removal
was not in place at our Institution and practices varied. In
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2021, a multidisciplinary group was established to develop a
standard process surrounding ureteral stent removal after
kidney transplantation. The protocol included: removing the
stent at 3 weeks posttransplant, obtaining a urine culture within
L week prior to stent removal, prescribing universal culture

directed antimicrobial prophylaxis, and providing patient edu

cation. This study sought 1o evaluate the impact of this protacol
on infectious and immunologic complications following stent
removal.

MATERIALS AND METHODS

Study Center

The University of Chicago Medicine (UCM) is an 811 -bed ac-
ademic medical center located on the South Side of Chicago,
[linois. UCM’s kidney traosplant program performs living
and deceased donor kidney transplants. UCM performs around
150 kidney transplants per year. All kidney transplant recipi

ents have a ureteral stent placed at the time of transplant sur

gery. These stents are later removed via clinic cystoscopy by
the urclogic surgical team unless the patient has a concurrent
need requiring the operating room.

Intervention
Prior to | June 2021, there was no standard process for coordi
nation between the urology and transptant nephrology divi
sions regarding antimicrobial prophytaxis and timing of
urcteral stent removal, Ureteral stents were removed by the
urology division approximately 4 to 6 weeks posttransplant.
In 2021, a multidisciplinary working group was established to
develop and implement a standardized stent removal process.
This group consisted of physician, advanced practice nurse,
and pharmacist representatives from transplant surgery, trans-
plant nephrology. urology. and infectious diseases. The stent
removal protocol implemented on 1 June 2021 included the fol-
lowing: (1) removing the stent at 3 weeks posttransplant, (2)
obtaining a urine culture within 1 week prior to stent removal.
{3) prescribing universal culture-directed antimicrobial pro-
phylaxis, and () patient education (Supplementary Appendix
1. Patients with symptomatic UTlsat the time of stent removal
were excluded and followed a separate treatment algorithm.
The patient’s nephrologist ordered the preprocedure urine
culture and antimicrobial prophylaxis. Antibiotic prophylaxis
wag guided by the preprocedure urine culture (Supplementary
Tables | and 2). Patients with a positive preprocedure urine cul-
ture received a minimum 3 days of antimicrobial prophylaxis
prier to the stent removal procedure. Those with a negative urine
culture received 24 hours of cephalexin beginning the moming
of stent removal {prior to the procedure). For ease of outpatient
dosing, cephalexin was selected as an oral equivalent to the cefa
zolin recommended by the AUA best practice guidelines for
transurethral cases. induding stent removal [7]. Microbiologic

and susceptibility data were not available for this specific
patient population at the time. The Infectious Discases and
Antimicrobial Stewardship Program was available to answer
questions for culture-directed therapy if the preprocedure urine
cultitre grew an organism that was not covered by recommended
therapies. Continuing antibiotics beyond the date of stent re-
moval was not recommended.

Prior to proceeding with stent removal, urology staff screened
to ensure that patients had taken the requisite antibiotics.
Patients who were not adherent or were unsure of adherence
to antibiotic prophylaxis were given intramuscular gentamicin
within 30 to 60 minutes prior to the procedure, Removed ureter-
al stents were sent for microbial analysis. Patient education re
ganding when to reach out to the urlogy division for issues or
concerns was also developed and reinforced (Supplementary
Appendix 1),

Aside from the protocol interventions described so far, no
other procedural or UTI management changes were made
during the entire study period. Patients maintained routine
positransplant follow-up appointments, in which urinary
symptors were assessed and urine cullures were sent only
when there was suspicion for a UTL

Study Design

This retrospective. single-center, quasi-experimental study
evaluated adult kidney transplant recipients at a large academic
medical center between 1 July 2020 and 30 June 2022, Patients
aged 218 years were included if they received an isolated kid-
ney transplant and underwent ureteral stent removal during
the study period. Patients were excluded if they died prior to
stent removal. Patients who had the stent removed prior to |
June 2021 {preprotocol group) were compared with those
who had the stent removed on or afier 1 June 2021 (protocol
group}.

Outcomes

The primary outcome was the incidence of infectious compli

catlons within 30 days after stent removal. Infectious complica

tions were defined as UTI or bacteremia due to urinary source,
as well as hospitalization, emergency department visit, or out

patient encounter (ie, clinic visit or telephone note} for possible
UTI. UTIs were classified as cystitis or pyelonephritis. Cystitis
was defined as bacteriuria and at least 1 of the following symp

toms: dysuria, urinary frequency. urinary urgency, or suprapu

bic pain. Pyelonephritis was defined as bacteriuria and at least 1
of the following: fever, chills, malaise, hemodynamic instability.
leukocytosis. flank/allograft pain, or bacteremia with the same
organism as in the urine. Bacteremia due to ucinary source was
defined as a positive blood culture with UTI symptoms.
Possible UT] included patients with bacteriuria wheo did not
meet the definition for cystitis or pyelonephritis (ie, absence
of a urine culture} but received antibiotics due to suspected
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UTI after other causes were ruled out. Health care utilization
was defined as a hospitalization, emergency department visit,
or outpatient encounter due to possible UTI.

Secondary objectives were as follows: the incidence of the in
dividual components of the primary composite outcome, acute
kidney injury within 30 days after stent removal, biopsy -proven
rejection within 1 year posttransplant. aod monality within
1 year posttranspiant. Acute kidney injury was defined as an in
crease in serum creatinine > 2 times the posttransplant baseline
ot a glomenuar filtration rate decrease >500%.

Statistical Analysis

Descriptive statistics were calculated for the variables in the
primary analysis and included mean (SD) and median (IQR}.
A ttest was used to compare normally distributed variables, a
Mann-Whitney test for nonnormally distributed variables,
and a Fisher exact test for categorical variables between the
groups. P < .05 was considered statistically significant, Stata
version 16.1 was used for all analyses (StataCorp).

Multivariable logistic analyses were performed to identify
variables associated with infectious complications, while ad-
justing for confounding variables, Variables in the bivariate
analyses at P < .2 were included in the explanatory multivari-
able madel at model entry {Supplementary Table 3), The pro
tocol intervention was forced into the model, without the
separate interventions. To limit collinearity, a sensitivity anal-
ysis was performed with the separate protocol interventions
fie, time to stent removal, receiving antibiotics within 1 week
prier to and on the day of stent removal, and a positive prepro-
cedure urine culture} but without the bundled protocol inter
vention (Supplementary Table 4).

Based on previously published literature, if a 9% rate of infec
tious complicaticns is observed in the preprotocol group as
compared with 2% in the protocol group, 330 patients would
be needed to achieve a power of 0.8 and an alpha of 0.05,

Data were managed in a REDCap database [#]. This study re
ceived a formal Detemination of Quality Improvement status
according to LNCM institutional policy. As such, this initiative
was deemed not human subjects research and was therefore
oot reviewed by the institutional review board.

RESULTS

A total of 239 adult kidney transplant recipients with ureteral
stent placement were eligible and included in the analysis
during the study pericd. Eighty-eight patients (37%) were
in the preprotocol group and 151 (63%) in the protocol group.
Baseline characteristics such as age. gender, race, and comor-
biditles were similar between the groups (Table 1). More pa-
tients in the protocol group received antithymocyte globulin
{rabbit) as induction immunosuppression. At the time of stent
removal, the majority of patients were prescribed prednisone,

tacrolimus, and mycophenolate mofetil as maintenance immu-
nosuppression. Patients in the preprotocol group were on aver

age receiving a lower daily dose of prednisone and tacrolimus
but higher daily dose of mycophenclate mofetil. Despite the
difference in tacrolimus dosing, there was no difference seen
in the median trough levels of tacrolimus between the groups.
Additional details reganding patients’ immunosuppression reg-
imen are summarized in Table 1.

The median time to stent removal from time oftransplant was
significantly longer in the preprotocol group vs the protocol
group (36 vs 25 days, P < .001). Within 30 days prior to stent re-
moval, more patients in the protocol group had posttransplant
urine cultures performed as compared with the preprotocol
group (94% vs 46%, P < .001; Table 2). The incidence of positive
urine cultures obtaiped within 30 days prior to stent removal
was similar between the groups {12.5% vs 14.2%, P=.080). In
both groups, the most common organisms growing in the urine
culture prior to stent removal were Emterococcus species and
Escherichia coli,

Within 1 week prior to and on the day of stent removal, more
patients received antibiotics in the protocol group vs the pre-
protocol group (99% vs 36%, P < .001). The most frequently
given antibiotics in both groups were cephalexin and cefazolin.
More patients in the protocol group received cephalexin than
the preprotocol group (76% vs 25%, P «< .001). Eight patients
in the protocol group grew Enterecocci on theit preprocedure
urine culture: 3 received cephalexin because the urine culture
results did not return until after stent removal, and 5 received
amoxicillin, ampicillin, or amoxicillin-clavulanic actd. There
was no difference in the number of palients receiving
trimethoprim -sulfamethoxazole (TMP-SMX) for prophylaxis
(92% vs 89%. P=.651). Following stent removal, antibiotics
were continued in 10 patients {1 %) in the preprotocol group
and 29 (19%) in the postprotocol arm for a median 4 days in
both groups (Table 3). Reasons for continuing antibiotics after
stent removal primarily included treatment of other infections
{ie, fluid collection in abdomen, perinephric fluid collection,
wound infection, sepsis, drain site infection, peritonitis, and
cholangitis).

Infectious complications after stent removal were signifi-
cantly greater in the preprotocol group than the protocol group
{9% vs 3%, P=.035; Table 3). Three patients in the preprotocol
group had bacteremia, as opposed to none in the protocol
group. None of these patients had a preprocedure urine culture
within 30 days prior to stent removal, Two patients had
Klebsiella spp bacteremia and 1 had enterococcal bacteremia,
The 2 patients with Klebsella spp bacteremia did not receive
any preprocedure antibiotics. and the patient with enterococcal
bacteremia received preprocedure cephalexin, There was no
difference in acute kidney injury. biopsy-proven rejection, or
mortality between the groups. No antibiotic-related adverse ef-
fects were identified.
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Table 1. DBaseline Demographics and Transplant Characteristics
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Table 2. Stent Removal Characteristics

Table 3. Primary and Secondary Outcomes

Prepratocol  Protocol P Prapictocol  Protocol
n=83) In=151} Value {n=883) h=151) Pvalue
Tirme 1o stent rermoval, d 632400 252331 <001 Inlactious complicationa® 80.1) 4i28) 035
Stent rtemoved while patient was Falrik nAn 632 un 668 412 6} 1718
hospalized Cystee 107 2 {50 £00
Urmnalysis withm 30 d pricr 1o stard 65039 111735 302 Pyslonephmts (83 2 50} BC0
terrreal Bactererrea 2634 o 048
= 1005 g0 U2 L 0% Hospualzanion 568 1on o
LCSZaECs AN ) ) ED vt without 0 107 > 9%
0-5WBCs 31 K77 61 [459) 820 hotptalizancn
Unng cylyre witken 30 d prior o stent 40 WS 5 141 @440 <001 Ourpatient encountat 157 2{1 3} 104
e Acute idney injury 1841820 201192 846
zosnwe uring cultuie 50125 20042 030 Within 1 y $rom sransplans
IJINIBIMS greAn e st racent
urlge cultug pnol?o srant ramoval® :;:;:\;;Iptmon e ‘; :;:: : :: 3: > g
Enterococcus sp A0 867 i Amhiulic:elalod adverse effects 0 0
Escherichia coli 129 535 418
Gardnerelia vaginafes o ago 240 Date ave presented 23 No. [%) 7
Citrobacterspp 1128l 107 >99 f::m 3:::”"‘“ Gl SUCCI Tl L Laa
Kiebsietl spp lexchiding K 128 0 368
aerogenas)
Pseudomonas tpp L+ 1% > 999
Morgarells morgans o 107 = 9t
Candids glabrats 0 107 > 999 Table 4. Multivariste Logistic flegrassion Assessing Yarisbles Refated
Other o 107 >99 folnfectious Complications
No growth of moed fora wirthout 35876 126851 <0
spacific organisen dentdied " Ondds Ratio 456% Clb - PVakie
i - 4) S i 1]
e T L S e
- Ratransplant 5.86 (11430 26} 035
D LR TR 604 iome cbstrucine pulronary dsease | 1006 (1.80-86 71} 008
G GALEIE) el I E——— 1.18 (1.03-1 35 04
MoaEED w TN 043 Prcrocnl maranion 0.18 (06= 731 ols
Caldni 0 427 <001
Celepime 3ea) 42 710
Arrecoeiin 0 ien 164 . . ) o
Vancormwain 161 a0mn gs4  removal, while protocol intervention was significantly associat-
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Multivariate logistic regression analysis demonstrated age,
history of retransplant. chronic obstructive pulmonary disease
(COPD), prednisone dose, and protocol implementation as sig-
mificantly associated to infectious complications (Table 4). Age,
retransplant, COPD, and prednisone dose were associated with
an increased risk of infectious complications following stent

we observed a lower rate of infectious complications within
30 days and no change in immunologic complications within
{ year from transplant. This finding was demonstrated in our
primary analysis and supported by multivariate logistic regres-
sion analysis. To our knowledge, this study is the first to dem-
onstrate the utility of implementing a standardized stent
removal protocol in reducing the incidence of infectious com-
plications and health care utilization.

The AUA guidelines state that antimicrobial prophylaxis may
be considered in patients undergoing stent removal, especially
when patient and procedural risk factors are present [7]. These
recommendations are based on historical studies suggesting
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that antimicrobial prophylaxis at the time of catheter removal
may lower the risk of symptomatic UTs, including | small study
in renal trapsplant recipients [10, L1]. The 20i9 Infectious
Diseases Society of America asymptomatic bacteriuria guideline
recommends screening and treating asymptomatic bacteriuria
for patients undergoing endoscopic urologic procedures associ-
ated with mucosal trauma. However, this does not include cys-
toscopy with removal of internal ureteric stents [12]. These
recommendations are largely based on a meta-analysis evaluat-
ing antimicroblal prophylaxis for transurethral prostatic resec-
tion, in which bacteriuria and septicemia incidence decreased
with the use of antimicrobial prophylaxis [13). Furthermore,
literature comparing the use of antimicrobial prophylaxis vs
no prophylaxis in ureteral stent removal in adult kidney trans
plant recipients has reported no significant differences in the
incidence of UTI after stent removal [4, 14, 15). These results
have led many to believe that additional antimicrobial prophy
laxis at time of stent removal does not reduce the risk for UTIs.
Yet, conflicting data exist. leading to practice variations. A
meta-analysis by Antonelli et al found that the median propor-
tion of positive blood culhures was 2% in studies using antimi-
<robial prophylaxis before stent removal, as compared with 9%
in studies without antimicrobial prophylaxis [15]. Among the
20 studies reviewed in the meta-analysis, the average time of
stent removal ranged from postopetative days 4 to 25, and
the use and choice of amtibiotic prophylaxis before stent cemov-
at were heterogeneous.

Another key pan of the stent removal protocol was the im
plementation of a more stringent timeline for ureteral stent re -
moval. The 2018 European Association of Urology guidelines
on renal transplantation advise centers to remove stents carlier
than 6 weeks after transplant; however, there is no consensus
regarding the appropriate time of stent removal within those
6 weeks posttransplant [8]. Existing literature has found earlier
stent removal, particularly within 3 weeks of placement, to be
associated with a decreased incidence of UTIs and no signifi-
cant difference in incidence of major urologic complications
as compared with Jater removal [4, 5].

In our study, the entire stent removal protocol was associated
with a reduced risk of infectious complications. However, nei-
ther routine antimicrobial prophylaxis nor early stent removal
alone was associated with a reduced risk of infectious compli-
cation, and we are unable to ascribe the benefit 1o any specific
aspect of the protocel. Still, it is reasonable to believe that the
protocol in its entirety contributed to the improved outcomes
associated with the bundled protocol. Unique to our study,
the majority of patients were receiving opportunistic infection
prophylaxis with TMP-SMX. Additionally. patients received
universal culture-directed therapy for antimicrobial prophylax
is for stent removal, and most patients received cephalexin, Tn
contrast, the majority of recipients in the antimicrobial prophy-
laxis group in the study by Lee et af used fluoroquinolone (75%)

and not TMP-SMX prophylaxis (55%) [14]. Notably, our eptde -
miologic pattern was consistent with that of Lee et al, who had
Enterococcus faecalis and E cofi as the 2 most prominest organ-
isms growing in urine cultures following stent removal in kid-
ney transplant patients.

Consistent with previous literature, the multivariate logistic
regression analysis found that age, retransplant, COPD, and
prednisone were associated with an increased risk of infectious
complications, Older kidney transplant recipients have been
shown to be at higher risk than younger recipients for infec
tious complications [L7). Additionally, patients who are ex-
posed to immunosuppression before transplant can have an
increased risk of infection —this describes our patients who un
derwent retransplantion and maintained some degree of im-
munosuppression following the first transplant. Although the
link between COPD and an increased risk of infectious compli-
cations is not entirely clear. this association has been described.
Inhaled anticholinergic agents, such as ipratropium and tio
tropium, have been associated with an increased incidence of
acute urinary retention as well as UTIs [18, 19]. Last, higher
prednisone dose is an indicator of a higher degree of immuno-
suppression as compared with lower doses; therefore, the link
between prednisone dose and infectious complicattons can be
clearly understood, as patients with a higher degree of immu-
nosuppression are more likely to be at an increased risk for
infection [20],

Our study has several limitations. First, our stent removal
protocol had multiple components. As a result, we cannot de
finitively distinguish if any one of these components contribut
ed more to the decreased risk of infectious complications than
the others. We performed regression and sensitivity analyses in
attempts to mitigate the risk of confounding, although unmeasured
confounders could still affect the results. Second, this was a retro-
spective study, which means that we relied on documentation in
the elecironic medical record and had to make assumptions
when data were missing. For example, we assumed that patients
were adherent with antibiotics and that any tssues with adherence
would be documented. Yet, this limitation of inaccurate documen
tation would have affected both groups, and the urology division
asked patients about antibiotic compliance prior to stent removal.
We also did not have preprocedure urine cultures for everyone In
the preprotocol group, and we assumed that patients who did not
have a urine culture did not have preprocedure bacteriuria. Third,
this was a single-center study, and differences in patient and trans-
plant characteristics may limit the external validity of our study.
Microbiclogic epidemiology and antimicrobial resistance patterns
may differ as well, and other centers may not achieve the same re-
sults, Furthermore, rost of our patients received TMP-SMX for
opportunistic infection prophylaxis, and other transplant centers
may have different stent removal timelines posttransplant. In cen
ters that already remove stents within 3 weeks posttransplant, this
type of intervention may not be as effective.
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Fourth, given the quasi-experimental study design, there were
several differences between the groups in our study. More pa.
tients in the protocol arm received antithymocyte globulin (rab-
bit) than the preprotocol group, Cur institution has shifted to
prefer antithymocyte globulin (rabbit) over time, which explains
why more patients in the protocol group received it than the pre-
protocol group. Additionally, our institution wasusing more ba-
siliximab during the height of the COVID-19 pandemic, due to
fear of complete T-cell depletion with antithymocyte globulin
(rabbit). The exposure to increased immunosuppression in the
protocol group should have theoretically resulted in an increase
in infectiows complications: however. despite more antithymo-
cyle globulin {rabbit) use, protocol implementation decreased
infectious outcomes afier urinary stent removal,

Fifth, our reliance on a culture to define a UTI may undercall
UTIs if patients were unable to obtain a culture, particulady in
the outpatient setting. However, this definition is consistent
with the 2019 guideline on UT1 in solid organ transplant recip-
ients from the American Society of Transplantation Infectious
Diseases community of practice, which describes a UTT as the
growth of a uropathogen in the urine and the necessity of
symptoms [21]. To account for this potential limitation, we in-
cluded patients with a “possible UTI" as part of our composite
end point if they had a hospitalization, emergency Jepartment
visit, or outpatient encounter, Reliance on nephrologists to di-
agnose UTIls may influence the results, although this reflects
real-world practice, as routinely screeing for asymptomatic
bacteriuria posttransplant is not recommended [12].

Sixth, protocel deviation was observed in 39 patients {16%)
who continued antibiotics afer stent removal. However, since
the median duration of antibiotics postprocedure was the same
between the groups, we believe that this is unlikely to have bi-
ased the efficacy of the results. Finally, we were unable to cap-
ture data to evaluate the potential long-term implications on
antimicrobial resistance. if antimicrobial prophylaxis is rou-
tinely used. Our study was not designed to evaluate the impact
of prescribing antimicrobial prophylaxis only to patients with
preprocedure bacterjuria.

CONCLUSION

Ureteral stenting and direct manipulation of the ureter during
stent removal increase the risk of infectious complications in
renal transplant recipients [2, 3, &, 14, 15], Existing literature
is limited on best practices to reduce infectious complications
associated with ureteral stent removal, leading to practice var.
iations [ 21, 22]. Our study demonstrated that the implementa-
tion of a standardized stent removal protocol—including
obtaining a preprocedure urine culture, prescribing universal
culture-directed antimicrabial prophylaxis, and targeting stent
removal at 3 weeks posttransplant—was associated with a re-
duction in infectious complications.

While routine screening for bacteriuria and anlibiotic prophy
laxis in this setting are controversial, antimicrobial stewardship
principals promote the appropriate use of antimicrobials to im-
prove patient outcomes. Our results demounstrate the benefits of
a standardized stent removal protocol on reducing the rate of in
fectious complications and subsequent health care widization
and costs. Future directions include evaluating the impact of
each protocol component on the rate of infectious complica-
tions, including prescribing antimicrobial prophylaxis only to
patients with preprocedure bacteriuria.
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ARTICLE

Early Removal of Ureteral Stent After Kidney Transplant
Could Decrease Incidence of Urinary Tract Infection:
A Systematic Review and Meta-Analysis

Yunhan Wang, Yue Yang, Hanchao Zhang, Yang Wang

Abstract

Objectives: In this systamatic review and meta-analysls,
our alm was to explore the optimal timing of ureteric
stent removal after kidney transpiant.

Materials and Methods: For our analyses, we searched
the Cochrane Central Register of Controlled Trials,
PubMed, and Embasae databasss for all randomized
clinical trials that evaluated the timing of stent
ramoval after kidney transplant. Patients with early
versus late stent removal were compared.

Results: Seven qligible studies published from 2012 to
2018, which included 1277 patients, were found to be
within the scope of our study. Significant differances
were shown between early versus late stant removal
groups with regard to development of urinary tract
infections (relative risk of 0.42; 95% €I, 0.26-0.685;
P < .001).In a furthes subgroup analysis of incidence
of urinary tract Infection with consideration of
heterogeneity, early stent removal was also favored
{relative risk at 2 and 3 weeks of 036 and 0.35,
respactively; P < .001 for both). However, with regard to
incidence of major urologic complications, there were
no significant differences between sarly and late stent
removal (odds ratio at 2 and 3 weeks of 2.79 and 1.97,
respectively; P= .18 and P =26, respactively). There were
also no significant differences between groups inrisk of
developmentof urinary leakagae {odds ratio at 2 weeks of
3.02, P=18;and ralative risk at 3 weeks of 2,00, P=.,27).
With regard to ureteral stenosis, only 3 cases waere
reported In the late stent removal group.

Conclusions: Our study demonstrated that early
urateral stent removal (that is, not later than 3 weeks)
could significantly decrease the incidence of urinary
tract infections without affecting incidence of major
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urological complications. Wa suggest that the
appropriate timing of stent removal should be within
14 to 21 days.

Key words: Ureteral stenosis, Urinary leakage, Urologic
complications

Introduction

Over the decades, most surgical techniques involved
in kidney transplant (KTx) have been standardized.
The double J stent (I stent)'? has been mostly used in
draining after ureteroneocystostomy of KTx, and
previous studies have demonstrated that it can
decrease the incidence of major urologic complicatons
(MUCs), that is, both ureteric obstruction and ureteric
leakage, from between 7% and 9% to 1.5%. However,
according to the KTx transplant guidelines from the
European Association of Urology,? JJ stents can also
increase the risk of urinary tract infections (UTIs)
from 6% to 40% if left in place for longer than 30
days. The guidelines also advise centers to remove
stents earlier than 6 weeks after transplant rather
than later. Thus, the ureteric stent is simitar to a
double-edged sword for KTx recipients: it is helpful
in the prevention of MUCs* but is a high-risk factor
in the development of UTIs* and idiosyncratic
complications such as hematuria and irritative
bladder symptoms.5 Appropriate application of the
ureteric stent is important in KTx.

There are different opinions among surgeons with
regard to timing for stent removal. Some researchers™®
have asserted that KTx recipients could only benefit
from stents placed for 1 or 2 weeks; however, other
researchers®!0 have suggested that indwelling stents
can only prevent complications if left for longer
pericds of time, with too eacly removal of stents
associated with UTIs as well as ureteric leakage. So
far, no consensus on the appropriate time of stent
removal has been reached.
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In this meta-analysis and systematic review, we
aimed to identify the optimal “early”’ timing of ureteric
stent removal after KTx, which could be helpful for
clinical decisions among transplant centers.

Mataerlals and Mathods

Selection criteria

All studies included in our analyses were published in
English and conformed to the following criteria: (1)
studies on KTx patients, but not those on stenting of
ileal conduits or continent urinary diversions, who had
urinary stent removal posttransplani; {2} studies
designed as randomized controlled trials (RCTs); and
(3) studies that included at least 1 oulcome. Duplicated
results in different arlicles, reviews, and animal
research studies were excluded.

Search strategy

With use of the Preferred Repurting Items for
Systematic Reviews and Mela-Analyses (PRISMA)
statement and above selection criteria, we searched
PubMed, Embase, and the Cochrane Library databases
for studies published from February 2011 to October
2019. Potentially relevant RCTs from references of
relative studies were also searched by hand t ensure
that no articles were missed. The followed medical
subject headings (MeSH) or non-MeSH terms were
used in our search: “kidney graft” OR “kidney
Iransplantation” OR “renal transplant” OR “kidney
transplant” AND “stent” and “urinary stent.” These
search strategies were used to search each database.

Outcome measures

The outcome measure in this meta-analysis was the
timing of stent removal and the incidence of UTIs and
MUCs (urinary leakage and ureteral slenosis).!
Erinary tract infections were defined as a positive
urine culture with a bacterial colony count of more
than 10° colony-farming units/mL. 2

Data extraction

Two reviewers independently assessed all eligible
publications, and any disagresments were discussed
with a third reviewer and solved by all reviewers. With
selection criteria, each reviewer used a standardized
extraction form to extract the data from all full-text
studics, which included details on author names, the
year of publication, country, general patient dala,
follow-up duration, donor type, type of stent, stent
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removal methods, immunesuppressive therapies, and
outcomes

Statistical analyses

Review Manager Software (ReviMan 5.3) was used for
meta-analysis. Differences in outcomes were expressed
as relative sk (RR) or odds ratio (OR; with 95% Cls).
Heterogeneity aaoss trials was quantified by using the
P statistic. When I statistic was below 50% by chi-
square test, which indicted alow leve! of heterogeneity,
a fixed-effects model was used for estimates. When I*
statistic was over 50%, a random-effects model was
chosen. Furthermore, subgroup analysis was used to
explore possible sources of heterogeneity, and
sensitivity analyses were performed to examine the
results. P = .05 was affirmed as statisticaily significant.

Quality assessment

The GRADE tool?*H was recommended for assessing
the risk of bias and evaluating the methodological
quality of each RCT, which included 7 aspects: random
sequence generation, allocation concealment, blinding
of participants and personnel, blinding of outcome
assessment, incomplete outcome data, selective
outcome reporting. and other biases. Each reviewer
assessed each study to find high, low, or unclear risk of
bias. Disagreemenis were resolved through a third
reviewer and discussion.

Resuits

After careful review of the initial literature search, a
total of 7 eligible studies!™>! from 2012 to 2018 and 1277
patients were found to be within the seope of our
study. Figure 1 illustrates the selection strategy, and
Table 1 lists the characteristics of the 7 induded studies.
Figure 2 illustrates the quality assessment of each RCT
and provides a qualification of risk of bias. All studies
except Parapiboon and colleagues'® reported the age
of the recipients. Five of the 7 articles reported the use
of the Lich-Gregoir technique, which was not reported
in the remaining 2 studies. Regarding stent removal,
cystoscopy was mostly used in the studies. Six studies
recorded the use of antibiotic prophylaxis, such as
ceftriaxone and sulfamethoxazole / trimethoprim, to
protect ot to prevent UTIs. Five studies reporled the
immunosuppressive therapies that patients received.
With regard to outcomes, all articles deseribed
the incidence of UTls and 4 articles reported MUCs.
Table 2 presents the outcomes for the included studies,
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Major urological complications Cl1, 0£2-1252% P - .18), and the OR for 3-week

timeline was 1.97 (95% CI, 0.61-633; P - 26). As
shown in Figure 5, we also observed no significant

Four studies described the inddence of MUCs with a
total of 718 patient. As shown in Figure 4, with

regard to MUCs, there were no significant differences
among the studies between early and late stent
removal. The OR for 2-week timeline was 2.79 (95%
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differences between early and late stent removal
groups in risk of developing urinary leakage, with
OR for 2-week timeline of 3.02 (35% (I, 0.59-15.51;
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P - .1B) and KR for 3-week timeline of 2.00 (95% CI,
0.59-6.80; P - .27). For ureteral stenosis, only
Gunawansa and colleagues?! (2 cases) and Patel and
colleagues' (1 case) reported ureteral sterosis, all at
late stent removal. Therefore, because of the low
incidence among our findings, this factor was not
suitable for the meta-analysis.

Discussion

The universal use of ureteric stents is a good
minimally invasive option for urinary drainage after

Page 1

KTx; however, there are shil questions on indwelling
time. Previous research® hasshown that the implanted
stent can be accompanied by various complications,
induding hematuresis, stent migration, and dis-
comfort. In addition, it may lead to UTIs, which could
result in prolonged hospitalizations, increased costs,
and even recurrent surgical interventions. However,
the benefits of stents have also been shown, with KTx
recipients having a lower incidence of MUCs. A
mumber of studies™ have explored timing of stent
removal after KTx, with ureteral stent removal
usually occurring from: 1 to 6 weeks after the surgery.
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Because, so far, no consensus has been reached with
regard to timing, we explored this aspect with a
systemalic review and meta-analysis.

In our analysis, we found that early removal of
the stent after KTx (that is, not later than 3 weeks)
had a significant elfect on decreasing the inaidence
of UTIs. We found that Hming at both 2 weeks and 3
werks had good results; therefore, we suggest 14 to
21 days as a preferred timing. Ln their study, Yuksel
and colleagues!® reviewed 818 KTx patients and
divided them into 4 groups according to the timing
of stent removal (5-7 days, 8-14 days, 15-21 days, =22
days). They found that only 0.1% of UTis were
observed at 15 to 21 days versus 1.2% at 8 to 14 days
and 3.2 at >22 days, with obvious lower incidence
among those who had JJ stent removal before day 14
(10.6% in the combined group of 5-7 days and 8-14
days). Dadkhzh and colleagues® also showed a lower
rate of UTIs in patients who had stent removal at
about 20 days versus those who had removal at
about 30 days after KTx (7.2% vs 1247, respectively).
These results imply that long-duration indwelling
stents could lead to high risk of UTIs.

In contrast to the results for UTls, our analysis
showed that development of MUCs was not
associated with indwelling time of stents. We also
found no significant differences between groups with
short and long duration of stent placement with
regard to risk of developing urinary leakage, with
negligible rale of ureteral stenosis (0.6%). As reported
previously, 2 the incidence of urinary leakage can
range from 1.5% to 6.0%, with most leakages coaurring
at the site of the ureteroneocystostomy during the
early stage due to distal ureteral ischemia. In a meta-
analysis from Alberts and colleagues,® several factors,
including graft arterial reconstruction, recipient
diabetes, and multiple renal arteries, were concluded
to contribute to ureteral leakage after KTx, with the
Lich-Gregoir technique suggested to significantly
reduce the rate of leakage. Furthermore, Yuksel and
colleagues!? reported that early stent removal (<14
days) led to a higher rate of leakage and stenosis than
in the unstented population. Thus, we suggest that
more than 2 weeks of the implanted stent coutd help
to prevent leakage, but longer indwelling time may
have no effect on the incidence of ureteral leakages
after KTx. With these considerations, we recommend
removal of the ureteral stent after 2 weeks.

This meta-analysis also carries some limitations
that must be considered. First, only 7 RCTs were
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included in our study, and 1 of the studies carried a
high risk of bias, resulting in our minimization or
exclusion of those results for some analyses. Second,
each RCT contained a small numbers of patients;
therefore, larger RCTs may be needed to confirm
these results. In addition, only studies wrilten in
English were scarched in this meta-analysis, which
resulled in potential publication bias. Finally, various
recipient and donor characteristics of included
studies could also have affected cur results. Because
of these limitations, more trials may be needed to
confirm these results,

Conclusions

Our study demonstrated that the early removal of
ureteral stent, not later than 3 weeks, significantly
decreased the incidence of UTI but did not affect the
development of MUCs. We recommend that stent
placement of 14 to 21 days is a preferred durabon
and the appropriate liming of stent removal.

Refarences

1 Sozen H, Czen O, Adan k, Soylemezaglu O, Delgic A Outcome of
the double-) stens placement in pediatic vidney rransplant a
single  center  experence.  Bxp Cin Tronsplant 2017
o 10.6002/ect, 20160780
Alcl E, Ustun W, Seze: T, et al. Comparison of patients In whorn
double-} stent had been placed o noi olaced afier renal
tranzplantation in a single center. o &llow-up study. Transplant
Proc. 201547(5%1423.1436. dci 10101 d/itransproceed.
M 504064

. Podicuer Faka O, Baissier R Budda K et al. Furopean Assadiaticon

of Urology Guldelines on Renal Trareplaritatlor, Update 2018, fur

Lrof Focus 2038A12Y208-215 dot10.0¢16]euf 201807014

Somes G, Nunes B Castelo O, er 2l Ureteric stent in tenal

tansplantation  Tepsplant  froc 201345{3) 5091101,

dok19 1615/ jrransproceed 201302026

Mariakkat G, Brenran D Goss G et el Unalaal stent plazermerd

ara imraediate graft furatinn are associ2ied with Ingreased risk 37

BE viremia In the first year aer Hdney transplantation. Irarspding.

201730023:163-161 dek10 1111408 12358

Bzoma B Kostea |, heiltnann A, et al. Ureterc stenting in bidney

transplant ecipients, Gdansk Centre experience, Poland.

Tiansplant Froc 2018, 50(6Y 12581862, dot 10 101€/) ransproceed.,

HHao2ios

Wingate IT, Bsandenberger ), 'Welss A, Scovel LG, Kubr C5. Ureteral

stent duraticn and e rsk of BX poivornevirus viremia of
acteriufia aiter Kidney transplantation. Temyp) infect Dis,

2007191). coi 301 11 1/ 1 2644

Coskun A Harlak A, Ozer T, <1 3t |s removal of the stent at the

end of 2 weebs helpful 10 1edue infectious o urlouic

complications  after renal transplartailon? fransplant Froc

200 1A43131813-815, 2k 10 1016/ ransprocead 201G L D16

Dadkhah F Yar H, Al Asgarl M. Fallahnezhad MH, Tovoosian A

Ghadian A Benefits ane complications of rernoving ureteral stent

based on the elapsed ime after renal transpiantation surgery.

Nephreuro!AMen. 20168(2)e21108.dol. 10.52 L 2/rurnanthiy 31103

10. Yusel ¥, Tekin 3, Yukeel D @1 2l Optimal timing for remaval & the

double-) stan: after kidney wransplamation. Trensplant Proc
201 7493)522-527 doir 101016/ 1raréprogesd 01701 008

[¥]

o

-

n

>

~

o

o

~ ATTACHMENT 12



ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD

1

12

APPLICATION FOR PERMIT- 02/2024 Edition

ATTACHMENT 12
Purpose of the Project

Yunkan Wang ot aliLxperimental md Clnvical Tratsplavtation 12022) 1: 28-34 ExpCian Trasplant

Goiffale DA Stented  versus  nonstented  extravesicat
UMTEFNECCVSIOSTOMY In renal tanspantation: a metaanalvsla /
trol 2005;173(2) 389, dol. 10.1067,/00005392 - 0050300000075
Naber kG, Bergman B Bishop MC, &1 al EAU guidebnes for the
management cf winary and ma'e genital ract infections. Urinary
Tract Infection {370 Working Group of the Health Care Cffice
{HCO) of the European Assodation of Urology {EAUY. gur Lol
2000,40(55576-588 dek:10.1159/00G049840

Moner D, Liberat} A, Terziaff J, Altman DG, Group P Preferres
Rporting items for systermal'c reviews and meta-analyses: the
PRISMA statement ni J Surg 20008(55336-34) ol 10 1016/
HiEa 201002007

. Cumpstan M, LI T, Page MJ, ot al. Uindated guidance for rusted

systernatic reviews: 2 new editicn ¢f the Cochrans Hancbook s
Systamatic Reviews of Intesventions. Cochwine Diatabrise SysiRev
2N TGEDCO0142 det 10.1002/1462 183820000142

Appiya Ramarncerthy B, Javanvgula Yankata Surya P Darlington 2.
Early versus deiayed double | ment removat in daceased donar
renal transplart sedpients: a prospactive comparative study.
Cureus 2012107123006, dai 107759 surewys. 206

Huang L Wany X, MaY, et al A comprarative stucy of 3-weak and
Savast duration of Gouble-S st2nl plagement in renal tansplant
reciplents. Lrolint 201 28 1385-92, doi 1011 59000338C75
Indu XM, Lakshminarayana G, Andl M, e7 30 15 2atty rarmoval of
prphylactic wreterc stents benericlal in lve doner rena
vansplantation?  indion ) Nephrel  2012.2204Y275379
ot 104103067 14065104 247

. Farapiooon WV, Ingsaihiz A Dbthabarchong S et al Impadt of eary

veaterl; sent remaoval and cost-benelt anaysis in kidney transplant
recipients: resuits of a randomized contrcied study. Transplant frec
J01244031737-739 doi 101016/ rarsproceed 2011.11023

Patel B flabollo-Mess |, Ryan E, et al Prophytaciic ureteric stentsin
renal ranspiant redpieras. a muiticanier randomized contraliad
whal of eatly versus late removal A S Transplant 2017217852120
2138 dol3i0 111173k 14223

Liu S, o G, Sun B, et al. Early remncva of double d stants
decreases winary iract intections in Png donor mnal
trarsplantation: 3 srospediva, randerized ciinlcs! 1ris) Fansplant
Proc. 2017,49(2).297-307. doi. 10 1016/, transproceed 201 €1 2607

Page 129

2

Guriawansa N, Wikeyaratne M. Cassim R, Sahabardu C Eary

Ledside mmoval versis delaved cysioscopic ramoval of 1retenc

sterts follomdng live donor cenal warsplantation. a randomized

prespective study 0323 Frenspian tnt 205,28,

22. Vissar\J, van der Staai) JPT, Muthusamy A Williczmbe M, Lafranca
A, Do . Timing of wreteric stent removal and occurnance of
urlogical complicatons  afier Nidney  transplaniaion. 3
systernatic review and mela-anabsis. 7 Clin Med 2019,8(5)
doiz10.2390/,0mB05008 Y

23, All Asgarl M, Dradkhah F Tara 54, Argant H, Tavoosian A, Ghadian
A Eardy sterk removal after kidney transplaritation: is it posshie?
HephrourolMon J0368(2).030568. dol 10 58 1 Lnurnomhiy 30598

24 Mannu GS, Bettencourt-Silva 3H, Glibart ). The 'daal timing ¢f
ureteric stent remaval In ranspianiation patlents. Transpd int
2014,2710)e96-097 dok 10111746 12363

25 Ranremal-Azar AA Gilchirist 3F Kayler LK Indeperdent risk factors
for early urologic complications siter kdrey transplantation Clin
Tansplant 2015, 205Y403-408, dok10.1 111/ 13520

26. EiSheamy M3, Ghoneima ‘W, Aboule’a W, et al Risk factors for
urgingical comphitations  following  living  donor  renal
vansplantation in chikdren. Fedigte Frarsplant. 2018;21)
doii 111 /pe1cd 3083

27 Brdintjes MHD dAncona FCH, Zhu X, Haitsma AJ Waile MC An

update on  early weological complications In kicnay

transpiantation. a national cohort Study. Ann Transplont

015,24617-624. doi: 10 1 2659/A0T5 20086

Friecersdort F, Weinberger S, Siemarh &, Plage H, Cash H, El

Bandar N The ureter in the Xidney wansplent setming:

ureteroneonystastomy  suigical  options,  doubdedl  stent

aonsiderations and managemeant of relaterd compiications. Curr

Ured Rep. 202G;21(113 doi: 10.1007/51 19.2£-020-0956-7

9. Alberis VR Idu MM, Legemate DA, Laguna Pes MP, Minnee RC

Uretarovesics! arasomatic techinigues fod kidney trarsplantation

a systematic review and meta-analysis. franspi int, 201427 (64583

805, dok 10,1 #5144.12301

2

&%

AT_'!'ACHMENT 12




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD

in Oncology

OPEN ACCESS

Edited by:

Georgos S Limourls,
National and Kapodtstrian
Linkersity of Athans, Greace
Raviewsd by:

NG Co Nguyan,
University of Pittsburgh, USA
Clgdem Soyda

Ankara Unisersily, Turkay
*Cormmpondence:

Yiyan Liv

kupiBinge utgers.edu

Specially saction:

This articie was submitted to
Cancer imaging and Diagnesis,
3 saction of the joumal
Frontiers n Oncobgy
Received: 29 Februery 2018
Aococepted 25 August 2018
FPublished: 05 Sepiamber 2016
Citation:

Liv Y (2016) Tho Place of FDG PETY
CT in Renal Col Carcinoma:
Valuo and Limitations.

Front, Cncol 6:201

dai 10:3389/bnc. 2016.00201

ATTACHMENT 12
Purpose of the Project

REVIEW

®

The Place of FDG PET/CT in Renal
Cell Carcinoma: Value and Limitations

Yivan Liu®

Nucbbar Medicine Sarvice, Departrment of Rediology, New Jersey Medical School, Rutgers Univarsity, Newark, NJ, USA

Unlike for most other malignancles, application of FDG PET/CT Is limited for renal cell
carcinoma (RCC), mainly due to physiclogical excretion of 18F-fluoro-2-deoxy-2-n-
glucose (FDG) from the kidneys, which decreases contrast between renal lesions and
nomal tisste, and may obscure or mask the lesions of the kidneys. Published clinical
observations were discordant regarding lhe role of FDG PET/CT in diagnosing and
staging RCC, and FOG PET/CT is not recommended for this purpose based on current
national and international guidelines, However, quantitative FDG PET/CT imaging may
facilitate the prediction of the degree of tumor differentlation and allows for prognosis
of the diseass. FDG PET/CT has potency as an imaging biomarker to provide useful
information about patient's survival. FDG PET/CT can be effactively used for poslopar-
ative surveillance and restaging with high sensitivity, specificity, and accuracy, as early
dlagnosis of recurrent/metastatic disease can drastically affect therapeutic decision and
alter outcome of patients. FDG uptake Is helpful for differenttating benign or bland emboll
from tumor thrombosis In RCC patlents. FDG PET/CT also has higher sensltivity and
accuracy when compared with bone scan Lo detect RCC metastasis to the bone. FDG
PET/CT can play a strong clinical roke in the management of recurrent and metastalic
RCC. In monitoring the efficacy of new target therapy such as tyrosine kinase inhibitors
(TKIs} treatment for advanced RCC, FDG PET/CT has been increasingly used to assess
the therapeutic efficacy, and change in FDG uplake is a strong Indicator of blological
response to TKI.

Kaywords: mnal ool carcinoma, FDG PET/CT, in k Y

INTRODUCTION

Renal cell carcinoma (RCC) is the most commoan solid turnor of the kidneys, accounting for 3% of all
roalignancies and representing the seventh leading cause of cancer. The most common histological
subtype of RCC is clear cell RCC, followed by papillary carcinoma. Standard imaging evaluation
for the characterization of primary renal tumor includes ultrasound, CT, and MRI. Cross sectional
Imaging, especially contrast CT, is a primary imaging modality for tumor detection and diagnosts,
and its increasing use has led to an increased diagnosis of RCC. Surgical resection through efther
partial or radical nephrectomy remains the mainstay of treatment for the localized disease.
Positron emission tomography (PET) has emerged as one ofthe most important imaging modality
in staging, restaging, detecting recurrence and/or metastasis, and monitoring therapeutic response
in most malignant diseases (1, 2). ln PET, a trace amount of a radioactive compound is adminis-
lered, and the resullanl fmages are oblained (rom (liree-Jimensional spatial reconstructions. The
intensity of the jmaging signal is proportional te the amount of tracer and, therefore, is potentially
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semiquantitative {3}, Whereas conventional imaging techniques
can provide information on anatomic abnormalities, PET imag-
ing relies on both molecular biclogy and in viw imaging to
provide informaticn about the preceding changes In metabolisna
and function, including glucose metabolism, cell proliferation,
cell membrane metabolism, or receptor expression. Furthermore,
integrated PET/CT units allow correct co-registration and fused
imaging of anatomical and functional data. The integration of
CT imaging with PET has been demonstrated to significantly
decrease false positive results and improve accuracy of the PET
study (4-5).

18F fluoro-2-decxy- 2-p-glucose (FDG). a non-physiclogical
radiotracer with a chemical structure similar to that of naturally
occurring glucose, is most commonly used in PET imaging. FDG
enters cells through the same membrane glucose transporter
proteins utilized by glucose, which are commonly overexpressed
in cancer cells {7, 8). FDG imaging relies upon Warburgs obser.
vation that increased glycolysis generated adenosine triphosphate
is required to meet the metabolic demands of rapidly dividing
tumor cells. Membrane glucose transporters, mainly GLUT I,
actively transport FDG into the cell, where hexokinase then
converts it into FDG-6.phosphate. As FD'G-6 -phasphate is not
a substrate for further steps in glycolysis, it is trapped in the cell
and accumulates correspondingly to the cell’s glucose metabolic
activity. FD'G accumulation rate is semiquantitatively measured
by the standardized uptake value (SUV). Malignant cells exhibit
increased FDG accumulation due 1o increased membrane trans-
porters, increased intracellular hexokinase, and low glucose-
6-phosphatase {2},

Unlike for most ather malignancies, application of FDG PET/
CT is limited for RCC, mainly due to physiological excretion of
FDG from the kidneys, which decreases contrast between renal
lesions and normal tissue, and may obscure or mask the lesions
of the kidneys. However, published clinical observations were
discordant. In the era of PET/CT in oncology, clarification and
validation of FDG PET/CT for RCC is of great significance for
urologists, oncologists, and radiologists. This review presents the
studies regarding the FD'G PET/CT for RCC. The role of FDG
PET/CT is discussed based on the critical, non-structured review
of the literature.

DG PET/CT FOR PRIMARY RCC

Many early clinical observations showed unfavorable results
about the role of FDG PET/CT for detection and characterization
of lesions of the kidney, with pocled sensitivity of 50-60% (9).
Even forced diuresis coupled with parenteral hydration could not
improve the sensitivity { 17}, o Miyakita’s study (11). 19 consecu-
tive patients with RCC were imaged using FDG PET preopera-
tively, the results of which were then compared with the histology
obtained after radical surgery. Increased FD G uptake was found in
only in 6 out of the 19 patients (31.5%) while immunohistochem

istry of GLUT-1 in RCC produced varying results; there was no
correlation of GLUT-1 immunoreactivity and FDG PET positiv-
ity. Alde et al. prospectively compared the efficiency of FDG PET
with diagnostic CT in the characterization and primary staging
of 35 suspicious renal masses (1 2). A high rate of false negative
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results was reported with FDG PET, leading to 47% sensitivity,
80% specificity, and 51% accuracy; all lower than those of CT. The
author concluded that, in the characterization of renal masses,
FDG PET imaging does not offer any additional advantages com
pared with CT. In another retrospective study of 66 patients with
known RCC by Kang <t al. {13). the accuracies of FDG PET and
conventional imaging modalities were also compared. FDG PET
exhibited a sensitivity of 60% and specificity of 100% for primary
RCC tumors, while abdominal CT demonstrated 91.7% sensitiv-
ity and 1009 specificity. Ozulker et al. evaluated the efficacy of
FDG PET/CT in the detection of RCC in patients with indeter-
minate renal masses detected by conventional imaging from 18
patients {i4). All patients underwent nephrectomy or surgical
resection of the renal mass, and the final diagnoses were based on
histopathology. Fifteen patients had RCC, and three renal tumors
were benign. FDG PET/CT accurately detected seven malignant
lesions and false negative results in eight patients, FDG PET!
CT yielded true negatives in two cases of renal cortical cyst and
false positive in one case with oncocytoma. For primary RCC
tumors, PET showed 46.6% sensitivity, 66.6% specificity, and 50%
accuracy. The median size of visualized tumors was greater than
that of non-visualized tumors, and the average Fuhrman grade
of the patients with FDG-positive malignant lesions were higher
than that of the patients with FDG-negative lesions. There was no
significant change in average and maximum SUVs between early
and delayed imaging for malignant tumots.

However, some clinical observations demonst rated favorable
results regarding the role FDG PET/CT in RCC and showed high
FDG avidity in the majority of RCC lesions. In a study by Kumar
et al, (15}, FDG PET was performed in 28 solid repal masses
visualized by CT/MRI. Of the lesions. FDG PET was accurately
able to depict 23 out of 27 (85%) malignant renal masses. Of
the 10 primary renal tumors (9 malignant, | benign), FOG PET
yielded 8 out of 9 true positive results (89%), | true negative, and
| false negative. In addition to characterization of the lesions,
FDG PET also contributed to primary staging, altering manage
ment in 3 out of 10 patients (30%). Of metastatic renal tumors,
FDG PET was positive in {5 out of 18 (83%). There was no
significant difference in SUVs between primary and metastatic
renal masses. Nakhoda et al. evaluated the sensitivity of FDG
PET/CT to detect different renal lesions (1), Fifteen out of 18
RCC were detectable by PET. whereas all renal lymphomas and
metastases were detectable. None of the metabolic parameters
were statistically significant between RCC and renal lymphoma.
However, all metabolic parameters were statistically and sig-
nificantly greater for renal metastases compared with RCC and
renal lymphoma. and for clear cell RCC compared with papillary
RCC. In addition to a sensilivity of 88% for detection of solid
malignant renal lesions In patients with known renal malignancy,
FDG PET/CT also reveals differences in metabolic activity based
on histopatholegical type.

Recently, Takahashi et al. retrospectively analyzed FDG PET/
CT findings in 98 lesions from 93 patlents who had partial or
radical nephrectomy after imaging (17). The SUVs of high-grade
clear cell RCC were significantly higher when compared with that
of the control benign lesions and low-grade tumors. An optimal
SUV cutoff value of 3.0 had 89% sensitivity and 87% specificity
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in differentiating between high-grade and low-grade clear cell
RCCs. Multiple regression analysis demonstrated that a high-
grade clear cell RCC was the most significant predictor of SUV,

Cverall, the results were heterogeneous. Although FDG
PET/CT may be helpful in the characterization and detection
of primary renal tumors, it has low negative predictive value. In
addition, it seems that FD'G PET/CT does not have significant
advantage in diagnosis and staging of RCC compared with the
diagnostic CT.

PREDICTIVE ROLE OF FDG
PET/CT IN PROGNOSIS

Metabolic quantitation by SUV measurement on FDG PET/CT
may play a role in the evaluation of biclogical behavior of lesion
and prediction of patient’s prognosis. Namura et al. evaluated the
irapact of the maximum SUV (SUV..) from FD'G PET/CT on
survival in 26 patients with advanced RCC (18). High SUVg.s in
patients with RCC correlated with poor prognosis, as there wasa
statistically significant difference in the survival between patients
with $UVax equal or greater than the mean of SUVoy, 8.8 and
patients with SUV,,,. less than 8.8. The authors revealed that the
SU V. might have a role as a novel biomarker in prognosticating
the survival time of patients with advanced RCC by multivari-
ate analyses with standard risk factors or risk classifications. In
another study by Ferda et al. (19}, 60 RCC patients had follow-ups
for development of the disease | 2 months afier FDG PET/CT. The
highest FDG accumnulation was seen in the tumor of the highest
grade, and the highest mortality was found for turnors exceeding
SUVau of 10. Lee et al. investigated the relationship between
the SUVa. of primary RCC with and without metastatic lesions
in 23 patients {20). The median SUV,,, of primary RCC of the
16 patients without metastasis was 2.6 (range of 1.1-5.6) while
that of the patients with metastasis was 5.0 (range of 2.9-7.6).
The SUV,,,; of the primary RCC with metastasis (3.3 & 1.7) was
significantly higher than those without metastasis (2.9 = 1.0).
Thus, one of the roles of FDG PET/CT in the initial evaluation
of a patient with RCC may be in predicting extrarenal disease, as
patients who have primary RCC with high SUV o, are suggested
to have a likelihood of metastasis.

Based on the limited data, quantitative FDG PET/CT imaging
may facilitate the prediction of the degree of tumor diffe rentiation
and allow for prognosis of the disease. FDG PET/CT may be an
effective imaging biomarker to provide useful information about
patient’s survival. However. more studies are needed to justify
these preliminary findings.

FDG PET/CT FOR RESTAGING RCC

Metastatic RCC is one of the most lethal urologic cancers. Up to
one-third of patients with newly diagnosed RCC have metastatic
diseases (21). Even after nephrectomy of a locally confined
disease, more than 30% of the patients develop metastases, most
commonly to the lung, bone, skin, liver, and brain (21). Effective
staging of RCC, therefore. is crucial for the management of
patients,

———— Page 132

Although the role of FDG PET/CT in diagnosing RCC iscon
flicting, it has been more effective in the detection of metastatic
disease. thus affecting therapewtic decisions. Obviously, size of
the lesions has been shown to be a significant factor affecting
sensitivity of PET/CT. Majhail et al. evaluated the performance
of FDG PET in detecting metastatic leslons in 24 patients with
histologically proven RCC and suspected distant metastases
based on conventional anatomic imaging (22). Histologically
documented distant metastases were present in 33 sites. Overall
sensitivity, specificity, and positive predictive value of FDG PET
for the detection of distant metastases from RCC was 63.6% (21
out of33), 100% (3 out of 3}, and 100% (21 out of 21), respectively.
The mean size of distant metastases in patients with true positive
FDG PET was 2.2 cm (95% CI, 1.7-2.6 cm) compared with 1.0cm
in patients with false negative FDG PET.

18F-fluoro-2-deoxy-2-p-glucose (FDG) PET seems useful for
postoperative surveillance in patients with RCC. It can detect
recurrence in the surgical site. Nakatani et al. evaluated the surveil-
lance role of FDG PET in 23 postoperative patlents with RCC (23).
Histological final diagnosis of at least 6 months clinical follow-up
was used to confirm diagnostic accuracy of visually interpreted
PET. FIG PET was demonstrated to have 81% sensitivity, 71%
specificity, and 79% diagnosticaccuracy. PET wasable toaccurately
detect local recurrence and metastases to the peritoneum, bone,
muscle, and adrenal gland in all cases. In six cases (21%), addi-
tional information was obtained from scans, ultimately affecting
the course of therapeutic management in three cases (11%). The
cumulative survival rate over 5 years in the PET-positive was 46%,
whereas that of the PET-negative group was 83%. Kurnar et al.
assessed 103 FDG PET/CT scans of 63 patients with suspected
recurrent RCC after nephrectomy, confirmed with histological
examination andfor clinicat follow-up and conventional imaging
modalities {24). The results of the 103 FDG PET/CT scans were
63 true positive studies. 30 true negative studies, 7 false negative
studies, and 3 false positive studies. 109 leslons were detected by
FDG PET/CT in the 63 true positive scans. FDG PET/CT was
dernonstrated to have 90% sensitivity, 91% specificity, and 90%
accuracy in the study. Bertagna et al. retrospectively evaluated 68
patients with renal carcinoma who had postoperative FDG PET/
CT following partial or radical nephrectomy (25). FDG PET/
CT was reported to have 82% sensitivity, 100% specificity, :00%
positive predictive value, 66.7% negative predictive value, and
86.6% accuracy. In another study reported by Fuccio et al, the
usefulness of FDG PET/CT was assessed in the restaging of 69
RCC patients with clinical or radiological suspicion of metastases
after nephrectomy {26). Validation of FDG PET/CT results was
established by biopsy, other imaging modalities, and/or clinical
and radiological follow up of 12 months. Forty patients had true
positive, 2 patients false positive, 23 patients true negative, and 4
patients false negative. Sensitivity, specificity, accuracy, positive
predictive value, and negative predictive value were 90,92, 91,95,
and 85%, respectively. On a lesion basis, FDG PET/CT detected
114 areas of abnormal uptake in 42 positive patients of which 112
resulted to be true positive.

In another large series study, Win and Aparict retrospec
tively reviewed the FDG PET/CT studies in 315 RCC patients
with biopsy results (7). FDG PET/CT studies exhibited 100%
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sensitivity and L% speclficity in detecting all metastatic lesions
of RCC, the smallest of which detected was a 7 mm lymph node.
“Lherefore, the authors recommended the use of FDG PET/CT in
routine standard pretocols for RCC.

18%-fluore-2-deoxy-2-p-ghlucose (F1YG) PET/CI is a valuable
tool batlhi in gulding minagement and treatment in patients with
RCC, as well as in predicting survival and progression. A more
recent study confirmed the clinical role of FDG PETICT o the
restaging of RCC. in a large group of patients (23). For recurrent
andfar metastattc lesions in 104 patients, DG PET/CT dem-
onstrated sensitivity and specificity of 74 and 80%, respectively.
FDG PET/CT findings affected management therapies in 45/104
cases (43%). In locking at overall survival {OS), positive FDG
PETICI associated with lower cumulative survival rates cover
a S-year period compared with that of negative FDG PETICT.
Likewise, a positive FDIG PET/CT was associaled with a lower
3-year progression-free survival {(PES) rate and was associated
with high risk ol progression, alone or in combinstion with
diseasc stage or nuclesr grading,

In patients with underlying primary malignancy, there is a
high incidence of thrombosis, which can develop from venous
thromboembaolism (VL) or more rarely, tumor thrombus. VTL
Is 2 common occurrence in cancer, managed with anticoagulant
therapy, while tumor thrombosis requires aggressive multimo-
dality therapeutics. Tumor thrombosis most commonly develops
in solid tumors, such as RCC and hepatocellular carcinoma,
adjacent to large veins as an extension of the malignancy and/for
tumor inliltration (29). Sharma ct al. conducied a retrospective
review of FDYG PLELICT scans in patients who had FDG-avid
thrombosis (30}, FDG PET/CT results were confirmed with
clinical ollow-up, structural imeaging, and histopathology when
available. On the basls of structural imaging and clinical follow-
up, 10 patients had benign and 14 patients had tumor thrombosis.
‘The most commeon site of thrombosis was the inferior vena cava.
"Ihe mean UV was 3.2 in the benign thrombosis group and
6.0 in the tumer thrombosis group. ‘1he difference in SUV,, was
significant. In Ravina’s series (1), out of 21 lumor thrombuosis
casey incidentally detected by FDG PEY/CY, 6 were from RCCs.
Ferda etal. also reported that FDG PELYCT successfully detected
all 7 cases with tumer invasion into the inferier vena cava of 60
palients with RCC (19), ‘Lhe resulis showed that SUV and the
pattern of FDG uptake are helpful for differentiating benign or
bland embeli from tumor thrombosis in RCC patients, which is
essential for management of patients (Figure 1).

Hone lesions associated with RCC are typically osteolytic.
Traditional bone scintigraphy with Te-99m methylene diphos-
phonate has limited sensitivity compared with FI}G PLI/CL,
which has a higher sensilivity and a better accuracy in detecting
bone metastases in patients with RCC. Wu cl al. compared FDG
PET with bone scan in 18 patients with biopsy-proven RCC
and suspected bone metastases confirmed by histopathology or
clinical follow-up of al least 1 year and conventional imaging or
FDG PEF/Bone scans (12). Fifly-two bone lesions, 40 metastatic,
and 12 benign, were found on either FDXG-PEI or bone scan.
DG PET accurately disgnosed all 40 melastatic and 12 benign
bone lesions. In comparison, only 31 metastatic bone lesions were
accurately detected by bone scan. FDG PE( had 100% diagnostic

FDG PETACT n Renal Cel Carcinoma

sensitivity and 100% accuracy while that of bone scan were 77.5
and 59.6%, respectively.

18F-Muoro-2-deoxy- 2-D-glucase {FTX3) PET/CT can provide
useful information and has a strong clinical role in the man
agement of tecurrent and metastatic RCC (Figures 2-4). [n a
58-paticnl scries reported by Redrignez Martinez de Llano cf al.
(33), FDG PELACY had the clinical impact in 25 cases (43%0) and
no impacl in only 10 swdies (17.2%). In more recently reported

FIGURE 1 | Demonstration of primary RCC and tumor thrombosis on
FDG PET/CT. A 53-yaar.old man had a targe laft renal mass séer on tha CT
FXE PET/CT showad d. b G uptaka of the mass n the
laft kidney. There was aloo tumor thrombosa in the el vein. evidenced by
FOQ avid intradanringl lasion.

FIGURE 2 | D of RCC on FOQ PET/CT
A 66-year-okd woman had nght partial neplectomy lor RCC. Twn pears later,
a diagnostic CT showed a new mass in the anterior midpohs of tha right
kidnay. which was FDG avid on PET imaging. Subseq h ¥

conbmad recurrence of RCC

.
N\-.'l-

FIGURE 3| D

of ACC on FOG PET/CT.

A B8-yaar-old man had right radical nephiectomy lor RCC. FDG PET/CT was
obtained for suveitanes 5 years later, which showed a 2 0 cm dansity with
moderate uptake 7 ths surgcal bed and was suspICUS [Of recurrence,
Surgeal pathology raveaied 1 mabgrancy

Fronbers n Oncology | wew Eontierin o
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FIGURE 4 | Demonstration of metestatic ymph node on FDG PET/CT.

A 57 -year-old ran had the Yoft nephreciorsy for RCC 5 years ago.

A restaging FDQ PET/CT showed 2 1.5 om left para-aorbc node with
uptale, Subsequent node dissecti frmed :

large series by Alongt ¢t al, (24), FDG PEL/CY findings influ-
enced therapeutic management in 45/104 cases {439}, treatment
was swilched from palliative to salvage in 12 palients, and new
chemotherapy or immunotherapy was Lnitlated in 24 patlents.
Compared to conventional imaging modalities, FDG PET/
CT has the advantage in detection of early metastatic disease and
identification of musculosketetal metastases, which arcdifficult
assess on C1 and MRL Bertagna et al. reported that histologically
confirined bone metastases were revealed at FDG PET/CT in the
presence of negative diagnostic CT in 3 oul of 27 cases (25). Park
etal compared FDG PLTHCT 1o conventional imaging medalities
tor restaging 63 patients with RCC who have a high risk of Jocal
recurrence or dJislant metastasis (34). FDG PETACT accurately
classified the presence of a recurrence or metastasis in 56 (89%)
patients, PG PET/CT had $9.5% sensilivity, 83.3% specificity,
77.3% positive predictive value, 92.6% negative predictive value,
and 85.7% accuracy in detecting recurrence or metastasis, which
were similar 1o the resulls with conventional methods. Since

FOG FETCT

high accuracy in one procedure, and with no need for contrast
agents, it might replace conventional methods for restaging RCC.
Additionally, DG PET/CT has a unigue value in the prediciion
of survival and risk of progression In patients with recurrent or
metastatic RCC (28).

However, TDG is not specific (or malignant neoplasm.
I[ncreased uptake can be seen in many benign tumeors and non-
neoplastic processes, On I'DG PET/CT for RCC, the false positive
resulls are oflen due lo concomitant inflammatoeryfnfeciious
discase (9, 28), postoperative scar (26), postradiation inllamma-
tion, et<. The most common reason of a false negative FDG 'L}/
CT finding s the small size of lesion and limited spatial resolution
of PET scanner (26, 28). In RCC, another polential source of false
negative result may be due to close preximity of the lesion to the
urinary lracl where there is physiologic urine activily (26).

FDG PET/CT FOR MONITORING
THERAPEUTIC RESPONSE TO
TYROSINE KINASE INHIBITOR

Adjuvant therapy remains a poor treatment aliernative for
advanced RCC. RCC s resistant to both conventional cytotoxic
chemotherapy and radiation therapy, which carry a significant
loxicily burden. However, a variety ol targeled therapies including
tyrosine kinase inhibitors (1'KIs) have showed promising efficacy
in advanced or metastatic RCC, with satisfactory results on PFS
and qualily of life (35, 36). TKIs, such as sunitinib and sorafenib,
are antlangiogenic and cap effectively inhibit tumeor proliferation.

Althaugh wmeor size measurements with the response evalua-
Lion criteria in selid thmors {RECIST) crileria have been used for
manitoring respense to chemotherapy, there Is often little change
in size of the lesions, and some metaslases even increase in size
while the drug is prolenging survival (37). In the recent years,
FDGPET/CT has been increasingly used (o assess the therapeutic
efficacy of TKls in patients with metastatic RCC. According to
Caldarellas systematic review of seven published studics, a
geod corrclation was found between partial metabolic response
and PFS andfor O5, with the highest survival rates in patients
showing the greatest post-therapeutic reduclion in SUVg, (36).
in contrary, increase on DG uplake was associated with lower
O3 (34). Pooled studies showed that FDG PET/CT had a high
prediciive valug in the evaluation of response to SKT treatment in
both skeleta] and soft tissue lesions of metastatic RCC although
there was heterogeneity of available data (38).

Some studies compared the values of FDG PET/CT and
RECIST in predicting PFS and O3 of patients treated with SKls
for metastatic RCC. Lyrdal et al. reported thar EIYG PELICL was
more useful than RECIST criteria, especially for the evaluation
of skeletal lesions (41), as RECIST is limiled Lo sofl tissue Jesions.

Kakizoe et al. reported thar the decreased ratio of FDG accu
mulation of RCC lesions, as assessed 1 month following initiation
of TKI trealment by FDG PETACT, was nol influenced by the site
of RCC metastasis (1), 1he study suggests that T'Kis can be used
in the treatinent of advanced RCC regardless of the metastatic
site, und that FDG PEEF/CY ts a useful method of surveillance 1o
monitor therapeutic response in all leslons.
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CONCLUSION

Although the usefulness of FDG PET/CT in primary RCC
remains unclear, and FDG PET/CT is not currently recom

mended for the dingnosis and staging of RCC based on updated
national and international guidelines (42-4), it can effectively be
used for pastoperative surveillance and restaging as an adjunct
when conventional imaging is not conclusive, as eady diagnosis
of recurrent/metastatic disease can drastically affect therapeutic
decision and alter outcomes of patients (45). FDG uptake is help

ful for differentlating benign or bland emboli from tumor throm

bosis in RCC patients. FDG PET/CT has a higher sensitivity and
accuracy in detecting bone metastases in patients with RCC than
that of bone scan, Pretreatment SUV,.,, assessed by FDG PET/
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ATTACHMENT 13
Alternatives

Alternative #1: Maintain the Status Quo (do not purchase new major medical equipment)

This alternative has no capital costs associated with it but also yields no benefit to the community.
This option would involve the waste of all of the resources and expenses that have been put into this project
and would come at the expense of the improved quality of care this project is designed to generate - both
in access to care but also in quality of information available regarding diagnosis and treatment. Hospitals
and other centers would be unlikely to be capable of filling this avoidable gap in care, thus meaning that
patients would go without necessary cancer treatments. UroPartners would like to avoid this option if at all
possible.

Alternative #2: Wait to Replace Equipment until Failure and Modify the Project

Whether this alternative would have greater or lesser cost is unpredictable, ultimately, and
unknown. It would likely result in increased costs because the additional expense associated with
maintaining the current equipment would likely exceed any potential cost savings that could result from
delay. More importantly, it would ensure patient disruption and result in a notable gap in available care
because the applicants would have to proceed through the CON process upon the current equipment
becoming obsolete. This would result in an unacceptably long period where necessary care and treatment
would be unnecessarily unavailable. For these reasons, this alternative was not selected.

Alternative #3: Acquire only some of the Medical Equipment allowing for the Completion of the
Project Below the CON Capital Expenditure Thresholds

Originally, when the project was first envisioned, Applicants completed the Board's Determination
of Reviewability with counsel. The numbers were evaluated and this project, as envisioned, was able to be
completed without HFSRB approval because the total cost involved fell below the Board's capital
expenditure threshold. Being aware of and appreciating the obligations to comply with HFSRB process,
when the final numbers came in, this conclusion was reevaluated. The total final cost exceeded the CON
capital expenditure threshold, thus making this application for HFSRB approval warranted, absent
redesigning the project. Were this Board not to approve the project, as proposed, the Applicants would
have to consider only acquiring some of the proposed equipment — not for the purpose of bypassing the
HFSRB process but = rather to ensure the most improvement of access to care that is envisioned by and
described within this application. This alternative was not selected because the applicants believe the
project, as proposed, has merit and warrants approval. Applicants are not unwilling to go through the CON
process — to the contrary, it was their respect for and understanding of the CON process that allowed this
project to begin without seeking HFSRB approval. It was that same appreciation that resulted in this
Application because the expenses no longer fell below the capital expenditure threshold. However,
Applicants clearly consider it preferrable to seek this approval than to re-design the proiect to aveid
HFSRSB review. That is why this alternative was not selected.

Alternative #4: Project as Proposed

The project, as proposed, is the most responsible from a health planning perspective as well as
from a patient care delivery perspective. This project enables the applicant to fulfil the CON principle of
pursuing the most effective increase in access to care at the lowest appropriate cost. More importantly, it
will ensure those patients reliant upon this exceptional practice group for their care will continue to have
access to necessary life-improving and life-sustaining care. For those reasons, and given the deficiencies
of the alternatives identified above, this is the alternative that was selected and is being presented to the
Board for consideration and approval.
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ATTACHMENT 14
Size of Project

SIZE OF PROJECT
DEPARTMENT / PROPOSED STATE STANDARD DIFFERENCE MET
SERVICE BGSF/DGSF STANDARD?
Diagnostic Radiology | 464 GSF Total: 2,700 GSF 2,236 GSF YES
(Ulrasound, PET CT Ultrasound Machine is | 1,800 GSF Per Unit {PET
Machine,} mobile and not fixed Scan); 900 GSF Per Unit
equipment (Witrasound}

The equipment that is the subject of this application will be installed at an existing physician office building
operated by UroPartners. There is a total of 3,719 total GSF of clinical space identified in the facility which
consists of physician office space where patients are provided with diagnosis and treatment. However, the
space where the machines being installed will be located will only take a total of 464 GSF. The 464 GSF
will be where the PET CT Scan will be located in the office, the ultrasound to be acquired is mobile and
does not require fixed installation in the facility.

ATTACHMENT 14
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ATTACHMENT 15
Project Services Utilization

Pursuant to 77 lllinois Admin. Code Section 1110 Appendix B, the applicant is required to provide
projected utilization to determine if the new equipment will meet Board target utilization standards for
applicable clinical service areas.

As the PET CT Scan and Ultrasound will be utilized to provide imaging services that is the only
applicable clinical service. To determine the project utilization of the new equipment the applicants reviewed
their historical utilization for referrals to existing facilities that have said equipment.

On average during past calendar year, UroPartners sent 3,180 patients for scans utilizing both the
PET CT Scan and Ultrasound machine. There is an expectation with the equipment now being located in-
house, an increased need for these scans, and the new technological advances in medical condition
diagnosis, there will be at least a 5% increase over historical volumes for the procedures utilizing the new
equipment.

UTILIZATION
DEPARTMENT / HISTORICAL PROJECTED STATE MEET
SERVICE UTILIZATION {PATIENT | UTILIZATION | STANDARD | STANDARD?
DAYS) {TREATMENTS)
ETC.

YEAR1 | PETCT Scan 3,180 3,180 3,600 YES

Ultrasound 3,180 3,180 3,100
YEAR 2 | PET CT Scan 3,180 3,339 3,600 YES

Ultrasound 3,180 3,339 3,100

ATTACHMENT 15
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ATTACHMENT 31
Necessary Expansion (c)(2)

The proposed project is necessary for the expansion of UroPartners acquisition and installation of
a PET/CT scanner and a high-resoiution ultrasound system at an existing UroPartners clinical facility. These
two imaging modalities will be used in tandem to provide critical diagnostic and interventional support for
patients with suspected or diagnosed urologic conditions, particularly prostate and kidney cancers.

To evaluate the need for this expansion, UroPartners reviewed its historical referral data to third-
party facilities that currently offer PET/CT and ultrasound services. In the most recent full calendar year,
UroPartners referred approximately 3,180 patients for diagnostic imaging procedures involving either
PET/CT, ultrasound, or both. Based on internal projections, clinical demand, and increased efficiency from
onsite availability, the practice conservatively estimates a minimum 5% increase in utilization once the
equipment is installed in-house—bringing expected annual volumes to over 3,300 scans. This increase
reflects anticipated improvements in care coordination, access, and clinical outcomes.

UroPartners is expanding the scope of services it offers by incorporating Prostate-Specific
Membrane Antigen (PSMA) PET imaging, kidney scans for clear cell renal cell carcinoma (ccRCC), and
interventional radiology procedures such as fibroid embolization and stent removal. These services
represent current standards of care in modern urologic oncology and are increasingly recommended by
national organizations such as the American Urological Association {AUA) and the National Comprehensive
Cancer Network (NCCN). The PSMA PET scan, for instance, has rapidly become the gold standard in
prostate cancer imaging, offering superior sensitivity and specificity compared to conventional imaging for
both initial staging and recurrence detection.

Moreover, the FDA is expected to approve a new ccRCC-specific imaging agent in August 2025,
which will further expand the diagnostic capabilities of the PET/CT scanner and allow UroPartners to offer
state-of-the-art non-invasive imaging for kidney cancer—replacing the need for more invasive procedures
and unnecessary hospital referrals.

The equipment will be installed in compliance with all applicable building codes, life safety
standards, and licensure regulations. The PET/CT scanner will be located within 464 GSF of existing clinical
space at the UroPartners facitity. No fire code deficiencies or licensure violations are currently cited for the
proposed installation site, and the practice is working with licensed architects and qualified health physicists
to ensure proper shielding, radiation safety compliance, and structural integration. Installation plans and
vendor documentation will be submitted to IDPH as part of the licensing and inspection process.

ATTACHMENT 31
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ATTACHMENT 31
Utilization — Major Medical Equipment (c)(3){A)

The Applicants meet the requirements of 77 IIl. Adm. Code § 1110.270(c)(3)(A), as the proposed
acquisition of major medical equipment—a PET/CT scanner and a high-resolution ultrasound system—is
both necessary for the geographic service area and projected to achieve applicable target utilization levels
within 12 months of installation. These projections are supported by a robust and well-documented referral
base, a high-volume patient population, and an increasing demand for advanced imaging procedures
associated with the diagnosis and treatment of urologic conditions.

UroPartners referred approximately 3,180 patients in the most recent calendar year for procedures
utilizing PET/CT and ultrasound imaging. With the acquisition and in-house operation of this equipment,
the Applicants project at least a 5% increase in utilization, resulting in more than 3,300 procedures annually
across the PET/CT and ultrasound modalities. This projection is based on improved access, faster
turnaround times, and enhanced patient management—all of which will encourage internal referrals and
greater procedural efficiency. The Applicants are confident that this volume will support full utilization of the
equipment as defined in the applicable IDPH standards for imaging modalities.

While Appendix B of the Board's rules does not include specific utilization benchmarks for office-
based PET/CT or ultrasound services provided in a non-hospital setting, the Applicants have provided
detailed projected utilization based on historical referral patterns and regional incidence rates of prostate
and kidney cancer—two conditions that represent the majority of imaging needs addressed by this
equipment. According to the lllinois Department of Public Health, prostate cancer is the most common
cancer in men in the state, with approximately 10,000 new cases annually. Kidney cancer, particularly clear
cell renal cell carcinoma (ccRCC), represents another significant source of diagnostic need, with more than
2,000 new cases reported annually in lllinois.

In addition, the expansion of imaging capabilities will support a growing interventional radiology
program and allow UroPartners to offer advanced procedures such as PSMA PET scans, fibroid
embolizations, stent removals, and kidney cancer diagnostics—each of which requires high-quality
diagnostic imaging to be performed safely and effectively. The combination of historical referral volume,
regional disease incidence, and increased diagnostic and interventional capability supports the projected
utilization of this equipment well within the required 12-month timeframe.

ATTACHMENT 31

- - ~——— Page 141



ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATICN FOR PERMIT- 02/2024 Edition

ATTACHMENT 33
Availability of Funds

The applicants have sufficient resources to fund the cash portion of this project. Attached as
evidence is a letter from JP Morgan, the Applicant’s financial institution which reflects that the Applicant
has sufficient funds on hand to complete the project.
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ATTACHMENT 33
Availability of Funds

J.PMorgan

Solaris Health Holdings LLC
2101 West Commercial Boulevard, Suite 3500
Fort Lauderdale, FL 33309

Dear Sir or Madam,

This letter Is being delivered to you to provide information on the Company’s banking relationship with
JPMorgan Chase Bank, N A (the “Bank").

We can hereby confirm thal the Company has maintained accounts at the Bank since 2020 and has
operated the accounts in a satisfactory manner.

As of 5/30/202565, the Company maintains balance in the mid to high 8 figures

Please be advised that this letter refers only to facts as they exiat as of the date of this letter and the Bank
shall have no duty or abligation to inferm the addreasse hereof of any future changes in such facts. This
letter is solely for the benefit of the addressee hereof for the referenced purpose, and may not be relled on
by any other person or for any other purpose

Sincersly,

Vivae

Vince Secret

Executive Director

JPMorgan Chase Bank, N.A.
450 S. Orange Ave, Floor 10
Orlandoe, FL 32801
407.236.7090
vincent.secret@jpmongan.com

ATTACHMENT 33
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ATTACHMENT 35
Financial Viability

The applicants meet the requirements for a financial viability waiver in accordance with 77 Ill. Adm.
Code § 1120.130, as the proposed project will be funded by internal sources of the Applicant.

ATTACHMENT 35
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ATTACHMENT 36
Economic Feasibility

June 2, 2025

John P. Kniery

Board Administrator

Illinois Health Facilities and Services Review Board
525 W Jefferson Street, Floor 2

Springfield, IL 62761

Re: UroPartners Imaging Center
Ill. Admin. Code Section 1120.120{(a) Available Funds Certification
Ill. Admin. Code Section 1120.140(a) Reasonableness of Financing Arrangements

Dear Mr. Kniery:

As arepresentative of UroPartners Imaging Center, I, Jason Langley, hereby attest that the
project costs will be $5,753,206. Applicants will fund the entire project and the necessary working
capital and operating deficits with existing cash and securities. All applicants have sufficient and
readily accessible intemal resources to fund the obligation required by the project.

I further certify that our analysis of the funding options for this project reflected that the
funding strategy outlined herein is the lowest net cost option available.

Sincerely,
Jagbn Langley
hief Financial Officer

Solaris Health Holdings, LL.C

ATTACHMENT 36
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ATTACHMENT 36
Economic Feasibility
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COST AND GROSS SQUARE FEET BY DEPARTMENT OR SERVICE

Page 146

A B c D E F G H
Department Total Cost
(Listbelow) | Cost/Square Foot | Gross Sq. Ft. Gross Sq. Ft. Const. $ Mod. $ (G+H)
New Mod. | New Circ.* | Mod. Circ.* {AxC) (BxE)
Diagnostic $461.41 3,719 $1,715,991 | $1,715,991
Equipment
(Ultrasound
and PETCT
Scan)
Contingency $45.71 3,719 $170,000 | $170,000
TOTALS $507.12 3,719 $1,885,991 | $1,885,991
* Include the percentage (%) of space for circulation
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ATTACHMENT 37
Safety Net Impact Study

Pursuant to 77 {ll. Admin Code Section 1110.20 the acquisition of major medical equipment is
classified as a non-substantive project. As a non-substantive project for the acquisition of major medical
equipment, the submission of a safety net impact study is not required by the applicants pursuant to 77
llinois Admin. Code Section 1110.10(c).

ATTACHMENT 37
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ATTACHMENT 38
Charity Care

The applicant, UroPartners, LLC is a physician practice group and UroPartners Imaging Center is an office-
based lab clinical setting. The facility is not considered a health care facility as defined by the board and
thus does not collect charity care data. However, the Applicants do operate the UroPartners Surgery Center
and the charity care information for that facility is fisted below.

CHARITY CARE
2020 2021 2022
Net Patient Revenue $8,713,525 $9,956,553 $10,415,839
Amount of Charity Care {charges)* $0 $0 $0
Cost of Charity Care $0 $0 30

* To be clear, it is not that UroPartners does not engage in Charitable care or other organized efforts to provide charitabie contributions,
both institutionally and through its individual physicians. However, the care provided, and process utilized does not meet the Board's
definition of Charity Care and, as such, cannot be reported as Charity Care.

ATTACHMENT 38
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ATTACHMENT 39
Flood Plain Requirements

June 2, 2025

John P. Kniery

Board Administrator

Illinois Health Facilities and Services Review Board
525 W Jefferson Street, Floor 2

Springfield, IL 62761

Re: UroPartners Pathology Lab - Flood Plain Requirements
Dear Mr. Kniery:

As representative of UroPartners, LLC, I, Daniel Scharff, affirm that our facility complies
with Illinois Executive Order #2005-5. The facility located at 2225 Enterprise Drive, Suite 2511
Westchester, [llinois 60154 is not located in a flood plain, as evidence please find enclosed a map

from the Federal Emergency Management Agency (“FEMA™).

I hereby certify this true and is based upon my personal knowledge under penalty of perjury
and in accordance with 735 ILCS 5/1-109.

Sincerely,

aniel S¢ alg/

Secretary
UroPartners, LLC

ATTACHMENT 39

— — Page 149



ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD

AP PARELS

Suivcind Pinodhiap Bevadery
Dl s Avadaby
o Digtal Dama vt
il
[ Scrias] Ared of dnidmal Fiood Marad Jves £
Hheaive LOwuia
hrad of ydninvaisged Piuid rasd e
L] Ocsaradas eommmed bons

m“-ﬁn—-hm

ATTACHMENT 39
Flood Plain Requirements

=T

OTHEN AREAS OF
FLOOD HAZARD

Wch BT or Doys | —ILE Wedss Sotacy Dourven
£ Sy Tentesy e st 0 | . B it Do st )
I Liee o Sowly
O.2% Auieptd Cluniny Pidcnt Wi Arvus
of 1% snspel chence feod walh Svecags e Mortadiction Bommiury
dopth los e ona fesl or with drainsge e e Gt Wittt Bhiriling:
arand of Joon hen SRS MYRRAE RIS Suse £ OTHER o e Pyl Baswing
Pytury Condicony. 1% Anmgal mm._,._ Hylagraphe: Fapase
Chance Fived Mamed b #
e Aras Wi Rauce4 Moad A dev 10 QENERAL [ ===~ Chmansl Cuirerl, or Shoam Sywer
T et S0n Wt 1ot STRUCTURES [+141100 Lavaa, Oy, or Flospund
" 7 A hewa vl Piass Rk dg 10 Lo 2 2

APPLICATION FOR PERMIT- 02/2024 Edition

Page 150



ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD

APPLICATION FOR PERMIT- 02/2024 Edition

After paginating the entire completed application indicate, in the chart below, the page numbers for the
included attachments:

INDEX OF ATTACHMENTS

ATTACHMENT
NO. PAGES
1 Applicant Identification including Certificate of Good Standing 25-287
2 Site Ownership 28-62
3 Persons with 5 percent or greater interest in the licensee must be identified with the % of 63

ownership.
4 Organizational Relationships (Organizational Chart} Certificate of Good Standing Etc. 64
5 Flood Plain Requirements 65-66
6 Historic Preservation Act Requirements 67-73
7 Project and Sources of Funds Itemization 74-75
8 Financial Commitment Document if required 76
g Cost Space Requirements 77
10 | Discontinuation N/A
11 | Background of the Applicant 78-81
12 | Purpose of the Project 82-136
13 | Alternatives to the Project 137
14 | Size of the Project 138
15 | Project Service Utilization 139
16 | Unfinished or Shell Space N/A
17 | Assurances for Unfinished/Shell Space N/A

SERVICE SPECIFIC:
18 Medical Surgical Pediatrics, Obstetrics, ICU N/A
19 | Comprehensive Physical Rehabilitation NIA
20 | Acute Mental lliness NIA
21 | Open Heart Surgery N/A
22 | Cardiac Catheterization N/A
23 | In-Center Hemodialysis N/A
24 | Non-Hospital Based Ambulatory Surgery N/A
25 | Selected Organ Transplantation NIA
26 | Kidney Transplantation N/A
27 | Subacute Care Hospital Model N/A,
28 | Community-Based Residential Rehabilitation Center N/A
29 | Long Term Acute Care Hospital NIA
30 | Clinical Service Areas Other than Categories of Service N/A
31 | Freestanding Emergency Center Medical Services 140-141
32 | Birth Center N/A

FINANCIAL AND ECONOMIC FEASIBILITY:
33 | Availability of Funds 142-143
34 | Financial Waiver N/A
35 | Financial Viability 144
36 | Economic Feasibility 145-146
37 | Safety Net Impact Statement 147
38 | Charity Care Information 148
39 | Flood Plain Information 149-150
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