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- AUG 0 6 2025
ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
rEAMTH FACLITE 3
APPLICATION FOR PERMIT S g NEYw & :‘
SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION
This Section must be completed for all projects.

Facility/Project Identification
Facility Name: Westmont Surgery Center, LLC d/b/a Salt Creek Surgery Center
Street Address: 550 W. Ogden Avenue
City and Zip Code: Hinsdale 60521
County: DuPage Health Service Area: 007 Health Planning Area: 043

Applicant(s) [Provide for each applicant (refer to Part 1130.220))
Exact Legal Name: Westmont Surgery Center, LLC

Street Address: 530 N. Cass Avenue

City and Zip Code: Westmont 60559

Name of Registered Agent: CT Corporation System
Registered Agent Street Address: 208 S. LaSalle Street, Suite 814
Reqgistered Agent City and Zip Code: Chicago 60604

Name of Managing Member. Giridhar Burra, M.D.

CEO Street Address: 530 N. Cass Avenue

President City and Zip Code: Westmont 60559

President Telephone Number: (630) 917-0972

Type of Ownership of Applicants

d Non-profit Corporation O Partnership

O For-profit Corporation O Governmental
Limited Liability Company O Sole Proprietorship
O Other

o Corporations and limited liability companies must provide an Illinois 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 pariner 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: Juan Morado, Jr. and Mark J. Silberman

Title: CON Counsel

Company Name: Benesch Friedlander Coplan & Aronoff

Address: 71 S. Wacker Drive, Suite 1600, Chicago, lllinois 60606
Telephone Number: (312) 212-4952

E-mail Address: JMorado@beneschlaw.com and MSilberman@Beneschlaw.com
Fax Number: (312) 767-9192
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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 Identification

Facility Name: Westmont Surgery Center, LLC d/b/a Salt Creek Surgery Center

Street Address: 550 W. Ogden Avenue
City and Zip Code: Hinsdale 60521

County: DuPage Health Service Area. 007 Health Planning Area: 043

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

Exact Legal Name: 1BJI ASC Ventures, LLC

Street Address: 900 Rand Road, Suite 300

City and Zip Code: Des Plaines 60016

Name of Registered Agent. Christopher A. Kantas

Registered Agent Street Address: 900 Rand Road, Suite 300

Registered Agent City and Zip Code: Des Plaines 60016

Name of President. Gregory H. Portland, M.D. (Manager)

President Street Address: 2401 Ravine Way, Suite 200

President City and Zip Code: Glenview 60025

President Telephone Number: (847) 998-5680

Type of Ownership of Applicants

O Non-profit Corporation O Partnership

O For-profit Corporation O Governmental

X Limited Liability Company O Sole Proprietorship
(| Other

o Corporations and limited liability companies must provide an lllinois certificate of good
standing.

o Partnerships must provide the name of the state in which 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: Juan Morado, Jr. and Mark J. Silberman

Title: CON Counsel

Company Name: Benesch Friedlander Coplan & Aronoff

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

Telephone Number: (312) 212-4952

E-mail Address: JMorado@beneschlaw.com and MSilberman@Beneschlaw.com

Fax Number: (312) 767-9192
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR PERMIT

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

Facility/Project Identification

Facility Name: Westmont Surgery Center, LLC d/b/a Salt Creek Surgery Center

Street Address: 550 W. Ogden Avenue

City and Zip Code: Hinsdale 60521

County: DuPage Health Service Area. 007 Health Planning Area: 043

Applicant(s) iProvide for each applicant (refer to Part 1130.220))

Exact Legal Name: lllinois Bone and Joint Institute, LLC

Street Address: 900 Rand Road, Suite 300

City and Zip Code: Des Plaines 60016

Name of Registered Agent: Christopher A. Kantas

Registered Agent Street Address. 900 Rand Road, Suite 300

Registered Agent City and Zip Code: Des Plaines 60016

Name of President. Gregory H. Portland, M.D. (Manager)

President Street Address: 2401 Ravine Way, Suite 200

President City and Zip Code: Glenview 60025

President Telephone Number: (847) 998-5680

Type of Ownership of Applicants

[ Non-profit Corporation ] Partnership

O For-profit Corporation O Governmental

X Limited Liability Company O Sole Proprietorship
J 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: Juan Morado, Jr. and Mark J. Silberman

Title: CON Counsel

Company Name; Benesch Friedlander Coplan & Aronoff

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

Telephone Number: (312) 212-4952

E-mail Address: JMorado@beneschlaw.com and MSilberman@Beneschlaw.com

Fax Number. (312) 767-9192
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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 Identification

Facility Name: Westmont Surgery Center, LLC d/b/a Salt Creek Surgery Center

Street Address: 550 W. Ogden Avenue

City and Zip Code. Hinsdale 60521

County: DuPage Health Service Area. 007 Health Planning Area: 043

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

Exact Legal Name: IBJI Salt Creek ASC, LLC

Street Address: 900 Rand Road, Suite 300

City and Zip Code: Des Plaines 60616

Name of Registered Agent. Christopher A. Kantas

Registered Agent Street Address: 900 Rand Road, Suite 300

Registered Agent City and Zip Code: Des Plaines 60016

Name of President: Andre Blom {Manager)

President Street Address: 900 Rand Road, Suite 300

President City and Zip Code: Des Plaines 60016

President Telephone Number; (847) 998-5680

Type of Ownership of Applicants

O Non-profit Corporation O Partnership

O For-profit Corporation O Governmental

X 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 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, 1N NUMERIC SEGUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.

Primary Contact [Person to receive ALL correspondence or inquiries)

Name: Juan Morado, Jr. and Mark J. Silberman

Title: CON Counsel

Company Name: Benesch Friedlander Coplan & Aronoff

Address: 71 S. Wacker Drive, Suite 1600, Chicago, lllinois 63606

Telephone Number: (312) 212-4952

E-mail Address: JMorado@beneschlaw.com and MSilberman@Beneschlaw.com

Fax Number. (312) 767-9192
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Additional Contact [Person who is also authorized to discuss the Application]

Name: Christopher A. Kantas

Title: General Counsel

Company Name: Hliinocis Bone and Joint Institute

Address: 900 Rand Road, Suite 300 Des Plaines, IL 60016

Telephone Number: (708-707-2469

E-mail Address: CKantas@|BJIl.com

Fax Number:

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

Name: Jessica Shapley

Title: Administrator

Company Name: Salt Creek Surgery Center

Address: 550 W. Ogden Avenue, Hinsdale, lllinois 60521

Telephone Number; (630) 869-4260

E-mail Address: jshapley@saltcreeksurgerycenter.com

Fax Number. (630) 794-8687

Site Ownership after the Project is Complete [Provide this information for each applicable site]

Exact Legal Name of Site Owner: Hinsdale Partnership, LLC

Address of Site Owner: 550 W. Ogden Avenue, Hinsdale, lllinois 60521

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.

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

Exact Legal Name: Westmont Surgery Center, LLC d/b/a Salt Creek Surgery Center

Address: 550 W. Ogden Avenue, Hinsdale, illinois 60521

O Non-profit Corporation O Partnership

] For-profit Corporation ] Governmental

D Limited Liability Company O Sole Proprietorship
O Other

Page 5 T



Operating Identity/Licensee after the Project is Complete ([Provide this information for each
applicable facility and insert after this page]

Exact Legal Name: Westmont Surgery Center, LLC d/b/a Salt Creek Surgery Center

Address: 550 W. Ogden Avenue, Hinsdale, lllinois 60521

| Non-profit Corporation 0 Partnership

| For-profit Corporation 8 Governmental
Limited Liability Company a Sole Proprietorship
O Other

o Corporations and limited lizbility companies must provide an lllingis 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 CRDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.

QOrganizational 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.
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Narrative Description

In the space below, provide a brief narrative description of the change of ownership. Explain WHAT is
to be done in State Board defined terms, NOT WHY it is being done. [f the project site does NOT
have a street address, include a legal description of the site.

Westmont Surgery Center, LLC d/b/a Salt Creek Surgery Center (*Salt Creek”), an ambulatory
surgical treatment center, seeks to relocate its facility at 530 N. Cass Avenue, Westmont, IL 60559 ("ASTC")
to 550 W. Ogden Ave., Hinsdale, IL 60521. Salt Creek is currently licensed as a multi-specialty ASTC
focused on General Surgery, Orthopedic Surgery, Pain Management, and Podiatry and is approved for four
(4) operating rooms and two procedure rooms. The project proposes establishing a replacement facility
providing the same services in six {(6) operating rooms.

The relocation of this facility is being proposed in conjunction with the discontinuation of the current
facility which is approximately two (2) miles away. The Applicant has concurrently filed an application with
the Board to discontinue its operations at its current facility, contingent upon the approval and licensing of
this facility so that there is no disruption in services.

The project is classified as substantive, in that it involves the relocation of a health care facility. 77
lll. Admin Code Sec. 1110.20(c){(1)(AXi).

— i~ Page? ———————— e — —



Costs and Sources of Funds -

Complete the following table listing all costs (refer to Part 1120.110) associated with the project.
When a project or any component of a project is to be accomplished by lease, donation, gift, or
other means, the fair market or doliar 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 $21,762 $23,238 $45,000
Site Preparation $136,010 $145,240 $281,250
Off Site Work - - -
New Construction Contracts $6,983,520 $8.035,350 $15,018,870
Modernization Contracts - - -
Contingencies $310,365 $331,425 $641,790
Architectural/Engineering Fees $96,719 $103,281 $200,000
Consulting and Other Fees $120,898 $129,102 $250,000
Movable or Other Equipment {not in construction contracts) $1,305,700 $1,394,300 $2,700,000
Bond Issuance Expense (project related) - - -
Net Interest Expense During Construction (project related) - - -
Fair Market Value of Leased Space or Equipment $1,870,042 $1,996,934 $3,866,976
Other Costs to Be Capitalized $217.617 $232,383 $450000
Acquisition of Building or Other Property {excluding land) - - -
TOTAL USES OF FUNDS $10,904,860 $12,222,776 $23,127,636

SOURCE OF FUNDS CLINICAL NONCLINICAL TOTAL
Cash and Securities - - -
Pledges - - -
Gifts and Bequests - - -
Bond Issues (project related) - - -
Mortgages $9,034,818 $10,225,842 $19,260,660
Leases (fair market value) $1,870,042 $1,996,934 $3,866,976
Governmental Appropriations 5 5 -
Grants - - -
Other Funds and Sources - - -
TOTAL SCURCES OF FUNDS $10,904,860 $12,222,776 $23,127,636

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

THE LAST PAGE OF THE APPLICATION FORM.

Page 8




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 X Yes 2 No
Purchase Price:  $2,500,000
Fair Market VValue: $2,500,000

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

Dd Yes [J 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: $1,469,216

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:
[0 None or not applicable [ Preliminary
B Schematics [ Final Working

Anticipated project completion date (refer to Part 1130.140): December 31, 2027

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

[0 Purchase orders, leases or contracts pertaining to the project have been executed.

(O 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

[l Financial Commitment will occur after permit issuance.

APPEND DOCUMENTATION AS ATTACHMENT 8, (N 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?
X Cancer Registry
APORS

B4 Al 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.

Page &



Cost Space Requirements — NOT APPLICABLE

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 (l.e., non-clinical]: means an area for the benefit of the patients, visitors, staff. or employees of a health care
facility and not directly related to the diagnosis, treatment, or rehabilitation of persons receiving services from the health care
faciity. "Non-clinical service areas” include, but are not imited to, chapels; gift shops, newsslands; computer systems; tunnels.
walkways, and elevators; tefephone systems; projects to comply with life safety codes. educational facilities, student housing: patient,
employee, staff, and visitor dining areas, administration and volunteer offices; modemization of structural components (such as roof
replacement and masonry work), boiler repair or replacement. vehicle maintenance and storage facilities; parking facilities, mechanical
systems for healing, ventilation, and air conditioning; loading docks; and repair or replacement of carpeting. tile, wall coverings, window
coverings or treatments, or fumiture. Solely for the purpose of this definition, “non-clinical service area” does not include health and
fitness centers. [20 ILCS 3960/3}

Amount of Proposed Total Gross Square
Gross Square Feet Feet That Is:
Dept. / Area Cost Existing | Proposed CI:‘:\:t. Modernized | Asls Vsa\;:::d
REVIEWABLE
ASTC $10,904,860 - 22,990 22,990 - - -
Total Clinical $10,904,860 - 22,980 22,990 - - -
NON-
REVIEWABLE
Administrative | $12,222,776 - 24,550 24,550 - - -
Total Non-clinical | $12,222,776 - 24,550 24,550 - - -
TOTAL $23,127,636 - 47,540 47,540 - - -

APPEND DOCUMENTATION AS ATTACHMENT 9, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.
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Facility Bed Capacity and Utilization

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

deemed incomplete.

FACILITY NAME: Salt Creek Surgery Center

CITY: Westmont

REPORTING PERIOD DATES:

From: January 1, 2022

to: December 31, 2022

Category of Service

Authorized

Beds Admissions

Patient | Bed
Days Changes

Proposed
Beds

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 (operating rooms)

4,349

N/A -4

TOTALS:

4,349

N/A -4
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CERTIFICATION

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

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

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

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

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

o in the case of a sole proprietor, the individual that Is the propristor,

This Application is filed on the behalf of Westmont Surgery Center, LLC d/b/a Salt Creek

Surgery Center, IBJ! Salt Creek ASC, LL.C, I1BJI ASC Ventures, LLC, and lllincis Bone and Joint
Institute. LLC" in accordance with the requirements and procedures of the lllinois Health
Facilities Planning Act. The undersigned certifles 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 certifles that the fee required for
this application is sent herewith or will be paid upon request.

%M

/"\

SIGNATURE Sl TORE —=
GIRIDHAR Bowm Gober k. “horvnesc
PRINTED NAME PRINTED NAME

1}
JESID Erv T l/l% p"u fccb\”f’_
PRINTED TITLE PRINTED TITLE
Notarization; Notarization:
Su bedfand swoin tojbefo Subsgrihad and swarn to be —
this day of this day of i

/>

ignature of Notary "
Seal OFFICIAL SEAL Seal OFFICIAL SEAL
o8 TERESA M.VALENTE o KATHERINE M smgflg«m;gs
Notary Pubhc State of illinois NOTARY PUBL
CommisE 198 97118120280 My Commission Expires 03/11/2026

Paga 12 < P LR Y




SECTION Ill. 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.

A listing of all health care facitities owned or operated by the applicant, including licensing, and certification
if applicable.

A listing 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 health care facility.

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 certified 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 cerified 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 delinquency or youthful offender proceeding. Unless expunged, provide
details about the conviction, and submit any police or court records regarding any matters
disclosed.

c. A certified and detailed listing of each applicant or person charged with fraudulent conduct or any
act invoiving moral turpitude.

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.

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.

If, 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 requirements of
this criterion. In such instances, the applicant shall attest that the information was previously provided, cite
the project number of the prior application, and certify that no changes have occurred regarding the
information that has been previously provided. The applicant can submit amendments to previously
submitted information, as needed, to update and/or clarify data.

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

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, include repair and maintenance records.

NOTE: Information regarding the “Purpose of the Project” will be Included in the State Board Staff Report.

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

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

Alternative options must inciude:

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 companson 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
i quality of care, as available.

APPEND DOCUMENTATION AS ATTACHMENT 13, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE CF THE
APPLICATION FORM.




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.

d. 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
PROPOSED STATE MET
DEPARTMENT/SERVICE BGSF/DGSF STANDARD DIFFERENCE STANDARD?
22,990 GSF
ASTC (6 ORs) 16,500 GSF 6,490 GSF NO

APPEND DOCUMENTATION AS ATTACHMENT 14, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
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 lll. 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 H'STg,T.?é'ﬁ?Ek%"ON PROJECTED | STATE MEET
| SERVICE (TOEATMENTS) evc, | UTILIZATION | STANDARD | STANDARD?
YEAR 1 ASTC 8,545 procedure hours 75.9% 80% NO
YEAR 2 ASTC 9,058 procedure hours 80 5% 80% YES

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

2. The anticipated use of the shell space, specifying the proposed GSF to be allocated to each

department, area, or function.

3. Evidence that the shell space is being constructed due to:

a. Requirements of governmental or cerification agencies; or

b. Experienced increases in the historical occupancy or utilization of those areas proposed

to occupy the shell space.
4. 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 ORDER 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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G. Non-Hospital Based Ambulatory Surgery

Applicants proposing to establish, expand and/or modernize the Non-Hospital Based Ambulatory
Surgery category of service must submit the following infermation.

ASTC Service

[] Cardiovascular

[J Colon and Rectal Surgery

[] Dermatology

[ General Dentistry

P General Surgery

[ ] Gastroenterology

[ Neurological Surgery

[l Nuclear Medicine

[] Obstetrics/Gynecology

[] Ophthalmology

[] Oral/Maxillofacial Surgery

BJ Orthopedic Surgery

[] otolaryngology

BJ Pain Management

[} Physical Medicine and Rehabilitation

[l Plastic Surgery

B Podiatric Surgery

[] Radiology

[ Thoracic Surgery

O urology

[ Other

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

documentation for the criteria;

APPLICABLE REVIEW CRITERIA ﬁ;‘.?g'frhs':f:‘i’c . gzm‘e’ Existing
1110.235(cH2)B) — Service to GSA Residents X X
1110.235(c}(3) — Service Demand - Establishment of an ASTC or X

Additional ASTC Service

1110.235(c)(4) — Service Demand — Expansion of Existing ASTC Service X
1110.235(c)(5) ~ Treatment Room Need Assessment X X
1110.235(c)(6) — Service Accessibility X

1110.235(c)(7)(A) — Unnecessary Duplication/Maldistribution X

1110.235(c)(7)(B) — Maldistribution X

1110.235(c)(7)(C) — Impact to Area Providers X

1110.235(c)(8) — Staffing X X
1110.235(c)9) - Charge Commitment X X
1110.235(c)(10) — Assurances X X

APPEND DOCUMENTATION AS ATTACHMENT 25, 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):

s 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 Vil. 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 fo be provided from the following sources]

a) Cash and Securities - statements {e.g., audited financial statements, letters from
financial 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 timetable of gross receipts and
related fundraising expenses, and a discussion of past fundraising experience.

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

$23,127,636 | d) Debt - a statement of the estimated terms and conditions (including the debt time,

variable or permanent interest rates over the debi 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.

f) 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.

$23,127,636 | TOTAL FUNDS AVAILABLE

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

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. Allthe 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
compietion. 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
organization, 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.

== e — e Page 19




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) Anportion 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 (&5 D E F G H
Department Total Cost
{List below) | Cost/Square Foo Gross Sq. Ft. Gross Sq. Ft. Const. § Mod. $ (G +H)
New Mod. | New Circ." Mod. {AxC) (B x E}
Circ."
ASTC $303.76 22,990 - - - $6,983,520 - $6,983,520
Contingency $1264 24,550 - - - $310,365 - $310,365
TOTALS $316.40 47,540 - - - $7,293,885 - $7,293 885
* 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

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 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]: 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 cost, in accordance with an appropriate methodology specified
by the Board.

2. For the 3 fiscal years prior to the application, a certification of the amount of care provided to
Medicaid patients. Hospital and non-hospital applicants shall provide Medicaid information in a manner
consistent with the information reported each year to the lllinois Department of Public Health regarding
"Inpatients and Qutpatients Served by Payor Source” and “Inpatient and QOutpatient 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 0 0 0
Qutpatient 1 0 0
Total 1 0 0
Charity {cost in dollars)
Inpatient $0 $0 $0
Outpatient $0 $0 $0
Total $0 $0 $0 |
MEDICAID
Medicaid (# of patients) 2020 2021 2022
Inpatient 0 0 0
Outpatient 0 0 0
| Total 0 0 0
Medicaid (revenue)
Inpatient $0 $0 30
Outpatient 30 $0 $0
Total 30 $0 $0

APPEND DOCUMENTATION AS ATTACHMENT 38, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.

* Nota: IBJI and ts physicians engage in various and significant provision of charitable and unrsimbursed care, howevar

since the care provided and the means of its provision do not conform to the HFSRB requirements for and definition of
Charity Care, this amount is noted as being zero.




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.

2. 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,

3. If the applicant is not an existing facility, it shall submit the facility's projected patient mix by
payer source, anticipated charity care expense and projected ratio of charity care to net patient
revenue by the end of its second year of operation,

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

A table in the following format must be provided for all facilities as part of Attachment 39.

CHARITY CARE*
2020 2021 2022
Net Patient Revenue $9,191,339 $23,842,428 | $30,828,075
Amount of Charity Care{charges} 0 0 0
Cost of Charity Care 0 0 0

APPEND DOCUMENTATION AS ATTACHMENT 38, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. :

* Note: IBJI and its physicians engage in varicus and significant provision of charitable and unreimbursed
care, however since the care provided and the means of its provision do not conform to the HFSRB
requirements for and definition of Charity Care, this amount is noted as being zero.
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SECTION XI. SPECIAL FLOOD HAZARD AREA AND 500-YEAR FLOODPLAIN DETERMINATION FORM

In accordance with Executive Order 2008-5 (EO 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: Westmont Surgery Center, LLC d/b/a Salt Creek Surgery Center 550 W. Ogden Ave.

(Name) {Address)
Hinsdale llinois 60521 630-698-1800
(City) {State) {Zip Code) {Telephone Number)
2. Project Location: _ 550 W. Ogden Ave. Hinsdale llinois
{Address) {City) (State)
DuPage Downers Grove North
{Country) {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/lhome) 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 B icon in the top corner of the page. Select the pin tool icon | 8
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} {Telephone 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 flocded or be subject to local drainage problems. If you need additional help, contact the lllinois
Statewide Floodplain Program at 217/782-4428
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FLOOD PLAIN MAP
550 W. Ogden Ave,, Hinsdale, IL 60521
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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 27-31
2 Site Ownership 32-34
3 Persons with 5 percent or greater interest in the licensee must be identified with the % of ownership. | 35-37
4 Organizational Relationships {Organizational Chart) Certificate of Good Standing Etc. 38
5 Flood Plain Requirements 39-40
& Historic Preservation Act Requirements 41-46
7 Project and Sources of Funds Iternization 47-49
8 Financial Commitment Document if required 50-51
9 Cost Space Requirements 52
10 | Discontinuation nfa
11 Background of the Applicant 53-57
12 | Purpose of the Project 58-99
13 | Alternatives to the Project 100
14 | Size of the Project 101
15 | Project Service Utilization 102-103
16 | Unfinished or Shell Space 104
17 | Assurances for Unfinished/Shell Space 105

Service Specific:
18 | Medical Su[gical Pediatrics, Obstetrics, ICU n/a
19 | Comprehensive Physical Rehabilitation n/a
20 | Acute Mental lliness n/a
21 | Open Heart Surgery nfa
22 ] Cardiac Catheterization n/a
23 | In-Center Hemodialysis n/a
24 | Non-Hospital Based Ambulatory Surgery 106-145
25 | Selected Organ Transplantation nfa
26 | Kidney Transplantation n/a
27 | Subacute Care Hospital Model n/a
28 | Community-Based Residential Rehabilitation Center nfa
29 | Long Term Acute Care Hospital nfa
30 | Clinical Service Areas Other than Categories of Service n/a
31 Freestanding Emergency Center Medical Services nfa
32 | Birth Center n/a

Financial and Economic Feasibility:
33 | Availability of Funds 146-147
34 | Financial Waiver 148-151
35 | Financial Viability nia
36 | Economic Feasibility 152
37 | Safety Net Impact Statement 1563-154
38 | Charity Care Information 155
39 | Flood Plain Information 156-157
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ATTACHMENT 1
Certificate of Good Standing

Included with this attachment are:

The Certificate of Good Standing for Westmont Surgery Center, LLC d/b/a Salt Creek Surgery
Center (Licensee)

The Certificate of Good Standing for I1BJI ASC Ventures, LLC

The Certificate of Good Standing for lllinois Bone and Joint, LLC

The Certificate of Good Standing for IBJI Saft Creek ASC, LLC

ATTACHMENT 1
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ATTACHMENT 1
Certificate of Good Standing - Westmont Surgery Center, LLC d/b/a
Salt Creek Surgery Center

File Number 0051479-9

[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

WESTMONT SURGERY CENTER, LLC, HAVING ORGANIZED IN THE STATE OF ILLINOIS
ON FEBRUARY 02, 2001, 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, 1 hereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 17TH

dayof JULY AD. 2025

X \
Authentication #: 2519803398 verifiable untit 07/17/2026 A&”" g'. - Z
Authenticale at hitps. /iwww lsas.gov

SECRETARY OF STATE

ATTACHMENT 1
Page 28




ATTACHMENT 1
Certificate of Good Standing - IBJI ASC Ventures, LLC

File Number 1000735-6

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

IBJI ASC VENTURES, LLC, HAVING ORGANIZED IN THE STATE OF ILLINOIS ON MAY 19,
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 DOMESTIC LIMITED LIABILITY COMPANY IN THE STATE OF ILLINOIS

InTestimony Whereof, 1 hereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 17TH

day of JULY AD. 2025

Ve oe 3

oS o
Authentication # 2519803440 verifiable until 07/17/2026 W dl 4
Authenticate st hitpe /hwww.ilaos.gov

SECRETARY OF STATE

ATTACHMENT 1
Page 29




ATTACHMENT 1
Certificate of Good Standing - lllinois Bone and Joint Institute, LLC

File Number 0168922-3

[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

ILLINOIS BONE AND JOINT INSTITUTE, LLC, HAVING ORGANIZED IN THE STATE OF
ILLINOIS ON NOVEMBER 29, 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 ILLINCIS.

InTestimony Whereof, I hereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 17TH

day of JULY AD. 2025

W
Authentication ¥ 2519803512 verifiable untit 0TH 72026 W d' ‘
Authenticate at hitps/iwww.isos gov

SECAETARY OF STATE

ATTACHMENT 1
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ATTACHMENT 1
Certificate of Good Standing - IBJI Salt Creek ASC, LLC

File Number 1065000-3

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

IBJI SALT CREEK ASC, LLC, HAVING ORGANIZED IN THE STATE OF ILLINOIS ON
NOVEMBER 05, 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 DOMESTIC LIMITED LIABILITY COMPANY IN THE STATE OF ELLINOIS

InTestimony Whereof, I hereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 17TH

day of JULY AD. 2025

i “'\ =
Authentication #; 2519003362 verifishie yntil 07172026 W d. ‘
Autherticate et hitps Arww S309.Gov

SECRETARY OF STATE

ATTACHMENT 1
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ATTACHMENT 2
Site Ownership

The site ownership rests with Hinsdale Partnership, LLC. That entity is owned by physicians
affiliated with lllinois Bone and Joint Institute. Attached as evidence is a copy of the mest recent tax bill.

ATTACHMENT 2
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ATTACHMENT 2
Site Ownership

MAKE CHECK PAYABLE TO: DU PAGE COLLECTOR - SEND THIS COUPON WITH YOUR 1ST INSTALLMENT PAYMENT OF 2024 Tax
WAL PAYMENT TO: P.O. BOX 4203, CAROL STREAM, & 001674209

O 0L 80 T RO D

PAY ON-LINE AT: werw are

SEE REVERSE SIDE FOR ADDITIONAL INFORMATION

09-02-212-007

HINSDALE PARTNERSHIP LLC
550 N MONROE ST

HINSDALE It 60521

$29,453.31 PAID May 08, 2026

ON OR BEFORE:
JUN 02, 2025

PAY:
0.00

PAYING LATE?
JUN 3 THRL 20 0.00
N1 THRU M
AUG T THRU M
SEP 1 THRU 30
OCT1ITHRU M
NOY 1 THRY 18

PAY THIS AMOUNT:

U.S. POSTMARK 1S USED TO
DETERMNE LATE PENALTY

PATMENT OF THIS 2024 TAX BILL
AFTER OCTOBER 31. 2029,
REQUIRES A CASHIER'S CHECK.
CASH OR MONEY ORDER.

NO PAYMENT WILL BE ACCEPTED AFTER NOV 19, 2025

109022128076%059000294533131

MAKE CHECK PAYABLE TO: DU PAGE COLLECTOR - SEND THIS COUPON WITH YOUR 2ND INSTALLMENT PAYMENT 0F 2024 Tax
MAIL PAYMENT TC: P.O. BOX 4203, CAROL STREAN, IL 801674203

10 0 A0 NG AEROV A 0

PAY ON-LIME AT: du

SEE REVERSE SIDE FOR ACCHTIONAL INFORMATION

09-02-212-007

HINSDALE PARTNERSHIP LLC
550 N MONROE ST

HINSDALE IL 60521

ON OR BEFORE: PAY: U.S. POSTIMARK |2 USED TO
SEP 02, 2025 2945331 | DETERMNELATEPERALTY
PAYING LATE? _ PAY THIS AMOUNT: | hren it s s BILL
SEP 3 THRU 3% 9,635.19 REQUIRES A CASHIER'S CHECK,
OCTITHRUM 30,2401 CASH OR MOKEY OROER
* NOV 1 THRU 13 wnTe
CHECK BOX AND
COMPLETE CHANGE OF

NO PAYMENT WILL BE ACCEPTED AFTER NOV 19, 2026

2£0902222007+9059000294 533132

Rate 2023 Tan 2023 Taxing Distriot Rate 2024 Tax 2024
S FINSOALE PARTHERSHIP
0,099 030.08 COUNTY OF DU PAGE 0.0832 045.40 :l.c
0.0180 185.02 PEMSION FUND 0.0168 VOTAE | ss0 W WMONROE ST
0.0291 30398 HEALTH DEPARTMENT 0.0260 28408 | MINSDALE i, 805621
D.o10z 107.00 PEHSION FUND 0.0114 120.54
0.1001 1.045.04 FOREST PRESERVE DIST 0.1213 1.378.32
0.0075 76.34 PENSION FUND 0.0007 11022 |Propery Location:
oot3z 137.88 DU PAGE AIRPORT AUTH n01z2 1aae S NOGDER AT
LOCAL *
NOLEVY 0.00 DU PAGE WATER COMM NO LEVY 0.00
00M8 10.04 DOWNERS GROVE TWP 0.0303 3428 ToWNSIip ASSESSOT
0.0003 3.14 PENSION FUND 0.0001 1.1 R
0.0578 58194 DOWNERS GR TWPRD 0.0500 374.98 DOWNERS GROVE
v.ooce 8.30  PENSION FUND 0.00c0 682 830-T19-5630
0.2041 3.07212 VLG OF HINSDALE 0.2073 3.037.32
0.1080 LORO.B0  PENSION FUND 0.1184 1,324.02 Tax Code:
0.1800 5.880.74 VLG HMNSOALE LIBR 0.1538 1.745.36
00076 70.38 PENSION FUND 0.0004 o844 9059
NO LEVY .00 FLAGQ CRK WATER REC HO LEVY 0.00 X
** EDUCATION Property index Number: x lax Rate 51841
25107 2622620 ORADE SCHE DIST 181 24218 2751538 09-02-212-007 = Total Tax Due 58,508 52
D.O448 487.08 PEHSION FUND 0.0434 403.16 ~Less Advance Payment
1.0000 17.33084  HIGH SCHOOL DIST 86 1.5004 18.130.80 =
0.0430 43858 PEMSION FUND 0.0384 41588
0.1007 LOOZO0 COLLEGE DU PAGE 802 01764 20050 CHANGECFNANERDORESS: |+ P ACE Roimbursement
wTE" CALL 8304075000 = as X
* § OF AFACTOR 1.0578
154 EST PAID oy 08, 2025
200 IHST DUE OM Sepsiries 12 2005
2024 DuPage County Reai Estate Tax Bil
Gwen Henry, CPA, County Collector
421 N, County Farm Road
Wheaton, IL 60187
53708 28, 101.32 TOTALS 51841 58.900.63 (T:_ﬂlcs! lsnnmu = }‘%gjo ;7;_':9‘33 pERIMen LT
023 1,044,580 Assessed Value 2024 1,136,204
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ATTACHMENT 2
Site Ownership

CHANGE OF NAME AND/OR MAILING ADDRESS - CHECK BOX ON FRONT OF COUPCON

Property index Number

-0 J1—-—0C 1 1 -1

I

] 11— | |

Area Code and Phane Number

1 centify that | am the ewner and autholize the above name andior address changa.

Sigrature

Print Name

CHANGE OF NAME AND/OR MAILING ADDRESS - CHECK BOX ON FRONT OF COUPON

Property Incex Number | | |— | | | iy

] -—-CT1 1

| I 1 1 1

11 11 1 7 I I 4

Name

(1 1 1 f [ 1+ ¢ v [ 1 ¥ ¥ ¥ 1 1 [ 17 { T 1 1 [T T 1
Maiing Address

C T T 1T 1T 117 1T 1T 1T 7T 1T 1T 71T 1 11 1T 171717
Clty State Ip

T i1-—-rC 1 1T J-—C 1T T T 1

Area Code and Phone Number

1 certify that | am the owner and authorize the above name and/or address change.

Signature Date

Print Name

HELPFUL INFORMATION
Failure to raceive a bill does not relieve the taxpayer of penalty H payroent s lats.

This I8 the only bill you will receive This bill incudes a
Al checks are

payment coupon Jor each

Separade
upon receipt, regandiass of date on check. Funds must be inU.S. dolars

electronically depostted
Pammunedwmwywmasuwnwmsmawaszsmmmmmmmm
Personal chacks rocelved after 10/3 1725 will e redumed.
Na paymenl will ba accapted after 11/1%25 regardiess of postmark

CONVENIENT WAYS TO PAY
Banks: Thru 09/02/25 {see website for participating banks)
Mall Thru 09/30/2025;
DuPage County Collector, P.O. Box 4203, Carol Stream, L 60197
Mail After 09/30/2025:

IMPORTANT DATES
06/02/25 15t installment due date
0910225 2nd instaliment due date
10/03725 Payment deadline to avoid publication
1024125 Certified delinquent bills maifed

DuPage County Coltector, 421 N. County Farm Rd, Wheaton, IL 6018] | 10/1/25 Last day to pay ontine
Ontine: Thru 10/31/25 using Bank account transfer or with Visa, 11325 Certified funds required for payment
Magtercand or Discrrogs 110325 $10 newspaper foe t begins
- 2.10% Credit Card convenience fee to service provider 1119725 In-offica payment deadline 4:30pm
11720025 Tax Sale
Drop Box: Thru 1103725 by 8.00 am
South Parking Lot, 421 N. County Fam Rd, Wheaton
Phone: Thru 11/18/25 (855)795-3091 (Credit Cards with 2. 10% fee) “EQUALIZATION FACTORS

In Person: Thru 4:30pm on 11119725
Treasurer's Office, 421 N, County Farm Rd, Wheaton

SENIOR CITIZEN PROGRAMS - 65 and older
SENIOR ASSESSMENT FREEZE and SENIOR EXEMPTION
Contact Supervisor of Assessments 630-407-5858
SENIOR CITIZEN DEFERRAL
Contacl County Treasurer 630-407-5900

Equalization factors imposed by the State and by DuPage
County are used to insure that assessment levels in all nine
townships are at the statutory level of assessment of 33.33% of
fanr cash value. The Minos Deparimeant of Revenue equahization
faﬂnrqslale nwlhpllat)lsshownmmelrunlofmebiﬂ. The

Supervisor of Assessmants (S of A) equalization
fa!:hr-abo on the front of this tax bill*

After September 30, 2025. Mai payment to the DuPage County Collector, 421 N. County Farm Rd., Wheaton, IL 60187
DuPage County Treasurer's website: www.dupagecounty.govielected_officlalstreasurer
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ATTACHMENT 3
Operating Entity/Licensee

Westmont Surgery Center, LLC d/b/a Salt Creek Surgery Center is licensed by the lllinois
Department of Public Health, The license is in Good Standing.

ATTACHMENT 3
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ATTACHMENT 3
Certificate of Good Standing - Westmont Surgery Center, LLC
d/b/a Salt Creek Surgery Center

File Number 0051479-9

~ad

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

1, 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

WESTMONT SURGERY CENTER, LLC, HAVING ORGANIZED IN THE STATE OF ILLINOIS
ON FEBRUARY 02, 2001, 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.

In Testimony Whereof, I hereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 17TH

day of JULY A.D. 2025

24 B
Authentication ¥ 2519803398 veriftable until 07/17/2026 W &I.m ra d
Authenticate at; hitps:/iwww.ilsos.gov

BECRETARY OF STATE

ATTACHMENT 3
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ATTACHMENT 3

IDPH License - Westmont Surgery Center, LLC
d/b/a Salt Creek Surgery Center

b ILLINOIS DEPARTMENT OF

PUBLIC HEALTH HF132073

Tha parsen, i o1 c2p WHOL NAUNA SPPAArs o IS corbBale hes compled with (he provish
of wwa Minos 4atutes and'td fied 40 Mguistions and Iz harety sushonzed 10 sAOAg0 in the acthity ss
indicatod below.

Sameer Vohra, MD,JD,MA opctede
Director o
ELPWATUM DATE TATRENT o A
12/3072025 7003189

Ambulatory Surgery Treatment Center

Effective: 12/31/2024

Wastmont Surgery Center LL.C
dba Salt Creek Surgery Center
530 N Cass Avenue

Westmont, IL 80558
Tha baca of fes icpong Mt 3§ cobored bacicymrel = Pritd by Authonty of tha Sty of finss * PD RIZ4001 2N 424

@ & & it & &

i S - Page 37

DISPLAY THIS PART IN A
CONSPICUOUS PLACE

Exp. Date 12/30/2025
Lic Number 7003189

Date Printed 11/1/2024

Westmont Surgary Center LLC

dba Salt Creek Surgery Center
530 N Cass Avenue
Westmont, IL 605591503

FEE RECEIPT NO.
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ATTACHMENT 4
Organizational Chart

Westmont Surgery Center,
LLC d/b/a Salt Creek
Surgery Center

(Licensee)

IBJI Salt Creek ASC, LLC

(100% Ownership Interest
in Licensee)

IBJI ASC Ventures, LLC

(100% Ownership Interest
in IBJI Salt Creek ASC, LLC)

illincis Bone and Joint
Institue, LLC

{100% Ownership Interest
in IBJI ASC Ventures, LLC)

ATTACHMENT 4
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ATTACHMENT 5§
Flood Plain Requirements Letter

;
530 North Cass Avenue » Westmont, liinois 60559

Ph: 630-968. 1800 * Fxc 630-968-2546 * saltcresksurgerycenter.com

July 22, 2025

John Kniery

Board Administrator

Health Facilities and Services Review Board
525 W Jefferson Street, Floor 2
Springfield, IL 62761

Re: Flood Plain Requirements- Westment Surgery Center, LLC, dfb/a Sait Creak Surgery Center
Dear Mr. Knlery:

As rapresentative of Westrnont Surgery Center, LLC, d/b/a Salt Creek Surgery Center, ) Girldhar Burra,
M.D., affirm that the proposed relocation for Westmont Surgery Center, LLC, d/b/a Salt Creek Surgery Center
complies with Illinois Executive Order #2005-5. The proposed location, 550 W. Ogden Ave,, Hinsdale, IL
60521, 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 5/1-1085.

Sincerely,
L N N
_ ﬁ_/\,/x, = i
Glridhar Burra, M.D.
Managing Member
Salt Creek Surgery Center

s,

JHE Camniins
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ATTACHMENT 5
Flood Plain Requirements Letter

FLOOD PLAIN MAP
550 W. Ogden Ave,, Hinsdale, IL 60521

5 5 5

&

[T
£ 17043C01835
v eff. 8/1/2019
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ATTACHMENT 6
Historical Preservation Act Requirements

The Applicant previcusly submitted a request for determination to the llinois Department of Natural
Resources - Preservation Services Division. A final determination has not been received to date but will
be provided to the Board upon receipt. A copy of the request is enclosed below.

ATTACHMENT 6
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ATTACHMENT 6
Historical Preservation Act Requirements

Juan Morado, Jr.

eneSC 71 South Wacker Drive, Suite 1600
Chicago, lllinois 60606-4637

Direct Dial: 312.212 4967

Fax: 312.767.9192
jmorado@beneschlaw com

July 21, 2025

VIA E-MAIL

Jeffrey Kruchten

Chief Archaeologist

Preservation Services Division

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

Springfield, TL 62702

5 Bevi illinois gov

Re:  Certificate of Need Application for Ambulatory Surgical Treatment Center
Dear Jeffrey:

I am writing on behalf of my client, Westmont Surgery Center, LLC, d/b/a Salt Creek
Surgery Center, (*Salt Creek ASC™) to request a review of the project area under Section 4 of the
Tilinois State Agency Historic Resources Preservation Act (20 ILCS 3420/1 et seq.). Salt Creek
ASC is submitting an application for a Certificate of Need from the Illinois Health Facilities and
Services Review Board. Salt Creek ASC is relocating to a new location at 550 W, Ogden Ave,,
Hinsdale, IL 60521, and provide General Surgery, Orthopedic Surgery, Pain Management, and
Podiatry, which requires a CON application.

For your reference, we have enclosed pictures of the existing lot and topographic maps
showing the general location of the project. We respectfully 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

>Ry

Juan Morado, Jr.

www.beneschlaw.com
2276753 v1
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ATTACHMENT 6
Historical Preservation Act Requirements

Attachment 1

Topographical Map

e P LA Ty rmma §
] . | . CHRLerDn 1y |
z 3
5 2
| ’Igzt'
| 3 o
.Gonma Braw
S——
L L

3 Chvrs D=

Hinsdale Femily DenUstry ﬂ

\

LS A pt

ilinois Bone &
St institute

wagren Ten?*®
Pearl of Hinsdale o] ! E
H 2 -z
2
E']
x
g ; a | ?
: ; § ; - 1 ]
@ 2 2 - | 1 | it
T : W NorthSt', | W Noath 52
casageta ©
Burns.
Field Park
SGE & Associates 1) ; sl
ATTACHMENT 6

Page 43 =




ATTACHMENT 6
Historical Preservation Act Requirements

Aerial Map
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ATTACHMENT 6
Historical Preservation Act Requirements

Street view of property
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ATTACHMENT 6
Historical Preservation Act Requirements

Aerial view

A

Tilt the view
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ATTACHMENT 7

Project Costs and Sources of Funds

Project Costs and Sources of Funds

USE OF FUNDS CLINICAL NONCLINICAL TOTAL

Preplanning Costs - - -
Site Survey and Soil Investigation $21,762 $23,238 $45,000
Site Preparation $136,010 $145,240 $281,250
Off Site Work - - -
New Construction Contracts $6,983,520 $8,035,350 $15,018,870
Modemization Contracts - - -
Contingencies $310,365 $331,425 $641,790
Architectural/Engineering Fees $96,719 $103,281 $200,000
Consulting and Other Fees $120,898 $129,102 $250,000
?;noon\t'?:cl:s?r Other Equipment (not in construction $1,305,700 $1.304,300 $2,700,000
Bond Issuance Expense (project related) - - -
Net Interest Expense During Construction (project } ) }
related)
Fair Market Value of Leased Space or Equipment $1,870.042 $1,996,934 $3,866,976
Other Costs to Be Capitalized $217,617 $232,383 $450000
Acquisition of Building or Other Property {(excluding } ) }
land)
TOTAL USES OF FUNDS $10.904,860 $12,222,776 $23,127,636

SOURCE OF FUNDS CLINICAL NONCLINICAL TOTAL
Cash and Securities - - -
Pledges - - -
Gifts and Bequests - - -
Bond Issues (project related) - - -
Mortgages $9,034.818 $10,225,842 $19,260,660
Leases (fair market value) $1,870.042 $1,996,934 $3,866,976
Governmental Appropriations - - -
Grants - - -
Other Funds and Sources - - -
TOTAL SCURCES OF FUNDS $10,904,860 $12,222,776 $23,127,636

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

THE LAST PAGE OF THE APPLICATION FORM.
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ATTACHMENT 7
Project Costs and Sources of Funds

New Construction Contracts - The proposed project will result in the establishment of a 6 OR Ambulatory
Surgical Treatment Center. The project building costs are based on national architectural and construction
standards and adjusted to compensate for several factors. The clinical construction costs are estimated to
be $6,983,520 or $303.76 per clinical square foot.

General Conditions $399,058

Mechanical (Fire, Plumbing, HVAC, Electrical) $3,391,995
Carpentry and Wood Work $997,646

Structural Steel $399,058

Doors and Windows $199,529

Flooring $299,294

Painting $399,058

Ceiling Work $159,623

Tile $199,529

Signage $39,906

Miscellaneous-Builder's Risk Insurance, Bonds, Contractor's Fees, etc...) $498,823

Contingencies - The contingency costs listed are for unforeseeable events relating to construction costs
that are not included in the construction contracts. The clinical costs are estimated to be $310,365 or 4.44%
of the new construction contract costs.

ArchitecturalYEngineering Fees - The clinical project cost for architecturalfengineering fees are projected
to be $86,719 or 1.33% of the new construction and contingencies costs.

] Architectural Services | $96.719 |

Consulting and Other Fees - The Project’s consulting fees are primarily comprised of various project
related fees, additional state/local fees, and other CON related costs.

Legal Fees $71,116.47
Permitting Fees $7,111.65
CON Filing Fee $14,223.29

Miscellaneous Fees $28,446.59

Moveable Equipment Costs - The moveable equipment costs are a necessary component for the
operation of the updated operating rooms at the facility. The clinical costs are being divided between the
six proposed operating rooms, resulting in a cost of $217,616.67 per operating room or a total of
$1,305,700. The applicant is able to keep egquipment costs down for this project by repurposing existing
equipment from their existing ASTC that is being discontinued.

Communications $34.665

Water Treatment $491,082

Bio-Medical Equipment $43,331

Clinical Furniture (Dialysis Chairs) $86,662

Clinical Equipment $462,195

Office Equipment $72,218

Office Furniture $115,549

ATTACHMENT 7
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ATTACHMENT 7
Project Costs and Sources of Funds

FMV of Leased Space - The applicant intends to enter into a 5-year lease with an initial rent rate of
$735,680/year {or $61,307/month). The lease calls for annual increases in the amount of 2.5% per year.

ATTACHMENT 7
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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
December 31, 2027. Financial commitment for the project will occur following permit issuance, but in
accordance with HFSRB regulations.

AMBULATORY SURGERY CENTER FLOOR PLAN

MO8 . aTtacHMENTTr  AMBULATORY SURQERY CENTER OVER PARKING | sorroscue
T 'y

hep BBlediop < i e e o sy | Svesaes

-

PATIENT PATENT MONROE STRE STAFF
ENTRANCE ENTRANCE e ENTRANCE

SITE PLAN
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ATTACHMENT 8
Project Status and Completion Schedules

RENDERING

STAFF PARKING
PARKING LEVEL FLOOR PLAN A

ATTACHMENT 8
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ATTACHMENT 9
Cost Space Requirement

The proposed project involves the establishment of an ASTC with 6 operating rooms in a total of 47,540
GSF.

Gross Square Feet Amount of Proposed Total- Gross Square Feet
That Is:
s . New - Vacated
Dept. / Area Cost Existing | Proposed Const. Modernized | Asls Space
REVIEWABLE
ASTC $10,904 860 - 22,990 22,990 - - -
Total Clinical | $10,904,860 - 22,990 22,990 - - -
NON-
REVIEWABLE
Administrative | $12,222,776 - 24 550 24,550 - - -
Total Non-
TOTAL $23,127,636 - 47,540 47,540 - - -

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

The following information is provided to illustrate the qualifications, background and character of the
Applicant and to assure the Heaith Facilities and Services Review Board that AST will provide proper care.

Salt Creek Surgery Center

Westmont Surgery Center, LLC d/b/a Salt Creek Surgery Center - This is the corporate entity that holds
the license and owns the existing facility. Salt Creek Surgery Center is a physician-owned ambulatory
surgical center located in Westmont, lllinois, and operated by physicians affiliated with the lllinois Bone &
Joint Institute (IBJI). Specializing in outpatient orthopedic procedures, Salt Creek offers a high-quality, cost-
effective alternative to hospital-based surgery. The center is designed for efficiency and patient comfort,
focusing on minimally invasive techniques in areas such as sports medicine, joint reconstruction, hand and
upper extremity surgery, and foot and ankle procedures. By operating independently, Salt Creek allows
IBJI physicians to deliver personalized care in a streamlined setting that emphasizes convenience, safety,
and positive surgical outcomes for patients.

1. The proposed project is brought by Westmont Surgery Center, LLC, d/b/a Salt Creek Surgery Center.
The ownership of the facility is reflected in Attachment 4.

2. Westmont Surgery Center, LLC, d/b/a Salt Creek Surgery Center does not directly have an ownership
interest in any other health care facility. The Applicant certifies that there have been no adverse actions
taken during the three (3) years prior to the filing of this Application. A letter certifying the above information
is included at Attachment 11.

3. We have included a letter authorizing access to the HFSRB and IDPH to verify information about the
Applicant at Attachment 11.

IBJI Salt Creek ASC, LLC

IBJI Salt Creek ASC, LLC is a wholly owned subsidiary of lllinois Bone and Joint Institute, LLC ("IBJI")
through IBJI ASC Ventures, LLC,

linois Bone and Joint Institute, LLC and IBJI ASC Ventures, LLC - IBJI ASC Ventures, LLC is a wholly
owned subsidiary of lllinois Bone and Joint Institute, LLC {*IBJI"). Founded in 1990, Illinois Bone & Joint
Institute (IBJI) has grown to become the largest independent orthopedic group in lllinois and one of the
largest in the country. With more than 150 board-certified physicians specializing in every aspect of
orthopedic care, IBJI provides comprehensive musculoskeletal services to patients of all ages. The
practice's size and breadth allow it to offer highly specialized expertise in areas such as sports medicine,
joint replacement, spine care, hand surgery, foot and ankle care, and pediatric orthopedics. By maintaining
a collaborative approach among its physicians, IBJI ensures that patients benefit from coordinated
treatment plans and integrated care across multiple specialties.

iBJI's model emphasizes not only surgical excellence but also a full continuum of non-surgical orthopedic
care. In addition to physician services, the practice offers on-site advanced imaging, pain management,
rheumatology, physical therapy, occupational therapy, and performance training. Its OrthoAccess® walk-in
clinics have become a key part of the community, providing same-day access for acute orthopedic injuries
without the need for emergency room visits. This integrated, patient-centered model helps streamline care
delivery, improve communication among providers, and support faster recovery for patients—all within a
single, coordinated system.

ATTACHMENT 11
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ATTACHMENT 11
Background of the Applicants

As a leader in musculoskeletal care in lilinois, IBJI is known for its commitment to innovation, outcomes,
and service excellence. The group’s network spans dozens of locations across the Chicagoland area,
including surgery centers, rehabilitation facilities, and clinical offices. By fostering strong community ties
and continually investing in clinical advancements, IBJI remains at the forefront of orthopedic medicine in

lilinois. Its mission is not only to treat injuries and chronic conditions but to empower patients with education,
preventive care, and long-term wellness solutions.

IBJI ASC Ventures, LLC owns 100% interest in the facility.
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ATTACHMENT 11
Background of the Applicants

;
530 North Cass Avenue » VWestmont, lllinois 0559

Ph: 630-968- 1800 » Fx: 630-968-2546 * saltcreeksurgerycenter.com

July 22, 2025

John Kniery

Administrator

Health Facilities and Services Review Board
525 W. jefferson Street, Floor 2
Springfield, IL 62761

Re: Applicant Certification
Dear Mr. Knlery:

As a representative of Westmont Surgery Center, LLC d/b/a Salt Creek Surgery Center, located at 530
N Cass Ave, Westmont, lilincis 60559, |, Giridhar Burra, M.D., affirm that all questionnaires and data
required by the Health Facilities and Services Review Board and IDPH {e.g. annual questionnaires, capital
expenditure surveys, etc.) will be provided through the date of the discontinuation, and that the required
information will be submitted no later than 90 days following the date of discontinuation.

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

Sincerely,

/5 M—;::::h

Giridhar Burra, M.D.
Westmont Surgery Center, LLC d/b/a Sait Creek Surgery Center

o

Jaint Cemmissien
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ATTACHMENT 11
Background of the Applicants

Facilities owned by IBJI ASC Ventures, LLC and lllinois Bone and Joint Institute, LLC are included below:

Facility Name i

Westmont Surgery Center, LLC d/b/a Salt Creek Surgery Center (*Applicant”) 7003189

Plainfield Surgery Center, LLC 7003135

Ravine Way Surgery Center 7003080

OAK Surgery Center 7003244

llinois Sports Medicine and Orthopedic Surgery Center, LLC 7003118
ATTACHMENT 11
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ATTACHMENT 11
Background of the Applicants

;
530 North Cass Avenue » Westmont, llinois 60559

Ph: 630-968- 1800 * Fx: 630-968-2546 * salecreeksurgerycenter.com

July 22, 2025

John P. Kniery

Board Administrator

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

Springfield, L 62761

Re: Certlfication and Authorization Letter- Westmont Surgery Center, LLC, d/b/a Salt Creek Surgery
Center-

Dear Mr. Kniery,

As a representative of Westmont Surgery Center, LLC, d/b/a Salt Creek Surgery Center, IBJI Salt Creek ASC,
LLC, IBJI ASC Ventures, LLC, lllinols Bone and Joint Institute, LLC, give authorization to the Health Facilities
and Services Review Board and the Illinols Department of Public Health (*IDPH”} to access documents
necessary to verlfy 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.,

| further verify that Westmont Surgery Center, LLC and IB)I Salt Creek ASC, LLC has no ownership interest in
other healthcare facilities. IBJIl ASC Ventures, LLC and INinois Bone and Joint Institute, LLC own and operate
the ASTCs listed below. These facilities have had no adverse actions to report for the past three (3) years. |BJI
ASC Ventures, LLC and (lliinols 8one and Joint institute, LLC have an ownership interest in several healthcare
fadilities including:

Westmont Surgery Center, LLC d/b/a Salt Creek Surgery Center ("Applicant”)
Plainfield Surgery Center, LLC

Ravine Way Surgery Center

OAK Surgery Center

Iinois Sports Medicine and Orthopedic Surgery Center, LLC

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

Sincerely,

Giridhar Burra, M.D.
Managing Member
Salt Creek Surgery Center

Joial Cemmissien
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ATTACHMENT 12
Purpose of the Project

Westmont Surgery Center, LLC d/b/a Salt Creek Surgery Center (“Salt Creek”) submits this application for
a Certificate of Need to relocate its licensed ambulatory surgical treatment center (ASTC) from its current
location at 530 N. Cass Avenue, Westmont, lllinois, to a new site at 550 W. Ogden Avenue, Hinsdale,
llinois. Salt Creek is a physician-led, multi-specialty ASTC with a strong focus on orthopedic surgery, pain
management, podiatric surgery, and general surgery. This relocation is proposed in conjunction with the
discontinuation of operations at the existing Westmont facility, a strategic move designed to address facility
limitations, improve patient access, and enhance operational efficiency in delivering outpatient surgical
care. The project qualifies as a substantive application under 77 Ill. Adm. Code 1110.20(c){1)(A}()) because
it involves the relocation of an existing licensed healthcare facility.

The relocation of Salt Creek is driven by a combination of patient access needs, healthcare delivery trends,
and operational realities. The existing Westmont facility faces physical constraints that limit its ability to
meet the growing demand for outpatient surgical procedures, particularly in orthopedics. By relocating to a
modern, better-configured site in Hinsdale—just two miles away—Salt Creek will be positioned to sustain
its six-operating-room capacity in an optimized clinical environment. This move will not only preserve
access for the community but also enhance the efficiency of care delivery, patient flow, and surgical
scheduling, ultimately benefiting both patients and providers.

At the core of this project is the national and statewide shift in surgical care delivery, driven by the Centers
for Medicare & Medicaid Services (CMS) and private payers, which strongly encourages the migration of
suitable surgical procedures from hospital outpatient departments (HOPDs) to ambulatory surgical centers.
CMS's additions to the ASC Covered Procedures List over the past decade have reflected this strategy,
especially for orthopedic procedures such as total joint replacements. As of recent updates, common
orthopedic procedures like total knee arthroplasty and hip replacement are not only approved for ASC
settings but are also reimbursed at rates that incentivize the use of outpatient facifities. This policy shift
recognizes the proven safety, efficacy, and cost savings associated with performing these procedures in
ASCs rather than higher-cost hospital environments.

Numerous studies affirm that ASCs deliver high-quality outcomes comparable to, or better than, hospital-
based settings for many elective procedures, while also providing significant cost savings. For example,
outpatient total joint replacements performed at ASCs have demonstrated reduced complication rates,
lower infection risks, shorter recovery times, and higher patient satisfaction. Additionally, ASCs consistently
operate at lower cost structures, with per-procedure savings of 12-26% compared to hospitals, depending
on procedure complexity. These cost savings directly benefit patients, payers, and public healthcare
programs, such as Medicare and Medicaid, while also easing the financial burden on commercially insured
patients who face growing out-of-pocket costs.

Orthopedics, in particular, represents one of the fastest-growing sectors of outpatient surgery, fueled by an
aging population, rising rates of degenerative joint disease, and improved surgical techniques. National
projections indicate a significant increase in demand for total joint replacements over the next decade, with
some estimates forecasting a doubling of procedures by 2030. Salt Creek’s relocation positions it to
respond effectively to this demand by offering a streamlined, patient-friendly environment designed
specifically for outpatient orthopedic care. This will also alleviate pressure on hospital surgical departments,
allowing hospitals to focus resources on higher-acuity, emergent, or inpatient surgical needs.

Furthermore, Salt Creek’s relocation afigns with the lllinois Certificate of Need program’s objectives of
promoting access, supporting cost-effective healthcare delivery, and ensuring the optimal use of existing
healthcare resources. By enhancing its ability to provide high-quality outpatient surgical services in a lower-
cost, non-hospital setting, Salt Creek will support state and national efforts to shift appropriate procedures
away from higher-cost hospital environments—reducing overall healthcare expenditures while maintaining
clinical excellence.
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This project also reinforces the value of physician-led, community-focused surgical care. Salt Creek is
operated by physicians affiliated with lllinois Bone and Joint Institute (IBJI), the largest orthopedic group in
llinois, known for its leadership in musculoskeletal cara. This affiliation ensures strong clinical governance,
a commitment to quality outcomes, and a vested interest in meeting community needs. The relocation will
allow IBJI's physician partners to continue providing patient-centered care in a setting designed for surgical
efficiency, quality, and patient comfort.

In conclusion, this relocation project will maintain and enhance access to critical outpatient surgical services
for Hinsdale, Westmont, and surrounding communities. It will strengthen Salt Creek's capacity to meet the
growing demand for orthopedic, podiatric, pain management, and general surgical procedures. Moreover,
it will align Salt Creek's operations with broader trends in healthcare policy, cost containment, and patient
preference—helping ensure that high-quality surgical care remains both accessible and affordable for
[llinois residents.
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Ambulatory Surgery Centers and Their
Intended Effects on Outpatient Surgery

Brent K. Hollenbeck, Rodney L, Dunn, Anne M. Suskind,
Seth A. Strope, Yun Zhang, and fohn M. Hollingsworth

Objectives. To assess the impact of ambulatory surgery centers (ASCs! on ratey of
hospital based outpatient procedutres and adverse events.

Data Sources. Tienty percent national sample of Medicare beneficiaries.

Study Design. A retrospective study of beneficiaries undergoing cutpatient surgery
between 2001 and 2010. Health care markets were soried into three groups—those
with ASCs, those without ASCs, and those where one opened for the first time. Gener-
alized linear mixed models were used to assess the impact of ASC opening on rates of
hospital-based outpatient surgery, perioperative mortality, and hospital admission.
Principal Findings. Adjusted hospital based outpatient surgery rates declined by 7
percent, or from 2,333 to 2,163 procedures per 10,000 beneficiaries, in markets whete
an ASC opened for the first time {p < .001 for test between slopes]. Within these mar-
kets, procedure use at ASCs outpaced the decline observed in the hospital setting. Peri-
operative mortality and admission rates remained fla1 afler ASC opening (both p = .4
for test between slopes).

Conclusions, The opening of an ASC in a Hospital Service Area resulted in a decline
in hospital-based outpaticnt surgery without increasing mortalily or admission. In mar-
kets where facilities opened, procedure growth at ASCs was greater than the decline in
outpatient surgery usc at their respective hospitals,

Key Words. Ambulatory surgery, ambulatory surgery center, utilization

Pressures for improved efficiency and enhancements in perioperative care
have prompted considerable growth in outpatient surgery in the United
States. OFf the 100 million procedures performed in 2006, approximately two-
thirds were performed in the outpatient setting (Cullen, Hall, and Golosinskiy
2009). Concurrent with this evolution, there has been a proliferation of free-
standing ambulatory surgery centers (ASCs] that are designed to offtvad vol
ume from the more expensive hospital-based outpatient department
{(MedPAC 2013a,b).

Because ASCs provide outpatient surgery at a lower cost per episode
(Centers for Medicare and Medicaid Services 2008; MedPAC 2013b), they

1491
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have the potential to improve the efficiency of the delivery system insofar as
they are able to reduce rates of hospital-based surgery without negatively
impacting quality. Previous work in this area demonstrated modest declines in
hospital-based surgery after ASC entry {Lynk and Longley 2002; Bian and
Morrisey 2007; Courtemanche and Plotzke 2010}, although these studies pre-
dated the proliferation of facilities that occurred in the last decade. Fusther,
some worry that ASCs lack oversight and accountability, raising concerns
about the quality of care delivered in these facilities {Office of Inspector Gen-
eral 2002). For instance, lapses in infection contro! (Schaefer et al. 2010) have
further amplified these concerns and are partly responsible for the recent
implementation of a value-based purchasing program for ASC payments by
the Centers for Medicare and Medicaid Services (2010). The recentincrease in
surgeon-owned freestanding facilities (Ambulatory Surgery Center Associa-
tion 2009}, and their associated financial incentives, has the potential to exac-
erbate gaps in quality by encouraging the redistribution of less suitable
patients (i.e., those with multiple medical problems) to ASCs.

For these reasons, we used national Medicare data to assess the extent to
which freestanding ASCs have had their intended effects on the delivery sys-
tem. In particular, we were interested in the impact of ASCs on rates of hospi-
tal-based outpatient surgery and quality, as measured by perioperative
mortality and hospital admission.

METHODS
Study Subjects

We performed a retrospective cohort study of fee-for-service Medicare benefi-
ciaries undergoing outpatient surgical procedures between 2001 and 2010, We
used a 20 percent national sample of claims in the Carrier, Outpatient, Medi-
care Provider Analysis and Review, and Denominator files. We included only
those patients aged 65-99 years who underwent a procedure at either a

Address correspondence to Brent K. Hollenbeck, M.D., M.S,, Institute fos Healtheare Policy and
Innovation, University of Michigan, 2800 Plymouth Road, Bldg. 16, Ann Arbor, MI 48109-2800;
e-mail: bhollen@umich edu. Rodney L. Dunn, M.S., and Yun Zhang, PhuD., are with the Dow
Division of Urology, University of Michigan, Ann Arbor, MI. Anne M. Suskind, M.D., M.S., is
with the Department of Uralogy, UCSF, San Francisco, CA. Seth A. Strope, M.D., M.PH,, is with
the Department of Urology, Washington University, Medical Building One, Barnes-Jewish West
County Hospital, Creve Coeur, MO. John M. Hollingsworth, M.D., MLS,, is also with the [nstinte
for Healthcare Policy and Innovation, University of Michigan, Ann Arbor, ML
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hospital-based facility or freestanding ASC and who were eligible for Medi-
care Part B. Information on age, race, and gender of patients was obtained
from the Denominator file. Comorbidity was assessed using Mternational Clas-
sification of Discases, Ninth Revision, Clinical Modification diagnoses codes sub-
mitted in the year preceding the index outpatient procedure and categorized
into groups using established methods (Klabunde et al. 2000). Additional
detail on the local health care and regulatory milien was specified using data
from the Area Resource File {Health Resources and Services Administration
2013} and the American Health Planning Association’s National Directory
(American Health Planning Association 2012). Specifically, we included mea-
sures of socioeconomic class, education, capacity for surgery (i.e., surgeons
per capita and hospital discharges per capita), presence of certificate of need
regulations, and population density.

Surgical procedures were enumerated using Healthcare Common Pro-
cedure Coding Systems codes. The type of procedure {inpatient vs. outpatient)
and setting (hospital outpatient department vs. ASC} were determined using
explicit codes in the Medicare files. We used Hospital Service Areas {(HSAs},
as described by the Dartmouth Atlas (Wennberg 1999}, to reflect distinct
health care markets. We chose HSAs, as opposed to another unit of geogra-
phy, because outpatient surgery is elective, discretionary, and low risk. Thus,
patients are likely to undergo such procedures where they commonly receive
most of their primary health care (i.e., locally) as opposed to where they would
be referred to for tertiary care.

Freestanding ASCs were identified in each HSA using the Provider of
Services Extract reported by the Centers for Medicare and Medicaid Services
{CMS). These files, released annually, provide detailed information on all
Medicare-certified ASCs in the United States, including the facility location.
HSAs were sorted into one of three mutually exclusive categories: {1} those
with at least one ASC present as of January 1, 2001; (2) those initially without
an ASC but in which at least one opened between 2001 and 2010; and (3)
those without an ASC throughout the study. A small number of HSAs
{n = 190, or 5.5 percent} had ASCs open and close during the study and were
excluded from the analysis.

Oulcomes

The primary objective was to assess the extent to which the opening of an
ASCinahealth care market had its intended effects of offloading surgery from
the hospital without compromising quality. Our first cutcome was population
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rates of hospital-based outpatient surgery, which includes all surgical
procedures (i.e., Healthcare Common Procedure Coding System codes
between 10,000 and 69,999} that were performed in either the hospital or
ASC over the study period. Ideally, the opening of an ASC would facilitate
the migration of outpatient surgery from the more expensive hospital to these
facilities. For this measure, the numerator consisted of anmual counts of hospi-
tal-based outpatient procedures within an HSA, and the denominator was
comprised of Medicare beneficiaries eligible for Medicare part B residing in
each HSA. Because of the stark differences in population size of the two ASC-
containing HSA types {e.g., in 2010, a mean of 21,266 beneficiaries in HSAs
where ASCs were always present and 9,020 beneficiaries in HSAs where
ASCs were added for the first time), we secondarily examined changes in
ASC surgery rates within these markets. One concern is that patient migration
across HSA boundaries might explain some of the observed changes in proce-
dure use at the hospital, That is, boundary crossing for surgery by a few benefi-
ciaries in the relatively small HSAs where ASCs opened for the first time {e.g.,
to nearby larger markets with greater ASC capacity) could have a large impact
on rates of hospital procedure use. To address this issue, we examined the
direct effect of facility opening on procedures performed in the ASC and con-
trasted them with the observed change in hospital use within each HSA.

In addition to measuring procedure use, we also assessed the impact of
ASC opening on quality, as measured by rates of hospital admission and meor-
tality following outpatient surgery. Preferably, the opening of a new facility
within a health care market would have no effect on rates of these events. That
is, redistribution from the hospital to the ASC should occur without added
patient risk. For these aspects of perioperative quality, we examined the
impact of ASC opening on the entire population undergoing outpatient sur-
gery (i.e., procedures performed in both the hospital and ASC). One outcome
was hospital admission within 30 days after the index surgery. For this mea-
sure, the numerator consisted of counts of admissions. The denominator was
the amnount of time “at risk,” expressed in person years, among eligible benefi-
ciaries undergoing outpatient surgery annually. A similar measure was devel-
oped for perioperative mortality, in which the numerator consisted of all
patients dying within 30 days of an outpatient procedure. Due to concerns
that procedure selection might artificially lead to more favorable findings for
ASCs (i.e., ASCs would preferentially select procedures with the lowest likeli-
hood of adverse events}, we also contrasted rates of mortality between hospi-
tals and ASCs for the 10 most common procedures performed in both
settings.
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Statistical Analysis

The three groups of HSAs {ASC always present, ASC never present, ASC
opens for the first time) were contrasted according to beneficiary and regional
characteristics using nonparametric statistics. To address differences between
HSAs, we used multiple propensity score methods (Spreeuwenberg et al.
2010}. To this end, we fit a multinomial logistic regression model in which the
dependent variable was the HSA group and the independent variables were
the aforementioned beneficiary and regional characteristics. The Hausman
test was used to verify that the multinomial model met the Irrelevant Alterna-
tives Assumption, and overlapping of the distributions was visually con-
firmed. For this model, the Wald x* was 789.2 with 24 degrees of freedom
{$ < .0001} and the pseudo R was 0.38. This approach enabled us to effec-
tively calculate the predicted probability of each HSA of being assigned to
one of the three market types. These probabilities were then included in subse-
quent models assessing relationships between HSA group and outcomes.

Longitudinal rates of hospital-based outpatient surgery were estimated
after adjustment for their multiple propensity scores, aggregated patient, and
regional characteristics using generalized linear mixed models. The unit of
analysis was the HSA. We incorporated a random effect for each HSA to
account for the correlation between repeated measures within a market. For
HSAs where an ASC opened for the first time, “baseline” was classified as the
year prior to the first facility opening within its boundaries. For the other two
categories of HSAs, “baseline” was randomly assigned and proportionally
matched to the “opened for the first time™ category so that the distribution of
baseline years matched the distribution of baseline years in the “opened for
the first time” category. We accounted for termporal trends by introducing the
calendar year as a fixed effect and contrasted changes in rates over time both
within and between HSA groups. These models were fit using splines with a
knot at baseline, which allowed for different linear trends to be assessed in the
pre- and post-ASC introduction phases. Splines, interactions, and all adjust-
ment variables were included as fixed effects. In addition to looking at overall
rates of hospital-based outpatient surgery, we also sorted patients into groups
of procedures (i.e., ophthalmologic, gastrointestinal, and musculoskeletal)
commonly performed in ASCs {see Appendix for listing of codes) (MedPAC
2013b).

A similar modeling strategy was used to assess the impact of ASC open-
ing on quality (i.e., hospital admission and mortality) among those undergoing
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an outpatient procedure. However, for these models, the patient was the unit
of analysis.

All analyses were performed using SAS 29.2 (Cary, NC, USA). The prob-
ability of a type I error was set at .05 and all testing was two-sided. The instim-
tional review board at the University of Michigan approved this study.

RESULTS

An ASC was introduced into a previously naive market in 255 HSAs. As
shown in Table 1, aggregate beneficiary and regional characteristics varied
across the three HSA types. While statistically significant differences were evi-
dent across market type for most characteristics, many of these were relatively
small in magnitude. Of note, HSAs without ASCs had significantly fewer sur-
geons per capita and lower population densities (i.e., much more likely to be
in a rural setting). All differences between markets abated after multiple pro-
pensity score adjustment.

As shown in Figure 1, adjusted rates of hospital-based outpatient surgery
remained stable in all HSA types in the 2 years preceding baseline {p = 22
for test between the three slopes). However, in HSAs where an ASC opened
for the first ime, hospital-based outpatient surgery rates declined by 7.4 per-
cent, or from 2,333 to 2,163 procedures per 10,000 beneficiaries (¢ < .0001
for test between the three slopes} during the 4-year period after opening. In
contrast, rates of hospital-based cutpatient surgery in HSAs where ASCs were
always or never present increased by 7.8 percent and 6.6 percent, respectively.
The declines in these two market types occurred at a similar pace with one
another (p = .11 for test between the two slopes}.

In terms of outpatient surgery use at ASCs themselves, rates in markets
where they were always present remained relatively stable over time, increas-
ing by 52 procedures per 10,000 between baseline and 4 years after baseline
{p = .60 for trend). In contrast, rates of outpatient surgery in ASCs in HSAs
where they opened for the first time increased by 624 procedures per 10,000
during the 4-year period after opening (# < .00l for trend). This increase was
more than twofold greater than the decline in hospital-based outpatient sur-
gery observed over the same period in these HSAs {ie., a decrease of 299 pro-
cedures per 10,000 between baseline and 4 years after baseline).

The effect of ASC opening to lower rates of hospital-based outpatient
surgery held true for each of the common procedures groups {Figure 2).
Notably, the strongest relative impact was observed for ophthalmologic sur-
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Figure 1: Adjusted Rates of Hospital-Based Outpatient Surgery in Markets
Where ASCs Were Always Present, Never Present, and in Those Where an
ASC Opened for the First Time. In the period prior to baseline, the rate
of change in outpatient surgery across the three market groups was simi-
lar (p = .22). However, for the 4-year period following baseline, rates of
outpatient surgery decreased more rapidly in markets where an ASC
was added for the first time (p <.001 for change over time relative to
HSAs always with and without ASCs)
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gery (Figure 2a). Adjusted rates of hospital-based surgery declined by 53.9
percent by 4 years in HSAs where an ASC opened for the first time, or from
408.4 to 188.3 procedures per 10,000 beneficiaries (p < .0001 for test between
the three slopes}. Conversely, hospital-based rates of ophthalmologic surgery
actually increased at a similar pace over the 4-year period after baseline in
HSAs where ASCs were always and never present, or by 5.7 percent and 6.2
percent, respectively {p = .11 for test between the two slopes}.

As shown in Figure 3, changes in mortality within 30 days for the 4-year
period after baseline did not vary significantly across the three market types
(£ = .43 for test between the three slopes}). For each of the 10 most common
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procedures performed in both settings, rates of mortality were similar or sig-
nificantly lower for those performed in the ASC compared to the hospital. We
found no significant change in hospital admission within 30 days of the index
procedure (Figure 4) across the three market types. Rates of admission in mar-
kets where an ASC opened for the first time were flat during the 4-year period
after baseline (7.6 admissions per 1,000 person years at baseline and 7.6 admis-
sions per 1,000 person years at 4 years after baseline; p = .56 for test between
three slopes}.

COMMENT

The opening of a freestanding ASC was associated with significant reductions
in hospital-based surgery within a health care market. In contrast to markets
without ASCs, in which hospital-based cutpatient surgery rates increased by 7
percent, those where an ASC opened for the first time experienced a 7 percent
reduction. This redistribution was even more evident in some surgical disci-
plines, particularly ophthalmology. Importantly, the shift of outpatient sur-
gery from the hospital to the ASC was not associated with higher rates of
hospital admission or mortality. Collectively, our findings suggest that free-
standing ASCs can safely achieve their intended effects of outpalient proce-
dure redistribution to a less expensive setting without sacrificing quality, as
measured by hospital admission or mortality.

Since the 1980s, the volume of outpatient procedures has grown consid-
erably. Concurrent with this growth, there has been a sea change in the setting
for these procedures, with movement out of the hospital and into the ASC
(Ambulatory Surgery Center Association 2012). These freestanding facilities
were originally championed by the federal government and payers as a means
to curtail rising health care expenditures (Davis 1987). While previous stdies
have demonstrated the ability of these facilities to achieve their desired effects
on hospital utilization (Lynk and Longley 2002; Bian and Morrisey 2007;
Courtemanche and Plotzke 2010) and outpatient surgery quality {Hollings-
worth et al. 2012) in some contexts, they were generally limited in scope or
predated the recent proliferation of ASCs. Indeed, the number of ASCs essen-
tially doubled during the first part of the last decade, with nearly 5,500 facili-
ties in 2011 {American Hospital Association 2012). Because these facilities
tend to be owned by the physicians who staff them (Ambulatory Surgery Cen-
ter Association 2009}, some worry that inherent financial incentives might
spur utilization (i.e., induced demand).
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Implicit in the possibility of induced demand by owners of ASCs is the
notion that there is an asymmetry of information between the physician and
the patient such that the latter cannot make a rationale choice as to the health
“value” of the procedure (Wennberg, Barnes, and Zubkoff 1982}, Rather, the
physician serves in the agency role for the patient. While several factors (e.g.,
patient preference, medical liability pressures} may cause surgeons to lower
their threshold for surgery, many believe that the financial incentives associ-
ated with increased productivity {Conrad et al. 2002) and ASC ownership
may fuel the use of outpatient surgery. While our study does not address the
question of induced demand directly, we did observe that ASCs did not sim-
ply offload procedures from the hospitals within markets where new facilities
opened for the first time. Four years after opening in these markets, the
increase in outpatient surgery at ASCs was more than double the decline in
such procedures performed in the hospital setting.

While unmet clinical need might explain this differential, prior empiri-
cal work in this area has suggested the possibility of induced demand. First,
rates of discretionary outpatient surgery (e.g., knee arthroscopy, cataract sur-
gery) are strongly correlated with the penetration of ASCs (i.e., the proportion
of outpatient surgery delivered by ASCs} within a market {Hollenbeck et al,
2010). Second, physician owners of ASCs uniformly perform higher volumes
of outpatient procedures (Hollingsworth et al. 2009, 2010; Strope et al. 2009}
and patients who see these physicians are much more likely to have surgery
compared to those of nonowners {Mitchell 2010). Third, physician owners
preferentially manage well-insured patients {Gabel et al. 2008) and perform
well-reimbursed procedures (Plotzke and Courtemanche 2011) at ASCs,
Finally, the opening of an ASC in a health care market has been associated
with significantly higher rates of outpatient surgery relative to markets without
them (Hollingsworth et al. 2011; Hollenbeck et al. 2014). Importantly, this
growth appears to be driven by procedures with less stringent clinical indica-
tions for their use {Hollingsworth et al. 2011).

Figure 2: Adjusted Rates of Ophthalmologic (a}, Gastrointestinal (b}, and
Musculoskeletal {c) Hospital-Based Outpatient Surgery in Markets Where
ASCs Were Always Present, Never Present, and in Those Where an ASC
Opened for the First Time. In the period after baseline, adjusted rates of hospi-
tal-based outpatient surgery declined more sharply in markets where an ASC
opened for the first ime compared to HSAs with and without ASCs (p < .01
for all three specialty groups)
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Figure 3: Adjusted Thirty-Day Mortality Rates among Patients Undergoing
Outpatient Surgery in Markets with ASCs, Those without and Those Where
ASCs Were Added for the First Time. Rates of mortality were similar across
HSA groups before {p = .84 for test between three slopes} and after (p = 43
for test between three slopes} baseline
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In addition to concerns surrounding induced demand, other implica-
tions of financially motivated procedure redistribution are untoward out-
comes and poor quality. As per CMS Conditions for Coverage {Centers
for Medicare and Medicaid Services 2011), ASCs are intended for proce-
dures that do not require hospitalization. Unlike hospital outpatient
departiments, ASCs have limited access to specialty physicians and ancil-
lary services that may be necessary to carc for complicated surgical
patients undergoing outpatient procedures. A potential consequence of
procedure offioading to ASCs afier their opening is that some patients
may be inappropriately selected for treatment in these facilities, thereby
inadvertently leading to higher rates of hospital admission and periopera-
tive mortality.

This study is the first of its kind to comprehensively assess the impact of
ASCs on their intended effects on broad indicators of ASC quality. As
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Figure 4: Adjusted Thirty-Day Hospital Admission Rates among Patients
Undergoing Qutpatient Surgery in Markets with ASCs, Those without ASCs,
and Those Where ASCs Were Added for the First Time. Rates of hospital
admission were similar across HSA groups before {p = .43 for test between
three slopes) and after (p = .56 for test between three slopes) baseline
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opposed to comparing quality between hospitals and ASCs, which would
clearly bias against the hospital due to favorable patient selection, we instead
focused on the effects of ASC opening on rates of adverse events for the entire
population undergoing outpatient surgery. Importantly, procedure redistribu-
tion to the ASC was not associated with higher population-based rates of
unexpected admission or mortality. Further, even within the most common
procedures, we observed similar or lower rates of these adverse events at
ASCs, implying that our population-level findings were not simply due to
favorable procedure-mix selection by the ASCs. Collectively, our data suggest
that the observed procedure redistribution from hospitals to ASCs had a negli-
gible impact on these aspects of quality.

Our findings should be interpreted in the context of three limitations.
First, because of our reliance on claims data, our measures of ambulatory sur-
gical quality, though well accepted, are limited in scope. While we observed
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no ill effects of procedure redistribution on unanticipated hospital admission
and mortality, there may have been improvements {or decrements) in quality
that are underappreciated. For instance, due to their laser-sharp focus on spe-
cific procedure lines, ASCs may enhance quality by achieving better clinical
outcomes. Second, because we are using Medicare claims, our findings do not
reflect the effects of non-Medicare-certified ASCs on procedure redistribution
and quality. However, as approximately 80 percent of all ASCs are Medicare-
certified, our findings include facilities where the vast majority of outpatient
surgery is performed. Third, although ASC opening was able to successfully
offload procedures from the hospital, the subsequent utilization by these facili-
ties outpaced the declines at hospitals within their respective markets. Thus,
the broader effects of ASCs on utilization and overall health care spending
remain unclear and are the focus of our angoing research efforts. For instance,
some worry that the cost savings garmered by ASC efficiency may be offset by
financial incentives to increase procedure utilization.

These limitations notwithstanding, our findings have important implica-
tions with respect to ambulatory surgery. First and foremost, the rapid prolil-
eration of ASCs in the 2000s was associated with significant reductions in
hospital-based outpatient surgery. Becanse ASCs can provide similar care ata
lower cost {Centers for Medicare and Medicaid Services 2008}, such proce-
dure redistribution could yield substantial cost savings to the Medicare pro-
gram, at least on a per episode basis. These savings have the potential to be
further amplified by the recent implementation of provisions in the Medicare
Prescription Drug, Improvement and Modernization Act of 2003 that greatly
expanded the types of procedures eligible for payment in ASCs. Second, the
observed redistribution did not come at the expense of quality as measured by
population-based rates of mortality and hospital admission, suggesting that
patient selection did not negatively impact these cutcomes. However, proce-
dure volumes at new ASCs were substantially greater than the declines in vol-
umes at local hospitals.

The dissemination of freestanding ASCs resulis in a decline in outpa-
tient surgery in the hospital, Insofar as thresholds for intervention remain con-
stant, additional redistribution to these facilities may alleviate latent need and
further reduce the use of the more costly hospital setting. Unfortunately, the
within-market discrepancy between hospital volume declines and ASC vol-
ume increases raises the possibility of induced demand. Additional research
surrounding the net effects of ASCs on outpatient surgery expenditures would
be helpful for gauging their overall value to the health care system. Given the
economics swrrounding outpatient surgery and their importance to spending
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growth for Medicare, understanding the gains in health productivity relative
to what is spent is of paramount importance to improving the efficiency of the
delivery system.
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Hand and Upper Extremity Procedures Are Significantly More Cost Effective When
Performed in Ambulatory Surgery Centers Versus Hespltat Qutpatient Departments

Vincent P. Federico, M.D., Shelby R. Smith, M.D., John Higgins, M.D., Vince Morgan, M.D., Xavier
Simcock, M.D.

Department of Orthopacdic Surgery, Rush University Medical Center, 1620 W Harrison St, Chicago. IL, 60612

Objectives: Orthopacdic surgery has a high rate of
wtilization of 4‘.'. A-'r"ll'q 1-.,
wurgery ceners  (ASC) and  hospitsl  outpationt
departments (HOPD). We scok to compare costs at these
outpatient facilitics, ASC versus HOPD, for hand and
upper extremity procedures.

Design: Database review was performed with publicly
available data from the Center for Medicare and Medicaid
Services (CMS) via the Medicare Procedure Price
Lookup Tool.

Main Outcome Measurements: Cument Procedural
‘Terminology (CPT) codes for hand and upper extremity
procedures. Total costs, facility fecs, Medicare payments,
and paticnt payments were ablained for cach procedure
code.

Results: Thirty-seven CPT codes were divided ifo
arthroscopy, fracture, anthrophusty/arthredesis, and other.
Arthroscopy demonstrated cost savings in the total cost of
the procedure, facility focs, Medicare payments, and
patient payments in ASCs compared to HOPD. Fracture
procedurcs had lower total costs, Medicare payments,
facility fees, and patient payments in ASCs. When CPT
codes were grouped fogether, there were 35% savings in
totat cost, 41% savings for facility foes, 36% savings in
Medicare payments, and 28%c in patient payments for
pracedures performed a1 ASCs.

Conclusions: ASCs demonsirale cost-savings across
multiple procedures for the hand and upper extremity in
varjous areas, including total costs, facility fees,
Medicare payments, and patient payments when
compared to HOPDs,

Level of Evidence: Level 4; Retrospective cost-analysis
Key Words: ambulatory surgery center, cost, hand,
hospital outpatient departraents, upper extremity

INTRODUCTION
Healthcare expenditure in the United States
remains an ongeing topic of discussion for

policymakers, state departments, and hospital

officials. The United States remains at the top of the
list for countries with the highest healthcare costs
and the greatest portion of gross domeslic product
attributed to healthcare expenses.!? Given the
continual rise of costs, it is prudent to detenmine
areas of savings while maximizing patient outcomes
and decreasing overall disease burden. When
evaluating the breakdown of U.S. healthcare
spending, the most is consumed by inpatient
hospital services.” Therefore, targeling inpatient
resource utilization may be a promising area to
mitigate the overall rise of U.S. healthcare cosis.
This has been recognized, as there has been a trend
of transitioning from inpatient to outpatient sctlings
for cost reduction while maintaining the same high
level of care, cspecially in specialties such as
orthopasdic surgery.** Moreover, the COVID
pandemic pushed hospital capacity limits across the
country unlike ever before, emphasizing the
necessity to transition elective orthopaedic
procedures from the inpatient to outpatient setting.®
2

Electively-based orthopaedic subspecialties,
such as hand and elbow, sports, and foot and ankle,
have dominated the outpatient space, with more
recent literature demonstrating the safety of
performing outpatient procedures in adult
reconstruction and spine.*!! Different healthcare
setlings are ulilized as treatment centers for elective
hand and upper extremity proceduras, including

JOB | @O iness | JOrtoBusi

Page 77

® | July 2024, Vol 4, No 3| Copyright © 2024 Journat of Orihopacdic Business Incorparsied

ATTACHMENT 12




ATTACHMENT 12
Purpose of the Project

Fedoricoet ol
inpatient hos.pital operaling rooms, hospital
outpatient departments (HOPDs), ambulatory
surgery cenlers (ASCs), and in-office procedures.
Each facility's benefits are considered when
deciding where patients would be most
appropriately cared for based on the complexity of
the procedure, patient comorbidities, and equipment
necessities. The benefits of ambuldory surgery
centers and hospital outpatiem departments are well
established, with significant cost-savings, increased
efficiency, and high levels of patient satisfaction.'
13

Hand and upper extremity procedures
performed in stand-alone ASCs result in low rates
of postoperative utilization of urgent care and
emergency department visits and infrequent hospital
readmissions." Furthermore, ASC surgical visits are
25% 1o 39% shorter than hospital outpatient
department visits.' Carey reported that ASCs can
effectively operate a1 lower costs than HOPDs
across multiple surgical specialties.' However,
there is limited literature evaluating the difference
in costs associated with specific hand and upper
extremity procedures in ambulatory surgery centers
versus hospital outpatient departments. We seck to
report on differences between these two healthcare
settings, highlighting potential cost-savings in onc
over the other for hand and upper extremity
procedures,

METHODS
Data Collection
Medicare is a federal health insurance

program administered to United States citizens over

Mhumv:?umqu

65 and those who meet centain eligibility
requirements, including younger people with
disabilities and patiems with end-stage renal
disease.'” Due to previous legistation, Medicare has
attempted to increase price and volume
transparency via the publication of various online
databases. The use of these databases to track
volume and reimbursement data has been well-
established within the orthopaedic literature. 182

Ambulatory surgery centers and hospital
outpatient departments allow for various outpatient
procedures without the significant costs associated
with hospital stays. The limitations on patient length
of stay vary according to state and local regulations.
The difference between the facilities relates to
regulations specific to each center, with an ASC
typically a freestanding facility with a distinct
financial and administrative conteact with Medicare
and/or private insurance. ¥ Conversely, an
independent surgery center can still be considered
an HOPD il it is close to s hospital and negotiates
with the same financial and administrative contracts
as the hospital governing body.

To evaluate difTerences in cost between
ASCs and HOPDs, the Medicare Procedure Price
Lookup Tool was queried for individual Current
Procedural Terminology (CPT) codes approved for
outpatient surgery by the Center for Medicare and
Medicaid Services (CMS). The included CPT codes
are included in Tuble 1. Procedures were grouped
into arthroscopy, fracture, arthroplasty ‘arthrodesis,
other procedure cohorts, and an overall cohort. Data
regarding total costs, facility fees, surgeon fees,
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Table 1. CPT codes and iption of ure.
CFT Code__| Procedure
Arthrowopy
79840 | Arwcavopy, wrid, deasmestic, wih o riboul snovial bopsy (et procedure)
29343 , Wi, acal; for infectson, ¢ md
29345 | Artsoscopy. i, sgicl moveciomy, comprels
29846 i i cision end'os repair of irk ar fibrocartilage and/or joint debridement
Fraciure
menmdnﬂmnmmmumdMMWm il d ahd chomed of dinsl mioui:
23515 i dislocation inglisdes poroutancons skeletal fixation, when performed
Mw«luﬂmMgmmumdmmnmpﬁ-nﬁmwmcmumu
Joint & i fracture’ iow), inclades mtenal fxation. when performed. inchedes repair of Lriangula
15524 fibr ocarilage coempler
23574 mmammmmou_w.wngﬂg-m,mmgg@mum
2857, Open trestment of radial evd viree dhafl #acioves, with infernal fixalion, when performét of redius and e
23606, Pmtelﬂﬂfnnmnfdﬁlrﬂlhmnwﬂﬂsw_mm
23607
25608
25609 ' b
%618 trestmend of id (navicuter) inciudts mtoml when parfonmed
23631 Pacutanecus skeletal Txation of winar Ayleld Sactore
rmwmﬁm«mwmmﬁwmummmwam,m
[ 26727 | manpulslion, each
6736 Perasaneous skeletal fixtion of distal phatengesl fracture, finge of doamb,_exch
| Aribroplasty/Arihrodesls
24383 dbow, with disial begnerus snd proximal uln prosthetic 4 (R, tota| elbow
25446 with [ o hitic ¢ dﬂllrximnd ial or enlire [tolal wrist
25300 lreess G diocarp
25820 ist: limited withoul bone i o
Other _ _
Tenotomy, cibow, biieral or medial (28, epkondyhilis, tenmis chhow, golfer's clbow), debndommt, woft lisue andior bane.
24359 open with tendon repair of resischment
25000 Incision, edenof tendon sh wial (cx, de 18 Jistar
| 2511 F.uc‘u'mcl'ma&' I’mlld:l!l!wwlnsmﬂ
(2521 Carpeciomy. 1 bane
75215 | Cwpesiomy, all ones of promiem row
25240 Excrsion disial ulna partisl or complete fex, damach type or mystched resoction)
| 25260 Repair, iendon of o ficxor, fovcarm d'or wiist; It each tendon oF musle
| [oXE) Fasai cmtractine, ]
| 6058 Tendon sheath iortion (o R trigger finger}
Repair of sdvancement, flexor Lindan, nat in zone 2 digital Mlexor tendon sheath (eg, no man's lind); primary o socondry

26350 without free grafl, each tendon
Repair or ndvanceinent. flexor iondon, nol i 2one 2 digical Mexor tenden sheath (62, 7o man's kand), scondary with free
inchades chinink each lendon

Reprir or advancement, fiexor lvdon, m zone 2 digital flexor Lendon sheath (eg. oo man's land). primary. without frot
26336 graft, eachtendon

26540 ir of eolfaiersl Vigam end, m ol or b )
T T T T T .

GT21 New wdior Son,_medan merve of carpal tunoel

CFT = Current Procedural Terminology
Medicare payments, and patient payments were in total costs, facility fees, surgeo;r fe;s, Medicare
extracted for each procedure. payments, and patient payments between ASC and

HOPD for arthroscopy procedures, fracture

Statistical Analysis procedures, arthrodesis/arthroplasty procedures,

Descriptive statistics were used to express other procedures, as well as all a combined cohort
each variable’s mean and standard deviation. Given including all available CPT codes. All tests were 2-
the non-parametric distribution of the data, Mann- sided, with significance set at a probability value of
Whitney {/ tests were utilized 1o assess differences p<0.05.
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RESULTS

Arthroscopy Codes

When comparing four different CPT codes
(Table 1), significant cost savings in the total cost
of the procedure (1,886.00+58.72 vs.
3,418.00438.78; p=0.009), facility fees (1,360.00+0
vs. 2,892.00£0; p=0.021), Medicare payments
(1,509.00£47.27 vs. 2,734.00£47.27 p=0.021), and
patient payments (376.75£11.87 vs. 682.75+11.87;
p=0.021) in ASCs as compared to HOPD were
identified (Table 2). This resulted inan
approximatety 45% savings for total costs,
Medicare poyments, and patient payments, as well
s approximately 53% cost savings for facility fees
if procedures are performed at an ASC compared to
a HOPD. Surgeon fees were the same regardless of
the surgery sefting.

Fracture Codes

Twelve Medicare-approved outpatient CPT
codes were identified (Table 1). Fracture
procedures had significantly lower total costs
(3,886.58+1,527.61 vs 5,975.92+1,890.96;
p=0.021), Medicare paymenis (3,109.17+1,221.21
vs 4,780.75+1,511.90; p=0.021), facility fees
(3.055.17+1,503.23 vs 5,228.67+1,725.74;
p=0.018), and patient payments (776,92+305.46 vs
1,194.75+377.97, p=0.021) in ASCs (Table 2). This
resulted in an approximately 35%5 savings for total
costs, Medicare payments, and patient payments, as
well as approximatiely 42% cosl savings for facility

fees if procedures were performed at an ASC as

compared to a HOPD. Surgeon fees were the same
regardless of the surgery setting.

ArthroplastyArthrodesis Codes

When companing five different CPT codes
(Table 1), overall costs at ASCs were lower for total
costs of procedure (8,105.80£5,714.19 vs
10,734.40:6,643.1 1, p=0.347), facility fees
(7,113.80+5,997.65 vs 9,742.4046,344.16;
p=0.343), and Medicare payments
(6,484.20:4,365.60 vs 9.285.60.00+6,254.08,
p=0.347). For these five procedures, the average
amount of the procedure required to be covered by
the patient was higher ot the ASC than the HOPD
(1,620.40+1,159.13 vs 1,447.60+£440.43; p=0.917).
However, none of these differences reached
statistical significance. Surgeon fees were the same

regardless of the surgery setting.

Other Codes

When comparing 16 different CPT codes
(Tuble 1), significant cost savings in the lotal cost of
procedure (1,815.81:686.56 vs 3,181.38+1,343.83;
p=0.003), facility fees (1,240.63£551.50 vs
2,606.19£1,.212.08; p=0.001). Medicare payments
(1,452.63£549.27 vs 2,554.75+1,074.92; p=0.003),
and patient payments (362.44+137.22 vs
635.31.17+£268.69; p=0.003) in ASCs as compared
to HOPD were identified (Table 2), This resulted in
an approximately 43% savings for total costs,
Medicare payments, and patient payments, as well
us approximately 52% cost saving for facility fees,

if procedures are performed at an ASC as compared
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to a HOPD. Surgeon fees were the same regardless
of surgery setting.

Owverall

‘When grouping all 37 procedural codes into
a single cohort, significant cost savings in an ASC
setting were demonstrated across all variables
outside of surgeon fees. Total cost
(3.345.00+3,026.81 vs. 5,133.58+3,655.54,
p=0.002), Facility fees (2,635.7042,839.88 vs.
4,451.97+3,444 87, p<0.001), Medicare payments

(2,675.9242,421.41 vs. 4,201.3243,269.11;
p=0.002), md patient paymentz (668.412605.40 vs.
931.654448.42; p=0.002) were all significantly
lower if performed at an ASC (Table 2). This
resultedin an approximately 35% savings in total
cost, 41% savings for Facility fees, 36% savings in
Medicare payments, and 28% in patient payments
for procedures performed at ASCs. Surgeon
reimbursements were the same regardl ess of the

surgery setting.

Table 2. Mean and standard deviation of costs associnted with ambulatory surgical centers and hospital cutpatient

departments for common hand asd upper extremity proceduros.

ASC (Mean + SD) HOPD (Mcan + SD) *p-valuc

Arthroplasty
Totsl Cost 1,886.00x53.78 3,418x5878 0.00%
Dector Fee 526.00+:58.78 526.00+58.73 1.000
Facility Fee 1,360,00+0.00 2,892.0040.00 0.021
Medicare Payment 1,509£47.27 2,734147.27 0.021
Potient Payment 376.75%11.87 682.75+11.87 0.021
Fructure
Total Cost 3.885.58+1,527.61 5,973.9241,890.94 0.011
Doctor Fee 748.08+200.02 748.08+200.02 1.000
Facility Fee 3,053.17+1,503.03 5.228.674+£1,725.74 0.018
Medicare Payment 3,109.17+1,222,21 4,780.75+1,5:1.9D 0.021
Patient Payment T16.92+305 46 1,194.752377.97 0.021
Arthroplasty/Arthrodesis
Total Cost 8,105.3045,.794.19 10,734.4026,643.11 0.347
Doctor Fee 992.00+339.47 992.00+339.47 1.000
Fuacility Fee 7.113.80+5,497.65 9,742 .4046,345.16 0.343
Medicare Payment 6,484.20+4,635.60 9,285.6046,344.16 0.347
Patient Payment £,620.40x1,159.13 1,447.60:440.42 0917
Other
Total Cost 1,BI3.B1+686 56 3,181.38x1,343.83 0.003
Dactor Fee 575.19£177.11 575.19x177.11 1.000
Facility Fee 1,240.63x551.50 2,606.19%1,212.08 =<0.001
Medicare Payment 1,452.632549.27 2.544.7541,074.92 0.003
Patient Payment 362.444+137.22 635.314268.69 0.003
Overall
Total Cost 3.345.00+3,026.81 5.133.97+£3,655.54 0.002
Doctor Fee 6R2.272246.91 682.274246.91 1.000
Facility Fee 2635.70x+2,839.89 4,451.9743.444 87 <0.001
Medicare Payment 2,675.9222.421.41 4,201.3223,269.12 2.002
Paticnt Payment 668.4112605.40 931.65:448.62 0.003
ASC = ambulatory surgical center; HOPD = hospital sutpsticnt department: SD = standard deviation
*p-valuc calculated using Mann-Whitney U/ tests, Bolding indicates significance (p<0.05).
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'~ DISCUSSION

Over the last few decades, there has been a
shift and growth to free-standing ambulatory
surgery centers, with a 77% increase in orthopaedic
procedures performed in them between 2000 to
2007.% More recently, The Centers for Medicare
and Medicaid Services (CMS) removed over 250
musculoskeletal procedures from the “inpatient
only” list, allowing a wider breadth of culpatient
and ASC utilization.?” In orthopacdics, prior studies
have demonstrated the safety of outpatient
procedures that were once believed to require
inpatient hospitalization, including total joint
arthroplasty, and minimally-invasive spine
procedures, *®

Regarding hand and upper extremity
surgery, procedures are smaller, less invasive, and
shorter, and therefore, intrinsically more suitable to
be carried out in the outpatient setling. One
circumstance that would offset the benefits of
ouipatient settings, such as HOPDs and ASCs, is
posioperative emergency department visits or
hospital readmissions. Goyal et al. reviewed over
28.000 cases over 11 years of upper extremity
procedures performed in ambulatory surgery
centers, reporting 0.2% of adverse events, including
only 18 postoperative transfers to the hospital and
21 admissions after discharge.?® Furthermore,
Sandrowski et al. subsiantiated the extremely low
rate of ER visits and hospital readmissions, 2s only
1.6% of patients required further care af these
facilities fotlowing over 500 hand and upper
extremity procedures at a free-standing ASC.1

While the benefits of HOPDs and ASCs are
well known regarding cost-savings, efficiency, and
patient satisfaction, many have attempted to further
delineate the differences in cost-savings and
efficiency between the two healihcare facilities. !
Carey reported rising costs had affected HOPDs 10
greater degrees than ASCs in numerous specialtics,
including gastroemterology, ophthalmology, and
orthopaedics.'S Among common orthopaedic
procedures, it has been shown there are 26% lower
total costs and 33% lower technical fees al ASCs
than HOPDs.3? Hair et al. demonsirated a 39%
decrease in operative times in [ree-standing
ambulatory care centers compared (o hospital-based
oulpatient departmenits in numerous specialtics with
notable efficiency across all phases of care,
including surgical time, time spent in the operating
room, and postoperative care time.?

While previous reports portray the benefits
of ASCs over HOPDg, there is a lack of literature
focusing on cost-saving, specifically in hand and
upper extremity procedures. Ngyugen et al.
emphasized the cost savings ASCs can provide over
HOPDs, up to 30%, lollowing carpal tunnel
release.'? While they evaluated only one procedure,
our study expands upon their finding by
demonstrating large discrepancies between ASCs
and HOPDs in total costs, facility fees, Medicare
payments, and patient payments in over 20 common
procedures.

We evaluated major categories of hand and
elbow procedures, including arthroscopy, fracture
fixation, arthroplasty/arthrodesis, and others

involving nerve decompressions, flexor tendon
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repairs, and additional bony procedures.- Areas of
comparison related to cost saving include total
costs, facility fees, Medicare payments, and patient
payments. We demonstrated significant differences
between ACSs and HOPDs, with cost-savings
coming from ACSs in the majority of individual and
grouped CPT codes across all variables, with the
exception of surgeon’s fees. In areas of arthroscopy
and other CPT code categories, there was
approximately 43-45% cost savings in total
procedure costs, Medicare pavments, and patient
payments in ASCs over HOPD, with facility fees
almost half at ACS than they are at HOPDs.
Moreover, fracture fixation demonstrated 1/3'¢ fess
in total procedure costs, Medicare payments, and
patient payments in ACSs when compared to
HOPD, with 42% less for facility fees. These
findings cannot be ignored, as they demonstrate an
enormous healthcare expenditure that can be
mitigated by performing most of these procedures at
ASCs if both facilities are available to the surgeon
and paticnt.

Although there was a trend towards cost-
savings for ASCs in total procedure costs, Medicare
payments, and facility fees for
arthroplasty/arthrodesis codes, we did not
demonstrate statistically significant differences.
Patient payments were comparable at both facilities
for erthroplasty arthrodesis.

In the last three years, theoretical situations
that would push the imits of healihcare worldwide
have become an unfortunate reality. The COVID-19
pandemic had a notable physical and psychelogical
impact on patients, healthcare workers, and

hospitals; further, the financial impact was
significant. There was an increased demand for
medical supplies, hospital beds, and intensive care
unit level of care, with disruption of supply chains
leading to substantial financial challenges. The
American Hospital Associalion estimated a loss of
202.6 billion for American healthcare systems, with
large academic systems experiencing
disproportionate financial stress as they maintain
relatively small operating margins.® ¥ Our study
demonstrates the potential for significant cost
savings as we move towards a system focused on
evidence-backed, value-based care.

Limiltations to this study arc inherent to
database studies, including appropriate coding and
general data organization. This study’s data was
contpiled from Medicare patienis and does not
reflect cost savings associated with private sector,
Medicaid, or setf-pay. Furthermore, while we
sought to report on differences in costs, we did not
evaluate the clinical outcomes or complication data
between the two healtheare settings.

CONCLUSION

Outpatient settings, including hospital
oulpatient depariments and ambulatory surgery
centers, are primary healthcare facilities for patients
undergoing hand and upper extremity procedures.
As healthcare expenditure increases, it's prudent o
determine possible arcas of savings. While the
benefits of ASCs over HOPDs have been
established in the literature, specific subspevialty
data regarding cost-saving is limited. We

demonstrate the enormous cost savings in
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arthroscopy, fracture fixation, ana many comm;:m
procedures performed in the upper extremity in
ASCs over HOPDs. Further prospective studies are
warramied to unveil the polential benefits of ASCs
over HOPDs, including clinical culcomes and

efficiency measures.

. Peacock S, Wolfstadt J, Peer M, ¢t al. Rapid
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Safety and Efficiency of Cervical Disc Arthroplasty in
Ambulatory Surgery Centers vs. Hospital Settings
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ABSTRACT

Background: Ouipalient surgery has been ghown safs and effective for anterior cervical diseectomy and fusion
{ACDF), and more recently, for 1-level cervical disc arthroplasty (CDA). The purpose of this analysis is to compare the
safety and efficiency of 1-level and 2-level CDA performed ia an ambulatory surgery center {ASC) and in a hospital
serting.

Methods: The study was a retrospective collectioun and analysis of data from consecutive CDA patients treated in
ASCs compared to a historical control group of paticats treated ja hospital settings who were classified as cutpatient (D
or l-night stay) or inpatien’ {2 or more nights), Surgery time, blood loss, return 10 work, adverse events (AEs), and
subsequent surgeries were compared,

Resuits: The sample condsted of 145 ASC patents, 348 hospital outpaticnts, and 65 hospital inpatients. A greater
proportion of 2-level surgeries were performed in hospital than ASC. Surgery times were significantiy shorer in ASCs
than outpatient or inpatient I-level (63.6 = 21.6, 36.5 = 35.8, and 116.7 = 98.4 minutes, respectively) and 2-level (92.4
= 37.3,126.7 = 43.8, and 1403 = 54.5 minutes, respectively) surgeries. Estimated blood loss was also significandy less
in ASC than outpatieat and inpatient 1-level {18.5 = 30.6, 43.7 = 35.9, and 85,7 + 98.0 mL, respectively) and 2-level
(211 * 12,3, 678 =+ 94.9, and 64.9 = 65.1 mL). There were no hospital admissions and no subsequent surgenes ameng
ASC patients. ASC patientts bad 1 AE {0.7%) and hospital padents had 10 AEs (2.4%). Working patients retumed to
work aftar a similar number of days off, but fewer ASC patients had returned to work by the end of the 90-day period.

Conclusions: Both 1- and 2-level CDA may be performed safely in an ASC. Surgeries in ASCs are of shortar
duration and performed with less blood loss without increased AEs.

Cervical Spine
Keywords: ambulatory surgery center, ontpatiznt surgery, cervical disc arthroplasty, total dise replacemens

to over 1000 patients.® *® Furthermore, the com-
parative safety and effectiveness of spine surgery
performed on an outpatient versus inpatient basis
have been evaluated for a variety of procedures:
lumbar discectomy,?"** lumbar decompression,®*
lumbar interbody fusion,?**® anterior cervical disc-

INTRODUCTION

Bolstered by trends toward less invasive surgery,
as well as modified anesthetic and pain management
techniques, surpical procedures are increasingly
performed as outpatient procedures across all

surgical fields.! Concomitantly, ambulatory surgery
centers (ASCs) have rapidly multiplied in the United
States, so that outpatient surgeries are increasingly
performed in an ASC.??

Similarly in relatively healthy patients, spine
surgery has increasingly been perfornzed in outpa-
tient settings including ASCs since the 1980s.'
Surgeons have analyzed spinal surgeries performed
in patient cohorts ranging in size from less than 100
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ectomy and fusion (ACDF),* * and cervical disc
arthroplasty (CDA).>* The complexity of outpatient
spine surgenies has also inmcreased from micro-
discactomy and decompression, to single-level fu-
sion and muwlii-level fusion using an anterior
approach

Evidence of the safety of ACDF as an outpatient
procedure has accumulated®® Indeed, surgeons
have reported safcly performing not only l-level

ATTACHMENT 12




ATTACHMENT 12
Purpose of the Project

Axthroplasty so Swgery Cenlets

but 2-level' 16353032 4nd 3devel ACDF.M In
contrast, there is little published evidence of the
safety of outpatient CDA despite the growing vse of
CDA as an alternative treatment to ACDF. Beyond
the many published Food and Drug Admiuistration
{FDA) Iunvestigational Device Exemption (IDE)
studies of CDA, which included but did oot
separately subanalyze and report outpatient out-
comcs, only 2 studics. based on small patient
samples, supported the safety of outpaticat 1-level
CDA. 3 Hence, the purpose of this analysis is to
compare the safety and efficiency of 1-level and 2-
level CDA performed in an ASC and hospital
seltings,

MATERIALS AND METHODS
Patient Sample

Surgeons retrospectively reviewed the charts of
213 patients who had undergone cervical arthro-
plasty at 1 or 2 levels with a specific artificial disc
{Mobi-C, Zimmer Biomet, Westminster, Colorado).
Consecutive patienis who met all the inclusion
criteria and none of the exclusion criteria were
enrolled iu this study. Paticuts had to be treated at 1
or 2 contiguous levels (C3-C7) for intractable
radiculopathy (arm pain and/or a neurological
deficit) with or without neck pain, or myclopathy
due to a 1- or 2-level abnomality localized (o the
level of the disc space, and with a diagnosis of at
least 1 of the following conditions: herniated
nucleus pulposus, spondylosis {defined by the
presence of ostecophytes), and/or visible loss of disc
height compared to adjacent levels. The surgery had
to occur in an ASC (defined as a distinct financial
entity that operates exclusively to provide outpa-
tient surgical services) at least 6 months prior to
enrollment in the study. The patients were treated at
9 ASCs across the United States from August 2013
to December 2015 Bach study center received
approval from a ceotral institutional review board.

Historical Control

The study patients were compared to a historical
control group composed of the patieats from the
FDA IDE trials of the same artificial disc
(NCT00389597). Patients in the clinical trial suf-
fered from symptomatic degenerative disc disease
(DDD) with radiculopathy or myeloradiculopathy
at | or 2 adjacent levels. The inclusion and exclusion
criteria of the IDE trials were similar to the criteria
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of the ASC cohort. The clinical trial surgeries were
performed at 24 clinical sites between April 2006
and March 2008°%" None of the centers nor
surgeons who participated in the FDA trials were
part of this ASC study.

Patients Groups

The historical control hospital patients were
further divided into inpatient and outpatient
groups, based on the length of hospital stay. Hence,
this study compares 3 patient groups:

¢+ ASC: patients who underwent surgery in a
distinct administrative and financiat facility,
operating exclusively for providing outpatient
services.

¢ Hospital Quipatient: patients with 1 night or
less stay in a hospital-administrated facility
{per the Medicare definition).

s Hospital Inpatient: patients admitted for 2 or
more nights of stay in a hospital-administrated
facility {per the Medicare definition).

Demographic and Medicat Data

The following information was collected from the
patients’ medical records: basic demographics (age,
height, weight, and gender), work status, and
workers’ compensation status

Safety Data

Adverse events (AEs) and subsequent surgeries
were collected from the period after surpery to 90
days’ postsurgery, correspouding to the Medicare-
defined global period for major procedures. A
complication was any adverse effect that was
determined to be related or might have been related
to the device or the cervical spine surgery. For the
purposes of this study, this is defined as an event
that caused a life-threatening illoness, even if
temporary in nature, or resulted in permanent
impairment of a body function or permanent
damage to a body structure; or necessitated medical
or surgical intervention to preclude life-threatening
iliness, permanent impairment of a body function or
pcrmanent damage to a body structure (correspond-
ing to the World Health Organization [WHO]
classification of Grades 3 and 4 serious AEs).

Data were collected on secondary surgeries
occurring on the day of surgery (admission to the
ASC) or at any time during the 90-day penod
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ATTACHMENT 12




ATTACHMENT 12
Purpose of the Project

Gomet et al
Table 1. Demographic lcs: frean ~ ot nummber (percent) of patienta. Bold tex indicutes Sgnficance.
ASC,N = 148 Hespital Ouipatient, N = M8 P Yalues* Hospiial lopatient, N = &5 P Values®

Age (range) 439 =95 441 > 86 43 455 2 86 81
Male (%) 60 {11.4%) 176 (50.6%) 06 2T (41.5%) 93
BMI (kg/m®) 28663 2174 = 45 20 270 2 45 "
Obess (BMI > 10) 47 (32.4%) 101 29.0%) a3 22 (33.9%) 24
Worker's compensation 29 {20.0%) 1 (3.2%) =001 3 (12.3%) 18
Preoperative work status 7 22

Working O {66.2%) 231 (66.7%) 35(53.9%)

Unable or not working 34 {213.5%) T3 (21.0%) 20 (30.8%)

Retiredjfufl tme student 15 {10.3%) 43 (12.4%) 10(154%)

Abbreviat ASC, y mugery ceater; BM), body mouas index.
"Adjusted F-tests and 3° comparisos ASC o hespital cutpasieat.
*Adpusted F-teals and t‘ comperison ASC o hospital inpaden:

postsurgery. Secondary surgeries are defined as any
additional operation of the cervical spine. Data
collected included the diagnosis, treatment, relation
to index surgery, and the relation to the device
Additional information collected for subsequent
surgeries included level(s) involved and type of
surgery performed. Hospital admissions and emer-
gency room visits were noted in the ASC group
only.

Surgical Data

The following surgical data were collected:
ovumber of devices implanted, level of surgery,
surgical time, and estimated blood loss. Ancsthesia
time was recorded for the ASC group only.

Return-to-Work Data

In the %0 days postsurgery, the number of
patients who retumned to work and the number of
days of missed work were collected on patients who
were workiog at the time of surgery.

Statistical Methods

The study was designed to test the noninferiority
of ASC outcomes versus the historical controls in a
hospital setting. The sample size calculation used an
assumption of a 2% rate of complications for the
ASC patients,"*® and a 4.3% rate of complica-
tions for hospital patients from the results of the
Mobi-C IDE tnal. Assuming a 1:3 sampling
propor(ion with 80% power, & = 0.05, and a
minimum clinically significant difference of 3.5%,
the minimum number of subjects needed was 440
(ASC, 110; hospital, 330).

Continuous variables were compared with AN-
OVA and categorical variables with %2, Duec to the
small number of AEs and secondary surgeries,
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Clopper-Pearson Exact binomial confidence intervals
were calculated for each group. Statistical tests were
2-sided and P values <.05 were considered significant.
Statistical analyses were performed with SAS (version
9.4, SAS Iustitute, Inc, Cary, North Carolina).

RESULTS

A total of 145 patients were treated in ASCs. OF
the 413 historical controls, 348 were outpatients and
65 inpatients. Fable 1 reports the demographic and
baseline charactenstics of the 3 groups. The ASC
group had more wotkers’ compensation patients
than the hospital groups. The 3 groups were similar
in all other dermographic characteristics. A greater
proportion of 2-level surperies were performed in
the hospital groups than the ASC group {Table 2)
For that reason, the efficiency, safety, and returu-to
work analyses are reported separately for 1- and 2-
level surperies.

In the 90-day period after surgery, only 1 device-
or surgery-related AE was reported in the ASC
group {0.7%), compared to 10 events reported in the
hospital cohaort (2.4%). The overall rate of AEs was
2.0% (7/348} for hospital outpaticnts and 4.6% {3/
65) for hospital inpatients. These AE rates arc lower
than those assumed for the sample size calculations.
Thercfore, we applied a more conscrvative non-
inferiority margin to compare the ASC group to the
hospital group. Using a noninferiority margin of

%, the ASC group was noninferior to all hospital
patients and to each hospital subgroup (P <= 05).
Due to the greater proportion of 2-level surgeries
performed in the hospital group, further compari-
sons of AEs are reported separately for 1- and 2-
level surgeries (Table 3).

The | AE reported in an ASC paticnt was a
wound dehiscence. The wound dehiscence was
superficial and treated in an emergency room but

International Jeurnal of Spine Surgery, Vol. 12, No. § 559
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Table 2. Sugical procedures. number (percens} of patients. Bokd text indicaies signiticance.

ASC Homital Outpatient P Vahues' Hospital Inpatient P Valins"
Procedura
L-level 99 {63.3%) 160 (46%3) =.0001 19 (29.2%) <.D001
2rlovel 46 (11.7%) 138 154%%) 46 (70.8%)
Opecated segments
ca.ca 2(20%) 1(06%) 13 0 (0%) 24
cacs 3(3.1%) 11 (6.9%) 0 (0%)
C5.C6 50 {50.5%%) 26 (51.8%) 14 {13.7%)
C6-C7 39 (39.4%) 62 (38.8%) 5 (26.3%)
C3.C3 1 (2.2%) 1 (0.5%) A6 0 (0%) .59
Ca-Cs 10 (21.7%) 50 (26.6%%) 11 (23.9%)
Cs-C7 35{76.1%) 137 (72.9%1) 35 (76.1%)

Abbreviation' ASC, ambularory surgery ceater
*¢* comparison ASC 16 hospitti ourpatieat
¥ romparison ASC to bospital inpatieat

did not require surgery. Altogether, the ASC
patients experienced 1 (0.7%) AE, 1 (0.7%)
emergency room visit, no hospital readmission and
no secondary surgery. The AEs reported in hospital
patients (L-level [1] and 2-level [9]) were as follows:
peck andfor amm pain (5), dysphagia (2), hematoma
{2), and incorrectly placed device (1). Four hospital
patients required a secondary surgery: 2 hematoma
drainage, | laminectomy for radiculopathy, and 1
disc replacement to correct position.

Average surgical times (Table 4) were significant-
ly shorter in ASCs than hospital cutpatient and
hospital inpatient times for both l-level (63.6 vs
86.5 vs. [16.7 minutes for ASC, outpatient, and
inpatient, respectively) and 2-level {92.4 vs. 126.7 vs.
140.3 minutes, respectively). Similarly, estimated
blood loss was sipnificantly lower in the ASC than
the 2 hospital groups for both 1-level (18.5 vs. 43.7
vs. 85.7 mL) and 2-level 21.1 vs. 67.8 vs. 64.9 mL)
procedures. Anesthesia times {recorded in the ASC
group only) were 110.1 = 39.3 for l-level CDA and
1396 * 539 for 2-level CDA.

Working patients returned to work after a similar
numuber of days off work. However, a greater
proportion of ASC patients had not returned to
work in the 90-day postoperative period (Table 35).
For 1-level CDA, the average nurobers of days off

Table 3. Adverse events and secondary surgenies: tumiber (percent) of palients.

work were 28.6, 23.4, and 41.6 (ASC, outpatient and
inpatient, respectively). The percentages of 1-level
patients who returned te work in the 90-day
postoperative period were 47.0%, 82.0%, and
80.0%, respectively. For 2-level CDA the average
numbers of days off were 384, 24.8, and 264,
respectively. The percentage of 2-level patients who
returned to work were 66.7%, 78.5%, and 72.0%,
respectively.

DISCUSSICN

The results of this study confirm the safety and
efficiency of 1-level and 2-level CDA performed in
the ASC setting. CDA in an ASC had a lower
incidence of AEs and sccondary surgerics than when
performed in hospital. Surgeries it an ASC were of
shorter duration and had less blood loss than in the
hospital. While other factors may contribute to
lower estimated blood loss (EBL) in an ASC,
shorter surpery duration was significantly correlated
with reduced EBL (r = 0.45; P < .801).

Past studies reporting on outpatient surgical
procedures did not typically distinguish between
hospital outpatient departments {HOPDs) and
ASCs, so that either | or both settings were included
in their reports. Indeed, io the ounly 2 studies of

ASC 95% C1* Hospital Outpatieal 95% 1 Hospital Inpatient 95% CI
1-lewel N =9 N =160 N=19
Adverse evenls 1(1.0%) 0.03%-5.5% 1(0.6%) 0.02%-34% 0 (0.0%) 0%-17.6%
Secondary surgeriss 0 (0.0%) 0%-3.7% 1(0.6%) 0.02%-34% 0 (0.0%) 0%-17.6%
Llevel N~ 16 N=188 N =46
Adverse eveats 0 (0.0%) 0%-7.7% 6(3.2%) 1.2%6.8% 3 (6.5%) 14%-17.9%
Secondary surgeries 0 (0.0%) 05%-7.7% 2(1.1%) 0.1%-35% 1(22%) 0.06%-11.5%

Abbrevisdoos: ASC, sibulatory sirgery center; CIL conlidence intyrval.
*Clopper-Pearson Exect binomial coolidence intervals
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Table 4 Swgice outcomes: mean ~ s:andard deviation. Bold lext indcates significance.

ASC Hospitsl Outpatieat P Vlues® Hospita) Inpstient P Valus"
1-level N =99 N = 150 N=19
Surgery time (min} 616 =216 865 + 358 002 16.7 + 484 o3
Estimated blood loss (mL) 13.5 = 30.6 437 359 037 85.7 = 980 084
2level N =45 N = 138 N = 46
Surgery time (miu) n4 - 313 1267 *+ 438 <0001 1403 + 345 <0001
Estimated blood loss (mL) 251 =123 6132929 <0001 619 = 66.) 012

Abbreviation: ASC, ambulatory sorgery center.
"Adpusted F-tests compariag ASC to Yospital outpatirat.
tAdjusted F-tests comparing ASC to hospial inpatient

outpatient CDA, the surgery was performed in
HOPDs in 1 study® and ASCs in the other.”
However, a difference in the safety of procedures
performed in HOPDs and ASCs has been reported.
A study compared 175,288 surgical procedures
performed on Medicare patients at ASCs and
360,780 at HOPDs.*® The following rates per
100,000 procedures were found: 30-day mortality
rate (13.5 at outpatient hospital and 8.7 ASC), 30-
day emergency room visit {365.7 vs. 183.2), and 30-
day inpatient hospital admissions (548 vs. 165.3).
This supgests that procedures were safer when
performed in an ASC than an HOPD. Similarly,
the current study also observed fewer AEs aund
secondary surgeries in ASC patients than owr
hospital outpatient cohort. Patient selection may
have impacted the greater safety of CDA in ASCsin
our study, given that ASC paticats had fewer
comorbidities and underwent fewer 2-level proce-
dures than hospital outpatients.

Procedure costs and reimbursement were not
analyzed in the present study but financial consid-
erations may have mfuenced the choice of ASC
versus hospital. This study observed a greater
proportion of 2-level CDA performed in hospital:
reimbursement may have been a factor influencing
surgery location.

it should be noted that in the original FDA trial,
84% of the CDA patients required only a 1-night
hospital stay or were discharged the same day as
surgery. Hence, the standard for CDA may already
be to perform this procedure in an outpatient
setting. What this study demonstrates is that
performing CDA in an ASC has no greater risk
than CDA performed in the hospital. Similar levels
of improvement have already been reported for 1-
and 2-level ACDF in an ASC compared to the
Imspiml.31 The surgery and apcsthesia times in this
study arec comparable to those m}:ortcd in other
outpatient cervical sargery studies.''%'? Asin most
studies of outpatient cervical surgery, very few
patients experienced AEs, needed to be readmitted,
or underwent sccondary surgery,'6%9 3132

More than 90% of existing ASCs are to some
extent owned by physicians and 65% of ASCs are
wholly owned by physicians.*® Ownership of an
ASC has been called a conflict of interest for
surgeons, and is said to influence physician practice
patterns and increase their rate of surgical proce-
dures®®'! In an article, concern was expressed
regarding the possible underreporting of postoper-
ative morbidity of cervical spine surgery in ASCs
(0.8% to 6%), while comparable inpatient cervical
procedures reported a morbidity rate of up to
19.3%.*? This reported difference in postoperative

Table 5. Relun ‘o work: mean + standard deviaion or number {percent) of patients. Bold lext indicates significance.

ASC Hoypital Outpatient P Valoes" Hoespltal lopatieat P Values®
t-level N =59 N = 160 N=19
‘Warking preoperatively” 65199 (66.7%) 1111160 (69.4%) 90 10419 {32.6%} M
Retursed to full tune work withm 90 days 3106 (47.0%) 91111 (32.0%) <0601 816G (20.0%) .09
Days unbl returnad to fll time work 2862132 23423173 76 1L6 x 180 51
2-level N = 45 N =188 N =46
Waorking preopertively” 30,46 (65.2%) 121188 (61 4%3) ™ 25746 (54.3%) 56
Returned to full ime work withun 90 days 20430 (66.7%5) 95/121 (78.5%) 17 1825 {72.0%) a1
Days it returned to full tme work 384231 4.8 = 180 06 264 £ 204 39
Abbreviation: ASC, ambulatory surgery center
*Adjuicd Fotests and x° i of ASC to hospital outpatien:.

tAdjusred Frieaty and y* camparisons of ASC 1o hospital inpstenr
“Warking full or part Hme preoperanively
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morbidity could logically result if surgeons carefully
select patients with fewer comorbidities in order to
safely perform surgery at an ASC.*”® Patient
selection in this study and choice of procedures
(fewer 2-lcvel CDAs) may have positively affected
the safety of ASC surgeries.

Factors intrinsic to an ASC have been shown to
improve its efficiency independently of financial
interests. In this prior study, the efficiency of a
hospital inpatient facility was found to be inferior to
that of its own ASC.™ Orthopedic procedures by
the same surgeon were performed more efficiently
and more rapidly at the ASC than the inpatient
facility. Tn this reported scenario, both the inpatient
and ambulatory facilitics were owned aud operated
by the same hospital without financial inceative to
the operating surgeon. Other studies also have
found that having dedicated staff and operating
rooms improves efficiency and reduces surgical
time. " Furthermare, infection rates were found
to be significantly lower in single specialty ASCs
compared to multispecialty ASCs.* Similarly, this
study shows that surgical times and estimated blood
loss are lower in ASC patients than hospital
outpatients, supporting the greater efficiency of
ASCs.

While patients in the 3 groups returned to work
after a similar number of days, a greater proportion
of hospital paticnts than ASC patients had returned
to work by 90 days afier surgery for the single-level
CDA case. A greater proportion of ASC than
hospital patients were workers’ compensation cases.
Previous studies have shown a delay in return-to
work for workers’ compensation patients.”’ The
physically demanding nature of the work is assuroed
to be responsible for the delay in returo-to-work,
gven that the workers' compensation patients are
predominantly employed in heavy labor industries.
However, in this study, nonworkers' compensation
patienis returned 10 work at a much lower rate in
ASC surgeries (39.0%) than hospital outpatient
(93.4%) and hospital inpatient surgeries {(91.2%).
We do not know what factors are responsible for
this reported difference, although how this infor-
mation was collected may have contributed to the
difference.

Two key limitations of this study are the use of a
historical control and a retrospective chart review,
While ASC patients’ charts were methodically and
thoroughly reviewed, it is possible that patients may
not have communicated all pertinent information to

- Page 91

their physicians. Additionally, the type and defini-
tions of data collected did not always match
between IDE trial patients and the ASC cohort.
Hence the number of comparisons between the ASC
and bospital cohorts was limited by the availability
of comparable data.

Although there are inherent limitations to retro-
spective studies. the available data support a
conclusion of greater efficiency and safety of 1-level
and 2-level CDA performed in an ASC compared to
hospital settings.
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Abstract

A study was conducted to compara the relative efficacy of ambulatory
surgery centres (ASCs) and hospital outpatient departments (HOPDs)
acrots elght orthopasdic procedures. The research was mathvated by the
fact that ASCs ane bocoming of incraasing importancs. svan vitaly, in the
parformanca of & wida array of ambulatory surgical procedures including
arthroscopy arthroplasty fracture repalr; and hminectomy. As HOPDs
continue to be hamstrung by resource constraints. ASCs can be seen
to be aultvating ever more focusad surgical expertise. Moreover, the
ASC becomes a steadily mone attractve aky as HOPDs

to be averburdened by the growing rate of ambulatory surgeries being
performed on tha hand. foot, ankle. and spine.

HOPD procedures are ized by the ambulatory p
chsslﬂqﬂm(APC)mMulhAﬁCpmMuumduabdmk‘

Authers” addresses: Urior Coege. 807 Union 52,5 ty, NewrYork 12300, L

eurrant procadurs trminology (CPT). A variety of quantitative wnd
quaktative motricy wers that that ASC procody
receive high marks. Indead ASC yurgeries typically cost 25 to 50 percent
less than their HOPD arzlogues and sport & 25 percenc faster recovery
time, partially as 2 result of dramatically decreasad sungica) site infecdons
(S57). Both patianta and piy furthar axpressed 1 considarabh
degras of nativfaction with, knd aven pre for surgical procedh
rendered 2 ASCy. One concarn is that since many physicians hold
ownership stakas in one or Mo ASC, this avident qualiative preferenca
may, in fact, reflect persoral bias. A follow-up study is postutatad that
Is targecad at both assessing and reducing the effects of this parceivad
Imparity

procedurss, Armbutatory Surgery Contrs.

ol Amntrics

Corrasponding Authar Harjor Uppal. Emal uppalQunion. edu

Introduction
h ient surgery has b

T anintegral part of medical care across
the globe, For instance, in the United Sates, the number of major
aned minow vutpatient provedures undertaken in ambulatory surgical
vghilera (ASCs) has risen dramarically over the pase frur devades,
ASCs refer t health care facilities that play a central rule in offering
patients the much-needed comendence of having sargical pnx:eduns
performed safely and in 2 cimely manner outside buepial

The recently released cwrrent provedural terminolugy (CPT)
condes are outpatient voodes thar determine the mmmber of billable
units of retmbursement that are alliwwable for a given procedure,
1JOPDs wilire ambulatory pavment classifivations (APC) codes
for the same purpose. This paper will urilize the available literamure
on patient clinical tatoomes regarding infection and reoperation
rates examined over & 90-dav peviod and show that eight commaon
orthopaedic surgical procedures performed in ASCs are more

Befire the irweption of ASCs, ﬂmullv all Im"msuf‘urgrrlﬂ were
vonlucted in hospitals, Amﬂnll‘l\tﬂhc haracterized by long waiting
perivdds were commaon during this time. Patients alas kpent several
m-patient days in recovery, Addlitionally, medical pravtitioners faced
different challenges, indluding working froin limited operating
roamis, thifticalry in acvessing new surghcal equipment, aml
dstractions of prolonged operating turnover times. The problems
assiated wth hoapital outpatient deparaminis (1O PDx) compelled
practitioners to louk for change.driven strategies ained at i priving
their perfisrmance. Though sme countries will perform surgeries in
these sextings, the U5, has made tremendous gains with regard 1 the
develapient of ASCs. Individual physicians in the U3, bave assumed
the feading role in promuoting ASCs aduption as the cost-ellective
ar) & high- quality alternasive ter inpatient hospital sargical servives,
Nince the nweption of ASCs In the U 5., the facilities in question
have resulted in high customer care, reduced healthare costs, high
quality, ancl excellent overall patient and physician ratisfaction, AN
complement managed care pracrioners, whose primary objective
revodves around delivering qualiry, imely care ar a significandy
reduced awt. ASCs align perfeaily well wich the LLS. government’s
efforts to rcduce its healthuare budget. The existing and potential

s benefies divectly ¥ with ASCsinvolve decreasing
oty without compromising patient and physician satisfaction fevels,

20
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ical compared to them being performed in the hospinal
surpatient settings, The orthupacibic surgery procedures evaluareil
are: shoulder arthroscopy with subacrombal decomnpeesston aml diseal
clavicle resection, knee Il'l.‘h'm'hp_\' with anrerior arucare ligarmem
repair, npen reduction and i | fixation of bimalleolar ankle
Fracture, open reduction and internat Fxation of distal radiua fracture,
knee arthroscvpy with medial and literal meniscectony, total knee
arthroplasty, and one level fumbar Laninectomy.

Patient Clinical Outcomes

Patients increasingty prefer vutpatient surgery pertormed in ANCs
to similar procedures undertaken in hospitals, The tremd remains
inextricably linked e positive patient dlinical rutoomes, such

s reduied] surgical site infevtnins (S5} and revperations, aml
advantages in cost, quakity, and time factors (13,1 lnqlhl.l wontinue
b Fave a vasiety of -eelated chall i

vonstraints. which inhibit their ability 1o m:ﬂ the :\tr-gmwmg
demand for arthroplasty, hand, npme.aml fisot and ankle surgeries
For example, the Ambulatory Surgery Center Associathon (ANCA
rtpuﬂﬂ] that mare than 5, W ASCx priwided over 25 million
procedures in the country in 2005 (F), Friam the cameonic theory
perapective, the raprid gromih witnessed in the numbicr of ASCy
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serves as 2 dear indication that the market can expand at anincreased
rate when there is aligrinent of incentives of patients, pavers, and
prviders,

5SIs and Reoperation Rates

Reoperation and 831 rates play a pivotal role in determining whether
surgical procedures taken in ASUs are oost-effective. In their recent
soudv, Tiay et al. (3) set out to investigate the hospital admission
and ] rates for whi have undergone total hip
arthroplasty (T11A) surgery in an ASC with same - day discharge.
Follimwing the revent finas on Innclled paynents iml vieg 2 90-day
quiunle-uhm. the researchers chose the ame periixl 1o determine
possible patient outcomes, Equally important, they reviewed refiable
records ufy Frovm two seg ANCs, In addition, they divided
the 145 provedures {in | 23 parients) imvolved in rwo groups based on
when they were performed; early or later in surgesn's experience,
To u.hmt the intended results effectively, they recunded any

. hespital admissd Hmullum Time :pembvpaﬁems
at the fn:llm:s, aml Ienglhofmrgen'

This study demonstrates that same-day discharge v the patient’s
I'olluwmg wotal hlp mlnmplmv (TI 1 -\) van be safely dome withour

3 W

or
emergency ruom visits, In r\‘rnlt, the n'snrdrn extablished chat
only ane of the 145 procedures, representing 0.7%, required direct
adigission ¢ the huspital From the ASC (3). At the same time, only
three of the arthmplastics (%) required aklitional procedures within
the global periconl. I is evident from the study that same-day discharge
Foltoving T1HIA dune i an ASC rends s have limited cmn?lunlm.
emergency oo huspital adminsions, and reop

In addition, with 2 CPT code of 27347 an) APC number of 5115,
ot knee arthroplasties (TKAs) only cost £9,557 20 in ASCs,
compared te $10,122.92 i HHOPDs (Tible 1) {4) (Near here). As thix
is a new code for ANCs, his difference in reimbursement is subject

to change, Ultimately, the p hare is cheaper and fought with lw
complication rates when performed in an ASC setting,

In addition to TK As done in ASCx, medical professionals remain
interested in tutpatient tiaral elbow arthroplasticn (TEAs) aml T A
bevause of the increasing emnphasis on cfficient and high-quality
medical care, In their retrospective stuli}'. Stone ot al {5) cmplulwﬂ

Table | Medicare ASC and HOPD Reimburzement Rates for Eight Orthopaadic Protedures.

| Procedure

foaa: st al ach

a hudistic approach v evaluating comp o

and reoperations in 28 patients with vutpatient TEA discharged
after the proveduse for 2 90-day peviod, In the fullow. up, they not
only recorded and examined postuperative complications but alay
the range of elbow muvement meaurements with the sule purpose
of axsessing the participanis’ outpatient expevience a2 ASC, Afrer
performing univariate and multiple logistic regressions for each

of the risk fanxors, they found that major complications eueurred
in approximately 7.1%6 of patient. Additionally. over the 90 day
e[linnle-uf-c:m. 59.!%ufrntienh hazl minor wound pﬁ:lllﬂm.
Nutably, their univariate regrexion analyds sheaved that the minor
wounh in question had a strong conrelation with smuking, Therefore,
patient selection for this provedurs in an ANC setting is critical,

Apart from recperation and related coanplications, surgical
site infectinnx (S5} remain the most common surgical centre
somplication aml serve as ioe of the main reasons for uplanmied

hospital admissions in the i liate aftermath nfup:nnnm. \\h
acmuut For more than 20 pervent of health fe :
particularly i beopitalized y leading tor Jevabl

inorbidity, stays profinged by up o 10 days, increased imorealicy
rates, and onst between 520,000 and 527,600 per admissiun (6)
Referring to the U5, National Action Plan to Prevent | lealtheare-
Assaciated Infectivas (NAPPHIAL, redhucing SNIs semadns one of

the country’s priorities, Initially focused vn healthvare associated
infestions expericnced within aaste care hospitals and releted high-
privwity area, the action plan noaw adkdreases adkditivmal healthcare
settings, induding ambulstury surgery. As much as thers is linde
infirmation reganling adverse events, such as $8ls, follwing
operations undertaken in the ambulatory settings, the problems
directly or indirectty linked to heakth associated infections

lrvum ASC provedures are minimalé. The researchers arvived at this
comchuion based on the cvaluarion of imy | data avejurt

using CPT procedure condes for cinically signiivant site infevtions
(5:%505) assodated with ASCs, b fact, at 2 Sargica Care Aliliate
(SCA] surgicenter wer 2 one year period in Riversde, California, the
post-operarive infection was less than 19& for over S.ULl)prm:cdum'l
In essence, the UPT codes enabled them to evaluate and establish the
clticiency of perfoeming surgeries in an ANC with the aim of reducing
S8k

The abiliry o dletermane the incidence of C5-581 resulting frivm
low -t moderate risks involved in Medware cernficd outpanient

1 Meadicare ASC Madicare HOPD
| . Al
| Shouider Arthroscopy with RCH, SubAcromial $5.79082 $10.696.88
D'conprmion & Distal Acromiaclavicular
i Resection and Debridemnent
1 Knea ACL Repair $8.774.80 316.503.30 o
Total Hip Arthroplasty NIA SI0.12292 =
Total Kevee Arthroplasty $9.557.20 s §
Opan Reduction / Internal Foation of $3.017.00 $5.838.73 -
Bimalleolar fracture with fluroscopy b
' >
Open Raduction / Internal Foation of SLA%6A5 $583873 &
Disal dehl fnclm! wilh ﬂumsoopy g
e e ety | g
Knee Arthrescopy with Medial and Lateral $1403.02 $2.645.23 v
l"lemscua Iupa-r g
lelnecmnq\md\ ﬁumscopy $3,027.01 $583873 E
*Total hp ardhroplasty is not currentdy prized 1 an P and total knee arthroplasty has only 3
recently been approved a3 an out-patient procedue. E
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surgical settings plays a fimdamental role n revealing the effect

of ANCs ity bealeh care oosts, (rwens et al. (2014) undereonk a
retnspective analysis of ASC prowedures coanplicated by varfous
Y881, which require reoperation. In the study, they empliyed
the use of healthcare vost, state outp and ambutatnry srgery

databases to examine the information about infestious mutvomes in

waries based vn effuiency bervweon hosphial-haved vurgerics aml
ambubatory- ventered surgical provedures. Estimates obtained from
recently sunpled ancl reviewed stunfies have revealed that time
savings for ASCs are shorter than that of 1HOPDs. In other words,
ASCs rermain myhatantially faster ar performing low bk outpatient
pr--.“hm: than bmplnl:. parvicularty when obxerved parient

ASUs lixared in America’s geographically dispersed stares, includi
Nebraska, Tennessee, Florida, Georgia, New York, | lawall, Lallfnmh,
anul Misswri. These states, which represent ahout npe-thind of the

country’s population, r ded hinw rates ot | gical visits b

of W85, In particubar, pastoperative aonte care visits nevurved only
i lbexs than three pervent of the 1,000 s gical procedures done
i ASCs6. The imsignificant rate of reopieration often translate w
reduged dinkcal and ecommic burden given the already concerted

effort towand minimizing mverall health care cust in the 1.5

Orther common ASC procedures that are more likely to prodice
more 551s amd potentially increase health care sty in the WS,
bwlude anterive crudate liganent reconstruction (A¢L), bernla
repair, cholecystectomy, and breast .onnsersing sorgery (BUS).

In 4 revent retrapective cohort study involving persuns who had
undergime these furens of ambulatory surgival operations, {Olsen

et al. (%) used commendal insurer claiins and cost distribation w
determine the impact of S81s on health sy, Despite the sparse
nature of data o0 S8l costs folliwing ambulatory surgeries, the
rescarchers udhered o the rec led 90 day pustoperati
procedure t ddentify any infections requiring surgery o duging the
hospiralization prrind. Using quantile regression 1o conmil operative,
patient, aml pustoperative factors, Ihry Tound few cases in\'ul\'mg
severe infectivns, which eicher resulred in surghcal oreatment or
hospitatization, The cases in question were direcdy linked to the
imcreased ass of healtheare after the four procedures,

The most important aspect of the study condicted by Olsen revolves
aruund the comparison of results nbtained from in-patient surgery
facilitics and ASCa. In particular, the rescarchers report that 1IOPDs
were characterized by higher custs for each of the four comnmun
prowedurex than ﬁustmding ASCs, which contributed ta lower
onats (§). Drarving from patient satisfactiom trends in Glenwond
Surgery Center (SCA Facility 50138), the researchers artributed

the dilference in results to the ability of nursing stafl in ASCs ta
address primary vonverma, prvide the muach. needed cxplanations,
and cymmunicate defays in a timely manner [9]. Most impoctantly,
the study has since acknowledged and appreviated the critical role
plved by incdical stafl during and after Follow-op calls, Ambularory
ompariens surgery facilivies serve as the best possible alternarive tn
THOPDs, evpecially in minor aml seleutive mgor surgeries invlving
ke risks,

Time/Procedure Length

Titne or procedure bength remains ene of the key aspects of
wtparient surgeries, In exsence, physiciany neesd ro examine four
length-of- surgery measures, including t) ime in the operating
roun, 2) time in argery (a subxet of time in the uperating room)
3) time in pust operative care, nd 4) total procedure time (time in
the pperating reom, time iR postop '
between the uperating rxom and the reavery mom) (1. Akleugh
previous research bas placed much emphasis on docomenting
Jiferences witneased in surgery time between | IOPDs and ANCs,
variatioms in procedure time ted o reflect only the underlying
differences common in-patient ¢haracteristics, mot those in effidency
between the Facilitics in question, To reaohve this concern efectively,
recent reacanch has focused im comparing the eolaticndip herween
prowedure time and tonal dime in the ASC setting, trchatin the
1IOPD setting, In doing si, it becomes clear biny health care cust

ative vare, and t time

n
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annl provedure e are cuntrolled throughous a

study. {)n average, pavients operated in ASCs spent appraximarely
31,3 Fewer minutes than those whase prwedhares were undertaken

im hurspitals (1), This represenits & 23% difference relative v the
optration acrivities” mean peocedure rime of abiur 123 mimotes. In
this rrgml. for an FICPD and an ASC that have aimilar equipinent

and the xame number of revovery roons and staff, the ASC will be
performing more provedhres on a daity hasis and at a cheaper wost
than the hospital nutpatient faulity, This may explain e mare time
efficient ASC's van uperate with loaver Medicare reimbursed payments

per provedure.

The esti § charges for op g & patient in ASCs are between
529 and 580 per minute (1), These charges exdude fees for the
anesthesia prniders amd surg hved in the procedure, The
rescarchers’ calvulanion showrs that even with the exchuion of time
anvigs a well o plodcian payrnents ouridde a facility’s operating
renm, an ASC could generate high:r savingsof berween 5363 amd
51,000 per outparient surgical case. In exsence, these findings support
the wirdety bebed claim that ASCs play a pivetal role in providing
outpatient surgery at relarively lower costs than 110FDs,

In acklition v theis role in reduing procedure time, Medicare
approved ASUs raredy pose significant adverse medical visks to
individual pariente. Rederring to the welection ut'a cuvered provedure,
particularty those payable under ambulastory surgival center p
syem (ASCPPY), cach of the mnl:elmlden tul\nling the .m:rmry of

.nllh and 1 lnnan Services (11115} imvolved st knous on selecting
sale priwedures for | when perfi Fim an ASC (10),
Althuugh, the Seoretary of IS remabis tasked with the sexponsibilicy
of choosing the right Jures, the ul devision regarding
whether ANCa and 1HIOPDs serve ax the most appropriate settings
for a surgical p Jure is made by responsible phsicians based on
# pavic ks indiciaal clinical necds, In the case of paticnrs ige 63
and abvnve, the 2010 report released by the Agency for | lealthaare
Research and Qualivy (A1IR() shows that about 37% of this patient
poputation has a high.-risk medical history of comarbidities, This is
dve to increased inciklence of chroalic Hinesses and oonditions, such
as caner, arthritia, and leng disease (1), Vounger patients presented
in operating rooms often have lowver. risk medical profiles. With these
cuniflicting Jlinical needs, a parient is operated vither in an ASCourin
an [HOPD depending on the severity of their comorbidities,

ASCs rypically vecord fewer adverse incidents than prcedures
perhrmed in physivien offices (12), For example, the incident rate of
adverse incidents in ambulatory srgical sertings ane offices ovarsed
5.3 and 66 per 100,000 surgical provedures, respectivedy (1), At the
same cime, the raves witnesed in 100,000 vipeTations were 1), 78%
and 2.29% in ASCs and phyxician offices, respectively. Adulitionally,
the relatve risks recurded for deaths and injuries for ASCs anul
offices differed significanly, leading to the vonclusion that surgical
procedures performed by staml alone practitioners i their alfces
have 10-fuldincreased risks over those porfirmed in an ASC, This
fact supports that cost alune shoutd not be the ale driving foece for
sclerting the seiting of surgical service. While ASC based primttlures
reduce petential hns[inl aktissions, mikd o severe injuries, loss of
life, and healthaare v, office -centereed wrgcrirs:hm‘ an imrrased
incidence rare, If each of the office procedures could be done in ASCs,
the researchers arguc that about six deaths and wver #3 procedures
vould be prevented every year (1),
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ASCs remain focused on providing individual pasients with the hest
punssible surgival experience, while at the same time ensuring the
delivery of coms.effective care. The facilities ar hanel achleve this by
saving the government, patients, and llinl-party payers’ maoney,
When comparing health care charges in ITOPDs v ASC thughout
the counitry, the Medicare program, its prindpal beneficiaries, and
related stakeholders save aver $2.6 billion in benefits anmuaally. This is
because ASU reimbursement i significantly less for proceslures (1 3),
Tn addition, patient copavs are concomitantly Lwer, Concisely, ASCs
serve a significant role as the mast suitable bower-cost alternative tn
outpatient surgical procedures,

Rexearch on the efficiency of ASLs ateributes their remendous
grewth since the 19805 to the facilities” Rexibility in meating the
rapidly growing demand fur less-complicared outpatient surgery
servives, Despite their smaller foorprint than HHPDs, ASCs retnain
less contly (10, 13). First, they are lexs expensive to build even in
urban and related envir where viwal such as tand
may be difficult to soquire. ASCs nocupy | sprace, which
means that their construction and geneﬂl maintenance incur lower
sverhead costs. If the government formul | I

d and i a
change-driven policy that requires balf of all the a\'lilable provedures
tn e executed in ANCs, Medicare wauldl be well positinned th save
aver 523 billion in the next one decade (13). In essence, all these are
achievible Following the benefit to insurers and Medicare from lower
surgical prives in ASC sertings.

Insurers, Medicare allowable rates, currently pay approximarely half
of the tital amoymt paid in ASCs compared 1o LIOPDs for perfiorming
the xame surgical procedures, For instance, referring to CPT usle
66982, extracapsular cataract extractivn remival (ECER), Medicare
payaa toral of 51,671 for the amgery in 1 IOPD, while under
ambularory pavment chisdficatioms, (APCs), the program pays only
R964 10 ASUs for the same procedure {13), This high reimburscment
gap in pavinent is one of the must recent divcrepancies in the ULS,
heddthcare payment system, I the reimburement gap of ASCs and
110PDs were nnl}’ 16%, by 1017 che payment to 1IOPDs woukl have
becn approximately 829 more than ASCs(2),

Parients pay les: for surgical procedure cninsurance done under
ASCs than for thise under 11OPDs (percentage of payment rate)
Therefire, Medicare heneficiaries end up paving 5496 in cvinsurance
when they gi through an ECER in an 1HOPD versus the $195 in AN
(13). Without the introduction of ASCs, it is evident thar healthcare
expenditures in the L5, wouk! be aimvunting te hundreds of billions
of dollars. As most private insurance connpanies use Medicare
allowable reimbursement as a principle in reimbursement, the sane
rate of saving would apply, Fur this reasan, emplmm benefit frim
reduced health brace ASC services
wver | IQOPD sen‘h:es(l*‘-) Therefire, in t}mvr\', health care cost
savings should be reflecred by decreasing insurance premiuns, This
wunld financially benefit both the employee and the employers.

The wide gap between the reimbursement of ASCs and 1TOPDs plays
acentral role in threatening the various gains direwtly stvibuted

to performing surgical procedhures in an ASC retting, The pavinent
differential plays a central mole in creating m unsustainable market
dhnamic characterized by well-established hospital ially
puﬂ.lusmg:\‘;L s and mmcrtlng\lm'n inte 11¢ IPDn (13). Tlns plm' of
ahaspital 1o convert an ASC into 3 FIOPD thar s ocated vemarely,
van result in higher medical coss. This occors because once an ASC

b awquicen] by a hirpital, its ASC Beense can be tevminared and
vorverted into one of the haspital’s units, This newly acquired unit
will bill sargical prowedures tn the | 1¢3PD rates rather than ASC rates,
Asaresult, the ASC will bill pasients at higher rates,
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Patient Satisfaction

Results shtained from recent surveys, studies, and systemaric
reviews shiws that patients are satisfied with the services and care
they receive from ASCs. In partiulhr. the tnajurity of patients under
ANC programs terul tn cite reduced or hnwer costs, the ease involved
n operation scheduling, the provision of safe and quality services,
transparency, aml increased personal attention as the main reasns for
embraying ASCs (7). The ASC industry acknow ledges and appreciates
the important role played by dischising pricing information in
client satisfaction avd overall doyalty (16). By making information
about pricing mvailable before mirgery, ASCs prosnote transparcrey
asmmg all patients el Medlicare beneficiaries. For the benefic of

5, these dixc) set ity the tural prive For the intended
argical procedures andsptuly the pzywnent terms. By duing s, they
empower healthcare consumers by providing the best opper tuniry
i evaluate costs and compare prives among different healtheare
providers, The U.%, ASC healeh care delivery model comprizes of
convenicnue, elficient care, and paticnt satisfaction, I revolves arund
enharcing patient care by enabling phyxicians and ather practitioners
s fowus exclusive by on small.scale processes insingle settings rather
than relying on hospital settings that hpically have large seale
! Is fisr che m 21 s attention, paLe, aml resources (16).
With the limited munber of surgical ronms and spave, physicians can
intensify quality control o ensure effecti inASC pr .
Addicionally, the change-oriented and helistic model allows parients
1 gain quick e 10 their physivians, bringing concerns directly w
responsible phiician apeestors, particulacly Those that have direcr
knowledge about their cases. In essence, the three-dimensional
framework adupted by ASCs improves customer satisfaction by
redducing bureaucratic provedures uaully enciwmtered when
dealing with various hospital adhminiatranors, whe hive less detailed
knunvlenlge about specific patients and their experiences,

ASCs can create and maintain physician ewnership, which may help
promuote theit presenve in the health cave marker, Ax an execision
of thelr practice, ASCs may allow physicians to increase the types

of vaxes performued in these centers, Thiz will uldinately rechace the
paticnt wait-tuncs fur the provedures, In this way, ANCs covourage
further specializacion in the ambulatocy serting. Unlike Large-scale
health institutions, such 25 h(v.\liuls, ASCy pln.: greater emphasis un
providing quicker, mure respoasive envimaments failored to meet
the changing individual needds of paticats, With this lwer burcaucratic
wvstem, ASCs erable physicians o exercise increased control over
q.hedulmg (17). As a resulr, the model lI:c:remstkh“ befure or

k 1

after perfrming given proces In ings, phy
uﬁen delay or reschedule sune mrglul pﬂu.‘cdurﬂ fullirwing an
], including
emergenuy room demands hinder pru‘titnmu’s pmduuwlt) and
concomitant ncrease health care coses because patients are compelled

jonal o g t energ tinfreseen

10 wait for many davs befire the operation or o leave the favility
(1. Ultimately, physician nwnership in ASCs allis surgeons to
impltmem Ennuwative strategies ot leulcrship, govermanee, and

quality improvement,

Patients identify ASCs and report improved satisfaction levels because
the outpatient srgical Rcilities remain committed to quality. In

fact, quality care serves as one of the bnpurtant hadbnarks of ASC
health care delivery model (3). The ASC community continbes to
shuw i cosnninnent to offer quality collaboration through the

ASC Quaality Collaboration (AQC), The bater b an independent and
transformation-driven initiative meant to promaote safety and qualicy
in ASC's, Tasked with the responsibility of develup ingful

amd realistic qualiy measures fue varios ASC umngs AQC f\mi:cr
eversees voluntary reporning by ASCs, ensuring acoountabilicy for the
sake of the patients. A typical case in point imulves the vrganization’s

23
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rule in wrging the Center for Modicaid Services tUMS) w focus

om establishing standardized, comprehensive, and unikvrm quality

and accountabilicy reporting systems, Briefly speaking, the primary
purpooe of such systerns winkl revolve arounid finanial management,
sial requansibility, and performance. .-\u:(m!ingl'v_ the already
formulated quality measures aligned with the LS, national plan goals,
which revolve around rrassparency amd healthcare ot reduction.

Apart From quality commitment, paticnts trcated in ANCs tend oo
fare better than their anmterparts who were uperated in HICYPDs,
Uking variations in ASC g | by the amguing changes in APCy
and Medivare reimbursements, Stome et d. (5) eollected data on the
afe surgery checkdist and volnne of proceduares (o determine parient
satixfaction levels in selected 1O PDs and ASUs. Considering the
likelihouud oof patients whes hine undergone any of the bighest vidume
oupatient surgical provechmes in an ASC or 11OPD oo visit EDa or
have physicians operate them again, the rescarchers recorded patient
oatcomes. The highest risk patients under Medicare program were
Texs likely to visit £Da or be admirted oo hospitals after having their
rurgeries perfirmed in ANCs as compared to their high-risk Melicare
copmterparts treated in [HOPDsS, At rhe saime time, the researchers
satisfaction murvey with an 85, 796 resqritse rate showed thar 91.7%
of patients repunrted bappines tor going home in the immediate
aftermath of their aperations (5). Appraximately, 96%% reported
alditional confidence b chey could ixe mowe control swer
their lives and funds during and aftcr treannent. Undhoubredly, these
finlings sexve as a clear indicatioa that ANCs prawide the much
needed quality vare, regardless of patient’s valnerability levek.

Physician Satisfaction

Physicians developed ASCx in response to 2 myriad of challenges in
their traditikmal hospital workplace, where they could not achieve
the desired satisfaction levels, Besides complaints from patients

who vould wait for several days before reveiving the recoammnended
surgical services, medical [mafemiumls tasked with the responsibilicy
of ing mrgeries ) and had to deal with shinr and
umbersome operating turniver tines, the inability to ubtain new
equipment due ter poor, inelfective hospiral polides and budgets, and
frustrations irobving sohechiling delis (1 3), Even though Medicare
has priwed Jess receptive of these ASCs, il\dn'idual physicians

are quick t adopt and integ: h h in their
wperations, mainly by starting joint ASCs (16) This way, their morale
has since reached an all-vime high, while ar the same, helping patients,
inclmding Medicare heneficiaries.

The ability of physicians 1 utilize new rechnologies to perform a
growing range of smple to complex range of procedures safely nn
an wsrpatient basis nat anly shunv that they enjory their work but
alwsutilize their akills and potential, For example, physicians in the
presentoday society are ness well-psitioned v accomplish their
operations within the shortest pissible time because they employ
the use of effective and less imasive techniques. Some of these new
and result.oriented cechnokygies inclle mbanved anesthetics and
etduscopic procecures {13), Traditionally, complex and multifaceted
provedures needed long hours o complete, required physician
opeTatiee to use major nclsions, Inng- Ia.-u'lng anesthetics, ax well
as extended convalescence. The new approach employs the use of
shore.acting anesthetics amd imvolves shorter recovery times. In other
words, physicians m longer spend protracted follow ups to ensure
wtnplete reawery from surgical privedures. All these advantages
have far-reaching ecemomic value because surgeons can maximize
dmr u.lcms. the givernment spends retatively less on health

s, amel pati rcmnnucll[xmlumhnllﬂtlup-
quickee revinery in R\( sevtings.
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The etficiencies attributed to ASCs revolve around Lbe favilities’ role
in orcating high-level Ilexibility amaong physicians. The disparities
wimewed in recovery and preoperative times determine the
differences in satisfation aml motivation levels between ASC anid
TIOPD surgeans (1), Compared to the prevailing situarions in
TIOPDs, for instance, ASC physician operatons are maore likely 1n
operate From a single and straregically located failicy, Since this
lation serves as their working point har multiple cases, the surgeons
are in the best possible pasition to minimize deloys (15), The small
size and strategic location of ASL Facilities rechure travel time wastage
and increase physician productivity; thus, minimizing overall iverhe sd
costs that coubd be incurred in a comples oapicd senuing with inany
buildings and departenants,

The turn-wver time In operating nuans in ASCs remain significantly
shorter than in HODPs because teams of gaff typically have more
conistent aml cleay rotes, Though hanpiral surgery deparnnents are
often organized in a sy ic aned proper the preseree of
many empluvees, activities, and patients with avaricty of needs play
acentral mle in making physicians less productive and satisfied in

the workplace (12}, In contrast 10 emphovees in | PDx who tend

twr work in shifes, staff members in ANCs usually have incentives
mm.-umpli:l: theiv duties quickly, leading w higher teammare
aatisfaction. (In the other hand, hospitals tend to re-operare

well 2 add-om cases, which directly vomipete with planncd and
potential outpatient peocedures, vausing fatigue and decreased
emplwvee morale. The economnic theory provides that favorable

work envi in an e isinexiricably linked to
sabficd emplivees, who often align their objectives with the already
established organizarional guals (16).1t means that physivians working
in an ASC remain committed to the whole provess of holistic benefit
maximization, while at the same time contributing toavard the
concerted effort aimed at minimizing health care couts both ar the
national and fadiliy levels,

In adhdition s coemducive work envir andl timely jon

of surgical procedures, ASCs contribute to increased phvsu'l.m
satisFaction because of the ewnership principle. Essentially, physici
with ownership aakes in a given ASC usually enjoy greater prodits
when and alter performing provedures in such facilities rather than
HEOPDs (9,13), Idivitual physician’s profexdonal reimnbursement

is not linked! to site of technical service, Physicians may share
profitability of an ASC with ownership opporfunitics, Although some
criticx argoe that this practive may Iead 1o denand inducement,

with some prividers recommending unnevessary and risk - lalen
procedures in their ASCs, the government has strict qualiny Liws

in place, gowerning the operation of phyxidan . owned ASCs (17).
ASCs must be linked to group practice nmll:lun' be an extension of
the surgevm's practice. bn exenee, red ¢ custs bencft
parients and phy svians alike,

Phvidians draw their satisfaction from the freedim involved in

the dukium-lmhng provess. As stated earlier, ASCs difler (ron
hospital-based cutpatient surgery centers bevause a group of
inddividual physicians twvns the facilities; they are einpowered with the
LppOrTURItY T opine on vrucial decistons (9). For example, physicians
have: o devide on which patients 1o treac at HODP versus an ASC
The dedsion to uperate 1 given patient at their ASCs may be driven

by convenience, hlfilling smenities, greater fexibilivy with regard
wcheduling procedures, and setting’s efticiendies,

Physician- owners often comsider econnmice, social, and non economic
factors when making vital decisions regarding whether to operate

and treat given patients ar their ASUs. A physician may chouse to
maximize their peofits by treating a parient whise profit margin
swrpasses that of other patients with planned surgeries (£5). In as
much & this devision may be perceived negativedy by opponents of
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ATTACHMENT 12
Purpose of the Project

ASUs, proponents sirimigly argoe that peofit masdmizating slongside
desirable patient nutcomnes conforin perfectly well to the weltare
agenwha of amy hulth care system 16, Fur cxamplr the act ol Treating
the mest at nsl: for life-th g complications at 1HOPDs
invlves ipain nlmlg bevter resources ﬁ-und im hoapitah. Ultimatety,
revent studies have conduded thar the ilifferences berween 11O DPs
and ASCs ruggest that hospitals can enly maximire on their
elticiencies and physican satisfaction by adopting highly spedatized
and umique organizational models,

Criticism

The profitability asswiated with ambulatory surgical pricedures
continues to place the image of ASCs in bad light, Critics argue

that sun e phvicians are neither driven by patient well - being nor
amerall healthuare reduction custs, but by their self-interests (17), In
particulir, this schond of thought argues thas the concept of phydoian
wwmership has smce made ASU nperatins 2 busines affair in which
indivithual physivians place great emphasis on maxbinizing their
come. Pll\;k'iam receive the Facd il\‘ s fre share when Iheir paricnts
Py the ANCs, Since they nypically receive nothing when such patients
Py the 1OPD, phyysicians may resort 4 hijacking paticnts thar are
more pmﬁtalnk. rrnxingdmn in their omm ASCs, This bebavior
coukd have ahverse effects on the profitability of HOPDs aml general
huspital revenoes. One of the Missouri-based hoepitals, . Lois,
recently reported 3 significant drop in their anmual revenue by more
than 23%% (17}, The administratur cited an ASC near the hospital &
the caune of the loea, The practice remains a major problem beause
many hospitals subaidize & number of healtheare services offercd in
their departiments, suwh as uncompensated amd charity care,

The incentive problems atmributed o physician smership of an ASC
tend w have adverse efiects on a healthcare failitys effiiency. For
example, inefMiciencies may be witnexsed in health care delivery if
physicians chinse T xign patients to particalar ASCs or [HOPDs
for profitability purpescs, not paticnt needs (15). Ancodotal
evitlence supgests that ASCs have & negative impact vn the finandal
pertormance of hospials,

Cunclusively, it i evident that paticnt dinical iutcomes as well o
patient and physician satisfactinns justify the potential economic
advantage of undertaking surgical procedures in ASCs rather than
1OPDs, The expanded health insurance coverage in the U5, has
presented policymakers and related stakeholders with opportunities
o identify and explore change - driven wavs through which the
country would accommedate the rapidly increasing demand fr
outpatient surgival services, cosnpe ling individual physivias 1o
create ASUS, Serving as the immediate alternative to hospital -based
owparient surgeries, the ANUs were established with the sole purprse
of anpruving health vare quality and reduing health care costa by
either eliminating or minimizing reoperation and infection rates.
ASCs remain ecomcrnically bencficial for many reasons, bn particular,
the favilities play 2 central role in crearing high-level flexibility anong
physicians, Pacients typically pay Far less coinsurance for surgical
procedures done in the ASU serting than for similar provedures
undertaken in the 110PD; Additionally, msurers in collaboration with

n L1ICPDs fir perfirming the kame surgical provedures. Referring
o CPT cule 56957, extracapsular cataract extraction remeval
(ECER), for instance, Medicare pavs a total of $1,671 Rur the smgery
in 1HIOPDs, while under APCs the program pavs onby 5964 w ASUs
for the same sutpaticnt procedure, I evsemer, the overall cconumic
benefits in a free market system attributed to ANCx revulve arnd
eftwient avd Hexible phvsician practive, the cust snvings, patient
sarisfaction, high-level qualicy care.
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ATTACHMENT 13
Alternatives

Status Quo (No additional CON costs / Healthcare Delivery Costs)

Maintaining operations at the current Westmont facility would avoid any new CON-related capital
expenditures. However, this option does not address the facility’s existing physical constraints, which limit
surgical throughput, patient flow, and operational efficiency. Continued use of the outdated space could
result in deferred maintenance costs, reduced clinical efficiency, and diminished ability to accommodate
increasing patient volumes or evolving standards of care. Ultimately this option would either yield increased
expense of obsolescence from a healthcare delivery perspective and for these reasons, this option was not
selected.

Acquisition of Existing Facility (Potentially reduced CON cost due but
administrative/functional barriers)

Pursuing an existing healthcare facility would involve significant capital outlay for real estate acquisition,
potential renovations, potential licensing hurdles (since the facility would require meeting existing design
and construction standards) and there is the potential that an acceptable facility simply does not exist. As
a result, identifying suitable facilities in the target service area could introduce delays in operational
readiness and reduce the ability to tailor the site to Salt Creek’s specific workflow needs. As such, this
option was not selected.

Separate Second Facility {Increased CON cost due to construction & land acquisition)

Constructing a second facility while continuing operations at the current site would significantly increase
overall capital costs and would require duplicative staffing and overhead. This approach would not optimize
operational efficiency and would likely result in a misallocation of ¢linical resources across two underutilized
sites. It also runs counter to CON goals of cost containment and efficient resource use. Accordingly, this
option was not selected.

Project as Proposed

The proposed relocation allows Salt Creek Surgery Center to continue providing high-quality care while
addressing the operational and spatial limitations of the current site. It supports long-term cost efficiency,
improves access, and aligns with healthcare delivery trends favoring outpatient settings. This option
represents the most fiscally responsible and operationally effective approach to sustaining and expanding
ASTC services in the area. For this reason, this was the option selected.
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ATTACHMENT 14
Size of the Project

The proposed project includes the relocation and renovation of an ambulatory surgical freatment center
{ASTC) comprising six operating rooms within a total gross square footage of 22,990 GSF. While the project
exceeds the state standard of 16,500 GSF for a six-operating-room ASTC, as set forth in Appendix B of 77
llinois Administrative Code Section 1110, this variance reflects the renovation and adaptive reuse of an
existing clinical space. The proposed layout is designed to promote efficient clinical workflows, comply with
applicable life safety and infection control requirements, and appropriately accommodate the projected
volume and scope of surgical services. As detailed below, although the gross square foctage exceeds the
benchmark, the proposed design is necessary to ensure patient safety, provider efficiency, and operational

integrity.

SIZE OF PROJECT
PROPGCSED STATE MET
DEPARTMENT/SERVICE BGSF/IDGSF STANDARD DIFFERENCE STANDARD?
22,980 GSF
ASTC (6 ORs) 16,500 GSF 6,490 GSF NO
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ATTACHMENT 15
Project Services Utilization

The expected annual utilization for an ambulatory surgical treatment center (ASTC) is 1,500 hours per
surgical or procedure room. This proposal includes six operating rooms, setting the utilization benchmark
at over 7,501 hours. Based on historical utilization patterns and projected patient volume, the facility is
anticipated to meet or exceed the state's utilization standard within its second year of operation.

UTILYZATION
DEPARTMENT “'STg,T.fE'ﬁ?Ek!fg)T'ON PROJECTED | STATE MEET
I SERVICE (TREATMENTS) ETC. UTILIZATION | STANDARD | STANDARD?
YEAR 1 ASTC 8,545 procedure hours 75.9% 80% NO
YEAR 2 ASTC 9,058 procedure hours 80.5% 80% YES
. Number of Number of Proposed Number | Proposed Hours
Specialty Type Procedures Hours of Procedures to ASC
General Surgery 1 2 1 2
Orthopedic 4193 8386 4193 8386
Pain Management 107 89 107 89
Podiatric 49 69 49 69
Total 4350 8545 4350 8545
. Average Procedure Time in Hours {including
Specialty Type Prep Time, Procedure Time, and Clean-up)
Podiatric 1.40
Pain Management 0.90
General Surgery 1.50
Orthopedic 2.00

Source: 2022 Annual HFSRB Questionnaire

We will be submitting a universal referral letter to address the regulatory requirements for referrals.
Mareover, the zip code information provided within these documents demonstrates that the patient volume
comes from within the geographic service area defined in subsection (c}(2)(B).

_ATTACHMENT 15
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ATTACHMENT 15
Project Services Utilization

Note: The above utilization was obtained from actual utilization data regarding prior usage at the
facility this project proposes to replace (via establishment and contemporaneous discontinuation).
Subsequent to filing a “universal referral letter” will be submitted by the Medical Director to attest
to the historical and future utilization of this facility.

BURGESS, BRIAN Salt Creek Surgery Center 23
BURRA, GIRIDHAR Salt Creek Surgery Center 882
CHOKSHI, NIKHIL Salt Creek Surgery Center 51
CHUDIK, STEVEN Salt Creek Surgery Center 944
DARWISH, ASHRAF Salt Creek Surgery Center 387
DEAN, DANIEL Salt Creek Surgery Center 200
DOUGHERTY, EVAN Salt Creek Surgery Center 63
DURKIN, MICHAEL Salt Creek Surgery Center 260
EHMKE, THOMAS Salt Creek Surgery Center 440
FAJARDO, MARC Salt Creek Surgery Center 466
GAMEZ, CARLA Salt Creek Surgery Center 2
GHODASRA, JASON Salt Creek Surgery Center 779
HO, BRYANT Salt Creek Surgery Center 473
HURBANEK, JASON Salt Creek Surgery Center 168
KEATING, TIMOTHY C. Salt Creek Surgery Center 23
LAREAU, JUSTIN Salt Creek Surgery Center 231
MILLER, STEVEN Salt Creek Surgery Center 20
PATEL, RONAK Salt Creek Surgery Center 896
PUPPALA, ANUJ Salt Creek Surgery Center 20
RAMANAVARAPU, VIDYA Salt Creek Surgery Center 72
RIFF, ANDREW Salt Creek Surgery Center 331
SAMPAT, CHINTAN Salt Creek Surgery Center 76
SHROUDER-HENRY, JASON Salt Creek Surgery Center 190
STARON, JEFFREY Salt Creek Surgery Center 61
TAUCHEN, ALEXANDER JOHN Salt Creek Surgery Center 218
THORSNESS, ROBERT Salt Creek Surgery Center 864
URBANOQSKY, LEAH Salt Creek Surgery Center 117
ATTACHMENT 15
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ATTACHMENT 16
Unfinished or Shell Space

NOT APPLICABLE The proposed project does not include plans for shell space.
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ATTACHMENT 17
Assurances

NOT APPLICABLE The proposed project does not include plans for shell space.
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ATTACHMENT 24
Non-Hospital Based Ambulatory Surgery
Service to GSA Residents - 1110.235(c)(2)(B)

Pursuant to 77 lll. Adm. Code Section 1110.235(c)(2)(B), applicants for a new or relocated
ambulatory surgical treatment center (ASTC) must demonstrate that at least 50% of the projected patient
volume will be residents of the identified Geographic Service Area (GSA).

Salt Creek Surgery Center, LLC d/b/a Salt Creek Surgery Center, currently located in Westmont,
lllinois, proposes to relocate its licensed ASTC to a new facility at 550 W. Ogden Avenue, Hinsdale, lllinois.
The proposed site is located within the same GSA as the existing facility and is approximately two miles
away.

Historical patient origin data from Salt Creek Surgery Center confirms that the majority of patients
served reside within the defined GSA. Specifically, this historical utilization pattern supports the projection
that the relocated ASTC will continue to serve GSA residents at or above the 50% threshold.

The below information exhibits historical patient origin by zip code. However, please note that this
information reflects the entirety of the surgeries being performed by the physicians who are performing
surgeries at the current, and envisioned replacement, facility. Accordingly, there are a limited number of
isolated surgeries included in this list that may have been performed at other IBJI ASTCs (based upon
patient preference, equipment need, scheduling availability, or medical necessity). However, the limited
number of extra surgeries reflected in this data (for which there was no feasible means of extracting) does
not impact the application's demonstration of serving GSA residents well above the 50% threshold
necessary to comply with the Board's rules.
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ATTACHMENT 24
Non-Hospital Based Ambulatory Surgery
Service to GSA Residents - 1110.235(c){(2)(B)

ASTC PROCEDURES ASTC PROCEDURES
NUMBER OF NUMBER OF
ZIP CODE PROCEDURES ZIP CODE PROCEDURES
10024 2 46323 2
27604 1 46324 9
20588 1 46341 1
29708 1 46368 1
32789 1 46375 S
33785 1 46383 2
33825 p 46385 2
33931 1 46394 2
34110 1 46403 2
34113 1 46410 2
34120 1 46534 1
34135 1 46574 3
34208 ] 46962 2
34715 1 47909 1
37138 1 47960 1
34613 1 49117 1
37701 1 49408 1
37067 2 49635 2
38103 2 et 1
41101 2 53109 1
42044 1 53115 1
44236 1 93158 2
45040 1 53181 1
46221 3 53182 1
46227 3 53204 3
46303 8 53217 1
46304 4 54205 1
46307 2 54246 1
46310 7 54494 1
46311 4 54937 2
46312 2 54965 3
46319 7 59937 1
46320 2 60002 2
46321 3 60004 3
46322 2 60005 6
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ATTACHMENT 24
Non-Hospital Based Ambulatory Surgery
Service to GSA Residents - 1110.235(c){(2)(B)

ASTC PROCEDURES ASTC PROCEDURES
NUMBER OF NUMBER OF
ZiP CODE PROCEDURES ZIP CODE PROCEDURES
60007 3 60119 3
60008 3 60120 50
60010 4 60123 5
60012 2 60124 72
60013 2 60126 33
60015 5 60130 10
60016 1 60131 9
60018 1 60133 10
60022 1 60134 14
60025 2 60135 4
60026 2 60136 y)
60030 1 60137 21
60031 1 60139 12
60045 2 60142 5
60046 1 60143 23
60047 4 60148 51
60048 1 60152 10
60050 4 60153 24
60053 1 60154 25
60056 4 60155 5
60067 4 60156 9
60068 4 60157 1
60069 1 60160 14
60073 15 60162 5
60074 3 60163 6
60076 1 60164 7
60090 16 60165 2
60099 1 60169 3
60101 8 60171 5
60102 3 60172 5
60103 7 60173 5
60104 26 60174 15
60106 3 60175 5
60107 9 60177 8
60108 2 60178 28
60112 4 60181 21
ATTACHMENT 24
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ATTACHMENT 24
Non-Hospital Based Ambulatory Surgery
Service to GSA Residents - 1110.235(c)(2)(B)

ASTC PROCEDURES ASTC PROCEDURES
NUMBER OF NUMBER OF
| ZIP CODE PROCEDURES | ZIP CODE PROCEDURES |
60185 16 60429 12
60187 10 60430 122
60188 19 60431 117
60189 5 60432 67
60190 12 60433 19
60191 10 60434 140
60192 10 60435 147
60193 4 60436 2
60194 2 60438 132
60202 1 60439 102
60301 9 60440 157
60302 2] 60441 129
60304 18 60442 40
60305 16 60443 8
60401 18 60444 11
60402 68 60445 103
60403 138 60446 88
60404 54 60447 138
60406 29 60448 75
60408 9 60449 75
60409 77 60450 259
60410 41 60451 92
60411 20 60452 52
60415 20 60453 16
60416 24 60464 24
60417 32 60455 7
60418 6 60456 )
60419 6 60457 17
60420 44 60458 16
60421 14 60459 2
60422 71 60461 42
60423 23 60462 27
60424 5 60463 14
60425 1 60464 21
60426 39 60465 5
60428 2 60466 4
ATTACHMENT 24
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ATTACHMENT 24
Non-Hospital Based Ambulatory Surgery
Service to GSA Residents - 1110.235(c)(2)(B)

ASTC PROCEDURES ASTC PROCEDURES
NUMBER OF NUMBER OF
ZIP CODE PROCEDURES ZIP CODE PROCEDURES

60467 32 60526 96
60468 10 60527 64
60469 5 60531 R
60471 2 60532 39
60473 4 60534 6

60474 43 60537 11

60476 2 60538 47
60477 23 60540 32
60478 14 60541 20
60479 1 60542 33
60480 66 60543 76
60481 25 60544 27
60482 11 60545 px]
60484 58 60546 15
60487 75 60548 3

60490 98 60551 5

60491 34 60552 57
60501 13 60554 39
60502 17 60555 58
60503 11 60558 82
60504 12 60559 34
60505 35 60560 69
60506 31 60561 58
60510 30 60563 54
60512 79 60564 58
60513 85 60565 46
60514 114 60585 122
60515 139 60586 65
60516 156 60601 3

60517 79 60605 3

60518 1 60607 7

60520 1 60608 4

60521 87 60609 8

60522 39 60610 1

60523 25 60611 1

60525 75 60612 2
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ATTACHMENT 24
Non-Hospital Based Ambulatory Surgery
Service to GSA Residents - 1110.235(c)(2)(B)

ASTC PROCEDURES ASTC PROCEDURES
NUMBER OF NUMBER OF
ZIP CODE PROCEDURES |__ZIP CODE PROCEDURES

80613 1 60657 3
60614 2 60659 1

60615 2 60661 2
60616 2 60708 14
60617 5 60707 7
60618 2 60714 1

60619 3 60803 14
60620 6 60804 9
60621 1 60805 6
60622 8 60901 19
60623 6 60911 2
60624 1 60913 2
60628 16 60914 7
60629 7 60915 2
60630 5 60935 2
60631 4 60940 3
60632 3 60950 3
60633 2 60953 1

60634 yal 60954 1

60636 5 60955 2
60637 24 60961 1

60638 19 60970 1

60639 1 61001 1

60641 5 61008 2
60642 2 61010 2
60643 5 61016 1

60644 6 61021 2
60646 1 61036 4
60647 6 61244 5
60649 2 61301 12
60651 14 61310 3
60652 10 61341 17
60653 3 61342 1

60654 10 61348 3
60655 6 61349 1

60656 3 61350 11
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ATTACHMENT 24
Non-Hospital Based Ambulatory Surgery
Service to GSA Residents - 1110.235(c)(2)(B)

ASTC PROCEDURES

NUMBER OF

ZIP CODE PROCEDURES
61354 4
61360
61364
61367
61368
61373
61533
61560
61607
61611
61704
61705
61744
61761
61764
61771
61832
61873
61910
62257
62401
62568
62526
62938
63021
65606
73025
85043
85259
85374
85614
92663
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ATTACHMENT 24

Non-Hospital Based Ambulatory Surgery
Service to GSA Residents- 1110.235(c)(2)(B)

10 Mile Radius from 5§50 W. Ogden Avenue, Hinsdale, IL 60521
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ATTACHMENT 24
Non-Hospital Based Ambulatory Surgery
Service to GSA Residents - 1110.235(c)(2)(B)

Below is a list of zip codes with the population for each city within 10 miles of the proposed facility.

Name Zip Code Population
Hinsdale 60521 18,199
Western Springs 60558 13,629
Clarendon Hills 60514 10,320
Westmont 60559 24,363
Oak Brook 60523 10,347
La Grange Park 60526 13,810
La Grange 60525 32,613
Woestchester 60154 16,895
Willowbrook 60527 29,139
Brookfield 60513 19,513
Hillside 60162 8,337
Darien 60561 23,139
Broadview 60155 8,011
Summit 60501 11,746
Downers Grove 60515 29,278
Lyons 60534 10,749
Riverside 60546 16,819
Justice 60458 14,504
Villa Park 60181 29,821
Downers Grove 60516 28,694
Berkeley 60163 5,285
Bellwood 60104 18,829
Willow Springs 60480 5,272
Elmhurst 60126 48,147
Hines 60141 131
Maywood 60153 23,512
Lombard 60148 52,784
Forest Park 60130 14,346
Berwyn 60402 64,706
Woodridge 60517 33,276
Hickory Hills 60457 14,420
Stone Park 60165 4,576
Bridgeview 60455 17,098
Melrose Park 60160 24,776
Glen Ellyn 60137 38,985
Chicago 60638 56,928
Lisle 60532 28,766
Melrose Park 60164 22,367
River Forest 60305 11,710
Oak Park 60304 17,842
Palos Hills 60465 18,530
Lemont 60439 24,327
Burbank 60459 29,451
Oak Park 60301 3,043
Cicero 60804 85,673
Franklin Park 60131 18,205
River Grove 60171 10,612
Qak Park 60302 33,698
Palos Park 60464 9,982
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ATTACHMENT 24
Non-Hospital Based Ambulatory Surgery
Service Demand- Establishment of an ASTC - 1110.235(c)(3)

Note: The utilization was obtained from actual utilization data regarding prior usage at the facility
this project proposes to replace (via establishment and contemporaneous discontinuation).
Subsequent to filing a “universal referral letter” will be submitted by the Medical Director to attest
to the historical and future utilization of this facility.

BURGESS, BRIAN Salt Creek Surgery Center 23
BURRA, GIRIDHAR Salt Creek Surgery Center 882
CHOKSHI, NIKHIL Salt Creek Surgery Center 51
CHUDIK, STEVEN Salt Creek Surgery Center 944
DARWISH, ASHRAF Salt Creek Surgery Center 387
DEAN, DANIEL Salt Creek Surgery Center 200
DOUGHERTY, EVAN Salt Creek Surgery Center 63
DURKIN, MICHAEL Salt Creek Surgery Center 260
EHMKE, THOMAS Salt Creek Surgery Center 440
FAJARDO, MARC Salt Creek Surgery Center 466
GAMEZ, CARLA Salt Creek Surgery Center 2
GHODASRA, JASON Salt Creek Surgery Center 779
HO, BRYANT Salt Creek Surgery Center 473
HURBANEK, JASON Salt Creek Surgery Center 168
KEATING, TIMOTHY C. Salt Creek Surgery Center 23
LAREAU, JUSTIN Salt Creek Surgery Center 231
MILLER, STEVEN Salt Creek Surgery Center 20
PATEL, RONAK Salt Creek Surgery Center 896
PUPPALA, ANUJ Salt Creek Surgery Center 20
RAMANAVARAPU, VIDYA Salt Creek Surgery Center 72
RIFF, ANDREW Salt Creek Surgery Center 331
SAMPAT, CHINTAN Salt Creek Surgery Center 76
SHROUDER-HENRY, JASON Salt Creek Surgery Center 190
STARON, JEFFREY Salt Creek Surgery Center 61
TAUCHEN, ALEXANDER JOHN Salt Creek Surgery Center 218
THORSNESS, ROBERT Salt Creek Surgery Center 864
URBANQSKY, LEAH Salt Creek Surgery Center 117

The expected annual utilization for an ambulatory surgical treatment center (ASTC) is 1,500 hours per
surgical or procedure room. This proposal includes six operating rooms, setting the utilization benchmark
at over 7,501 hours. Based on historical utilization patterns and projected patient volume, the facility is
anticipated to meet or exceed the state's utilization standard within its second year of operation,
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ATTACHMENT 24
Non-Hospital Based Ambulatory Surgery
Service Demand- Establishment of an ASTC - 1110.235(c)(3)

UTILIZATION
DEPARTMENT “'STg,Tgéh?Ek%"o" PROJECTED | STATE MEET
{ SERVICE (TREATMENTS) ETC. UTILIZATION | STANDARD | STANDARD?
YEAR 1 ASTC 8,545 procedure hours 75.9% 80% NO
YEAR 2 ASTC 9,058 procedure hours 80.5% 80% YES
. Number of Number of Proposed Number | Proposed Hours
Specialty Type Procedures Hours of Procedures to ASC
General Surgery 1 2 1 2
Orthopedic 4193 8386 4193 8336
Pain Management 107 89 107 54
Podiatric 49 69 49 69
Total 4350 8545 4350 8510
. Average Procedure Time in Hours (including
Specialty Type Prep Time, Procedure Time, and Clean-up)
Podiatric 1.40
Pain Management 0.90
General Surgery 1.50
Orthopedic 2.00

Source: 2022 Annual HFSRB Questionnaire
We will be submitting a universal referral letter to address the regulatory requirements for referrals.

Moreover, the zip code information provided within these documents demonstrates that the patient volume
comes from within the geographic service area defined in subsection (c)(2)(B).
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Non-Hospital Based Ambulatory Surgery
Treatment Room Assessment - 1110.235(c)(4)

The expected annual utilization for an ambulatory surgical treatment center (ASTC) is 1,500 hours per
surgical or procedure room. This proposal includes six operating rooms, setting the utilization benchmark
at over 7,501 hours. Based on historical utilization patterns and projected patient volume, the facility is
anticipated to meet or exceed the state’s utilization standard within its second year of operation.

UTILIZATION
DEPARTMENT | HISTORICAL UTILIZATION | PROJECTED STATE MEET
{ SERVICE (PATIENT DAYS) UTILIZATION | STANDARD | STANDARD?
(TREATMENTS) ETC.
YEAR 1 ASTC 8,545 procedure hours 75.9% 80% NO
YEAR 2 ASTC 9,058 procedure hours 80.5% 80% YES
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Non-Hospital Based Ambulatory Surgery
Service Accessibility - 1110.235(c)(6)

Westmont Surgery Center, LLC d/b/a Salt Creek Surgery Center (“Salt Creek”} is committed to providing
accessible outpatient surgical care to all residents of its service area, including Medicaid beneficiaries,
uninsured individuals, and other underserved populations. As part of its proposed relocation to 550 W.
Ogden Avenue in Hinsdale, lllinois, Salt Creek affirms that the project will maintain and enhance access to
care in full compliance with the accessibility requirements of 77 1ll. Adm. Code 1110.235(c)(6).

The proposed relocation site at 550 W. Ogden Avenue in Hinsdale is located just two miles from the current
facility and remains within the same geographic service area. The new location is accessible via major
roadways and includes ample on-site parking, ensuring that transportation and physical access will not be
a barrier to care.

This project aligns with the goals of the lllinois Certificate of Need Program by ensuring that outpatient
surgical services rernain accessible and cost-effective for all residents, including Medicaid recipients and
other underserved populations. The relocation will not result in diminished access; instead, it will support
the continued availability of high-quality, physician-led outpatient care in a more modern and efficient
facility.
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ATTACHMENT 24
Non-Hospital Based Ambulatory Surgery
Unnecessary Duplication/Maldistribution, Impact on Area Providers -
1110.235(c)(7)(a)-(c)

g 39| = 9 2 b

i ]
ey i1 i X
= : = 8 : :
| e SRR ) 27 A gl
G ] B .
b by
ol Streamp 4 <
- Carol Stream.
Py e :'!'-‘E | ' . - ] E
ombar c rk | . "
to .
e I\ | ]
83 -ICET0
i ® o]
' i wners Grov -
L
Naperville o

Woodridge! .. - c k —P
urpfan

: g«ﬂ. 12 XOEk‘Lawn
i , Boli ook ’Bets 1 :
- | ] > _ |
o7 7 iy ¢ Blue:
-~ Romeovill ~. O = e I.E,d :
e L= B Tl AL e q& 'E:IE , ¢
. ATTACHMENT 24




ATTACHMENT 24
Non-Hospital Based Ambulatory Surgery
Unnecessary Duplication/Maldistribution, Impact on Area Providers -
1110.235(c)(7)(a)-(c)

FACILITY NAME DISTANCE SPECIALTIES

Hinsdale Surgical Center 1.2 Miles -OB/Gynecology

10 Salt Creek Lane -Ophthalmology

Hinsdale, IL 60521 -Oral/Maxillofacial
-Orthopedic
-Otolaryngology
-Pain Management
-Plastic Surgery
-Podiatry
-Urology
-Gastro-intestinal

Chicago Prostate Surgery Center 1.1 Miles -Orthopedic

815 Pasquinelli Drive -Podiatry

Westmont, IL 60559

Chicago Vascular ASC, LLC .8 Miles -ESRD Catheter

700 Pasquinelli Drive
Westmont, IL 60559

Rush Oak Brook Surgery Center 3.2 Miles -Gastroenterology
2011 York Road, Suite 300 -General Surgery
Oak Brook, IL 60523 -Neurological
-Orthopedic
-Otolaryngology
-Pain Management
-Plastic Surgery
-Podiatry

The Oak Brook Surgical Centre, Inc. 4.1 Miles -General Surgery
2425 W, 22 Street, Suite 101 -OB/Gynecology
Qak Brook, IL 60532 -Ophthalmology
-Orthopedic

-Pain Management
-Plastic Surgery
-Podiatry

-Urology

United Shockwave Services, Lid. 4.2 Miles N/A
120 N. LaGrange Road
LaGrange, IL 60525

Children’s Outpatient Services at Westchester 4.2 Miles -Dermatology
2301 Enterprise Drive -Gastroenterclogy
Westchester, IL 60154 -General Surgery
-Neurclogical
-Ophthalmology
-Oral/Maxillofacial
-Orthopedic
-Otolaryngology
-Pain Management
-Plastic Surgery
-Urology
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ATTACHMENT 24
Non-Hospital Based Ambulatory Surgery
Unnecessary Duplication/Maldistribution, Impact on Area Providers -
1110.235(c)(7)(a)-(c)

Ambulatory Surgicenter of Downers Grove
4333 Main Street
Downers Grove, IL 60515

4.1 Miles

-0OB/Gynecology
-Urology

Midwest Center for Day Surgery
3811 Highland Avenue
Downers Grove, IL 80515

4.2 Miles

-Gastroenterology
-Neurological
-Ophthalmology
-Otolaryngology
-Pain Management
-Plastic Surgery
-Podiatry

Loyola Surgery Center
18224 Summit Avenue, Suite 201
Qakbrook Terrace, IL 60181

4.4 Miles

-General Surgery
-Neurological
-Orthopedic
-Otolaryngology
-Pain Management
-Podiatry

Elmhurst Outpatient Surgery Center, LLC
1200 S. York Road, Suite 1400
Elmhurst, IL 60126

4.4 Miles

-Gastroenterology
-General Surgery
-Laser Eye Surgery
-Neurological
-Ophthalmology
-Orthopedic
-Otolaryngology
-Pain Management
-Plastic Surgery
-Podiatry

-Urology

Loyola University ASC — Loyola Outpatient
2160 South First Avenue
Maywood, IL 60153

8.2 Miles

-Gastroenterology
-General Surgery
-Neurological
-OB/Gynecology
-Ophthalmology
-Oral/Maxillofacial
-Orthopedic
-Otolaryngology
-Pain Management
-Plastic Surgery
-Podiatry

-Urology

DMG Surgical Center, LLC
2725 Technology Drive
Lombard, IL 60148

5.5 Miles

-General Surgery
-0OB/Gynecology
-Ophthalmology
-Orthopedic
-Otolaryngology
-Pain Management
-Plastic Surgery
-Podiatry

-Urology
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ATTACHMENT 24
Non-Hospital Based Ambulatory Surgery
Staffing - 1110.235(c)(8)

The facility will appoint Dr. Michael Durkin who is a surgeon as Medical Director for the facility. The Applicant
has not traditionally had any difficulties in staffing their existing offices nor do they anticipate difficulty in
staffing the proposed ASTC. As needed additional staff will be identified and employed utilizing existing job
search sites and professional placement services. Finally, existing staff of the Salt Creek Surgery Center
will continue to be employed once the facility is relocated.
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Non-Hospital Based Ambulatory Surgery
Staffing - 1110.235(c)}(8)

Hinsdale
Orthopaedics
A Division af gl - :?‘I..I:'.'“!;‘T:EDN‘_
MICHAEL C. DURKIN, MD
CURRICULUM VITAE
EMPLOYMENT

Hinsdale Orthopaedics A Division of [llinois Bone and Joint Institute (Hinsdale, Illinois)
® President, 2011 - 2014
* Orthopaedic Surgeon, Partner, 2005 — Present
® Orthopacdic Surgeon, Staff Physician, 2002 - 2005
The Elmhurst Clinic (Elmhurst, Illinois)
® Orthopaedic Surgeon, Staff Physician, 1999 — 2002

HOSPITAL AFFILIATIONS
Current:
* Ehlnhurst Memonal Hospital = Elmburst, Illinois
= Good Samantan Hospital — Dovmers Grove, Illinois
-Physician Partners PHC Board of Director
= Hinsdale Hospital — Hinsdale, Illinois
8 LaGrange Hospital - LaGrange, lllinois
Previous:
» Edwards Hospital — Naperville, lllinois
= Provena St. Joseph Hospital (2002 — 2011) - Joliet, Illinois
= Siltver Cross Hospital (2002 — 2011) — Joliet, Hllinois
= Westlake Hospital (2000 — 2001) — Melrose Park, Nlinois

SURGICAL CENTER AFFILIATIONS
» Salt Creck Surgery Center — Westmont, [llinois
-Medical Director

PROFESSIONAL LICENSE / BOARDS
» Medical License: State of Ilinois
= Board Certification: American Board of Orthopaedic Surgery (2011)

RESIDENCY TRAINING

® General Surgery, University of Hlinois, 1993 — 1995

» Orthopaedic Surgery, University of Tlhinois, 1995 - 1999

Hospital Affiliations During Residency:
~ University of [linots Hospatal (1993 — 1999) — Chicago, Hlinois
— Cook County Hospital (1993 — 1999) — Chicago, Illinois
— Westside VA Hospital (1993 — 1999) — Chucago, Lllinois
— Christ Hospital (1998) — Oak Lawn, Ittinois
— Shriners Hospital (1997 — 1998) — Clucago, Illinois
= Ravenswood Hospital (1995 — 1996) — Chucago, Illinois
— Michael Reese Hospitat (1998 — 1999) = Chicago, Tllinois
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Non-Hospital Based Ambulatory Surgery
Staffing - 1110.235(c)(8)

MEDICAL EDUCATION
s Degree in Doctor of Medicine (1993)
Extracurricular Activities:
— Umversity of lllinois Department of Psychiatry, 1990
= University of Iilinois and Cook County Hospital, Department of Orthopaedics, 1992 — 1993

UNDERGRADUATE EDUCATION
= B S. in Bioengineening, University of Illinois Urbana-Champaign, 1989
Extracurricular Activities:
= Student Senator and Member of the Student Senate Association
— Volunteer of Champaign County Spectal Olympics
— Participated in Intramural Ice Hockey, Flag Football, Basketball and Swimming
- Member of the Bioengineering Society
— Awarded the Philbrick Scholarship, University of [llinoas Urbana-Champaign, 1988

POST GRADUATE EDUCATION

= American Academy of Orthopaedic Surgeons, 66* Annual Meeting, 1999

= Amencan Academy of Orthopaedic Surgeons Comprehensive Review Course, Chicago, Illinois, 1999

* Anhroscopy Association of North Amenica, Basic Shoulder Course, Rosemont, Dlltnoss, 1999

= Total Joint Replacement, Current Concepts, Snowmass Village, Colorade, 2001

& Trauma Update, Current Concepts, Snowmass Village, Colorado, 2001

= American Academy of Orthopaedic Surgeens, 67" Anmual Meeting, Orlando, Florida, 2000

s Shoulder Arthroplasty, Rosemont, Illinors, 2000

* Trauma Workshop Series. Chicago, lllinois, 2000

& Hip and Knee Arthoplasty Update, Vail. Colorado, 2001

s American Academy of Orthopaedic Surgeons, A Comprehensive Review Course, Chicago, Illinois,
2001

= American Academy of Orthopaedic Surgeons, The Shoulder, A Comprehensive Update,
Albuquerque, New Mexico, 2001

s Tomier Shoulder Arthoplasty Course, Chicago, Ithnois, 2001

s 2000 Shoulder Prosthesis Reviewed, Nice, France, 2001

» Contemporary Techmiques and Issucs i Orthopaedics Reconstructive Program, Vail, Colorado, 2001

* Hip and Knee Replacement Update, Whistler, British Columbia, 2002

s Foot and Ankle Techmques 1n the New Millenmum, Rosemont, Dlinors, 2002

» Preservation Uni-compartmental Knee Replacement, Rosemont, Htinois, 2003

* A Teaching Day for Locked Plating, Chicago, Ilhnois, 2003

* American Academy of Orthopedic Surgery, Annual Meeting, New Orleans, Louisiana, 2003

s Agility Ankle Replacement Course, Rosemont, Illinots, 2003

» Arthroscopy Association of North America Wnist and Elbow Course, Rosemont, Ilhinois 2003

s J&J Delta Shoulder Asthroplasty Course, 2004

» J&J CI Computer Assist Surgery Course, 2004

® Audio Digest CD, 2004-05

» Provena St. Joseph Medical Center, Dept of Surgery Commuttee, 2005 — Presemt

= Leacture to Physical Therapist, PT, RN, 2004

u Peer Observation, 2005

= AAOS Sports Medicine Course, 2006

= Total Hip & Knee Arthroplasty, 2007

» The Economics of Arthroplasty, The Efficient Hospital, 2007

» Orthopedic Symposium, Shoulder & Elbow Reconstruction, 2007

= AAQS 2007, Annual Mecting
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Non-Hospital Based Ambulatory Surgery
Staffing - 1110.235(c)(8)

» Annual Chicago Trauma Symposium, 2007

» Amnual Chicago Medical Society, 2008

» 4% Annual Current Advances in Orthopaedics Sports Medicine and Trauma, Steamboat Springs,
Colorado, 2008

8 Wildemess Medicine, Big Sky, Montana 2011, 2012, 2013

MEDICAL SOCIETIES / ORGANIZATIONS
» Member of the American Academy of Orthopaedic Swgeons
» Member of the Nlinois State Medical Society
® Member of the Will-Grundy Medical Society
» Member of the American Association of Hip and Knee Surgeons

COMMUNITY AFFILIATIONS / VOLUNTEER
» Joliet Jack Hammers Baseball Team, Team Physictan
®» Joliet Junior College Football Team, Orthopaedic Consultant
= Iimmaculate Conceptions, Willowbrook and York High School Football Teams
= York High School Athletes, Pre-season Physical Exams
= Nicaragua through Health Volunteers Overseas, 2014
= Dupage County Medical Society, 2019

PUBLICATIONS AND PAPERS PRESENTED

® “Clinical Qutcomes, Hydroxyapetite Coated Total Hip Arthroplasties,” American Orthopaedic
Association Resident Meeting, Raleigh, North Carolina, 1999

s “Mathematical Analysis of Femoral Alignment in Total Knee Arthroplasties,” Illinois Orthopedic
Residency Meeting, Chicago, Illinois, 1999

o “Mathematical Analysis of the Alignment of the Tibial Component i Total Knee Arthroplasty,”
Senior Thesis Presentation, University of Illinois, 1999

a “Clinical Analysis of Cleft Feet” Publication, Abraham, Shirali, Waxman and Durkin, The Journal of
Podiatric Orthopaedics, 1999
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Non-Hospital Based Ambulatory Surgery
Charge Commitment - 1110.235(c)(9)

;
530 North Cass Avenue * Wastmont, lllincis 60559

Ph: 630-968- 1800 » Fxc 630-966-2546 + saltcresksurgerycentec.com

July 22, 2025

John P. Kniery

Administrator

Winols Health Facilities and Services Review Board
525 W. Jefferson St., Floor 2

Springfield, IL 62761

Re: Charge Commitment — Westmont Surgery Center, LLC, d/b/a Salt Creek Surgery Center
Dear Mr. Kniery,

As a representative of Westmont Surgery Center, LLC, d/b/a Salt Creek Surgery Center, I, Giridhar
Burra, M.D. hereby attest that a peer review program exists or will be implemented that evaluates whether
patient outcomes are consistent with quality standards established by professional organization for the ASTC
services, and if outcomes do not meet or exceed those standards, that a quality improvement plan will be
initiated.

Furthermore, | attest that in order to meet the objectives of the Act, which are to improve the
financial abllity of the public to obtain necessary health services and to establish an orderly and
comprehensive health care delivery systems that will guarantee the availabllity of quality health care to the
general public and cost containment and support for safety net services that we have enclosed a list of CPT
codes and a proposed fee schedule,

We hereby commit that the charges will not increase, at a minimum, for the first 2 years of operation
unless a permit is first obtained pursvant to Title 77 Ill. Admin. Code Section 1130.310(a).

Sincerely,

Giridhar Burra, M.D.
Managing Member
Salt Creek Surgery Center

7,

Jolef Cesaruissten
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Non-Hospital Based Ambulatory Surgery
Charge Commitment - 1110.235(c)(9)

cPT PROCEDURE DESCRIPTION FEE SCHEDULE*

07077 NJX BONE SUB MATRL INTO SUBCHONDRAL BONE DE

10060 | DRAIN SKIN ABSCESS SIMPLE

10120 i REMOVE FOREIGN BODY SIMPLE

10121 | REMOVE FOREIGN BODY COMPLIC

10180 | COMPLEX DRAINAGE, WOUND

11010 | DEBRIDE ASSOC OPEN FX/DISLOC SKIN/SUBQ

11011 | DEBRIDE ASSOC OPEN FX/DISLOC SKIN/MUSCLE

11012 | DEBRIDE ASSOC OPEN FX/DISLO SKIN/MUS/BONE

11042 | DEBRIDEMENT, SKIN, SUB-Q TISSUE,=<20 SQ CM

11043 | DEBRIDEMENT, SKIN, SUB-Q TISSUE,MUSCLE,=<20

11045 | DEBRIDEMENT, SKIN, SUB-Q TISSUE,EACH ADD 20

11046 | DEBRIDEMENT, SKIN, SUB-Q TISSUE , MUSCLE,EACH

11730 | REMOVAL OF NAIL PLATE

11750 | REMOVAL OF NAIL BED

11760 .| RECONSTRUC OF NAIL BED

11981 INSERTION DRUG IMPLANT DEVICE

12001 RESUPERF WND BODY <2.5CM

12004 | RESUPERF WND BODY 7.6-12.5 CM

12020 CLOSURE SUPERF WND DEHIS SIMPLE

12034 | LAYR CLOS WND TRUNK,ARM,LEG 7.6-12.5 CM

13121 RECMPL WND SCALP,EXTR 2.6-7.5 CM

13122 | REP,SKIN,SCALP/EXTREM+5 CM/<

13131 | RECMPLWND HEAD,FAC,HAND 1.1-2.5 CM

13132 | RECMPL WND HEAD,FAC,HAND 2.6-7.5 CM

13160 | SECD CLOS SURG WND EXTEN/COMPLIC

14040 | ADJTISS XFER HEAD,FAC,HAND <10 SQCM

14041 | ADITISS XFER HEAD,FAC,HAND 10.1-30 SQCM

14350 | FILLET FINGR/TOE FLAP W PREP

15736 | MUSCLE-SKIN FLAP,ARM

15851 | REMOVAL SUTURES/STAPLES REQUIRING ANESTHESI

20103 | EXPLORE WOUND,EXTREMITY

20240 | BONE BIOPSY,EXCISIONAL SUPERF

20245 | BONE BIOPSY,EXCISIONAL DEEP

20520 | REMOVAL OF FOREIGN BODY

20525 | REMOVAL OF FOREIGN BODY DEEP/COMPLIC

20526 | INJECT CARPAL TUNNEL

20550 | INJECT TENDON SHEATH/LIGAMENT

20551 INJECT TENDON ORIGIN/INSERT

20552 | INJECTTRIGGER POINT, 10R 2
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Non-Hospital Based Ambulatory Surgery
Charge Commitment - 1110.235(c)(9)

CPT PROCEDURE DESCRIPTION FEE SCHEDULE*

20600 | ARTHROCENTESIS ASPIR&/IN) SMALL JT/BURSA W/

20605 | ARTHROCENTESIS ASPIR&/INJ INTERM JT/BURS W/

20610 | ARTHROCENTESIS ASPIR&/INI MAJOR JT/BURSA W/

20611 ARTHROCENTESIS ASPIRS/IN) MAJOR JT/BURSA W/

20612 | ASPIRATANIECTION GANGLION CYST(S)

20650 INSERT AND REMOVE BONE PIN

20670 REMOVAL SUPERFICIAL IMPLANT

20680 REMOVAL DEEP IMPLANT

20690 | APPLY BONE UNIPLANE,EXT FIX DEV

20692 | APPLY BONE MULTIPLAN,EXT FIX DEV

20693 | ADJUST EXTERN BONE FIX DEV W ANESTH

20694 | REMOVE EXTERN BONE FIX DEV W ANESTH

20700 | MANUAL PREP AND INSERTION DEEP DRUG DELIVER

20701 REMOVAL DEEP DRUG DELIVERY DEVICE

20702 MANUAL PREP&INS) INTRAMEDULLARY DRUG DLVR D

20703 REMOVAL {NTRAMEDULLARY DRUG DELIVERY DEVICE

20704 MANUAL PREP&INSJ I-ARTIC DRUG DELIVERY DEVI

20705 REMOVAL INTRA-ARTICULAR DRUG DELIVERY DEVIC

20900 REMV BONE FOR GRAFT MINOR

20802 | REMV BONE FOR GRAFT MAJOR

20924 | REMV TENDON FOR GRAFT

20930 | ALLOGRAFT FOR SPINE SURGERY ONLY MORSELIZED

20936 AUTOGRAFT SPINE SURGERY LOCAL FROM SAME INC

20939 BONE MARROW ASPIRATION BONE GRFG SPI SURG O

20950 RECORD FLUID PRESSURE,MUSCLE

208585 CPTR-ASST SURGICAL NAVIGATION IMAGE-LESS

21501 18D DEEP ABSC/HEMATOMA NECK/CHEST

21556 | EXC TUMOR SOFT TISSUE NECK/ANT THORAX SUBFA

22015 18D, POST SPINE, LUMB/SACR/LUMBOSAC

22514 PERQ VERT AGMNTI) CAVITY CRT) UNI/BI CANNULJ

22551 ARTHRODESIS ANT INTERBODY INC DISCECTOMY, C

22552 | ARTHRODESIS ANT INTERBODY INC DISCECTOMY, C

22558 | ARTHRODESIS ANT INTERBODY MIN DISCECTOMY LU

22585 | ARTHRODESIS ANT INTERBODY MIN DISCECTOMY,EA

22610 | ARTHRODESIS POSTERIOR/POSTEROLATERAL THORAC

22612 | ARTHRODESIS POSTERIOR/POSTEROLATERAL LUMBAR

226814 | ARTHRODES!S POSTERIOR/POSTEROLATERAL EA ADD

22630 | ARTHRODESIS POSTERIOR INTERBODY LUMBAR
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Non-Hospital Based Ambulatory Surgery
Charge Commitment - 1110.235(c)(9)

cPr PROCEDURE DESCRIPTION FEE SCHEDULE*

22633 | ARTHDSIS POST/POSTEROLATRL/POSTINTERBODY LU

22634 | ARTHDSIS POST/POSTERLATRL/POSTINTRBDYADL SP

22830 | EXPLORATION OF SPINAL FUSION

22840 | POSTERIOR NON-SEGMENTAL INSTRUMENTATION

22842 | POSTERIOR SEGMENTAL INSTRUMENTATION 3-8 VRT

22845 | ANTERIOR INSTRUMENTATION 2-3 VERTEBRAL SEGM

22846 | ANTERIOR INSTRUMENTATION 4-7 VERTEBRAL SEGM

22849 | REINSERT SPINAL FIXATION

22850 | REMOVE SPINE FIX DEV,HARRINGTON

22852 | REMOVE SPINE FIX DEV,POST SGMTAL

22853 | INSIBIOMCHN DEV INTERVERTEBRAL DSC SPC WYA

22855 | REMOVE SPINE FIX DEV,ANTERIOR

22856 | TOT DISC ARTHRP ART DISC ANT APPRO 1 NTRSPC

22858 | TOT DISC ARTHRP ANT APPR DISC 2ND LEVEL CER

23040 | DEEPINCIS SHLDR BONE CORTEX

23071 | EXCISION TUMOR SOFT TISSUE SHOULDER SUBQ 3+

23073 | EXC TUMOR SOFT TISSUE SHOULDER SUBFASCIAL 5

23076 | EXC TUMOR SOFT TISS SHOULDER SUBFASC <§CM

23120 | PARTIALREMOVAL, CLAVICLE

23140 | EXCIS/CURET BENIGN TUMR CLAV/SCAPULA

23150 | EXCIS/CURET BENIGN TUMR PROX HUMERUS

23190 | PART REMV SCAPULA

23220 | RAD RESECT PROX HUMERUS FOR TUMOR

23333 | REMOVAL SHOULDER FOREIGN BODY DEEP SUBFASCI

23335 | PROSTHESIS REMOVAL HUMERAL AND GLENOID COMP

23395 | MUSCLE TRANSFER,SHOULDER/ARM,SINGLE

23405 | INCISE TENDON/MUSCLE,SHLDR,SINGLE

23410 | REPAIR ROTATOR CUFF,ACUTE

23412 | REPAIR ROTATOR CUFF,CHRONIC

23430 | REPAIR BICEPS LONG TENDON

23450 | REPAIR SHOULDER CAPSULE,ANTERIOR

23462 | REPAIR SHLDR CAP3U,ANT,CORACOID XFER

23466 | REPAIR SHLDR CAPSU FOR INSTABILITY

23470 | RECONSTRUCT PROX HUMERAL IMPLANT

23472 | RECONSTR TOTAL SHOULDER IMPLANT

23473 | REVIS SHOULDER ARTHRPLSTY HUMERAL/GLENQID C

23474 | REVIS SHOULDER ARTHRPLSTY HUMERAL&AGLENOID C

23500 | CLOSED RX CLAVICLE FRACTURE
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Non-Hospital Based Ambulatory Surgery
Charge Commitment - 1110.235(c)}(9)

CPT PROCEDURE DESCRIPTION FEE SCHEDULE*

23515 | OPEN TREATMENT CLAVICULAR FRACTURE INTERNAL

23550 | OPEN RXA-CTDISLOC

23552 | OPEN RXA-C IT DISLOC,FASCIAL GRFT

23570 | CLOSED RX SCAPULAFX

23585 | OPEN RX SCAPULA FRACTURE

23600 | CLOSED RX PROX HUMERUS FRACTURE

23615 | OPEN TREATMENT PROX HUMERAL FRACTURE

23620 | CLOSED RX GR TUBEROSITY HUM FX

23630 | OPEN RX GR TUBEROSITY FX

23650 | CLOSED RX SHLDR DISLOCATION

23655 | CLOSED RX SHLDR DISLOC,ANESTHESIA

23670 | OPEN RX SHLDR DISLOC,GR TUB FX

23700 | MANIPULATN SHLDRJT W ANESTHESIA

23930 | INCIS/DRAIN ARM,DEEP ABSC/HEMATOMA

23931 | INCIS/DRAIN ARM/ELBOW INFECT BURSA

24000 | EXPLORE/DRAIN ELBOW FOR INFECT

24006 | ARTHROTOMY/CAPULE RELEASE ELBOW T

24071 | EXCTUMOR SOFT TISSUE UPPER ARM/ELBOW SUBQ

24075 | EXCTUMOR SOFT TISS UPPER ARM/ELBOW SUBQ) <3

24101 | EXPLORE ELBOW JOINT

24105 | REMOVAL OF ELBOW BURSA

24120 | EXCIS/CURET BENIGN ELBOWLESN

24138 | SEQUESTRECTOMY,OLECRANNON PROCESS

24147 | PARTIALREMOVAL OLECRANNON PROCESS

24149 | RADICAL RESECT ELBOW, CONTRAC RELEAS

24301 | MUSC/TENDON XFER,ARM/ELBOW,SINGLE

24341 | MUSC/TENDON REPAIR EACH; ARM/ELBOW

24342 | REINSERT BI/TRICEPS TENDON,DISTAL

24343 | REELBOW LAT LIGMNT W/TISS

24344 | RECONSTRUCT ELBOW LAT LIGMNT W/GRAFT

24345 | REELBW MED LIGMNT WITISS

24346 | RECONSTRUCT ELEOW MED LIGMNT W/GRAFT

24358 | TENOTOMY ELBOW LATERAL/MEDIAL DEBRIDE OPEN

24359 | TENOTOMY ELBOW LATERAL/MEDIAL DEBRIDE REPAY

24363 | ARTHROPLASTY, ELBOW,TOTAL PROSTH REPL

24430 | REPAIR NON/MALUNION HUMERUS

24435 | REPAIR NON/MALUNION HUMERUS,GRAFT

24500 | CLOSED RXMID HUMERUS FRACTURE
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Non-Hospital Based Ambulatory Surgery
Charge Commitment - 1110.235(c)(9)

CPT PROCEDURE DESCRIPTION FEE SCHEDULE*
24515 | OPEN FIXATN MID HUMERUS FRACTURE
24516 | OPEN ROD FIXATN HUMERAL SHAFT FX
24530 | CLOSED RX HUMERAL SUPRACONDYLARFX
24538 { PERCUT FIX HUM SUPRACONDYLAR FX
24545 | OPEN TX HUMERAL SUPRACONDYLAR FRACTURE W/O
24546 | OPEN TX HUMERAL SUPRACONDYLAR FRACTURE W XT
24566 | PERCUT FIXATN HUMERAL EPICONDYLAR FX
24575 | OPEN TX HUMERAL EPICONDYLAR FRACTURE
24579 | OPEN TX HUMERAL CONDYLAR FRAGTURE
24582 | PERCUT FIXATN HUMERAL CONDYLAR FX
24586 | OPEN RX PERIARTIC FX/DISLOC ELBOW
24587 | OPEN RX PERIARTIC FX ELBOW,IMPLNT
24605 | CLOSED RX ELBOW DISLOCATN,ANESTHESIA
24615 | OPEN RX ELBOW DISLOCATION
24635 | OPEN TXMONTEGGIA FRACTURE DISLOCATION ELBO
24650 | CLOSED RX RADIAL HEAD/NECK FX
24665 | OPEN TX RADIAL HEAD/NECK FRACTURE
24666 | OPEN TX RADIAL HEAD/NECK FRACTURE PROSTHETI
24670 | CLOSED TX ULNAR FRACTURE PROX END W/O MANIP
24685 | OPEN TX ULNAR FRACTURE PROX END
25000 | INCIS TENDON SHEATH,RADIAL STYLOID
25001 | INCIS FLEXOR TENDON SHEATH,WRIST
26071 | EXC TUMOR SOFT TISS FOREARM AND/WRIST SUBQ
25073 | EXC TUMOR SFT TISS FOREARM&//WRIST SUBFASC
25075 | EXC TUMOR SOFT TISSUE FOREARM &/WRIST SUBQ
25076 | EXC TUMOR SOFT TISS FOREARM&/WRIST SUBFASC
25085 | INCISION OF WRIST CAPSULE
25105 | EXPLOR WRIST JT/REMV SYNOVIUM
25111 | EXCIS PRIMARY GANGLION WRIST
25112 | EXCIS RECURRENT GANGLION WRIST
25115 | RAD EXCIS WRIST SYNOV/TENDON,FLEXOR
25118 | EXCIS SYNOVWRIST,EXTENS TENDON
25119 | EXGIS SYNOV WRIST,PART REMV ULNA
25120 | EXCIS/CURET BENIG BONE LES RAD/ULNA
25130 | EXCIS BENIGN LESN CARPALS
25150 | PART REMOVAL BONE ,ULNA
25151 | PART REMOVAL BONE,RADIUS
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25210 | REMOVAL OF CARPAL BONE
25215 | REMOVAL OF PROX ROW CARPAL BONES
25230 | REMOVAL OF RADIAL STYLOID
25240 | EXCIS DISTAL ULNA,PART/COMPLETE
25260 | REFOREARM TEND/MUSC,FLEX,PRIM,EA
252980 | INCISE WRIST/FOREARM TENDON
25295 | RELEASE WRIST/FOREARM TENDON
25301 | FUSION TENDONS WRIST,FINGR EXTENSORS
25310 | TRANSPLANT FOREARM/WRIST TENDON
26320 | REVISE WRIST JOINT,CARPAL INSTABIL
25337 | RECONSTRUCT ULNA/RADIOULNAR
25390 | OSTEOPLASTY,RADIUS OR ULNA,SHORTEN
25400 | REPAIR NONUNION RADIUS OR ULNA
25405 | REPAIR NONUNION RADIUS OR ULNAW/GRAFT
25415 | REPAIR NONUNION RADIUS AND ULNA
25440 | REPAIR NONUNION SCAPHOID CARPAL BONE
25447 | REPAIR INTERCARP/CARP-METACARP JT
25448 | ARTHRP INTERCARPAL/CARP/MTCRPL JT SUSPENSIO
25505 | CLOSED RX RADIAL SHAFT FX,MANIPULATN
25515 | OPEN TREATMENT RADIAL SHAFT FRACTURE
255625 | OPEN RDL SHAFT FX CLOSED RAD/ULN JT DISLOCA
25535 | CLOSED RXULNA SHAFT FX,MANIPULATN
25545 | OPEN TREATMENT OF ULNAR SHAFT FRACTURE
255665 | CLOSED RX RAD/ULNA SHAFT FX,MANIP
25574 | OPEN TX RADIAL & ULNAR SHAFT FX FIX RADIUS
25575 | OPEN TX RADIAL & ULNAR SHAFT FX FI1X RADIUS
25600 | CLOSED RX DIST RAD/ULNAFX
25605 | CLOSED RX DIST RAD/ULNAFX,MANIPUL
25606 | PERCUT SKELETAL FIX, DISTAL RADIUS FX
25607 | OPEN RX DISTAL RADIUS FX, EXTRA-ARTICULAR
25608 | OPEN RX DISTAL RABIUS FX, INTRA-ARTICULAR,
25609 | OPEN RX DISTAL RADIUS FX, INTRA-ARTICULAR,
25628 | OPEN TX CARPAL SCAPHOID NAVICULAR FRACTURE
25630 | CLOSED RX CARPAL FX
25645 | OPEN RX CARPAL BONE FX,EACH BONE
25650 | CLOSED RXULNA STYLOIDFX
25651 | PERCUT SKELETAL FIX,ULNAR STYLOID FX
25652 | OPEN RXULNAR STYLOID FX
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25670 | OPEN REPAIR WRIST DISLOCATION

25671 | PERCUT SKELETAL FIX,DIST RADIOULN DISLGC

25825 | FUSION/GRAFT INTERCARPAL

26010 | DRAIN FINGER ABSCESS,SIMPLE

26011 | DRAIN FINGER ABSCESS,COMPLICATED

26040 | RELEASE PALM CONTRACT,PERCUTANEOUS

26045 | RELEASE PALM CONTRACT,OPEN,PARTIAL

26055 | INCISE FINGER TENDON SHEATH

26075 | EXPLORE & TREAT METACARPO-PHAL JT

26111 | EXTUM/VASC MALF SFTTISS HAND/FNGR SUBQ 1.

26113 | EXTUM/VASC MAL SFT TIS HAND/FNGR SUBFSC 1.

26115 | EXCTUM/VASC MAL SFT TISS HAND/FNGR SUBQ <1

26116 | EXCTUM/VAS MAL SFT TIS HAND/FNGR SUBFASC<1

26123 | PART PALMAR FASCIEC,OPEN 1 DIGIT

26125 | PART PALMAR FASCIEC,OPEN ADDNL DIGIT

26160 | EXCIS TENDON SHEATH LESION, HAND/FINGER

26180 | EXCIS FINGER TENDONFLEXOR

26210 | EXCIS BENIGN BONE LESN,PHALANX

26215 | EXCIS/GRFT BENIGN LESN,PHALANX

26235 | PART REMV BONE,PROX/MID PHALANX

26262 | RAD RESEC DISTAL PHALANX

26350 | REPAIR FLEXOR TENDON,HAND,W/O GRAFT,EA

26356 | REPAIR FLEX TENDON,ZONE 2,HAND

26357 | REPAIR FLEX TENDON,ZONE 2,SECON,HAND,EA

26370 | REPAIR PROFUNDUS TENDON,PRIMARY

26410 | REPAIR EXTEN TENDON,DORSUM HAND,EA

26418 | REPAIR EXTEN TENDON,DORSUM FINGR,EA

26426 | REPAIREXT TEND,CENT SLIP,SEC

26432 | REPAIREXTEN TENDON,DISTAL INSERT,CLOSE

26433 | REPAIR EXTEN TENDON,DISTAL INSERT,OPEN

26437 | REALIGNMENT OF TENDONS,HAND

26440 | TENOLYSIS, FLEX TENDON,PALM/FINGER,EA

26442 | TENOLYSIS FLEX TENDON,PALM & FINGER,EA

26445 | TENOLYSIS EXT TENDON,HAND/FINGER,EA

26460 | TENOTOMY HAND EXTEN,SINGLE,OPEN,EACH

26480 | TRANSPLANT HAND TENDON

26510 | CROSS INTRINSIC TRANSFER,EA

26520 | RELEASE MC-P JT CONTRACTURE
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26525 | RELEASE I-P /T CONTRACTURE

26530 | ARTHROPLASTY MC-P JT,SINGLE

26531 | ARTHROPLASTY MC-P JT,IMPLANT

26536 | ARTHROPLASTY I-P JT,IMPLANT

26540 | FIXCOLLAT LIG,MC-PJT,1-PJT

26546 | FIXNONUNION METACARPAL/PHALANX

26548 | FIXFINGER,VOLAR PLATE I-P IT

26567 | CORRECT FINGER DEFORMITY

26593 | RELEASE MUSCLES OF HAND

26605 | CLOSED RX METACARPAL FX,MANIP

26608 | CLOSED RX METACARPAL FX,PERCUT

26615 | OPEN TX METACARPAL FRACTURE SINGLE EA BONE

26650 | PRQ SKEL FIXATION CARP/MTCRPL FX DISLOCATE

26676 | PERCUT FIX CARPOMETACAR DISLOC,NON-THUMB

26685 | OPEN TX CARPOMETACARPAL DISLOCATE NOT THUMB

26686 | OPEN RX C-MC DISLOC,COMPLEX

26725 | CLOSE RX PROX/MID FING SHFT FX,MANIP

26727 | PERCUT RX PROX/MID FING SHFT FX

26735 | OPEN TX PHALANGEAL SHAFT FRACTURE PROX/MIDD

26746 | OPEN TXARTICULAR FRACTURE MCP/IP JOINT EA

26750 | CLOSE RXDIST FINGR FX

26756 | PERCUT RX DIST FINGR FX

26765 | OPEN TX DISTAL PHALANGEAL FRACTURE EACH

26776 | PERCUT RXIPJT DISLOCATION

26785 | OPEN TXINTERPHALANGEAL JOINT DISLOCATION 1

26850 | FUSIONMC-PJT

26860 | FUSION FINGER JOINT

26910 | AMPUTATE METACARPAL+FINGER

26951 | AMPUTATION FINGER/THUMB

26990 | INCIS/DRAIN PELVIS/HIP,DEEP ABSCESS

27030 | DRAINAGE OF HIP JOINT

27045 | EXC TUMOR SOFT TISSUE PELVIS & HIP SUBFASC

27048 | EXC TUMOR SOFT TISSUE PELVIS & HIP SUBFASC

27062 | REMQVE TROCH BURSA/CALCIFICATN

27066 | EXCISISON BONE CYST BENIGN TUMOR,PELVIS/HIP

27070 | PARTIALEXCISION SUPERFICIAL PELVIS

27076 | RAD RESEC ILUUM+ACETABULUM

27050 | REMOVAL OF HIP PROSTHESIS
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27091 | REMOVAL OF HIP PROSTHESIS,COMPLEX

27086 | INJECT SIJOINT ARTHRGRPHY&/ANES/STEROID W/

27125 | PARTIAL HIP REPLACEMENT

27130 | TOTAL HIP ARTHROPLASTY

27132 | CONV PREV HIP SURG TO TOT HIP ARTHROPLAS

27134 | REVISE TOTAL HIP REPLACEMENT

27137 | REVISE ACETABULAR PART OF TOTAL HIP

27138 | REVISE FEM PART OFTOTAL HIP

27161 | OSTEQTOMY OF NECK OF FEMUR

27187 | REINFORCE HIP BONES

27197 | CLSD TX PELVIC RING FX W/O MANIPULATION

27215 | OPEN FIXILIAC FX,INTERN FIXATN

27216 | PERCUTFIX POST PELV RING FX

27217 | OPEN INTERN FIX ANTER PELV RING FX

27218 | OPEN INTERN FIX POST PELV RING FX

27220 | CLOSED RXACETABULAR FX

27226 | OPEN INTERN FIX ACETABULAR WALL FX

27227 | OPEN INTERN FiX ACETABULAR FX

27228 | OPEN INTERN FIX COMPLEXACETABUL FX

27235 | PERCUT FIX PROX/NECK FEMUR FX

27236 | FEMORAL FX, OPEN TX

27238 | CLOSED RX INTER/SUBTROCH FEMUR FX

27244 | TREAT INTER/SUBTROCH FX,W/PLATE/SCREW

27245 | OPEN FIX INTER/SUBTROCH £X,IMPLNT

27246 | CLOSED RX GR TROCHANTERIC FX

27248 | OPEN TREATMENT GREATER TROCHANTERIC FRACTUR

27266 | CLOSED RX POST HIP FIX DISLOC,ANESTH

27269 | OPEN TX FEMORAL FRACTURE PROXIMAL END HEAD

27279 | ARTHRODESIS SACROILIAC JOINT PERCUTANEQUS

27280 | ARTHRODESIS S1)T OPN W/OBTAINING B1 GRF IN

27299 | PELVIS/HIP JOINT SURGERY UNLISTED

27301 | INCIS/DRAIN THIGH/KNEE ABSCESS,DEEP

27306 | INCIS THIGH TENDON,ADDUC/HAMST,SINGL

27310 | EXPLOR/DRAIN KNEE,INFECTN

27324 | BXTHIGH/KNEE SOFT TISSUES,DEEP

27327 | EXCISION TUMOR SOFT TISSUE THIGH/KNEE SUBQ

27331 | ARTHROTOMY/EXPLORE/TREAT KNEE JOINT

27332 | EXCIS KNEE CARTILAGE,MEDIAL OR LAT
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27335 | REMV SYNOVIUM KNEE,ANTER & POST
27337 | EXCISON TUMOR SOFT TISSUE THIGH/KNEE SUBQ 3
27339 | EXC TUMOR SOFT TISSUE THIGH/KNEE SUBFASC 5+
27340 | REMOVAL PREPATELLA BURSA
27345 | REMOVAL SYNOVIAL CYST,XNEE
27347 | REMOVE KNEE CYST/GANGLION
27355 | REMV BENIGN FEMUR LESION
27356 | REMV BENIGN FEMUR LESN/ALLOGRAFT
27358 | REMV BENIGN FEMUR LESN/INTERN FIX
27360 | PART REMV FEMUR/PROX TIB/FIB
27365 | RAD RESEC TUMOR,FEMUR OR KNEE
27372 | REMV FOREIGN BODY,KNEE/THIGH,DEEP
27380 | FIXINFRAPATELLA TENDON,PRIMARY
27381 | FiX PATELLA TENDN,SECONDARY
27385 | FIX QUAD/HAMSTR MUSC RUPT,PRIMARY
27386 | FIX QUAD/HAMSTR MUSC RUPT,SECOND
27392 | TENOTOMY,BI HAMSTR,KNEE-THIGH,MULTI
27397 | XPLANT HAMSTR TENDONS-PATELLA,MULTI
27403 | ARTHROTOMY,OPEN REPAIR MENISCUS
27405 | REPAIR COLLAT LIGAMT/CAPSULE,KNEE
27409 | REPAIR COLLAT & CRUCIATE LIG,KNEE
27412 | AUTOCHONDROCYTE IMPLANT KNEE
27415 | OSTEOCHONDRAL KNEE ALLOGRAFT
27416 | OSTEOCHONDRAL KNEE AUTOGRAFT
27418 | REPAIRANTER TIBIAL TUBERCLE
27420 | REVISION OF UNSTABLE PATELLA
27422 | FIXUNSTABLE PATELLA,EXTEN REALIGN
27425 | LATERAL RETINACULAR RELEASE OPEN
27427 | LIGMT REVISION,KNEE,EXTRA-ARTIC
27429 | LIGMT REVISN,KNEE,INTRA/EXTRA-ART
27430 | REVISION QUADRICEPS
27438 | ARTHROPLASTY PATELLA WITH IMPLANT
27446 | PLASTY KNEE,MED OR LAT COMPARTMT
27447 | TOTAL KNEE ARTHROPLASTY
27450 | OSTEOTOMY FEMUR SHAFT, W FIXATN
27457 | OSTEOTOMY PROX TIB,AFTR EPIPHY CLOS
27465 | OSTEOPLASTY FEMUR SHORTENING EXCLUDING 6487
27466 | LENGTHENING OF FEMUR
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27470 | FIX NON/MALUNION FEMUR BELOW NECK

27472 | FIX NON/MALUNION FEMUR,W GRAFT

27486 | REVISE KNEE JOINT REPLACE,1 PART

27487 | REVISE KNEE JOINT REPLACE,ALL PARTS

27488 | REMOVAL OF KNEE PROSTHESIS

27495 | REINFORCE FEMUR

27500 | CLOSED RX FEMUR SHAFT FX

27506 | OPEN RX FEMUR FX+INTRAMED ROD

27507 | OPEN RX FEMUR FX+PLATE/SCREW

27508 | CLOSED RXFEMUR,DISTAL

27510 | CLOSED RX FEMUR,DISTAL+MANIP

27511 | OPENTX FEMORAL SUPRACONDYLAR FRACTURE W/0Q

27513 | OPEN TX FEMORAL SUPRACONDYLAR FRACTURE WEX

27514 | OPEN TX FEMORAL FRACTURE DISTAL MED/LAT CON

27520 | CLOSED RX PATELLA FX

27524 | OPEN RXPATELLA FX

27530 | CLOSED RXTIBIAL PLATEAU FX

27535 | OPEN TXTIBIAL FRACTURE PROXIMAL UNICONDYLA

27536 | OPENRXBILATTIB PLAT FX

27538 | CLOSED RXTIB TUBER FX

27540 | OPEN TX INTERCONDYLAR SPINE/TUBRST FRACTURE

27550 | CLOSED RX KNEE DISLOCATN

27556 | OPEN TX KNEE DISLOCATION W/O LIGAMENTOUS RE

27566 | OPEN RX KNEECAP DISLOCATN

27570 | MANIPULATN KNEE JT+ANESTHESIA

27580 | AMPUTATE THIGH,THRU FEMUR

27589 | FEMUR OR KNEE JOINT SURGERY UNLISTED

27600 | DECOMPRESS ANT/LAT LEG CMPART

27602 | DECOMPRESS ANT/LAT+PQST LEG CMPART

27603 | DRAIN LOWER LEG DEEP ABSC/HEMATOMA

27606 | INCIS ACHILLES TENDON+GEN ANESTH

27610 | EXPLORE/TREAT ANKLE JOINT

27612 | EXPLORE/RELEASE POST CAP ANKLE IT

27619 | EXCTUMOR SOFT TISSUE LEG/ANKLE SUBFASCIAL

27620 | EXPLOR ANKLE JOINT

27625 | EXPLOR ANKLE JT+SYNOVECTOMY

27626 | EXPLOR ANKLE JT+TENOSYNOVECTOMY

27630 | EXCIS LESN TENDON SHEALTH LEG/ANKLE
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27634 | EXC TUMOR SOFT TISSUE LEG/ANKLE SUBFASC 5+C

27635 | EXCIS BENIGN LESN,TIB/FIB

27638 | EXCIS BENIGN LESN,TIB/FIB+ALLOGRFT

27641 | PARTIAL REMOVAL OF FIBULA

27650 | REPAIR ACHILLES TENDON,PRIMARY

27652 | REPAIR/GRAFT ACHILLES TENDON

27654 | REPAIR ACHILLES TENDON,SECONDARY

27658 | REPAIRFLEX LEG TENDON,PRIM,EA

27659 | REPAIR FLEX LEG TENDON,SECOND,EA

27665 | REPAIR EXTEN LEG TENDN,SECOND,EA

27676 | REPAIR PERONEAL TENDONS

27676 | REPAIR PERONEAL TENDONS,FIB OSTEQTMY

27680 | RELEASE TIB/FIB/ANKLE FLEX TENDON,EA

27681 | RELEASE TIB/FIB/ANKL FLEX TENDON,MUL

27685 | LENGTH/SHORT LEG/ANKLTENDON,SINGLE

27687 | GASTROCNEMIUS RECESSION

27690 | XFER SINGLE SUPERFICI LOW LEG TENDON

27691 | XFER SINGLE DEEP LOW LEG TENDON

27692 | XFER ADDNL LOWER LEG TENDON

27695 | REPAIR 1 COLLAT ANKLE LIGMNT ,PRIMARY

27698 | REPAIR COLLAT ANKLE LIGMNT,SECONDARY

27702 | TOTAL ANKLE REPLACEMENT

27703 | SECONDARY RECONSTRUCTION,ANKLE JOINT

27705 | OSTEOTOMY TIBIA

27707 | OSTEOTOMY FIBULA

27709 | OSTEOTOMY TIBIA & FIBULA

27715 | LENGTHENING TIBIA/FIBULA

27720 | RNON/MALUNION TIBIA

27724 | RNON/MALUNION TIBIA+AUTOGRAFT

27726 | RFIBULA NONUNION/MALUNION W INT FIXATION

27745 | REINFORCE TIBIA

27756 | PERCUT RX TIBIA SHAFT FX

27758 | OPEN RXTIBIA SHAFT FX,SCREWS

27759 | TREAT TIBIAL SHAFT FX, INTRAMED IMPLANT

27766 | OPEN TREATMENT MEDIAL MALLEQLUS FRACTURE

27767 | CLOSED TREATMENT PST MALLEOLUS FRACTURE W/O

27769 | OPEN TREATMENT POSTERIOR MALLEOLUS FRACTURE

27780 | CLOSED RX PROX/SHAFT FIBULA FX
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27784 OPEN TREATMENT PROXIMAL FIBULA/SHAFT FRACTU

27786 CLOSED RX DIST FIBULA FX

27788 CLOSED RX DIST FIBULA FX,MANIP

27792 OPEN TX DISTAL FIBULAR FRACTURE LAT MALLEOL

27808 | CLOSED TX BIMALLEOLAR ANKLE FRACTURE W/O MA

27814 OPEN TREATMENT BIMALLEOLAR ANKLE FRACTURE

27818 CLOSED RX TRIMALLEOLAR FX,MANIP

27822 OPEN TXTRIMALLEOLAR ANKLE FX W/O FIX PST L

27823 OPEN TX TRIMALLEOLAR ANKLE FX W FIX PST LIP

27824 CLOSED RXWEIGHT BEAR DIST TIBIA

27825 CLOSED RX WEIGHT BEAR DIST TIB,MANIP

27826 OPEN TREATMENT FRAGCTURE DISTAL TIBIA FIBULA

27827 OPEN TREATMENT FRACTURE DISTAL TIBIA ONLY

27828 OPEN TREATMENT FRACTURE DISTAL TIBIA & FIBU

27829 OPEN TX DISTAL TIBIOFIBULAR JOINT DISRUPTIO

27832 OPEN TX PROX TIBFIB JOINT DISLOCATE EXC PRO

27840 CLOSED RX ANKLE DISLOCATN

27846 OPEN RX ANKLE DISLOCATN

27848 OPEN RX ANKLE DISLOCATN+FIXATN

27860 MANIPULATION ANKLE JT W ANESTHESIA

27870 ARTHRODESIS,ANKLE,OPEN

27880 AMPUTATION LOW LEG THRU TIB/FIB

27892 DECOMPRESS FASCIOTOMY LEG,ANT/LAT

28003 DEEP DISSEC FOOT INFEC,MULTIPLE

28008 INCISION OF FOOT/TOE FASCIA

28020 EXPLOR TARSAL/TARSOMETATAR JT

28022 EXPLOR METATARSO-PHALANG IT

28035 TARSAL TUNNEL RELEASE

28039 EXCISION TUMOR SOFT TISSUE FOOT/TOE SUBQ 1.

28041 EXC TUMOR SOFT TISSUE FOOT/TOE SUBFASC 1.5+

28043 EXCISION TUMOR SOFT TISSUE FOOT/TOE SUBQ <1

28060 PART EXCIS PLANTAR FASCIA

28080 EXCIS INTERDIGITAL NEUROMA,EA

28090 EXCIS TENDN/CAPSULE LESN,FOOT

28092 EXCIS TENDN/CAPSULE LESN,TOES

28100 REMV TALUS/HEEL BENIGN BONE LESN

28102 REMV TALUS/HEEL BENIGN LESN, AUTOGRFT

28104 REMV TARSAL/METATARSAL BENIGN BONE LESN
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28110 | PART EXCIS 5TH METATARSAL HEAD

28114 | FULL EXCIS 2 - § METATARSAL HEADS

28116 | EXCIS TARSAL COALITION

28118 | REMOVAL OF HEEL BONE

28119 | REMOVAL OF HEEL SPUR

28120 | PART REMV TALUS OR CALCANEUS

28122 | PART REMV OTHR TARSAL/METATARSAL

28124 | PART REMV PHALANX OF TOE

28126 | RESEC ONE TOE PHALANGEAL BASE,EA

28150 | REMOVAL OF SINGLE TOE,EACH

28175 | RAD RESEC PHALANX,TOE

28190 | REMV FOOT FOREIGN BODY,SUBCUTANEQUS

28192 | REMV FOOT FOREIGN BODY,DEEP

28200 | REPAIR FLEX FOOT TENDON,EA

28202 | REPAIR/GRAFT FLEX FOOT TENDON

28208 | REPAIR EXTEN LEG TENDON,PRIM,EA

28210 | REPAIR/GRAFT EXTEN FOOTTENDON

28220 | RELEASE FLEX FOOT TENDON,SINGLE

28230 | INCISION FLEXFOOT TENDON(S)

28232 | INCISION FLEXTOE TENDON

28234 | INCISION EXTEN FOOT/TOE TENDON

28238 | RECONST POST TIB TEND,EXCIS ACC TAR NAV

28250 | DIVISN PLANTAR FASCIA/MUSCLE

28270 | CAPSULOTOMY MT-P JT,FOOT,EACH

28285 | REPAIR OF HAMMERTOE,ONE

28289 | REPAIRHALLUX RIGIDUS

28291 | HALLUX RIGIDUS W/CHEILECTOMY 13T MP JT W/IM

28296 | CORRECT BUNION,METATARSAL OSTEQTOMY

28297 | CORRECT BUNION,LAPIDUS TYPE

28298 | CORRECT BUNION,PHALANX OSTEQTOMY

28299 | FOOT/TOES SURGERY UNLISTED

28300 | OSTEOTOMY HEEL BONE

28306 | OSTEOTOMY 15T METATARSAL,BASE/SHAFT

28307 | OSTEQOTOMY 15T METATARSAL AUTOGRAFT

28308 | OSTEQOTOMY METATARSAL (NOT 13T)

28309 | OSTEQTOMY METATARSALS,MULTIPLE

28312 | OSTEQTOMY,ANY PHALANX,ANY TOE

28313 | RECONSTRUC TOE DEFORM,SOFT TISSUE
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28315 | REMOV SESAMOID BONE, 15T TOE
28320 | REPAIR NON/MALUNION TARSAL BONE(S)
28322 | REPAIR NON/MALUNION METATARSAL
28400 | CLOSED RXHEELFX
28406 | PERCUT RX HEEL FX
28415 | OPEN TREATMENT CALCANEAL FRACTURE
28445 | OPEN TREATMENT TALUS FRACTURE
28446 | OPEN OSTEOCHONDRAL AUTOGRAFT TALUS
28450 | CLOSED RX TARSAL FX,EACH
28455 | CLOSED RXTARSAL FX,MANIP,EACH
28456 | PERCUT RX TARSAL FX,EACH
28465 | OPEN TX TARSAL FRACTURE XCP TALUS &CALCANEU
28470 | CLOSED RX METATARSAL FX
28475 | CLOSED RX METATARSAL FX,MANIP
28476 | PERCUT RX METATARSAL FX
28485 | OPEN TREATMENT METATARSAL FRACTURE EACH
28480 | CLOSED RX BIG TOE FRACTURE
28505 | OPEN TX FRACTURE GREAT TOE/PHALANX/PHALANGE
28510 | CLOSED RXTOEFX
28525 | OPEN TX FRACTURE PHALANX/PHALANGES NOT GREA
28546 | PERCUT RX TARSAL DISLOCATION
28555 | OPEN TREATMENT TARSAL BONE DISLOCATION
28576 | PERCUT RX TALOTARSAL DISLOCATION
28585 | OPEN TREATMENT TALOTARSAL JOINT DISLOCATION
28606 | PERCUT RX TAR-METATAR FOOT DISLOC
28615 | OPEN TREATMENT TARSOMETATARSAL JOINT DISLOC
28645 | OPEN TX METATARSOPHALANGEAL JOINT DISLOCATI
28675 | OPEN TREATMENT INTERPHALANGEAL JOINT DISLOC
28715 | FUSION FOOT BONES,TRIPLE
28725 | FUSION FOOT BONES,SUBTALAR
28730 | FUSION FOOT BONES,MIDTARSAL,MULTI
28735 | FUSION FOOT BONES,MIDTARSAL,OSTEQTMY
28740 | FUSION FOOT BONE,MIDTARSAL,1 JT
28750 | FUSION BIG TOE,MT-PJT
28755 | FUSION BIG TOE,I-P JOINT
28805 | AMPUTATION FOOT,TRANSMETATARSAL
28810 AMPUTATION METATARSAL+TOE,SINGLE
28820 | AMPUTATION TOE,MT-PJT
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ATTACHMENT 24

Non-Hospital Based Ambulatory Surgery
Charge Commitment - 1110.235(c)9)

CPT PROCEDURE DESCRIPTION FEE SCHEDULE*
28825 | AMPUTATION TOE,I-P IT
29065 | APPLY LONG ARM CAST
29105 | APPLY LONG ARM SPLINT
29125 | APPLY FOREARM SPLINT,STANC
29505 | APPLY LONG LEG SPLINT
29515 | APPLY LOWER LEG SPUINT
29805 | SHLDR ARTHROSCOP,DIAGNOSTIC
29806 | SHLDR ARTHROSCOP,SURG,CAPSULORRHAPHY
29807 | SHLDR ARTHROSCOP,SURG,REPAIR,SLAP LESION
29819 | SHLDR ARTHROSCOP,SURG,W/REMOVALLOOSE/FB
20821 | SHLDR ARTHROSCOP,FULL SYNOVECT
29822 | SHLDR ARTHROSCOP,PART DEBRIDE
29823 | SHLDR ARTHROSCOP,EXTEN DEBRIDE
29824 | SHLDR ARTHROSCOP,SURG,DIS CLAVICULECTOMY
29825 | SHLDR ARTHROSCOP,LYSE ADHESNS
29826 | SHLDR ARTHROSCOP,PART ACROMIOPLAS
29827 | SHLDR ARTHROSCOP,SURG,W/ROTAT CUFF REPR
29828 | ARTHROSCOPY SHOULDER SURGICAL BICEPS TENODE
29834 | ELBOW ARTHROSCOP,REMV LOOSE BODY
20835 | ELBOW ARTHROSCOP,PART SYNOVECT
29836 | ELBOW ARTHROSCOP,FULL SYNOVECT
29837 | ELBOW ARTHROSCOP,PART DEBRIDE
29838 | ELBOW ARTHROSCOP,EXTEN DEBRIDE
29840 | WRIST ARTHROSCOP,DIAGNOSTIC
29845 | WRIST ARTHROSCOP,FULL SYNOVECT
29846 | WRIST ARTHROSCOP,EXCIS TRIANG CART
29848 | WRIST ARTHROSCOP,RELEASE XVERS LIG
29855 [ TIBIAL SCOPE/SURG/FX AID,UNICONDYLR
25860 | HIP ARTHROSCOPY, DX
29861 | HIP SCOPE/REMOV LOOSE/FOREIGN BODY
29862 | HIP SCOPE/REMV BODY,PLASTY/RESECTN
29866 | KNEE SCOPE, AUTOGRAFT IMPANT
29868 | KNEE SCOPE, MENISC TRANSPLANT
29870 | KNEE SCOPE,DIAGNOSTIC
29871 | KNEE SCOPE,CLEAN/DRAIN
20873 | KNEE SCOPE, W/LATERAL RELEASE
20874 | KNEE SCOPE,REMV LOOSE BODY
29875 | KNEE SCOPE,PART SYNOVECT
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ATTACHMENT 24

Non-Hospital Based Ambulatory Surgery
Charge Commitment - 1110.235(c)(9)

CPT PROCEDURE DESCRIPTION FEE SCHEDULE*

28876 | KNEE SCOPE,FULL SYNOVECT

29877 | KNEE SCOPE,SHAVE ARTICULAR CART

29879 | KNEE SCOPE,ABRASN ARTHROPLASTY

29880 | KNEE SCOPE,MED/LAT MENISECTOMY

20881 | KNEE SCOPE,SINGLE MENISECTOMY

20882 | KNEE SCOPE,MED OR LAT MENIS REPAIR

25883 | KNEE SCOPE,MED+LAT MENIS REPAIR

29884 | KNEE SCOPE,LYSIS OF ADHESNS

29885 | KNEE SCOPE,DRILL OSTE DISSEC+GRFT

29886 | KNEE SCOPE,DRILL OSTEIT DISSEC

29887 | KNEE SCOPE,DRILL OSTE DISS+INT FIX

29888 | KNEE SCOPE,AID ANT CRUCIATE REPAIR

29889 | KNEE SCOPE,AID POST CRUC REPAIR

29891 | ANKLE SCOPE,EXCIS OSTEOCHON DEFCT

29892 | ANKLE SCOPE,AID REPAIR FX,BONE DEFCT

29893 | ANKLE SCOPE,PLANTAR FASCIOTOMY

29894 | ANKLE SCOPE,REMVL LOOSE BODY

29897 | ANKLE SCOPE,PART DEBRIDEMENT

29898 | ANKLE SCOPE,EXTENS DEBRIDEMNT

28914 | ARTHROSCOPY HIP W/FEMOROPLASTY

29915 | ARTHROSCOPY HIP W/ACETABULOPLASTY

29916 | ARTHROSCOPY HIP W/LABRAL REPAIR

20999 | UNLISTED PROC, ARTHROSCOPY

62321 | NJX DX/THER SBST INTRLMNR CRV/THRC W/IMG GD

62323 | NJXDX/THER SBST INTRUMNR LMBR/SAC WAMG GD

63003 | LAM W/O FACETEC FORAMOT/DSKC 1/2 VRT SEG, T

63017 | LAMINECTOMY,>2 SGMT,LUMBAR

63030 | LAMNOTMY INCL W/DCMPRSN NRV ROOT 1 INTRSPC

63035 | LAMNOTMY W/DCMPRSN NRY EACH ADDL CRVCL/LMBR

63042 | REDO EXCIS LUMBAR DISK

63047 | LAMINEC/FACETECT/FORAMIN,LUMBAR 1 SEG

63048 | LAMINEC/FACETECT/FORAMIN,EACH ADDNL

630566 | DECOMPRESS SPINAL CORD,1 SEG

63267 | EXCIS INTRASP LESN,XDURAL LUMBAR

63272 | EXCIS INTRASP LESN,INTRADUR,LUMB

64450 | INJECTION AA&/STRD OTHER PERIPHERAL NERVE/B

64455 | INJECT ANES/STERQID PLANTAR COMMON DIGITAL

64483 | INJECT ANES/STEROID FORAMEN LUMBAR/SACRAL W
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ATTACHMENT 24
Non-Hospital Based Ambulatory Surgery
Charge Commitment - 1110.235(c)(9)

CPT PROCEDURE DESCRIPTION FEE SCHEDULE*
64484 | NJX AA&/STRD TFRML EPI LUMBAR/SACRAL EA ADD
64493 | IN! DX/THER AGNT PARAVERT FACET JOINT,IMG G
64494 | INI DX/THER AGNT PARAVERT FACET JOINT,IMG G
64510 | INJECT NERV BLCK,STELLATE GANGLION

64520 | INJECT NERV BLCK,PARAVERT SYMPATH

64555 | PERCUT IMPLANT,NEUROELEC,PERIPH NERVE
64624 | DESTRUCTION NEUROLYTIC AGT GENICULAR NERVE
64633 | DSTR NROLYTG AGNT PARVERTEB FCT SNGL CRVCL/
64634 | DSTR NROLYTC AGNT PARVERTES FCT ADDL CRVCL/
64635 | DSTR NROLYTC AGNT PARVERTER FCT SNGL LMBR/S
64636 | DSTR NROLYTC AGNT PARVERTEB FCT ADDL LMBR/S
64702 | REVISE/REPAIR FINGER/TOE NERVE

64704 | REVISE/REPAIR HAND/FOOT NERVE

84708 | NEUROPLASTY OTHER ARM/LEG NERVE,OPEN
84712 | NEUROPLASTY SCIATIC NERVE,OPEN

64713 | NEUROPLASTY BRACHIAL PLEXUS,OPEN

64718 | REVISE ULNAR NERVE AT ELBOW

84721 | REVISE MEDIAN N/CARPAL TUNNEL SURG

64722 | RELIEVE PRESSURE ON NERVE(S)

64772 | TRANSECT OTHR SPINAL N, XTRADURAL

64782 | EXCISE HAND/FOOT NEUROMA

64790 | EXCISE MAJOR PERIPH NEUROFIBROMA

64818 | SYMPATHECTOMY LUMBAR

64831 | REPAIR OF DIGIT NERVE

64832 | REPAIR EACHADDNL DIGIT NERVE

64910 | NERVE REPAIR W/ALLOGRAFT OR SYNTH

* An updated fee schedule is being processed and will be added to this application as a supplement to
comply with the requirements of HFSRB regulations but, rather than have inconsistent information, we
elected to allow for the completion of that process to occur but not delay the submission of this application.

ATTACHMENT 24

— e ——— Page 144



ATTACHMENT 24
Non-Hospital Based Ambulatory Surgery
1110.235(c)(10)(A) & (B)
Assurances

-y
1Y
$30 North Cass Avenue * Westmont, lllinows 60559
Ph: 630-968- 1800 « P $30-968-2546 * maltcreeksurgerycentar.com
July 22, 2025
John P. Knlery
Administrator

lllinols Health Facilitics and Services Review Board
525 W. Jefferson St., Floor 2
Springfield, IL 62761

Re: Assurances — Westmont Surgery Center, LLS, d/b/a Salt Creek Surgery Center
Dear Mr. Kniery,

As a representative of Westmont Surgery Center, LLC, d/b/a Salt Creek Surgery Center , I, Giridhar
Burra, M.D., hereby attest that it Is the Applicant’s full anticipation that, by the end of the second year

following the proposed ambulatory surgical treatment center’s opening the proposed facility will operate at
or in excess of the utilization standards Identified in 77 Ill. Admin Code Section 1110, Appendix B,

Sincerely,

for frr—=

ridhar Burra, M.D.
Managing Member
Salt Creek Surgery Center

o

Jnist Cammissien
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ATTACHMENT 33
Availability of Funds

The total estimated project cost is $23,127,636. The Applicants have sufficient resources and will fund this
project with debt through a mortgage and lease for the property. The Applicant has previously provided

Board Staff with a copy of its audited financial report as evidence which reflects that the Applicant has
sufficient funds on hand to complete the project.
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ATTACHMENT 33
Availability of Funds

:
530 North Casa Avenue * Westmont, lllinois 60559

Ph: 630-968- 1800 * Fx: 630-968-2546 * saltcreeksurgerycenter.com

July 22, 2025

John P. Kniery

Administrator

lllinois Health Facilities and Services Review Board
525 W. lefferson St., Floor 2

Springfield, IL 62761

Re: Westmont Surgery Center, LLC, d/b/a Salt Creek Surgery Center
77 Hll. Admin. Code Section 1120.120 {a) Avallable Funds Certification
77 . Admin. Code Section £120.140 {a) Reasonableness of Financing Arrangements

Dear Mr. Kniery,

As a representative of Westmont Surgery Center, LLC, d/b/a Salt Creek Surgery Center, 1, Giridhar
Burra, M.D., hereby attest that the project costs will be $23,127,636 Westmont lllinols Bone and Joint
Institute, LLC will fund the entirety of the construction of the project and the necessary waorking caplital and
operating deficits through the second full fiscal year. Westmont Surgery Center, LLC, d/b/a Salt Creek
Surgery Center has sufficient and readily accessible internal resources to fund the obligaticn required by the
project, and to fully fund thelr other ongoing obligations.

| further certify that our analysis of the funding options for this project reflects that the funding strategy
outlined herein is the lowest net cost option availabie.

Sincerely,

Giridhar Burra, M.D.

Managing Member
Salt Creek Surgery Center

Joinl Comarission
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ATTACHMENT 34
Financial Viability
Pursuant to the requirements of 77 lll. Adm. Code § 1120.13, the Applicant demonstrates financial

viability to establish a new ASTC based on the following financial indicators derived from the enclosed pro
forma and financial schedules:

H;s‘t,::f:’ Projected
Enter Historical and/or Projected 2029
Years:
Current Ratio N/A N/A N/A 1.625
Net Margin Percentage N/A N/A N/A, 37.7%
Percent Debt to Total Capitalization N/A N/A N/A 80%
Projected Debt Service Coverage N/A N/A N/A nfa**
Days Cash on Hand N/A N/A N/A >45 days*
Cushion Ratio N/A N/A N/A nfa**

* As evidenced by previously provided audited financial statements for 1BJI Institute, LLC and considering assets from facil-ily being discontinued will be iransierred
to this entity to slabilize operational expenses
** Only dabt related to this project is mortgage
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ATTACHMENT 34
Financial Viability

IBJI-West Ogden Aveane
Budget - 30% Finanding
Updated: March 14, 2025

15,720 SF; 2 story-1 story ASC 1 story parking

Cost
Cost Description Breakdonn
Tand e
Building Costs:
Land Due Diligence, Survey. Coardination, Studies, Phase I, Contingency 43,000
15t Floor Garage Core/Shell 4,364,000
1st & Ind Floors Site Development, Care & Shell 6,712,920
Contingency Allogwance 285,240
Unsuitable Soils/Stonm Water/Utitity Extension Contingency Allowance 356,550
Fit Up: ASC 22,990 SF 6,437,200
Fat Up: Common & Suppont Areas 204,750
Demolitian 281,250
Project Contingency 350,000
Addinona) Contingency 11,000
TOTAL HARD COSTS 21,548,000
CONSTRUCTION PERIOD COSTS:
Construction Loan Pomts 85,000
Construction Lender Site Inspection Fees 15,000
Appraisal Fees 10,000
Construction Loan Legal T'ees 0,000
Construction Loan Title Insurance 30,000
Recording Fees & Miscellaneous Closing Costs 7.000
Soils report 0
Construction Penod Interest 700,000
Real Estate Taxes During Construction 30,000
TOTAL CONSTRUCTION PERIOD COSTS 917,006
PERMANENT LOAN COSTS:
1st Montgage Loan Points -
Lst Mortgage Lender Inspection & Other Fees -
st Mortgage Loan Legal Fees -
Ist Mortgage Title Insurance (need to confinn) -
Inmproved Property ATLA Survey 10,000
TOTAL PERMANENT LOAN COSTS 10,000
PROJECT COSTS:
Legal Fees - Entity Related, Oper. Agr., LLC, Offering 50,000
Owners Representative & Expenses 630,000
Legal Fees - Leases/Land 15,000
InquranceUnlities 10,000
TOTAL PROJECT COSTS: K
TOTAL COSTS 23,200,000
Less 15t Mongage Loan Amount-80% Financing (18,560,004
DOWN PAYMENT REQUIRED (20%) 640,
DOWN PAYMENT REQUIRED AT CONSTRUCTION START G000
Unit Value 10,000
Units 464
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ATTACHMENT 34
Financial Viability
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ATTACHMENT 34
Financial Viability

Ogden/IBJI ASC Proforma

Option 1

ORs

Procedure Rooms
Rooms

Cases

Revenue

Staffing
Rent
Equipment
Supplies
Other

Total Expense

Net Income

Current ONE STORY
Westmont ASC Ogden ASC Breakeven
4 6 6
4,052 6,000 4,800
31,226,597 46,238,791 36,991,033
4,455,027 6,596,783 5,277,426
909,228 1,740,000 1,740,000
755,549 1,423,761 1,423,761
9,735,025 14,415,141 11,532,113
2,939,486 4,648,295 4,648,295
18,794,315 28,823,980 24,621,595
5 12,432,282 17,414,812 S S 12,369,438
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ATTACHMENT 36
Economic Feasibility
Cost and GSF by Service

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 5q. Ft. Const. § Mod. $ (G+H)
New Med. New Circ.* | Mod Circ.* (AxC) (B x E)
ASTC $303.76 22,990 - - - $6,983,520 - $6,983,520
Contingency | $12.64 24 550 - - - $310,365 - $310,365
TOTALS $316.40 47,540 - - - $7,293,885 - $7,293,885

* Include the percentage (%) of space for circulation

Pursuant to lllinois Admin. Code Section 1120.Appendix A (a)(3) project cost must be at or below the RS
Means for the new construction of an ASTC. At the time of this application the RS Means for the new
construction of an ASTC in this area of the state is $495.41 per GSF. This project is slated to be completed
in the 4th quarter of 2027 and the applicable RS Means standard is $510.27 per GSF. The proposed cost
per GSF for this project is $316.40, and thus this project meets the Board’s criteria.




ATTACHMENT 37
Safety Net Impact Statement

The project will not have a material impact, on essential safety net services in the community,
including the impact on racial and healith care disparities in the community, to the extent that it is
feasible for an applicant to have such knowledge.

The Applicant facility will cease operations upon approval of a replacement facility and thus there will be
no adverse material impact on the essential safety net services that it provides. Additionally, the
discontinuation of its facility will not impact existing providers.

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.

The project should not have any impact on the ability of another provider or health care system to cross
subsidize safety net services.

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,

The discontinuation of the facility will not impact remaining safety net providers as the licensee proposes
to relocate less than a mile away.
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ATTACHMENT 37
Safety Net Impact Statement

Safety Net Information per PA 96-0031
CHARITY CARE*
Charity (# of patients) 2020 2021 2022
Inpatient 0 4] 0
Outpatient 1 2 0
Total 1 2 0
Charity (cost in doliars)
Inpatient $0 $0 $0
Outpatient $0 $0 $0
Total $0 $0 $0
MEDICAID
Medicaid (# of patients) 2020 2021 2022
Inpatient 0 0 0
Outpatient 0 0 0
Total 0 0 0
Medicaid (revenue)
Inpatient 30 50 30
Outpatient $0 $0 $0
Total $0 $0 30

*Note: IBJI and its physicians engage in various and significant provision of charitable and unreimbursed care, however
since the care provided and the means of its provision do not conform to the HFSRB requirements for and definition of
Charity Care, this amount is noted as being zero.
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The projected patient mix by payer source by the end of its second year of operation is included below.
These figures were estimated based on existing patient's payor mix treated by the physicians practicing at
the existing location. The physicians associated with this project are already contracted providers with
lfinois Medicaid Managed Care Organizations, such as BlueCross Biue Shield, CountyCare Health Plan,
Molina Healthcare, and Meridian Health Plan. Those physicians will continue to treat patients with those

ATTACHMENT 38
Charity Care Information

plans at the proposed facility and all patients will be treated regardless of their ability to pay.

Projected Payor Mix

Payor Type Estimated Number of Patients

Commercial 72%

Medicare 28%

Medicaid/ Medicaid MCO nfa

CHARITY CARE*
2020 2021 2022

Net Patient Revenue $9,191,339 | $23,842,428 | $30,828,075
Amount of Charity Care (charges) 0 0 0
Cost of Charity Care o 0 0

*Note: 1BJI and its physicians engage in various and significant provision of charitable and unreimbursed care, however
since the care provided and the means of its provision do not conform to the HFSRE requirements for and definition of
Charity Care, this amount is noted as being zero.
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ATTACHMENT 39
Flood Zone Letter

M Su::gery Center

530 North Cass Avenue + Westmont, lllinois 60559
Ph: 630-968- 1600 = Fx: 630-968-2545 * salecreeksurgerycenter.com

July 22, 2025

John Kniery

Board Administrator

Health Facilities and Services Review Board
§25 W Jefferson Street, Floor 2
Springfield, IL 62761

Re: Flood Plain Requirements- Westmont Surgery Center, LLC, d/b/a Salt Creek Surgery Center
Dear Mr. Kniery:

As representative of Westmont Surgery Center, LLC, d/b/a Salt Creek Surgery Center, | Giridhar Surra,
M.D., affirm that the proposed relocation for Westmont Surgery Center, LLC, d/b/a Salt Creek Surgery Center
complies with lllinois Executive Order #2005-5, The proposed location, 550 W. Ogden Ave,, Hinsdale, IL
60521, is not located In a flood plain, as evidence please find enclosed a map from the Federal Emergency
Management Agency (“FEMA”).
t 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, .
]
AT —
o
i
Giridhar Burra, M.D.

Managing Member
Salt Creek Surgery Center

?

Jolal Cammnitiion
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ATTACHMENT 39
Flood Plain Requirements Letter

FLOOD PLAIN MAP
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