
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:  Lurie Children’s - Downers Grove Hospital & Outpatient Center 

Street Address:  Woodcreek Road at Lacey Road  

City and Zip Code:   Downers Grove    60515 

County:   DuPage      Health Service Area:   7     Health Planning Area: 05 

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

Exact Legal Name: Ann & Robert H. Lurie Children’s Hospital of Chicago 

Street Address: 225 E. Chicago Avenue 

City and Zip Code: Chicago, IL 60611 

Name of Registered Agent: Fatema Zanzi 

Registered Agent Street Address: 225 E. Chicago Avenue, Box 261 

Registered Agent City and Zip Code:  Chicago, IL 60611 

Name of Chief Executive Officer: Thomas P. Shanley, M.D. 

CEO Street Address: 225 E. Chicago Avenue 

CEO City and Zip Code: Chicago, IL 60611 

CEO Telephone Number: 312-227-4327 

Type of Ownership of Applicants 

Non-profit Corporation  Partnership 
For-profit Corporation Governmental 
Limited Liability Company Sole Proprietorship 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 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: Ann Sherline 

Title: Senior Associate General Counsel 

Company Name: Ann & Robert H. Lurie Children’s Hospital of Chicago 

Address: 225 E. Chicago Avenue, Box 261, Chicago, IL 60611 

Telephone Number: 312-227-4312 

E-mail Address: asherline@luriechildrens.org

Fax Number: 312-227-9532 

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

Name: Ralph Weber 

Title: Consultant 

Company Name: Weber Alliance 

Address: 920 Hoffman Lane, Riverwoods, IL 60015 

Telephone Number: 847-791-0830 

E-mail Address: rmweber90@gmail.com

Fax Number: None 
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Post Permit Contact 
[Person to receive all correspondence subsequent to permit issuance-THIS PERSON MUST BE 
EMPLOYED BY THE LICENSED HEALTH CARE FACILITY AS DEFINED AT 20 ILCS 3960] 

Name: Ann Sherline 

Title: Senior Associate General Counsel 

Company Name: Ann & Robert H. Lurie Children’s Hospital of Chicago 

Address: 225 E. Chicago Avenue, Box 261, Chicago, IL 60611 

Telephone Number: 312-227-4312 

E-mail Address: asherline@luriechildrens.org 

Fax Number: 312-227-9532 

 
Site Ownership 
[Provide this information for each applicable site] 

Exact Legal Name of Site Owner: HP/AG Esplanade at Locust Point Land LP  

Address of Site Owner: 1901 Butterfield Rd, Suite 270     Downers Grove, IL  60515 

Street Address or Legal Description of the Site: property bordered by Lacey Road on the east, 
Woodcreek Road on the south, and Birchwood Place on the north; in Downers Grove 
Proof of ownership or control of the site is to be provided as Attachment 2.  Examples of proof 
of ownership are property tax statements, tax assessor’s documentation, deed, notarized 
statement of the corporation attesting to ownership, an option to lease, a letter of intent to 
lease, or a lease. 

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

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

Exact Legal Name: Ann & Robert H. Lurie Children’s Hospital of Chicago   

Address: 225 E. Chicago Avenue, Chicago, IL 60611 

 Non-profit Corporation        Partnership 
 For-profit Corporation    Governmental 
 Limited Liability Company   Sole Proprietorship  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 organized and the name and address 

of each partner specifying whether each is a general or limited partner. 
o Persons with 5 percent or greater interest in the licensee must be identified with the % 

of      ownership. 

APPEND DOCUMENTATION AS ATTACHMENT 3, IN NUMERIC SEQUENTIAL ORDER AFTER THE 
LAST PAGE OF THE APPLICATION FORM. 

 
Organizational Relationships 

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

APPEND DOCUMENTATION AS ATTACHMENT 4, IN NUMERIC SEQUENTIAL ORDER AFTER THE 
LAST PAGE OF THE APPLICATION FORM. 
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2. Narrative Description 
In the space below, provide a brief narrative description of the project.  Explain WHAT is to be done in 
State Board defined terms, NOT WHY it is being done.  If the project site does NOT have a street 
address, include a legal description of the site.  Include the rationale regarding the project's 
classification as substantive or non-substantive. 

 
 
Ann & Robert H. Lurie Children’s Hospital of Chicago (“Lurie Children’s”) proposes to construct a 
new pediatric health care facility that will provide inpatient and outpatient ambulatory services, 
including 48 pediatric inpatient beds, a surgery department with 6 ORs, and an emergency 
department with 35 treatment stations.  Diagnostic imaging includes MRI (2), CT (1), X-ray (3), 
EOS/ortho (1), fluoroscopy (1) and ultrasound (2). Other clinical services include physical and 
occupational therapy, laboratory and pharmacy. The project includes extensive pediatric outpatient 
care, including 50 multi-specialty pediatric outpatient exam and treatment rooms and 10 
ambulatory infusion rooms. 
 
This project will be located near the intersection of Interstate 355 and Butterfield Road in suburban 
Downers Grove. The 13.2-acre vacant site is bordered by Lacey Road on the east, Woodcreek Road 
on the south, and Birchwood Place on the north in the Esplanade at Locust Point.  The project is the 
new construction of 298,669 sq ft of space, including 132,377 sq ft. of clinical space and 166,092 sq 
ft. of non-clinical space. 
 
Total cost of the project is $480,102,903. The project completion date is December 31, 2029.  

The project is a Substantive Project because it is the establishment of an inpatient clinical service 
and a new facility.    

The project is related to the discontinuation of the Lurie Children’s Hospital Outpatient Center in 
Westchester. Outpatient services provided in Westchester, including surgical services with three 
operating rooms, will be relocated to the hospital and clinic project in Downers Grove. A separate 
Certificate of Need permit application addresses the discontinuation of the Westchester facility. 
Lurie Children’s requests that the Illinois Health Facilities and Services Review Board review both 
the Downers Grove project and the Westchester Discontinuation at the same HFSRB meeting.  
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FACILITY NAME: Lurie Children’s – Downers Grove 
Hospital & Outpatient Center 

CITY: Downers Grove 

REPORTING PERIOD DATES:                   From: Jan 1, 2026                                         to: Dec 31, 2026 

Category of Service 
Authorized 
Beds 

Admissions Patient Days Bed Changes 
Proposed 
Beds 

Medical/Surgical 0 0 0 0 0 

Obstetrics 0 0 0 0 0 

Pediatrics 0 0 0 +48 48 

Intensive Care 0 0 0 0 0 

Comprehensive Physical 
Rehabilitation 

0 0 0 0 0 

Acute/Chronic Mental Illness 0 0 0 0 0 

Neonatal Intensive Care 0 0 0 0 0 

General Long-Term Care 0 0 0 0 0 

Specialized Long-Term Care 0 0 0 0 0 

Long Term Acute Care 0 0 0 0 0 

Other (identify) 0 0 0 0 0 

TOTALS: 0 0 0 +48 48 
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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 31-33

2 Site Ownership 34-42

3 Persons with 5 percent or greater interest in the licensee must be 
identified with the % of ownership. 

43-44

4 Organizational Relationships (Organizational Chart) Certificate of 
Good Standing Etc.   

45-46

5 Flood Plain Requirements 47-48

6 Historic Preservation Act Requirements 49-50

7 Project and Sources of Funds Itemization 51-58

8 Financial Commitment Document if required 59 

9 Cost Space Requirements 60-61

10 Discontinuation N/A 

11 Background of the Applicant 62-71

12 Purpose of the Project 72-131

13 Alternatives to the Project 132-135

14 Size of the Project 136 

15 Project Service Utilization 137-139

16 Unfinished or Shell Space N/A 

17 Assurances for Unfinished/Shell Space N/A 

Service Specific: 

19 Medical Surgical Pediatrics, Obstetrics, ICU 140-164

20 Comprehensive Physical Rehabilitation N/A 

21 Acute Mental Illness N/A 

22 Open Heart Surgery N/A 

23 Cardiac Catheterization N/A 

24 In-Center Hemodialysis N/A 

25 Non-Hospital Based Ambulatory Surgery N/A 

26 Selected Organ Transplantation N/A 

27 Kidney Transplantation N/A 

28 Subacute Care Hospital Model N/A 

29 Community-Based Residential Rehabilitation Center N/A 

30 Long Term Acute Care Hospital N/A 

31 Clinical Service Areas Other than Categories of Service 165-188

32 Freestanding Emergency Center Medical Services N/A 

33 Birth Center N/A 

Financial and Economic Feasibility: 

34 Availability of Funds 189-240

35 Financial Waiver 241-250

36 Financial Viability N/A 

37 Economic Feasibility 251-262

38 Safety Net Impact Statement 263-268

39 Charity Care Information 269 

40 Flood Plain Information 270-271

Appendix A Letters of Support 272-283

Appendix B Letters of Commitment to Refer Patients 284-310
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Attachment 235
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Project Costs and Sources of Funds 

- Table

- Narrative Descriptions of Line Items

 Attachment 7 
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Project Costs and Sources of Funds 
Lurie Children’s – Downers Grove Hospital & Outpatient Center 

Attachment 7 

USE OF FUNDS CLINICAL NON-CLINICAL TOTAL 

Preplanning Costs $   2,031,487 $   1,512,284 $   3,543,771 

Site Survey and Soil Investigation $   30,000 $   45,000 $   75,000 

Site Preparation $   6,184,689 $   16,474,668 $   22,659,357 

Off Site Work - - - 

New Construction Contracts $   119,094,084 $   158,917,322 $   278,011,406 

Modernization Contracts - - - 

Contingencies $   11,700,000 $   49,487,845 $   61,187,845 

Architect/Engineering Fees $   6,371,000 $   13,972,929 $   20,343,929 

Consulting and Other Fees $   13,816,540 $   9,211,027 $   23,027,567 

Moveable or Other Equipment    

- Furnishings $   3,084,500 $   1,890,500 $   4,975,000 

- Equipment $   29,259,672 $   17,933,348 $   47,193,020 

Bond Issuance Expense $   66,667 $   66,666 $   133,333 

Net Interest Expense During Construction - - - 

FMV of Leased Space or Equipment - - - 

Other Costs to be Capitalized - - - 

- Artwork $   243,000 $   725,175 $   968,175 

- Dietary Equipment - $   1,600,000 $   1,600,000 

- Technology/AV $   9,250,500 $   7,134,000 $   16,384,500 

Acquisition of Building or Other Property (excl land) - - - 

TOTAL USES OF FUNDS $   201,132,139 $   278,970,764 $   480,102,903 
    

SOURCE OF FUNDS CLINICAL NON-CLINICAL TOTAL 

Cash and Securities $   51,132,139 $   128,970,764 $   180,102,903 

Pledges - - - 

Gifts and Bequests - philanthropy $   50,000,000 $   50,000,000 $   100,000,000 

Bond Issues (project related) $   100,000,000 $   100,000,000 $   200,000,000 

Mortgages - - - 

Leases (fair market value) - - - 

Government Appropriations - - - 

Grants - - - 

Other Funds and Sources - - - 

TOTAL SOURCES OF FUNDS $   201,132,139 $   278,970,764 $   480,102,903 
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Project Costs and Sources of Funds 
Lurie Children’s – Downers Grove Hospital & Outpatient Center 

Attachment 7 

Narrative Descriptions of Line Items 

Item 1. Preplanning Costs - $3,543,771 
Market studies, feasibility studies and background work, real estate analysis and site selection; 
Phase 1 cultural and environmental assessments; initial traffic and parking studies; legal and zoning 
investigation. 

Preplanning costs assigned to clinical uses total $2,031,487. This amount is 1.2% of $163,138,256 
the total of $119,094,084 for clinical construction plus $11,700,000 clinical contingency plus 
$32,344,172 for clinical equipment and furnishings. 1.2% meets the State standard, under 1.8%. 

Item 2. Site survey and soil investigation - $75,000 
Soil testing and geotechnical work; property survey. $30,000 of this amount is assigned to clinical 
cost.  

Item 3. Site Preparation - $22,659,357 
Site work includes earthwork and grade leveling, utility infrastructure installation, irrigation and 
drainage systems, retention pond configuration, asphalt paving, and landscaping; access road 
construction; improvement to adjacent streets and right-of-way including turn lanes; signage and 
signalization. Site work includes helipad construction. Site work assigned to clinical costs is 
$6,184,689. 

Item 4. Off-site work - $0 
There is no off-site work for this project. 

The total site related work items 2, 3 and 4 is $22,734,357, of which $6,214,689 is assigned to clinical. 
$6,214,689 is 4.8% of $130,794,084, the sum of clinical construction ($119,094,084) plus clinical 
contingency ($11,700,000). 4.8% meets the State standard, under 5.0%.   

Item 5. New Construction Contracts - $278,011,406 
The project is the construction of a four story plus lower level and penthouse (hospital) and 
connected two story clinic building, totaling 298,669 sq ft. Of this total, 132,577 sq ft is clinical. 
Construction costs include foundation and slab, core and shell, roofing, doors and windows, 
thermal and moisture protection, fixed equipment (other than medical equipment referenced 
below), interior buildout and finishings, and contractor’s overhead. Electrical, plumbing and heating 
and air conditioning systems are included.  

Of the total construction cost, $119,094,084 is allocated to clinical uses. Cost per sq ft for clinical 
construction is $898.28.  

There are several characteristics of this project that contribute to construction costs above the 
RSMeans standard. The following items result in higher costs for pediatric inpatient care, several of 
which differentiate pediatrics from adult care, that are not factored into RSMeans calculations. 
Based on recent experience of the project’s healthcare facility consultants with comparable 
pediatric projects, the associated premiums are estimated for the following factors:   
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• Larger patient rooms, mostly to accommodate family member visiting and overnight stays, 3 – 
6% 
- Pediatric rooms are typically designed to support family-centered care, including sleeper 

sofas and in-room storage for overnight accommodations. Benchmark comparisons from 
recent children’s hospital projects show room sizes increasing from 15 to 30% over adult 
equivalents, directly impacting overall building area and cost per bed. The upper part of the 
range includes dedicated caregiver space for charting and supplies. 
 

• Increased design complexity (theming, custom finishes), 2 – 4% 
- Pediatric environments often incorporate themed interiors, interactive elements and custom 

millwork to create a more supportive, homelike and less clinical atmosphere. Examples 
include wall graphics, specialty lighting and play features in waiting and treatment areas. 
These elements are typically excluded from RSMeans-type baselines, which assume more 
standardized healthcare finishes, and are increasingly common in children’s fit-out 
packages. 
 

•  Specialized/flexible equipment accommodations, 2 – 5% 
- This factor relates to additional space provided on the pediatric units, diagnostic imaging, 

and surgery for a range of equipment and supplies sized to fit ranges of infants and children, 
rather than adult sizes that are more standard. Examples include headwalls designed for 
multiple acuity levels, adjustable exam tables, and imaging equipment with pediatric 
protocols. Recent pediatric imaging and OR projects have provided space and allowances 
for specialized accommodations. 
 

•  Enhanced safety and security requirements, 1 – 3% 
- Pediatric facilities require additional layers of security and safety, including infant protection 

systems, controlled access zones, anti-ligature hardware, tamper resistant devices, and 
lockdown capability. Certain units require infant monitoring and tracking. Increasing 
regulations and security standards contribute to unit cost increases.  
 

• Reduced standardization – greater room type variability, 2 – 4% 
- While the pediatric rooms are sized the same for stacking on the two-unit floors, and 

uniformity is conducive to efficient patient care staffing operations, there is individual 
variability within the rooms. Unlike adult facilities where room types are often highly 
repeatable, pediatric facilities require a broader mix of room configurations to support 
different age groups and care models. This factor reduces construction efficiency and limits 
some prefabrication opportunities. 
 

• More durable/high performance materials, 1 – 3% 
- Materials in pediatric environments are typically selected for higher durability due to 

increased wear from patients, families and staff. Examples include impact-resistant wall 
protection, higher-grade flooring systems, and cleanable infection-control-driven finishes. 
These selections exceed standards RSMeans assumptions for commercial and basic 
healthcare construction. 
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• Higher infrastructure demands, 5 – 10% 
- Operating rooms, imaging and procedure-based spaces have higher MEP requirements than 

other outpatient and lower acuity clinical areas. This includes medical gases, redundancy in 
electrical power systems, specialized ventilation, air handling and cooling to support 
operational requirements. Certain of the rooms require multiple gas outlets and higher air 
change rates compared to adult med/surg.  

 
While each of these factors independently contributes modest cost increases, collectively they can 
reasonably result in an overall premium that is 15 – 35% higher than the RSMeans standard of 
$572.74 selected for this project. Collectively, the costs associated with these factors could add 
about $200.00 per sq ft above the standard (at the 35% high end). 
 
In addition to the above, the inpatient units with 48 pediatric beds are sized as ICUs. 12 of the 48 
rooms are built out for ICU use, although they are pediatric rooms, and if conversion to ICU in the 
future is needed, it will require separate CON review and approval. These 12 rooms have sliding glass 
doors, medical gases and electric support for functioning as ICU rooms with a minimum of extra 
future cost. They are not equipped as ICU rooms. The sizing of all 48 as ICU is driven by efficiencies 
in construction, such as stacking requirements. This decision was made to provide flexibility for the 
future. The capital cost of this flexibility now is much less than reconstructing (and disrupting) the 
area in the future. 
 
Having all rooms built at ICU size adds 32 clinical sq ft per room, and $39.42 to the cost per sq ft of 
the pediatric units, as shown in the following calculations:  
- 1,671 additional sq ft on level 3 + 1,841 on level 4 = 3,512 sq ft larger pediatric units.  
- 3,512 / 48 pediatric rooms = additional 73 sq ft per pediatric room (per bed)  
- 73 sq ft x (132,577 sq ft clinical / 298,669 sq ft total) = 73 x 0.44 = 32 clinical sq ft per room  
- 32 sq ft x 48 x $800 per sq ft for pediatric clinical construction = extra cost of $1,228,800. 
- $1,228,800 / 31,171 sq ft for pediatrics = $39.42, the cost per sq ft added to the pediatric units. 
- ($1,228,800 / 132,577 total sq ft clinical = $9.27, the cost per sq ft added to the entire project) 
 
An additional construction cost is associated with building out 12 of the 48 pediatric rooms as ICU-
capable. These rooms will have ICU sliding glass doors, headwalls with medical gases and meeting 
ICU power requirements, etc. They will not be used as ICUs, but as pediatric rooms. They are capable 
of being converted to ICUs if the need evolves in the future, and subject to specific review and 
approval for future conversion to ICU. The cost of these features is estimated to be $30,000 per 
room, or $360,000 for the 12 rooms. This additional cost, spread over the pediatric units, is $46.20 
per sq ft. 
- $360,000 / 7,793 sq ft for 12 pediatric rooms = $46.20 per sq ft.   
- ($360,000 / 132,577 total sq ft clinical = $2.72, the cost per sq ft added to the entire project)  
 
Considering these factors including the sizing of pediatric rooms as ICU rooms and building out 12 
rooms for potential possible future conversion to ICU, the clinical construction cost of $898.30 per 
sq ft includes $212.00 in cost premiums ($200.00 + $9.27 + $2.72) above the RSMeans standard of 
$572.74. These factors explain $212.00 of the $325.56 difference between the project construction 
cost of $898.30 per sq ft and the RSMeans standard of $572.74. 
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Item 7. Contingencies - $61,187,845 
 
Contingencies are allowances for unforeseen circumstances, such as delays in shipping and receipt 
of materials and supplies that affect the construction schedule, escalation above anticipated pricing 
of materials and labor, or site conditions resulting in plan modification.  
 
$11,700,000 is the contingency allocated to clinical uses. $11,700,000 is 9.8% of clinical 
construction costs of $119,094,084, thereby meeting the State standard of below 10%.  
  
Item 8. Architectural and Engineering Fees - $20,343,929 
 
A/E fees include the functional program and space plan, preliminary design, schematic design, 
design development, construction document services, bidding and negotiation, and construction 
administration services. The costs of A/E services for construction are $20,343,929, of which 
$6,371,000 is allocated to clinical uses.   
 
A/E contingency of $6,371,000 is 4.87% of the clinical construction cost $119,094,084 plus clinical 
contingency of $11,700,000. This amount is consistent with the State standard range of 3.59% - 
5.39% for construction and contingency for amounts over $100 million. 
 
Item 9. Consulting and Other Fees - $23,027,567 
 
This work includes legal fees, environmental evaluation, utilities during construction, builder’s risk 
insurance policy premiums, and equipment planning. It also includes regulatory and permit fees, 
including Certificate of Need consulting and IDPH fees, as well as commissioning fees. 
 
Of the $23,027,567, $13,816,539 is allocated to clinical costs. 
 
Item 10. Moveable Equipment and furnishings not in construction contracts - $52,168,020 
 
The equipment list for the new hospital and clinic building is extensive, spanning over 2,800 rows 
and listing items from MRI and CT scanners to waste receptacles and glove boxes. The total amount 
for equipment is $47,193,020, of which $29,259,672 is clinical and $17,933,348 is non- clinical. In 
addition, the furnishings budget is $4,975,000, of which $3,084,500 is clinical and $1,890,500 is non- 
clinical.  
 
Major equipment that individually or collectively exceeds $200,000 is listed by functional area in the 
following table.
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*Note: Only includes equipment that individually or collectively exceeds $200,000. 

57

26-026



 

Attachment 7 
 

Additional clinical equipment with relatively smaller aggregate costs constitute the remainder of the 
clinical equipment budget. The balance of the equipment budget includes a large volume of 
equipment located in exam rooms and other non-clinical areas. Examples of these items are: 
procedure carts, mobile workstations, exam tables, exam stools, medical gas carts, defibrillators 
and AEDs, video procedure carts, microscopes, wheelchairs and wheelchair scales, sharps 
containers, and nebulizers.  
 
Furnishings include tables and chairs for waiting areas, conference rooms, and administrative and 
staff areas, desks and workstations.  
 
Item 11. Bond Issuance Expense - $133,333 
 
Lurie Children’s will be issuing bonds for several capital projects, including the Downers Grove 
hospital and clinic building. Arrangements have not been finalized at this time. The project-related 
bond issuance expense is estimated to be $133,333 for this project, split equally between clinical 
and non-clinical use.  
 
Item 12. Net Interest Expense During Construction - $0 
 
Interest on the bonds will be treated as a cost of operations and is not being capitalized.     
 
Item 13. FMV of Leased Space or Equipment -$0 
 
There is no leased space or equipment in the project.  
 
Item 14. Other Costs to be Capitalized - $18,952,675 
  

Information technology, incl computers, 
switches, cabling, low voltage, audio/visual $   16,384,500 

Artwork for lobby and public areas, waiting, 
exam rooms $   968,175 

Dietary equipment $   1,600,000 
   

58

26-026



Project Status and Completion Schedules 
Lurie Children’s – Downers Grove Hospital & Outpatient Center 

Attachment 8 
 

Financial Commitment for this project is contingent upon permit issuance. Provide a copy of the 
contingent “certification of financial commitment” document, highlighting any language related to 
CON Contingencies. 
 
The following language is taken from the agreement with the Design/Build contractor: 
 
Below is CON language for the DB contract: 
  
§ 15.24 CON and Zoning Contingency. The Design-Builder acknowledges that the Project requires 
a Certificate of Need (“CON”) from the Illinois Health Facilities and Services Review Board and 
zoning approvals from authorities having jurisdiction. The obligations of the Owner to proceed 
forward with construction of the Project are expressly contingent upon receipt of such CON and 
zoning approvals. Owner will pursue obtaining any required CON and zoning approvals in good faith 
and on a reasonable time frame. The Design-Builder will cooperate with Owner and assist it as 
necessary in obtaining any CON and zoning approvals. If Owner is unsuccessful in obtaining any 
required CON or zoning approvals, Owner may terminate the Agreement for convenience. If, 
however, Owner is successful in obtaining the requisite CON permits and zoning approvals, the 
Design-Builder shall cooperate with Owner in good faith and assist it as necessary in maintaining 
compliance with all CON and zoning requirements including, but not limited to, parameters relating 
to construction costs and gross square feet. Contractor represents and warrants that total Contract 
Sum shall not exceed any CON approved Project budget.  
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Cost Space Requirements 
Lurie Children's - Downers Grove Hospital & Outpatient Center 
 

Attachment 9 
 

CONSTRUCTION COSTS 

Department/Area Cost 
Gross Square Feet Amount of Proposed Total Sq Ft That Is: 

Existing Proposed New Const Modernized As Is Vacated 

Clinical/Reviewable 
Pediatric Beds (48) $   24,936,800  31,171 31,171    
Emergency Stations (35) $   22,612,850  23,803 23,803    
Surgery (6 ORs) $   29,711,659  28,280 28,280    
Diagnostic Imaging        

X-Ray (3) $   1,797,000  2,396 2,396    
Ortho EOS (1) $ 509,150  599 599    
Fluoroscopy (1) $   762,850  803 803    
Ultrasound (2) $   382,800  638 638    
MRI (2) $   3,762,200  2,894 2,894    
CT (1) $   950,000  950 950    

Exam/Treatment Rooms (50) $   14,941,300  17,578 17,578    
Ancillary Testing $   4,448,500  5,740 5,740    
Sleep Lab $   2,307,950  2,978 2,978    
Infusion (10) $   2,568,350  3,314 3,314    
Rehabilitation (PT/OT, Gym) $   3,258,875  2,768 2,768    
Lab $   3,643,100  1,437 1,437    
Pharmacy $   2,500,700  4,286 4,286    

Clinical Subtotal $   119,094,084  132,577 sf 132,577 sf    
  

 
     

Non-Clinical/Non-Reviewable 
Support/Workstations $   6,216,210  9,009 9,009    
Food Service (Kitchen, Dining) $   7,667,580  8,157 8,157    
Reception, Registration, Waiting Areas $   15,562,930  25,513 25,513    
Supplies/Storage $   9,483,760  18,238 18,238    
Mechanical, Building Systems, Housekeeping $   101,928,822  78,737 78,737    
Administration $   4,469,120  6,983 6,983    
Lockers/Lounges $   7,759,300  12,515 12,515    
Restrooms $   5,829,600  9,940 9,940    

Non-Clinical Subtotal $   158,917,322  166,092 sf 166,092 sf    
        

Total Construction $   278,011,406  298,669 sf 298,669 sf    
 

OTHER PROJECT COSTS 
Department/Area Cost 

Preplanning Cost $   3,543,771 
Site Survey & Soil Investigation $   75,000 
Site Preparation $   22,669,357 
Off Site Work - 
Contingencies $   61,187,845 
Architecture / Engineering Fees $   20,343,929 
Consulting & Other Fees $   23,027,567 
Moveable or Other Equipment $   52,168,020 

Furniture $   4,975,000    
Medical Equipment $   47,193,020 

Bond Issuance Expense $   133,333 
Net Interest Exp During Construction - 
Fair Market Value of Leased Space or 
Equipment 

- 

Other Capital Costs $   18,952,675 
Other Project Costs Subtotal $   202,091,497 

  

Grand Total of Project Costs $   480,102,903 
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CRITERION 1110.230 – BACKGROUND, PURPOSE OF THE PROJECT, AND ALTERNATIVES 

BACKGROUND OF APPLICANT 

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

Ann & Robert H. Lurie Children’s Hospital of Chicago 
225 East Chicago Avenue 
Chicago, Illinois  60611 
Licensure: Pediatric Hospital 

Lurie Children’s Outpatient Services at Westchester 
2301 Enterprise Drive 
Westchester, Illinois 60154  
Licensure: Ambulatory Surgical Treatment Center 

Lurie Children’s Outpatient Services at Northbrook 
1121 Techny Road 
Northbrook, Illinois 60062 
Licensure: Ambulatory Surgical Treatment Center 

Almost Home Kids 
211 East Grand Avenue 
Chicago, Illinois  60611 
Licensure: Children’s Community Based Health Care Center 

Almost Home Kids 
7S. 721 Route 53 
Naperville, Illinois  60540 
Licensure: Children’s Community Based Health Care Center 
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Purpose of the Project 

Attachment 12 

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

Ann & Robert H. Lurie Children’s Hospital of Chicago (“Lurie Children’s”) proposes to construct a 
new pediatric health care facility that will provide inpatient and outpatient ambulatory services, 
including 48 pediatric inpatient beds, a surgery department with 6 operating rooms (“ORs”), and an 
emergency department with 35 treatment stations. Diagnostic imaging includes MRI (2), CT (1), X-
Ray (3), EOS/ortho (1), fluoroscopy (1), and ultrasound (2). Other clinical services include physical 
and occupational therapy, laboratory and pharmacy. The project includes extensive pediatric 
outpatient care, including 50 multi-specialty pediatric outpatient exam and treatment rooms as well 
as 10 ambulatory infusion rooms. 

This project will be located near the intersection of Interstate 355 and Butterfield Road in suburban 
Downers Grove. The 13.2-acre site is bordered by Lacey Road on the east, Woodcreek Road on the 
south, and Birchwood Place on the north. The location will enable the potential for future phases and 
long-term flexibility as patient care advances and community needs evolve. Adjacent property is 
available for potential future expansion. 

There are several purposes for the project: 
1. Enhance pediatric health care in western communities of the Chicago metropolitan area by

introducing pediatric health care facilities and services that will enable pediatric patients who
reside in the West Region (defined below) to receive care closer to their homes and reduce the
significant outmigration of care that has been occurring over past decades.

2. Facilitate the establishment of the Lurie Children’s health care delivery system, allowing Lurie
Children’s main hospital in the Streeterville neighborhood of Chicago (“Lurie Children’s -
Streeterville”) to function as a regional referral center for tertiary and quaternary pediatric
care. In part, the construction of a hospital facility in the western suburbs will allow patients
from western communities to receive care from Lurie Children’s without traveling downtown
to Chicago. This factor will relieve increasing capacity pressures at Lurie Children's -
Streeterville.

3. Replace aging hospital outpatient facilities operated by Lurie Children’s in Westchester.

A. Enhance pediatric health care in western communities of the Chicago metropolitan area.

The site is located in the “West Region” of metropolitan Chicago, one of five metropolitan regions 
served by Lurie Children’s. (See the map on the following page.) Together, these five regions 
accounted for 5,771 inpatient admissions at Lurie Children’s in 2024. 1,179 of these admissions 
came from the West Region. In addition to these five regions in the metropolitan area, 832 
admissions at Lurie Children’s were from other areas of Illinois and outside of Illinois. In total, there 
were 6,603 admissions at Lurie Children’s in 2024, an increase from 6,033 in 2023 and 5,471 in 2022. 

The 1,179 admissions were 17.9% of the total 6,603 admissions at Lurie Children’s 2024. The other 
regions and their counts of admissions at Lurie Children’s in 2024 are:  
• Chicago Region (2,721 admissions, 41.2%)
• North Region (671 admissions, 10.2%)
• Northwest Region (471 admissions, 7.1%)
• South Region (729 admissions, 11.0%)
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The balance of 832 admissions from outside the area is the remaining 12.6% of all admissions at 
Lurie Children’s in 2024.  
 
The data shows that the West Region is the second largest source of Lurie Children’s inpatient 
admissions, after the Chicago Region.  

 
There are 19 acute care community hospitals located in the West Region with a total of 135 pediatric 
beds. Of these 19, 8 have pediatric units. Four of the pediatric units have a total of 86 authorized 
pediatric beds, with active pediatric services. (Central DuPage Hospital, Loyola University Medical 
Center, Saint Alexius Medical Center, and Edward Hospital). The other four units, with 49 total 
authorized pediatric beds, each have an average daily census less than one patient: UChicago 
Medicine AdventHealth Hinsdale, MacNeal Hospital, Mercy Medical Center – Aurora, and West 
Suburban Medical Center). These four hospitals hold authorized pediatric beds in the State 
inventory, without having programs of significant volume.  
 
For a pediatric population of approximately 539,000 in the West Region, 86 beds is minimal capacity. 
The majority of patients requiring pediatric hospitalization receive that inpatient care outside the 
area. According to IHA COMPdata, there were 8,248 children ages 0 – 18 residing in the West Region 
who were hospitalized for inpatient pediatric care in 2024. 3,962 (48%) were admitted at hospitals 
located in the West Region. The remaining 4,286 children (52%) received care at hospitals outside of 
the area. Of the 4,286 patients who migrated out of the area, 1,808 (42.2%) were admitted at Lurie 
Children's - Streeterville. Based on traffic conditions, a significant number of these patients travel 
more than 60-90 minutes for care at Lurie Children's - Streeterville, a trip that family members make 
several times during their child’s inpatient stay, not to mention their travel for pre-admission visits 
and follow up care post discharge. The planned facility that is centrally located in the West Region 
will provide care much closer to their homes and significantly reduce their travel times. A purpose of 

73

26-026



Attachment 12 

the project is to offer a large, dedicated pediatric inpatient service to give local residents the option 
of receiving Lurie Children’s care closer to their homes. 

The planned facility in Downers Grove will also address the reduction of inpatient pediatric bed 
capacity in the West Region. As is the case in Illinois and throughout the US, the West Region has 
seen a significant number of pediatric unit closures and reductions of unit sizes over the past 
decade.  27 hospitals in metropolitan Chicago with a total of 319 authorized pediatric beds closed 
their units since 2013. Of these, six closed hospital pediatric units with a total of 54 beds are located 
in the West Region: Elmhurst Hospital (6 beds, 2019), Good Samaritan - Advocate (7 beds, 2019), 
Advocate Sherman Hospital (8 beds, 2021), Alexian Brothers Medical Center (16 beds, 2018), 
Gottlieb Memorial Hospital (4 beds, 2023), and Saint Joseph Hospital – Elgin (13 beds, 2025) as part 
of a plan to shift pediatrics to Edward Hospital in Naperville. A 5-bed pediatric unit was discontinued 
as part of the total closure of Westlake Hospital.  An additional net reduction of 46 pediatric beds is 
attributed to units that were downsized but not closed in metropolitan Chicago during the same 
timeframe. (Information on the unit closures and reductions in size is contained in part 3 of this 
Section.)   

Small pediatric programs are facing increasing operational and financial pressure, a factor 
contributing to the trend of pediatric bed closures in the West Region. The small and declining 
number of pediatric units and beds in the West Region is one of the factors leading Lurie Children’s 
to plan an inpatient and ambulatory care facility in the western suburbs. Lurie Children’s receives 
the largest number of West Region residents who leave the area for inpatient care (1,179 patients). 
A Consumers Choice survey indicates that families and community physicians in the western 
suburbs expect more from Lurie Children’s. Lurie Children’s ranks as the first or second choice for 
care 94% of the time. Locating a hospital in the West Region will be much more convenient for 
families who would like to seek care at Lurie Children’s.  

In addition to providing pediatric inpatient care closer to patients, a new Downers Grove hospital will 
provide inpatient and outpatient surgical services, emergency and urgent care, diagnostic imaging, 
and a full range of outpatient services at the new site. All of these services will be more conveniently 
available at the Downers Grove hospital.     

B. Facilitate the establishment of the Lurie Children’s health care delivery system, allowing Lurie
Children's - Streeterville to function as regional referral center for tertiary and quaternary
pediatric care.

The construction of a hospital and ambulatory care facility in the western suburbs will not only 
benefit patients living in that area who want Lurie Children’s services closer to home but will relieve 
increasing capacity pressures at Lurie Children's - Streeterville. The new hospital in Downers Grove 
will focus on basic pediatric inpatient needs and pediatric specialty outpatient services. Keeping 
patients in the western suburbs who do not require tertiary level care is expected to accommodate 
up to 75% of the patients now going downtown for inpatient and outpatient services.    

Lurie Children’s relocated from its aging and undersized facility in the Lincoln Park community area 
to the Northwestern campus in Streeterville in June, 2012. It opened with 144 pediatric beds and 92 
ICU beds. Since then, it has experienced increasing occupancy of inpatient units and ambulatory 
services downtown. In order to serve the region by accommodating increasingly complex clinical 
cases, Lurie Children’s has increased its ICU capacity through several projects. It has converted 
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administrative and other support space to 66 additional ICU beds: CON projects 16-050 approved 
by HFSRB in May, 2017 (44 ICU beds and 4 NICU beds) and 17-054 approved in February, 2018 (22 
hem/onc beds). The hospital currently operates 162 ICU beds. As part of this shift, pediatric beds 
were reduced from the initial 144 beds to 126. Annual utilization downtown continues to increase. 
Lurie Children’s is expected to be at full capacity by the end of this decade. The proposed project in 
Downers Grove is intended to relieve some of this capacity pressure by serving patients residing in 
the West Region with a dedicated pediatric facility closer to their homes.  

Related to this shift, Lurie Children’s will no longer concentrate all of its inpatient activity at Lurie 
Children’s - Streeterville. It will transition to a regional health care delivery system, with inpatient 
beds in selected suburban areas, and significant outpatient centers, such as the new Lurie 
Children’s Outpatient Center in Schaumburg that opened in 2025 (Project 22-032) and the 
Ambulatory Surgical Treatment Center in Northbrook (Project 16-044). The new facility in Downers 
Grove will not duplicate the tertiary and quaternary services centered in Lurie Children's - 
Streeterville, but will provide pediatric specialty community hospital care.    

75

26-026



Attachment 12 

C. Replace aging facilities operated by Lurie Children’s in Westchester.

This new facility in Downers Grove will replace Lurie Children’s aging and operationally inefficient 
facility currently located at 2301 Enterprise Drive in Westchester, IL. Lurie Children’s has been 
delivering pediatric hospital outpatient services including ambulatory surgery at the location since 
1989. The facility is limited in its ability to align with patient and family experience expectations and 
accommodate significant community demand for care. The surgical services and outpatient 
services in Westchester will be relocated to the Downers Grove facility. A separate CON permit 
application addresses the discontinuation of the facility in Westchester.  

Lurie Children’s goal is to ensure that children and families receive the right care, at the right time, 
in the right setting. By establishing these services at a second modern campus, this proposed project 
will expand access to high-quality, family-centered pediatric care while enhancing operational 
efficiency, enabling systematic care coordination, and improving patient outcomes. Additionally, 
the new location will be more geographically convenient for the majority of families in the defined 
planning area and surrounding communities, reducing travel time and barriers to care.
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Planning Process for Lurie Children’s – Downers Grove Hospital & Outpatient Center 
 
Grounded in a broader strategic shift toward becoming a regional health system, Ann & Robert H. 
Lurie Children’s Hospital of Chicago (“Lurie Children’s”) has undertaken a comprehensive and 
methodical planning process over the last 18-24 months to guide the development of the new 
pediatric hospital in Downers Grove. 
 
This effort was initiated in Fall 2024 with the identification of a strategic need to expand beyond a 
single hospital model. Lurie Children’s Board of Directors approved an initial business case to 
advance additional detailed planning in Spring 2025. Lurie Children’s subsequently engaged The 
Chartis Group, a leading healthcare consulting firm, to evaluate national trends in pediatric care, 
test key assumptions, conduct demand forecasting, build a preliminary pro forma, and validate the 
opportunity to more efficiently and better serve the western suburban Chicago region. That area is 
the second largest source of Lurie Children’s patients following the City of Chicago.  It has seen the 
closure of seven pediatric inpatient units in the past 13 years and outmigration of more pediatric 
patients than receive care at hospitals located in the region. The Chartis Group’s deliverables 
confirmed the project’s scale, program, and long-term strategic positioning. Lurie Children’s Board 
of Directors approved moving forward with the project in December 2025. 
 
To execute the project, Lurie Children’s assembled a multidisciplinary Design-Build team comprised 
of nationally recognized experts alongside local Chicago-based partners. This integrated team is led 
by Clayco, a Chicago-based construction firm, and includes healthcare planners, architects, 
engineers, and equipment and technology specialists, ensuring alignment with current best 
practices and evolving standards in pediatric care delivery. 
 
As part of the process of evaluating comparable pediatric health systems, Lurie Children’s 
leadership and the project team conducted targeted site visits at two other nationally recognized 
independent children’s hospitals that recently completed similar community hospital expansion 
projects.  Lurie Children’s incorporated lessons learned and best practices from these and other 
leading institutions into the plans and design for the new Lurie Children’s hospital in Downers Grove. 
These insights informed key decisions regarding room sizing, operational flexibility, care model 
integration, and support space allocation. 
 
Extensive engagement with clinical and operational users has been central to the planning process, 
including physicians, nursing leadership, operational stakeholders, support services, patients, and 
families. These groups have informed detailed program requirements, workflow optimization, and 
equipment planning across core clinical areas including inpatient units, surgical services, imaging, 
emergency care, and outpatient clinics, while also emphasizing patient, family, and staff experience. 
Collectively, this structured, iterative, and milestone-driven approach has advanced Lurie 
Children’s strategic, clinical, and operational objectives, incorporated national benchmarks for 
program planning, design, and construction, and reinforced the overall appropriateness and 
reasonableness of the proposed project scope, scale, and associated costs.
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2. Define planning area or market area, or other relevant area, per the applicant’s definition.

Lurie Children’s has identified five regions in northeastern Illinois that are used to guide planning for 
the delivery of pediatric health care services: Chicago, North, Northwest, South and West. Lurie 
Children’s has facilities and/or established affiliations with providers in each of these five regions.  

The “West Region” is selected as the planning area for the project. 
The planning area has an estimated population of 538,943 pediatric residents, ages 0 – 18. It is made 
up of a Primary Service Area and a Secondary Service Area. The Primary Service Area (West-Primary”) 
has a pediatric population of 258,684. The Secondary Service Area has three sub-areas: West-
Naperville (population of 55,894), West-Central (138,649), and West-Aurora (85,716) 

The table following this page shows the patient origin for 1,179 admissions at Lurie Children’s from 
zip codes of the West Region in 2024. 681 of these admissions were from the Primary Service Area; 
498 were from the three sub-areas of the Secondary Service Area.  

With an expected admissions volume of approximately 2,700 admissions (not including observation 
cases), it is anticipated that 80% will be from the Planning Area.
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Service Area Population & Lurie Children’s Admissions by West Region ZIP Code 

Sources/Filters: 
• Pediatric Population: Claritas Pop-Facts 2025, Sg2 Analytics; Population Age: 0-18 by ZIP code 
• Lurie Children’s Admissions: Lurie Children’s Enterprise Decision Support Database; Aggregate encounter data 

used for IDPH AHQ Surveys; Inpatient; Planning Region defined by patient ZIP code; Departments excluded: 
NICU, PICU, Neuro/Endo, Cardiac Care, Psychiatry 

Attachment 12 
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3. Identify the existing problems or issues that need to be addressed as applicable and 
appropriate for the project.  

 
There are several existing problems that the proposed project is planned to address: 
A. National and local trends reveal reduced access to high quality pediatric care. The majority of 

patients living in western suburbs migrate out of the area for inpatient pediatric care. There is 
significant travel burden for existing patient families. 

B. Capacity constraints at Lurie Children's - Streeterville are significant and increasing. 
C. Lurie Children’s facilities in Westchester are undersized and aging. 
 
A. National and local trends reveal reduced access to high quality pediatric care. 
 
Articles and research studies document significant reduction in inpatient pediatric bed capacity in 
recent decades: 
 

• Research Article: “National Trends in Pediatric Inpatient Capacity”, JAMA Pediatrics, Vol. 
179, No. 2. 
From 2008 to 2022, the US lost 29.9% of pediatric inpatient units, but only 4.4% of adult units, 
revealing continued declines in inpatient capacity. The number of pediatric units declined 
from 1,749 to 1,226; beds decreased from 31,133 to 25,064. “Most pediatric admissions 
occur in general hospitals which increasingly transfer rather than hospitalize children, 
resulting in care concentrations in larger pediatric centers.”  (Emphasis added, Attachment 
12A)  

 
• Research Article: “Four Trends in Pediatric Hospital Utilization,” Children’s Hospital 

Association, October 19, 2022.  
There are fewer inpatient cases, but higher severity. Even with discharges down, total patient 
days, inclusive of observation cases, are higher. The severity of cases is higher, driving a 
higher average length of stay in 2021 compared to 2019. (Attachment 12B)     

 
• Research Article: “Closure of Licensed Pediatric Beds in Health Care Markets within Illinois,” 

Academy of Pediatrics, June 30, 2022.  
The article states: From 2012 through 2017, the number of licensed pediatric beds declined 
from 1,706 to 1,254 (-26.5%). Over the same period, annual pediatric inpatient days 
minimally changed (+1.1%), while annual pediatric inpatient days at hospitals affiliated with 
the Children’s Hospital Association increased (+30.5%). After accounting for re-openings, 
the 33 hospitals that closed all licensed pediatric beds fit four distinct typologies: 
1) Hospitals with minimal pediatric volume throughout the study (n = 19); 
2) Hospitals that sustained at least 50% of their pediatric volume after closure of licensed 

pediatric beds (n = 8); 
3) Hospitals with low market shares in metropolitan areas (n = 5); and  
4) Hospital with a decline in pediatric market share, while a nearby hospital saw a 

corresponding rise in pediatric market share (n = 1). (Attachment 12C) 
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• Research Article: “Pediatric Hospitalization Trends at Children’s and General Hospitals, 
2000–2019.” JAMA Vol. 330, No. 19, published October 30, 2023 
The article reports the significant shift of pediatric inpatients from pediatric units in general 
community hospitals to freestanding and non-freestanding children’s hospitals. The 
percentage of discharges from non-children’s hospitals decreased from 41.1% to 18.2% over 
the two decades. The percentage of total national discharges from children’s hospitals 
increased significantly, from 58.9% to 81.8%. An increase in inter-facility transports 
accompanied the changes in the distribution of patients. In 2000, 6.1% of pediatric patients 
were transferred from one facility to another; in 2019, 18.8% of patients were transported. 
(Attachment 12D) 

 
• Research Article: “A National Analysis of General Pediatric Inpatient Unit Closures and 

Openings, 2011 – 2018” 
From 2011 to 2018, 638 (15.7%) general inpatient pediatric units in 4,069 hospitals closed. 
558 units opened (13.7%) during the same time period, for a net closure rate of 2.0%. Of the 
units that closed, 89% were in a hospital that otherwise remained open. In Illinois, a net 6.5% 
of units closed. (Attachment 12E) 

 
• Research Article: “What’s behind an increase in closures of pediatric units,” October 15, 

2022 
An interview with Dr. Scott Krugman, Vice Chair of the Department of Pediatrics at Herman 
and Walter Samuelson Children’s Hospital at Sinai Hospital in Baltimore, and Professor of 
Pediatrics at Georgetown University School of Medicine, commenting on the nationwide 
wave of hospitals closing their pediatric units. The New York Times that week reported on the 
problem, decades in the making, citing a 20% decline in the number of hospitals with 
pediatric units from 2008 to 2018. (Attachment 12F) 

 
• Research Article: “As Hospitals Close Pediatric Units, Where Does That Leave Lachlan?” The 

New York Times, October 11, 2022 
“The decline of local access to children’s inpatient care began over a decade ago and 
accelerated during the pandemic. Between 2008 and 2018 … pediatric inpatient units in the 
United States decreased almost 20%, and nearly a quarter of children found themselves 
farther from their nearest pediatric unit.” Lachlan Rutledge is a 6-year-old with a connective 
tissue disorder, severe allergies and asthma receiving care at the Children’s Hospital at Saint 
Francis, the only remaining inpatient pediatric option in Tulsa. (Attachment 12G) 

          
The articles are included in their entirety as attachments to this Purpose of the Project Section. 
 
The Metropolitan Chicago area, and Illinois in general, has been experiencing the condition of 
pediatric unit closures covered in these articles. The following table lists 27 hospitals in the 
metropolitan Chicago area (Hospital Planning Areas A-01 through A-14) that closed their inpatient 
pediatric units from 2013 through 2025. The closures resulted in a reduction of 319 authorized 
pediatric beds. One of the 27 hospitals, Westlake Hospital with five pediatric beds, closed entirely; 
the other 26 hospitals remain in service.
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Discontinuations of Pediatric Inpatient Services, Chicago Metropolitan Area 
(Highlighted rows indicate hospitals located in the West Region) 

Attachment 12 

Hospital Name State 
Planning Area 

Number 
of beds 

Month / Year Discontinued 
or Approved for 
Discontinuation 

Saint Joseph Hospital - Elgin A-13 13 April, 2025 
Palos Community Hospital A-04 8 July, 2024 
Gottlieb Memorial Hospital A-06 4 March, 2023 
Prime Saints Mary & Elizabeth 
Hospital A-02 14 July, 2021 

Advocate Condell Medical Center A-09 16 January, 2021 
Advocate Sherman Hospital A-11 8 January, 2021 
St. Bernard Hospital A-03 6 October, 2019 
Elmhurst Hospital A-05 6 October, 2019 
Ingalls Memorial Hospital – UChicago  A-04 17 September, 2019 
Illinois Masonic Medical Center - 
Advocate A-01 14 April, 2019 

Highland Park Hospital A-09 6 March, 2019 
Good Samaritan Hospital - Advocate A-05 7 2019 
Good Shepherd Hospital - Advocate A-09 8 2019 
Westlake Hospital A-06 5 hospital closed 2019 
OSF Little Company of Mary Hospital A-04 20 November, 2018 
Humboldt Park Health A-02 5 February, 2018 
Alexian Brothers Medical Center A-07 16 January, 2018 
Advocate South Suburban Hospital A-04 10 November, 2017 
Mount Sinai Hospital  A-02 31 2017 
Franciscan St. James Health - 
Chicago Heights A-04 10 March, 2016 

Insight Hospital (Mercy-Chicago) A-03 37 2016 
Loretto Hospital A-02 10 2015 
South Shore Hospital A-03 6 2015 
Skokie Hospital A-08 2 2015 
Riverside Medical Center A-14 18 2014 
Prime St. Francis A-08 12 2013 
NM Lake Forest Hospital A-09 10 2013 
Total Beds  319  

Sources:  
• Inventory of Health Facilities and Services and Need Determinations, December 2023; 

Addendum Inventory of Health Care Facilities, March 31, 2026. 
• Lurie Children’s internal dataset
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As previously stated in the first part of this section, of the 27 closed pediatric units, six hospital 
pediatric units with a total of 54 beds are located in the West Region: Elmhurst Hospital (6 beds, 
2019), Good Samaritan Hospital – Advocate (7 beds, 2019), Advocate Sherman Hospital (8 beds, 
2021), Ascension Alexian Brothers Medical Center (16 beds, 2018), Gottlieb Memorial Hospital (4 
beds, 2023),  and Saint Joseph Hospital – Elgin (13 beds, 2025) as part of a plan to shift pediatrics to 
Edward Hospital in Naperville. In addition, a five-bed pediatric unit was discontinued as part of the 
total closure of Westlake Hospital. 

The next table below shows an additional 9 hospitals in the metropolitan area that added to or 
reduced their pediatric units. For these hospitals, there was a net reduction of an additional 46 
authorized pediatric inpatient beds above and beyond the 319 beds in unit closures. 

Changes in Pediatric Beds (not discontinuations of pediatric units) Chicago Metropolitan Area 

Hospital Name 
State 

Planning 
Area 

Beds 
Added 

Date 
Added 

Beds 
Reduced 

Date 
Reduced 

2025 
Total 

Lurie Children's A-01 4 9/20/2019 2 1/1/2024 126 
John H Stroger, Jr. Hospital A-02 14 2016 26 
Rush University Medical 
Center A-02 2 12/15/2015 20 

St. Anthony Hospital A-02 6 2018 18 
University of Illinois Hospital 
and Clinics 

A-02 12 2/28/2018 20 

University of Illinois Hospital 
and Clinics A-02 12 6/11/2021 20 

Palos Community Hospital A-04 7 4/1/2022 8 
UChicago Medicine 
AdventHealth Hinsdale 

A-05 1 2014 18 

Central DuPage Hospital A-05 12 2014 28 
Central DuPage Hospital A-05 6 10/29/2020 28 
Vista Medical Center East A-09 10 2013 11 
Vista Medical Center East A-09 14 8/25/2015 11 
Total Beds 28 74 

Sources: 
• Inventory of Health Facilities and Services and Need Determinations, December 2025;

Addendum Inventory of Health Care Facilities, December 31, 2025.
• Lurie Children’s internal dataset
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These unit closures and reductions have contributed to a shift of care from hospitals located within 
the West Region to hospitals outside the area. The following table shows that 3,962 patients (48% of 
the total 8,248 pediatric residents who were hospitalized for pediatric care) residing in communities 
in the West Region stayed local for inpatient pediatric care. The remaining 4,286 left the area for their 
hospitalizations.  
 
Inpatient Admissions by Patient Residence and Hospital Location 
 

Primary Service Area 

Patients Admitted 
to West Region 

Hospitals 

Patients Admitted 
to Non-West 

Region Hospitals 

Total West 
Region 

Admissions 

Primary Service Area Subtotal 1,788 2,196 3,984 
    

Secondary Service Area       

West-Central Subtotal 1,118 990 2,108 
West-Aurora Subtotal 635 731 1,366 
West-Naperville Subtotal 421 369 790 
Secondary Service Area Subtotal 2,174 2,090 4,264 

        
West Region Grand Total 3,962 4,286 8,248 

 
Source/Filters: 

• IHA COMPdata, CY2024; Inpatient only; Age: 0-18; Medical/Surgical Specialties based on 
Diagnosis; Patient and Hospital Planning Regions based on ZIP code 

 
3,491 (88%) of the 3,962 patients residing in the West Region and admitted for pediatric care at 
hospitals in the West Region in 2024 were at four hospitals: 
• Central DuPage Hospital: 1,298 admissions 
• Edward Hospital: 890   
• Loyola University Medical Center: 679 
• Saint Alexius Medical Center: 624 

 
The remaining 471 pediatric admissions were split among 21 general acute care hospitals in the 
West Region, all of which had  an  Average Daily Census of 1.0 or less in 2024. 11 of these 21 hospitals 
have no authorized pediatric beds (no inpatient pediatric unit), although they admit pediatric 
patients. 4 of these 21 hospitals reported only one pediatric admission for the entire year 2024.  
 
In conclusion, the closures of 7 pediatric units in the West Region (including the unit at the closed 
Westlake Hospital) and the migration of the majority of pediatric patient residents of the area who 
receive care outside the area are two facts that indicate that access to care is a health care problem 
needing solutions. 
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B. Capacity constraints at Lurie Children’s are significant and increasing.

Lurie Children’s opened Lurie Children's - Streeterville in June 2012, replacing the aging Children’s 
Memorial Hospital in Lincoln Park. For most of the years since relocating, the hospital witnessed 
growth in inpatient services, emergency visits, surgical cases, and outpatient visits. The table on the 
next page consolidates utilization information reported in the hospital’s Annual Hospital 
Questionnaires from 2017 through 2025.  

The following facts are selected highlights from the table: 
- Pediatric bed patient days at Lurie Children’s increased from 30,282 in 2017 to 35,230 in 2025, 

with ADC averaging 97.5 for the past three years, 126 pediatric beds;
- Neonatal occupancies averaged 88.1% for the last 9 years, 64 beds;
- ICU occupancies averaged 67.2% for the past 9 years; during this time, 70 ICU beds were added,

increasing authorized beds from 92 to 162;
- AMI occupancy averaged 80.2% for the past 9 years; the 12-bed unit was recently increased to

16 beds;
- Emergency visit volumes fluctuated around an average of 55,482 for the 7 non-COVID years;

from 2020 to 2021, Lurie Children’s ED visits dropped 35% consistent with the national trend
from 48 visits per 1,000 children in 2019 to 31 in 2020. ED volumes rebounded to normal in 2022.

- Surgical cases averaged over 15,900 per year, including 2020 and 2021, two reduced volume
years due to COVID;

- All major diagnostic imaging modalities showed increases over the past 9 years;
- Outpatient visits – on and off campus – showed increases, from a total 614,320 in 2017 to

834,274 in 2025. 
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Lurie Children’s Hospital – Historical Utilization by Service Category 

Source: IDPH Annual Hospital Questionnaire, 2017 – 2025 
Attachment 12 

2017 2018 2019 2020 2021 2022 2023 2024 2025
Pediatrics

Authorized beds (as of Oct 1) 76 124 128 128 128 114 128 126 126

Admissions 5,696 5,198 5,300 5,178 5,437 5,586 6,121 6,603 6,845

Patient Days 30,282 32,382 31,216 29,700 32,494 33,444 36,130 35,485 35,230

ALOS 5.32 6.23 5.89 5.74 5.98 5.99 5.9 5.37 5.15

ADC 82.96 88.72 85.52 81.15 89.02 91.63 98.99 96.95 96.52

Occupancy 1.09 0.72 0.67 0.63 0.70 0.80 0.77 0.77 0.77

Emergency Department
Number of treatment stations 43 39 39 39 39 39 39 40 40

ED Visits 57,242 56,143 57,029 37,337 47,877 56,022 56,147 53,029 52,776

Surgery
Number of ORs 21 21 21 21 21 21 21 21 20

IP Cases 3,892 3,858 4,011 3,666 3,784 3,806 3,278 4,238 4,001

OP Cases 12,395 13,040 12,470 10,158 11,679 12,484 13,422 12,704 10,548

Total Surgical Cases 16,287 16,898 16,481 13,824 15,463 16,290 16,700 16,942 14,549

Total Hours, incl clean up 35,936 38,270 37,315 34,299 34,829 34,739 37,387 36,790 32,804

Neonatal
Authorized beds (as of Oct 1) 60 64 64 64 64 64 64 64 64

Admissions 817 655 567 487 427 472 436 458 455

Patient Days 20,016 18,918 20,629 19,161 20,643 20,880 22,216 20,044 21,774

ALOS 24.5 28.88 36.38 39.34 48.34 44.24 50.95 43.76 47.85

ADC 54.84 51.83 56.52 52.35 56.56 57.21 60.87 54.77 59.65

Occupancy 0.91 0.81 0.88 0.82 0.88 0.89 0.95 0.86 0.93

ICU
Authorized beds (as of Oct 1) 92 116 160 140 160 140 150 162 162

Admissions 3,719 3,878 4,739 3,247 3,593 3,487 3,436 4,273 4,612

Patient Days 27,836 30,943 37,338 30,442 35,229 36,846 37,922 37,046 37,222

ALOS 7.48 7.98 7.88 9.38 9.8 10.57 11.04 8.67 8.07

ADC 76.26 84.78 102.3 83.17 96.52 100.95 103.9 101.22 101.98

Occupancy 0.83 0.73 0.64 0.59 0.60 0.72 0.69 0.62 0.63

AMI
Authorized beds (as of Oct 1) 12 12 12 12 12 12 12 12 12

Admissions 562 584 535 523 438 439 375 362 430

Patient Days 3,539 3,367 3,090 3,636 4,104 3,626 3,623 3,320 3,248

ALOS 6.3 5.77 5.78 6.95 9.37 8.26 9.66 9.17 7.55

ADC 9.7 9.22 8.47 9.93 11.24 9.93 9.93 9.07 8.90

Occupancy 0.81 0.77 0.71 0.83 0.94 0.83 0.83 0.76 0.74

Diagnostic Imaging (incl IP/OP)
Gen Rad/Fluor 65,784 70,651 72,738 79,840 70,205 82,728 86,529 81,386 88,719

Nuclear Medicine 537 514 548 596 1155 1136 1274 984 522

Ultrasound 23227 25281 26747 26616 28209 30334 32224 32269 34272

MRI 15117 17597 16604 14932 16416 17851 18797 18976 20046

MRI (Contractual) 1491 1450 1599 1488 1481 1623 1980 1715 2071

CT 5650 5791 5595 5450 6179 6715 6997 6797 7427

PET 239 270 217 220 294 245 299 250 315

Interventional 6352 7406 6861 6400 6397 6479 6052 5861 6298

Laboratory
Total Lab Studies 945,190 1,020,271 1,074,941 1,020,318 1,175,461 1,207,171 1,255,310 298,485 344,684

Outpatient Visits
Total OP Visits 614,320 640,609 661,424 636,332 752,164 775,129 786,368 764,482 834,274
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As noted in the first part of this Purpose of the Project section, Lurie Children’s has increased 
capacity by converting available non-clinical space to support clinical program growth. By the end 
of this decade, it is expected that there will not be further options to convert space on the downtown 
campus. As evidenced by the expansion of ICU beds at the hospital, Lurie Children’s has taken on 
higher acuity cases in the past decade, in its appropriate function as a regional referral center for 
complex patients. In recent planning efforts, hospital leadership is identifying strategic actions to 
prepare the downtown facility to maximize its capacity to accommodate increasing tertiary and 
quaternary needs of pediatric patients.  
 
Part of Lurie Children’s strategy is to identify opportunities in its different planning regions in 
metropolitan Chicago to keep some of the lower and medium acuity patients closer to their homes. 
These strategies include working with established partner hospitals in the region, as well as 
establishing new facilities in selected locations. The plan is to assure that patients and families have 
continued access to Lurie Children’s care, and to allow Lurie Children’s to utilize more of its 
downtown capacity for tertiary and quaternary care needs.  
 
C. Lurie Children’s facilities in Westchester are undersized and aging. 
 
Since 1989, Lurie Children’s has operated an outpatient center in Westchester, IL. The center 
provides pediatric specialty outpatient services, diagnostic imaging, and ambulatory surgery. The 
facility has multiple mechanical, electrical and plumbing issues, characteristic of a building 
approaching 40 years of service. For example, the steam boilers are original to the building, as are 
the medical gas manifolds and control air compressor providing pneumatic air for the building’s 
heating and cooling control systems. The emergency generator is also original to the building. The 
central chiller plant has had multiple service calls in recent years to address compressor failures 
and refrigerant leaks. Refrigerant is no longer manufactured; replacement refrigerant is expensive. 
The domestic water heaters are 15 years old and beyond their useful life. Equipment and other 
building systems maintenance and repair costs have exceeded $300,000 in the past 6 years, with 
replacement parts for original equipment being increasingly unavailable or difficult to obtain. 
Significant costs are looming to replace some of the major equipment in the next 5 years.  
 
A $1.1 million project to replace the roof to address leaks was completed in September, 2025, and a 
$380,000 project to replace ceiling tiles and diffusers throughout the building is planned for July, 
2026. The exterior façade of the building needs replacement of brick and repair of deteriorating 
mortar joints. The parking lot has numerous patches requiring annual repair. Sidewalks are uneven 
and require regular attention.  
 
Moreover, there are many operational efficiency improvements needed with clinical services 
delivery at this site. For example, the three operating rooms do not allow for the efficient scheduling 
of surgeons, which is usually optimized when there are even numbers of surgery rooms to enable 
scheduling continual procedures. In addition, cases are not scheduled after 2:00 PM, since later 
cases that have the potential for requiring extended observation and recovery times are not able to 
be accommodated due to limited evening and nighttime coverage.      
 
Finally, the 37,134 square foot facility has limited size, and cannot accommodate more physicians 
who would like to practice at the Westchester location.  
 
 

87

26-026



 

Attachment 12 

4. Cite the sources of the documentation. 
 

• Annual Hospital Questionnaires: Ann & Robert H. Lurie Children’s Hospital of Chicago                   
• Annual Questionnaires: Westchester ASTC, Northbrook ASTC 
• Hospital records 
• HFSRB Hospital Profiles 
• HFSRB: Inventory of Health Facilities and Services and Need Determinations, December 2023 

and updates to the Inventory, December 31, 2025 
• COMPdata, Illinois Hospital Association 
• Chartis – compendium of market analyses 
• 2025 Mapbox@OpenStreetMap 
• Claritas Pop-Facts2025 via SG2 Analytics  
• Axiom Decision Support, Strata Decision Technology     
• “National Trends in Pediatric Inpatient Capacity,” JAMA Pediatrics, Vol 179, No. 2, December 2, 

2024, Kenneth A Michelson, MD, MPH; Anna M. Cushing, MD; Emily Bucholz, MD, PhD, MPH  
• “4 Trends in Pediatric Hospital Utilization,” Children’s Hospital Association, October 19, 2022 
• “Closure of Licensed Pediatric Beds in Health Care Markets within Illinois,” Acad Peadtr. 2021, 

June 25; 22(3):431-439; Paige VonAchen, Matthew M Davis, Jennifer Cartland, Amy D’Arco, 
Kristin Kan 

• “A National Analysis of General Pediatric Inpatient Unit Closures and Openings, 2011-2018, 
October 2, 2024. Carolyn M. San Soucie, BA, BSA; Nancy Beaulieu, PhD; Jason X. Buxbaum, PhD, 
MHSA; David M. Cutler, PhD; JoAnna K. Leyenaar, Md, PhD, MPH; Sarah C. McBride, MD; Olivia 
Zhao, MPhil; Alyna T. Chen, MD, MS   

• “What’s behind an increase in closures of pediatric units, October 12, 2022, Dr. Scott Krugman, 
vice chair of the Department of Pediatrics at Herman and Walter Samuelson Children’s Hospital  

• “Pediatric Hospitalization Trends at Children’s and General Hospitals, 2000-2019,” Michael J. 
Steiner, MD, MPH, Matt Hall, PhD, Ashley G. Gordon, MD, et al, JAMA, Vol. 330, No. 19, published 
online October 30, 2023 

• “As Hospitals Cloose Children’s Units, Where Does That Leave Lachlan?” New York Times, 
October 11, 2022 

 
5. Detail how the project will address or improve the previously referenced issues, as well as 

the population’s health status and well-being 
 
Lurie Children’s is already one of the largest providers of inpatient pediatric care to residents of the 
West Region, in spite of the fact that it is located in downtown Chicago. 1,808 pediatric cases 
(pediatric admissions, observations and ICU cases) at Lurie Children’s - Streeterville in 2024 were 
residents of the West Region. This volume was 22% of patients from the West Region who were 
hospitalized for pediatric care in 2024. The location in Downers Grove will be more geographically 
convenient for the majority of families in the defined planning area and surrounding communities, 
reducing travel time and barriers to care. 
 
Lurie Children’s project will stabilize regional pediatric capacity, in response to the closure of six 
pediatric units with 54 beds in the West Region since 2013. An additional 5 bed pediatric unit closed 
as part of a discontinuation of the Westlake Hospital. The majority of inpatient pediatric admissions 
of West Region residents have been hospitalizations outside the West Region.  
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While much of the focus of the analysis has been on regional capacity for inpatient pediatric 
services, the project is broader than beds, including emergency and urgent care, inpatient and 
outpatient surgery, diagnostic imaging, ambulatory outpatient care, and other clinical services. 
Establishing these services at a single modern campus will expand access to high-quality, family-
centered pediatric care while improving care coordination, and patient outcomes. The project 
enables the delivery of care to the region’s children that is safe, high quality and geographically 
convenient. The new, right-sized facility will meet modern standards of care and create a consistent 
patient experience. Operational efficiency will be enhanced by transferring Lurie Children’s services 
in Westchester to the new hospital and outpatient center in Downers Grove.  

By providing pediatric inpatient services in a community hospital setting, the project will relieve 
capacity constraints at the downtown campus and create backfill opportunities for high-acuity 
services downtown. 

Lurie Children’s has relationships with several hospitals throughout metropolitan Chicago. For over 
2 decades, Northwestern Medicine and Lurie Children’s have worked together to provide pediatric 
care in the western suburbs. Together, both institutions established a pediatric emergency care 
department, inpatient units, and multispecialty outpatient clinics at Central DuPage Hospital, as 
well as an outpatient clinic and neonatal and pediatric imaging at Delnor Hospital. These facilities 
have provided exceptional care to thousands of pediatric patients and their families since 2006. The 
collaboration is shifting to better serve families in the communities they support and to respond to a 
changing healthcare landscape. Throughout this transition and after the new facility opens, they will 
continue to collaborate to address the needs of the patients they serve. 

Leadership of Lurie Children’s has discussed the proposed project with local and State of Illinois 
officials, to inform them about the plans for the new hospital and how the project will improve access 
to inpatient and ambulatory pediatric specialty services in the western suburbs. These meetings 
include reviews and presentations during the zoning process in Downers Grove. There is broad-
based support for the proposed hospital. Several letters of support are included in Appendix A at the 
end of this permit application: 

 Ken Hedley, President, NM Central DuPage Hospital 

 Sean Casten, U.S. House of Representatives, 6th District Illinois 

Deborah A. Conroy, DuPage County Board Chair 

Anne Stava, State Representative, 81st District 

Margaret A. DeLaRosa, State Representative, 42nd District 

Marti Deuter, State Representative, 45th District 

Laura Ellman, State Senator, 21st District 
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6. Provide goals with quantified and measurable objectives, with specific timeframes that
relate to achieving the stated goals as appropriate.

1. Improve patient access by enabling about 1,000 low/medium acuity patients (admitted at
Lurie Children’s from the West Region, 2031 projected) to remain in the region for
medical/surgical hospitalization.

2. Increase the percent of community residents served locally, from 48% to 60%.
Calculation:
- 1,000 patients now admitted at Lurie Children's - Streeterville + 3,962 patients admitted

at other hospitals in the West Region in 2024 = 4,962
- 4,962 / 8,248 total West Region residents admitted = 0.60

3. Accommodate approximately 2,700 admissions and over 1,200 observation days at the new 
hospital (ADC of 40.6, occupancy of 84.6% of 48 beds).

4. Accommodate over 42,000 annual ED visits in the new Downers Grove facility by 2031. It is
anticipated that ED visit growth will not plateau but continue to increase thereafter.

5. Support 101 physicians and 16 nurse practitioners currently affiliated with Lurie Children’s
Clinically Integrated Network (CIN), with the ability to accommodate more providers who
wish to affiliate in the network.
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National Trends in Pediatric Inpatient Capacity
Most pediatric hospitalizations occur in general hospitals,
which increasingly transfer rather than hospitalize children,

resulting in care concentra-
tion at large pediatric centers.1

This shift in pediatric care de-
livery is partly due to inpatient unit closures, with 19.1% of 1753
closing between 2008 and 2018.2

Whether trends have leveled, persisted, or steepened
since the COVID-19 pandemic is unclear. Recent surges in
pediatric respiratory illnesses have tested system resilience.3

Continued pediatric capacity losses suggest lower national
flexibility to weather future volume surges. We evaluated
recent trends and the association of the COVID-19 pandemic
with inpatient capacity, comparing child and adult access.

Methods | This cross-sectional study used US medical-surgical
hospital data for January 1, 2008, to December 31, 2022, from
the American Hospital Association Annual Survey, excluding
never-responders and specialty and long-term hospitals. As
data are deidentified and publicly available, local ethics re-
view and informed consent were not required in accordance
with the Common Rule. We followed the STROBE reporting
guideline.

The primary outcome was number of pediatric inpatient
units, defined as hospitals with any inpatient beds set up and
staffed for pediatric care. Secondary outcomes included counts
of pediatric beds, adult units and beds, and closures. Units were
considered closed if the latest number of beds was 0. Hospi-
tals were considered closed the first year they were absent from
the dataset. We imputed missing bed counts by carrying for-
ward or backward the last reported value. Urban-rural status
was determined from census designations.

We used Poisson regression to compare 2022 with 2008
counts. Pediatric and adult trends were compared using a Pois-
son model with 3 covariates: 2008 or 2022, adult or pediat-
ric, and their interaction (estimated difference between adult
and pediatric changes). To assess the pandemic’s influence, we
used interrupted time series models to evaluate immediate
changes (ie, beyond the preexisting slope) at the 2020 pan-
demic onset and change in slope postpandemic in units and
beds.4 We report closures as proportions. Data were analyzed
using R, version 4.4.0 (R Foundation).

Results | Of 4808 hospitals analyzed, 2074 ever reported a pe-
diatric inpatient unit. From 2008 to 2022, pediatric inpatient
units decreased from 1749 to 1226, declining 29.9% (95% CI,
24.6%-34.8%), and beds decreased from 31 133 to 25 064
(19.5%; 95% CI, 18.1%-20.8%) (Figure 1). Adult inpatient units
decreased from 4519 to 4318, declining 4.4% (95% CI, 0.4%-
8.4%), and beds decreased from 405 908 to 393 802 (3.0%; 95%
CI, 2.6%-3.4%). Pediatric inpatient units and beds decreased
26.6% (95% CI, 20.2%-32.6%) and 17.0% (95% CI, 15.6%-
18.4%) more, respectively, than adult counterparts. Of pedi-
atric inpatient units ever open, 848 (40.9%) closed by 2022
(Figure 2).

With the onset of the pandemic, we observed no signifi-
cant immediate change in pediatric units but observed an im-
mediate decrease of 3.4% (95% CI, 2.1%-4.6%) for pediatric beds.
Among adult units, there was no significant immediate change,
but adult beds had an immediate 1.2% increase (95% CI, 0.9%-
1.6%). Before the pandemic, pediatric units declined by 2.2%
(95% CI, 1.8%-2.6%) per year and beds by 1.4% (95% CI, 1.3%-
1.5%) per year, while adult units and beds declined 0.4% (95%
CI, 0.1%-0.6%) and 0.3% (95% CI, 0.3%-0.4%) per year, respec-
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Figure 1. Relative Changes in Inpatient Capacity, 2008-2022
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tively. There were no significant changes in slopes after pan-
demic onset in adult or pediatric units and beds.

Discussion | From 2008 to 2022, the US lost 29.9% of pediatric
inpatient units but only 4.4% of adult units, revealing contin-
ued declines in pediatric inpatient capacity, modestly exacer-
bated by the pandemic. Possible explanations may be that adult
beds generate more revenue than pediatric beds,5 pediatric
staffing shortages make units difficult to operate, and pediat-
ric hospitalizations are increasingly complex and require spe-
cialty resources. Furthermore, pandemic bed conversions may
not have been rolled back.6 Study limitations include in-
creased uncertainty through bed count imputation and use of
a single dataset. Innovative approaches should be considered
to stem future declines in pediatric capacity, which may fur-
ther decrease access and resilience to surge.
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State Parental Consent Law and Treatment Use
Among Adolescents With Depression
Depression is a major public health problem among US
adolescents.1 Despite progress in the development of effective
interventions, most adolescents experiencing depression do not
receive treatment.1,2 There are many reasons for this discrep-

ancy, with youths’ inconsis-
tent ability to receive care in-
dependently being a potential

factor. Some states require parental or guardian (hereafter, care-
giver) permission for mental health treatment until adoles-
cents are aged 18 years, with variable exceptions for factors such
as marital status and treatment type. In other states, youths older
than 12 years can consent but must still identify a caregiver to
access certain kinds of care.

Youths with caregivers who are unavailable or unwilling
to consent risk losing access to potentially life-saving treat-
ment. Adolescents experiencing depression cite parents as a
major barrier to accessing mental health support.3 Yet, there
has been no systematic effort to characterize the nature and
role of state laws in adolescents’ rights to consent to mental
health treatment. Thus, we conducted a legal mapping study
to characterize current state-level policies regarding adoles-
cent consent to mental health treatment. We then tested the
exploratory hypothesis that adolescents experiencing depres-
sion are less likely to receive treatment in states with strin-
gent consent laws.

Methods | In accordance with the Common Rule, this cross-
sectional ecologic study was exempt from ethics review and
informed consent requirement because it was not human par-
ticipant research. We followed recommended legal mapping
research practices4 and the STROBE reporting guideline.

Using 2 legal databases (LexisNexis and Justia), we
extracted and coded all US (50 states and District of Colum-
bia [DC]) statutes regarding adolescents’ ability to indepen-
dently consent to inpatient and outpatient mental health
treatment (eMethods in Supplement 1). We then classified
state laws as follows: allows adolescents to independently
consent with no or limited stipulations, and prohibits ado-
lescents to independently consent and mandates caregiver
consent.

Additionally, we extracted from the National Survey on
Drug Use and Health (NSDUH) the 2021 to 2022 state-level es-
timates on past-year treatment rates among adolescents with
past-year major depressive episodes (MDEs) (eMethods in
Supplement 1).5 We used analysis of covariance to test whether
adolescents with past-year MDEs were less likely to access men-
tal health treatment in states that allowed vs prohibited ado-
lescents to independently consent to services, adjusting for the
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TAGGEDPABSTRACT

OBJECTIVE: Our objective was to understand the market char-

acteristics related to closures of licensed pediatric hospital

beds that may be related to increasing regionalization of pedi-

atric hospital care.

METHODS: We performed a retrospective descriptive analysis

of 110 hospitals with licensed pediatric hospital beds from a

statewide survey of health care facilities (2012−2017) and

administrative data of hospital admissions (2013−2018) in Illi-
nois. We quantified closures of licensed pediatric hospital beds

and categorized hospital bed closures by hospital and market

characteristics.

RESULTS: From 2012 through 2017, the number of licensed

pediatric beds declined from 1706 to 1254 (-26.5%). Over the

same time period, annual pediatric inpatient days minimally

changed (+1.1%), while annual pediatric inpatient days at hos-

pitals affiliated with the Children’s Hospital Association

increased (+30.5%). After accounting for re-openings, the 33

hospitals that closed all licensed pediatric beds fit 4 distinct

typologies: 1) Hospitals with minimal pediatric volume

throughout the study (n = 19); 2) Hospitals that sustained at

least 50% of their pediatric volume after closure of licensed

pediatric beds (n = 8); 3) Hospitals with low market share in

metropolitan areas (n = 5); and 4) Hospital with a decline in

pediatric market share, while a nearby hospital saw a corre-

sponding rise in pediatric market share (n = 1).

CONCLUSIONS: In Illinois, licensed pediatric hospital beds

declined while pediatrics inpatient days stayed the same over a

recent 6-year period. Typologies of closures describe the

nuanced dynamics leading to decline of pediatric hospital

beds. Understanding these patterns is critical to ensure that

children receive quality pediatric-tailored care.

TAGGEDPKEYWORDS: access to care; health care markets; hospital clo-

sures; pediatric regionalization

ACADEMIC PEDIATRICS 2022;22:431−439

TAGGEDPWHAT’S NEW

We examined licensed pediatric hospital bed closures,

and related market factors, in Illinois from 2012 to

2017. Licensed pediatric hospital beds declined while

pediatric inpatient days remained the same. We identi-

fied four patterns of market dynamics related to

closures.

TAGGEDPPEDIATRIC LICENSED BEDS are designated by many states

through a certificate of need (CON) process. While CON

programs were tied to federal funding in the 1970s to

address the rapid growth in the number of medical facilities

around the country, only 36 states now have a CON pro-

gram.1,2 Designating a licensed pediatric bed indicates that

hospitals commit to having a qualified physician for pediat-

ric care, appropriate regulation for qualified staff for pediat-

ric care, and a separate pediatric unit from adult care. States

can use this information for planning, such as emergency

preparedness3, to ensure the state has enough available

beds to meet the demands of its residents. Given that

licensed beds are used by states to monitor appropriate

access to care, they can also serve as a measure of the

potential geographic accessibility of care.

Recently, a few states have reported substantial losses

in pediatric beds.3,4 Closure of pediatric inpatient beds

may be associated with insufficiently trained local health

professionals to meet the hospital-level needs of pediatric

populations and limit the locations that pediatric patients

can obtain inpatient care. Regionalization of pediatric

care has been described and linked to both decreased

access to definitive hospital care for children and

increased transfers for common pediatric conditions.5−7

Thus, licensed pediatric hospital bed closures may impact

patients’ access to care and adversely affect pediatric

health outcomes.
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The reasons for closures of pediatric beds are likely var-

ied. However, existing studies about facilities and beds for

adult acute care services and specialties may provide some

insights. In the past decade, certain types of inpatient care

have progressively shifted to the outpatient setting.8 As a

result, hospital closures and mergers have accelerated.9−13

Although previous investigators have examined the causes

and outcomes of hospital closures, those studies are

focused on adult care, emergency departments, and obstet-

ric practices or predominantly rural areas.10,11,14−24

In contrast, few pediatric-focused studies have described

the change in available inpatient care for children5,6,25,26 or

closures of licensed pediatric hospital beds and factors

related to this phenomenon.27 The pediatric population and

inpatient admissions have been declining over recent years

nationwide8; however, little is known about how this

change in demand may be influencing the supply of

licensed pediatric hospital beds in the context of local mar-

ket and hospital characteristics. In Illinois, a large state

with a CON policy and declining pediatric population, we

examined recent closures of licensed pediatric beds over a

recent 6-year period. We sought to quantify changes in

licensed pediatric hospital beds and characterize hospitals

that closed all of their pediatric licensed hospital beds.

TAGGEDH1METHODS TAGGEDEND

TAGGEDH2DATA SOURCES TAGGEDEND

Licensed pediatric beds: We used the Annual Health

Questionnaire that contains the number and type of

licensed beds at each health care facility, published by the

Illinois Department of Public Health’s Health Facilities

and Services Review Board (Board). We used Annual

Health Questionnaire data from 2012 through 2017 to

identify changes in the number of licensed pediatric beds

from 2013 through 2017. In Illinois, licensed pediatric

beds are defined as nonintensive, non-neonatal, and non-

psychiatric care beds for patients 0 to 14 years old.

Pediatric admissions and inpatient days: To assess the

number of pediatric admissions and inpatient days at indi-

vidual hospitals (ie, pediatric volume) and in hospital mar-

kets, we used comprehensive statewide administrative data

from the Illinois Hospital Association Comparative Health

Care and Hospital Data Reporting Services. This database

contains administrative billing data for all admissions at

Illinois Hospital Association member hospitals. We ana-

lyzed all inpatient admissions of patients aged 0 to 14 years

from January 2013 through December 2018, excluding

newborn, psychiatric, and intensive care admissions, in

order to align with the state’s pediatric hospital bed licen-

sure definition. Admission volume was stratified based on

hospital affiliation with the Children’s Hospital Association

(CHA)28 in order to further characterize admission patterns.

We included data from 2018 in order to characterize trends

in pediatric admissions for at least 12 months after closure

of licensed pediatric beds. We excluded admissions by

patients whose zip codes were not in Illinois because we

did not have access to admissions data from other states,

and therefore could not appropriately assess market charac-

teristics for those admissions.

TAGGEDH1IDENTIFICATION OF CLOSURES IN LICENSED

PEDIATRIC HOSPITAL BEDS TAGGEDEND

Hospitals with a decrease in the number of licensed

pediatric beds between 2 consecutive years were identi-

fied as having pediatric bed closures during the second

year. If the number of licensed pediatric beds decreased to

zero, the hospital was identified as having a full pediatric

bed closure. Because the specific closure date within the

second year could not be discerned from the annual sur-

vey, the closure was assumed to have occurred at the end

of the second year.

TAGGEDH1HOSPITAL AND MARKET CHARACTERISTICS TAGGEDEND

For hospitals with full pediatric bed closures, we

described hospital and market characteristics. We first cat-

egorized the hospital’s geography into metropolitan,

micropolitan, or rural based on the hospital address based

on the US Office of Management and Budget standards.29

A metropolitan area is an urbanized area of 50,000 or

more population, a micropolitan area is based on urban

clusters of at least 10,000 population, while all other

counties are considered rural.

Next, we assessed the pediatric inpatient admissions

volume at each hospital. Volume trends were categorized

into 3 categories based on comparing average quarterly

admissions (number of admissions per standard calendar

quarter) preclosure versus posthospital closure using all

data available in the study period. 1) Hospitals with a

decrease of more than 85% of their volume from preclo-

sure to postclosure were considered to have had “lost

almost all pediatric volume.” 2) Hospitals with a decrease

of less than 50% of their volume from preclosure to post-

closure were considered to have “maintained pediatric

volume.” The change in average quarterly volume from

pre- to postclosure for these hospitals that “maintained

pediatric volume” ranged from a decrease in volume by

50% to an increase in volume by 50%. 3) Hospitals that

had a median of 0 admissions per quarter (interquartile

range [IQR] 0−1) were considered to have “negligible

volume.” These three mutually exclusive and comprehen-

sive categories were defined based on observed trends of

individual hospital volumes (Fig. 1). Pre- and postclosure

quarterly admissions were averaged in order to account

for seasonal variation in volume.

Last, we empirically derived each hospital’s catchment

area. A catchment area was defined using the zip codes of

patients from pediatric hospital admissions. For a given

hospital, the zip codes that cumulatively comprised the

top 80% of the hospital’s preclosure pediatric admissions

were defined as that hospital’s catchment area (Fig. 2).

The market share was then calculated as the percentage of

pediatric admissions from a catchment area that was

admitted to a specific hospital. Mathematically, the

numerator of market share was the number of admissions
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to the hospital that closed licensed pediatric beds from the

catchment area. The denominator was the total number of

pediatric admissions in the catchment area, including all

hospitals with admissions for children in the same catch-

ment area as the hospital that closed licensed pediatric

beds. We calculated the market share for each hospital

with a full bed closure prior to and after full bed closure.

One hospital’s catchment area can overlap with other

nearby hospitals’ catchment area (eg, patients from a

given zip code may split to multiple nearby hospitals).

Thus, we determined the number of nearby hospitals with

overlapping catchment areas to each hospital that closed,

as an indicator of market competition.

TAGGEDH1DEFINING HOSPITAL BED CLOSURE TYPOLOGIES TAGGEDEND

Our final analysis categorized the hospitals with full

pediatric bed closures into typologies, based on patterns

of hospital and market characteristics described above.

We used these characteristics to identify patterns of

nuanced local characteristics that might have been associ-

ated with pediatric hospital bed closures. All hospitals

were de-identified for publication. All quantitative analy-

ses were performed using STATA Version 16 (StataCorp

LLC, College Station, Tex) software. This study of de-

identified patient data was declared exempt from review

by the Ann and Robert H. Lurie Children’s Institutional

Review Board.

TAGGEDH1RESULTSTAGGEDEND

TAGGEDH2CHANGES IN LICENSED PEDIATRIC HOSPITAL BEDS, VOLUME,
AND LENGTH OF STAY TAGGEDEND

From 2012 through 2017, the number of hospitals with

licensed pediatric beds in the state of Illinois declined

from 110 to 78 (-29.1%; Table 1). Thirty-three hospitals

closed all of their licensed pediatric beds, only 2 of which

were for-profit. Notably, one hospital closed all licensed

pediatric hospital beds, re-opened the hospital beds, and

then re-closed them again during the study period. Simul-

taneously, 18 hospitals closed some, but not all, of their

licensed pediatric beds and 3 hospitals increased their

numbers of licensed pediatric beds. Consequently, from

2012 through 2017, the total number of licensed pediatric

beds in the state of Illinois declined from 1706 to 1254

(-26.5%), with 476 licensed pediatric bed closings and 24

bed openings. The majority of licensed pediatric bed clos-

ings (n = 300; 63%) were located in hospitals that closed

all of their licensed beds.

Simultaneously, the pediatric population (<14 years old)

in the state of Illinois decreased by 6.5%. The number of

pediatric admissions decreased from 43,587 in 2013 to

38,034 in 2018 (-12.7%); however, the number of pediatric

admissions at CHA affiliated hospitals increased from

18,423 in 2013 to 20,569 in 2018 (+11.6%). While the

overall number of inpatient days was effectively unchanged

from 94,076 in 2013 to 95,114 in 2018 (+1.1%), the number

of inpatient days at CHA affiliated hospitals increased from

47,938 in 2013 to 62,546 in 2018 (+30.5%).

TAGGEDH1CHARACTERISTICS OF HOSPITALS THAT CLOSED

ALL LICENSED PEDIATRIC HOSPITAL BEDS TAGGEDEND

Among the 33 hospitals with full bed closures, there was

a median of 8 beds closed per hospital (IQR 2−14, Table 2).
Nineteen of the hospitals with full bed closures had negligi-

ble pediatric volume with a median number of admissions

of 0 (IQR 0−1). Other volume trend categories in hospitals

with full pediatric bed closures included: 6 hospitals that

“lost almost all pediatric volume,” which had a decline of

Figure 1. Examples of 3 mutually exclusive volume trends for hospitals that closed licensed pediatric beds. Graphs include quarterly

admissions data for 1 hospital from each volume trend: 1) lost almost all pediatric volume, 2) maintained pediatric volume, and 3) had negli-

gible volume pre- and postclosure. Hospitals have been anonymized.
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85% from average quarterly admissions preclosure to post-

closures; and 8 hospitals that “maintained pediatric vol-

ume,” which sustained at least 50% (but up to a 50%

increase) of their preclosure volume.

Prior to full bed closures, 14 hospitals with sufficient

pediatric volume to estimate market share had a median

pediatric market share of 31.6% (IQR 12.0%−54.7%). This

market share was stable on a year-over-year basis. After

closure, these hospitals had a median pediatric market share

of 24.3% (IQR 0.5%−47.2%). Nineteen hospitals with full

bed closures had a median of 0 admissions per quarter

(IQR 0−1). An empiric hospital catchment area and corre-

sponding market share for these hospitals were not

calculated because the number of admissions was too low

to identify the hospital’s pediatric catchment area.

TAGGEDH1TYPOLOGIES OF CLOSURE TAGGEDEND

We identified 4 typologies of hospitals that had full

pediatric bed closures (Table 3).

Typology 1: The majority of hospitals that closed all of

their licensed pediatric beds had little or no pediatric vol-

ume throughout the study period. Notably, 14 of these 19

closures were in metropolitan areas of the state. One hos-

pital in this group closed all pediatric licensed beds, reop-

ened them, and then closed them again during the study

Figure 2. Illustrative example of hospital catchment area and market share. The zip codes that cumulatively comprised the top 80% of the

hospital’s pediatric admissions were defined as that hospital’s catchment area. The market share was calculated as the number of admis-

sions to the hospital from the catchment area divided by the total number of admissions to all hospitals from the catchment area. Note: Illus-

trative example, total admissions to all hospitals (1000) from catchment area (zip codes 1−9) not visualized.
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period, and had zero pediatric admissions throughout the

period under study. While we refer to eighteen hospitals

that closed throughout the study, it should be noted that

there were 19 episodes of full pediatric bed closures.

Typology 2: Eight hospitals with full bed closures sus-

tained at least half of their mean quarterly, preclosure

pediatric volume even after closure. These hospitals

were not specific to metropolitan, micropolitan, or rural

areas. Of these hospitals, 6 were the primary hospital for

pediatric admissions in their catchment area and the

other 2 held the second-largest market share after pediat-

ric bed closures.

Typology 3: Five hospitals with full bed closures were

located in a metropolitan area with more than 8 other

hospitals sharing the catchment area. Each of these hospi-

tals had <15% market share prior to closure and had mul-

tiple hospitals within close geographic proximity. All of

these hospitals saw almost a complete decline to zero in

the number of admissions postclosure. One or more of the

nearby hospitals experienced a modest increase in market

share postclosure.

Typology 4: One hospital with a full pediatric bed clo-

sure had one nearby hospital with an overlapping catch-

ment area that appeared to subsequently acquire the

pediatric volume from the hospital that closed. The hospi-

tal that closed its licensed pediatric beds was located in a

metropolitan region and had a decline in pediatric volume

over the course of several years prior to closure. After

Table 1. Hospital and Licensed Pediatric Hospital Bed Summary Statistics

2012 2013 2014 2015 2016 2017 2018

Percent

Change

Hospitals

No. Hospitals with licensed pediatric beds 110 102 100 91 85 78 - -29.1%

No. Licensed pediatric beds 1706 1575 1536 1443 1342 1254 - -26.5%

Population

No. IL children (<14 years old) 2,523,550 2,499,134 2,460,191 2,456,259 2,406,689 2,388,946 2,359,833 -6.5%

No. Licensed pediatric beds per

100,000 IL children

67.6 63.0 62.4 58.7 55.8 52.5 - -22.4%

Volume

Total admissions total - 43,587 41,225 40,283 39,055 39,039 38,034 -12.7%

Admissions at CHA affiliated hospitals - 18,423 18,373 18,692 18,894 19,999 20,569 +11.6%

Admissions at non-CHA affiliated

hospitals

- 25,164 22,852 21,591 20,161 19,040 17,465 -30.6%

Length of stay

Total inpatient days - 94,076 89,929 89,699 89,672 93,418 95,114 1.1%

Inpatient days at CHA affiliated hospitals - 47,938 48,505 50,257 53,176 57,748 62,546 +30.5%

Inpatient days at non-CHA affiliated

hospitals

- 46,138 41,424 39,442 36,496 35,670 32,568 -29.4%

CHA indicates Children’s Hospital Association.

2012 hospital data were used to determine hospital bed closures in 2013 only.

2018 volume data were used to assess postclosure volume and market trends only.

Table 2. Characteristics of Illinois Hospitals That Closed Licensed Pediatric Beds, 2013 to 2017

Hospital Characteristics

No. beds closed per hospital closure (n = 33), median (IQR) 8 (2−14)
Hospital geography*, n (%)

Metropolitan 24 (72.7%)

Micropolitan 4 (12.1%)

Rural 5 (15.2%)

Volume trend†, n (%)

Lost almost all pediatric volume 6 (18.2%)

Maintained pediatric volume 8 (24.3%)

Had negligible volume pre- and postclosure 19 (59.6%)

Market characteristics for individual hospitals (n = 14)‡

Market share prior to closure, median (IQR) 31.6% (12.0%−54.7%)

Market share after closure, median (IQR) 24.3% (0.5%−47.2%)

Percent change in market share, median (IQR) -23.7% (-94.1% to +2.5%)

IQR indicates interquartile range.

*Metropolitan area is an urbanized area of 50,000 or more population, a micropolitan area is based on urban clusters of at least 10,000

population, while all other counties are considered rural.29

†Lost almost all pediatric volume” included hospitals with a decrease of more than 85% of their volume from preclosure to postclosure;

“Maintained pediatric volume” included hospitals with a decrease of less than 50% of their volume from preclosure to postclosure; “Had neg-

ligible volume pre- and postclosure” included hospitals that had a median of 0 admissions per quarter (IQR 0−1).
‡Market share characteristics were calculated for the 14 hospitals that had sufficient pediatric volume to determine the hospital catch-

ment area.

TAGGEDENDACADEMIC PEDIATRICS CLOSURE OF LICENSED PEDIATRIC BEDS IN HEALTH CARE MARKETS WITHIN ILLINOIS 435

Attachment 12C100

26-026



closure of all licensed pediatric beds, the nearby hospital

approximately doubled their market share compared to

preclosure.

TAGGEDH1DISCUSSION TAGGEDEND

Using a comprehensive inpatient administrative dataset

in a large state with a CON policy, we found that Illinois

experienced a 29% decline in the number of hospitals

with licensed pediatric beds and an overall 27% decrease

in licensed pediatric beds from 2013 to 2017. Based on a

set of available hospital and market characteristics, we

used Illinois as a case study to identify 4 distinct hospital

typologies that reflect a mixture of low or declining pedi-

atric inpatient volume and local market dynamics that

may have influenced decisions by hospital administrators

to close pediatric licensed beds.

The results of our study suggest that some pediatric

hospital beds that closed were no longer needed given the

declining demand for inpatient pediatric care in the sur-

rounding geographic area. The lack of volume in a large

majority of hospitals was not necessarily due to the hospi-

tals being in sparsely populated areas, as approximately

75% of these hospitals were located in metropolitan

regions. Rather, the findings are consistent with overall

national trends of declining pediatric hospital admissions,

including metropolitan areas with competitive hospital

catchment areas.8,30,31 The cause of this national decline

in inpatient admissions is likely multifactorial. For exam-

ple, improved ambulatory care-based prevention services

have lowered the need for inpatient care, and common

pediatric conditions are now safely managed in outpatient

settings.32−34 These closures may not have impacted indi-

vidual patient access to care, as patients were not seeking

care at these hospitals prior to their closure.

In other situations, pediatric hospital bed closures may

have closed as a result of local market characteristics,

including competition between hospitals. Five hospitals

located in metropolitan areas had 8 to 12 other nearby

hospitals with overlapping catchment areas, including at

least one nearby CHA-affiliated hospital, that saw a corre-

sponding increase in market share postclosure. In such

Table 3. Typologies of Illinois Hospitals That Closed All Licensed Pediatric Beds, 2013 to 2017

No. Hospitals

in Typology

Geographic

Characteristics* Volume Trends

Market Environment

Prior to Bed Closure

Market Environment

After Bed Closure

Typology 1: Hospital

with little to no

pediatric volume

19 Any location:

Metropolitan

(n = 14, 73.7%),

Micropolitan

(n = 1, 5.3%),

Rural (n = 4,

21.1%)

Had negligible pedi-

atric volume pre-

and postclosure.

Median quarterly

volume of pediat-

ric admissions: 0

(IQR 0−1)

- -

Typology 2: Hospital

that sustained

pediatric volume

8 Any location:

Metropolitan (n = 4,

50%), Micropolitan

(n = 3, 37.5%),

Rural (n = 1,

12.5%)

Maintained pediatric

volume. Median

volume decline

from preclosure

volume: 3.3%

(IQR -12.5% to

+11.1%)

Hospital with largest

or 2nd largest

market share in

catchment area:

Largest market

share (n = 5,

62.5%),

2nd largest market

share (n = 3,

37.5%)

Median market

share: 45.7% (IQR

26.1%−63.0%)

Maintained largest or

2nd largest market

share in catchment

area:

Largest market share

(n = 5, 62.5%),

2nd largest market

share (n = 3, 37.5%)

Minimal changes in

market share. Median

change in market

share: +1.3% (IQR

-2.8% t 3.8%).

Typology 3: Urban

hospital with low

market share

5 Metropolitan

(n = 5, 100%)

Lost almost all pedi-

atric volume.

Median volume

decline from pre-

closure volume:

-99.0% (IQR

-97.6% to

-100.0%)

Low market share.

Median market

share: 8.1% (IQR

3.9%−11.1%)

Decline in market share

to near zero. Median

postclosure market

share: 0.2% (IQR

0.0% - 0.4%)

Typology 4: Bed clo-

sure with main

alternative

hospital

1 Metropolitan

(n = 1, 100%)

Lost almost all pedi-

atric volume. Vol-

ume decline of

from preclosure

volume: 86.1%

Predominant hospi-

tal in catchment

area, majority of

market share:

56.8%

Major decline from pre-

closure market share:

-38.1%.

One nearby hospital

with corresponding

increase in market

share from preclosure

market share: +29.4%

IQR indicates interquartile range.

*Metropolitan area is an urbanized area of 50,000 or more population, a micropolitan area is based on urban clusters of at least 10,000

population, while all other counties are considered rural.29
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competitive areas, changes in patient preference, physi-

cian referral networks and shifts in insurance networks

might have driven a shift to other hospitals that appeared

to attract patients who previously might have been admit-

ted to the hospital that closed its pediatric beds. On the

other hand, one hospital had a nearby hospital that

appeared to subsequently acquire the majority pediatric

volume from the hospital that closed. In this case, the rise

in market share of pediatric admissions in the nearby hos-

pital preceded the hospital of interest’s closure of its

licensed pediatric beds. In both of these situations, the

directionality of the cause of pediatric volumes shifts (eg,

the hospital closure led to patients going to another nearby

hospital vs patients preferencing a nearby hospital led to

the hospital closing) remains unclear. While nearby hospi-

tals were available to capture the volume of each of the

hospitals that closed, it remains unknown whether

patients’ preference aligns with the remaining hospital

supply in that geographic area. Future research should

assess patient perspective of the availability of nearby

hospitals and whether these patients are experiencing dif-

ferences in quality of care, outcomes, and/or cost of care,

as variation in health care, even within small geographies,

is well established.35−38

Separately, the observed persistent pediatric volumes at

hospitals that closed their licensed pediatric hospital beds

raises the question of the meaning of the licensed bed des-

ignation. Eight hospitals maintained at least half of the

volume of pediatric inpatient admissions even after clos-

ing their licensed pediatric hospital beds. In these cases,

the patients were presumably admitted to medical-surgical

adult beds, as the admitting hospitals had withdrawn their

commitment to having qualified pediatric staff by closing

all licensed pediatric hospital beds. A potential concern is

that these hospitals may not be able to provide pediatric

tailored medical resources for pediatric patients. Flexible

beds can be useful when planning for the statewide

response to health emergencies,39 such as a surge in

demand for pediatric inpatient admission during the

H1N1 outbreak of 20093 or a decline from the typical

pediatric admission rates during the COVID-19 pan-

demic. However, routinely admitting pediatric patients

to adult beds can complicate the state’s ability to use

licensed pediatric hospital beds for planning purposes.

These findings highlight the importance of aligning

policies with clinical application, particularly given

that CON policies were developed across the United

States several decades ago. As such, Illinois state pol-

icy administrators are currently evaluating how to

modernize the CON policy to reflect current practices

in pediatric care.

Overall, our results are consistent with studies describ-

ing a recent pattern of regionalization, where pediatric

patients are increasingly obtaining care at high-volume,

high-expertise hospitals.5,6 While the total pediatric

admissions for the state declined over the study period,

the number of pediatric inpatient days remained the same.

In other words, pediatric admissions are declining while

children who are admitted experience longer

hospitalizations. Simultaneously, CHA hospitals saw a

rise in admissions and inpatient days during the study

period. This rise in admissions at CHA hospitals may

reflect an increase in the number of admissions for chil-

dren with complex chronic conditions or a rise in the num-

ber of patients obtaining care at CHA hospitals for routine

care, both of which have been described at the national

level.5−8 It remains unclear how directly community hos-

pital closures are related to these phenomena, including

the extent to which patient preference, market dynamics,

or other forces are driving pediatric patients to receive

care at CHA hospitals. While our case study appears in

line with national patterns, the application of our individ-

ual market analysis approach to additional geographies

may provide further insight into the generalizability of

these results.

Previous adult literature has suggested that market

driven hospital closures can lead to decreased access to

care,15 increased costs,23 and worse health outcomes

including increased mortality.17 Future research should

assess how closures of licensed pediatric beds, including

those due to decreased demand, are affecting child health

outcomes and health care costs. It is important that chil-

dren who do require care can obtain access in a timely

fashion and that hospitals accepting pediatric patients

maintain capacity for patients’ with potentially longer and

more complex admissions.

There are limitations to our study. First, the study

focused only on one large state and may not be generaliz-

able nationally. The advantage of the dataset, however,

was that it provided information on all pediatric inpatient

admissions across the state, including those from non-

teaching hospitals that might be missed in other national

administrative databases.40,41 Second, as observation

stays became a designation after the development of the

CON programs, it is unclear whether these encounters

should require a licensed pediatric inpatient bed. Observa-

tion stays that were not admitted were excluded from the

analysis; however, this should be a consideration as CON

policies are updated. The exclusion of observation stays

and other admissions that do not require a licensed pediat-

ric hospital bed in Illinois (eg, patients >14 years old)

may also have affected the aggregate pediatric volume

reported.42 Third, the definitions of catchment area and

market share were derived for the purposes of this study

and have not been formally validated. Prior work, pre-

dominantly the Dartmouth Atlas Project,43 has attempted

to define health care markets, however, were developed

using Medicare data and were defined based on the loca-

tion of major cardiovascular procedures. Thus, these pre-

vious definitions are less relevant for defining pediatric

health care markets than an empirically derived definition.

Last, we do not have access to proprietary information

that may shape local supply and demand, such as hospital

pricing arrangements with insurance companies, hospital

finances, or information regarding consolidations. Addi-

tional patient-level factors including demographics and

Medicaid-status may also drive utilization or affect a hos-

pital’s financial position.
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TAGGEDH1CONCLUSION TAGGEDEND

Our findings can provide policymakers with more

detailed context regarding the characteristics that might

contribute to the closure of pediatric inpatient units and

their relationship to pediatric hospital bed licensing.

These results provide clinical providers with an under-

standing of patterns in the location of pediatric clinical

resources and insight into where children are receiving

their care. The majority of hospitals that closed pediatric

inpatient units in Illinois were likely due to insufficient

pediatric volume or nearby market competition, with

patients moving to other nearby hospitals, including those

affiliated with CHA. Additionally, some hospitals closed

their pediatric inpatient unit yet continued to admit pediat-

ric patients, raising concerns about the availability of

pediatric-tailored care at these hospitals, and the need to

align CON policies with current clinical practices. Future

analysis of changes in licensed pediatric beds should

focus on the impact on children, including patient costs

and health outcomes.
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State ERBs do not publicly publish their union election re-
sults. Therefore, to examine unionization activities, we used
NLRB’s election reports, limited to private institutions, from
January 2011 through June 2023; reports before 2011 did not
allow identification of physicians in training. Using keyword
search and manual evaluation, we selected union elections per-
taining to physicians in training, nurses, and other health care
workers (Supplement 1). We calculated the proportion of eli-
gible individuals who voted (voter turnout), proportion of vot-
ers who voted to unionize, outcome, margin of victory or de-
feat in each election, and overall union win percentage.
Characteristics examined included representing labor organi-
zation, location, bargaining unit size, and presence of right-
to-work laws. Analyses were conducted using RStudio ver-
sion 2023.03.0. This study was approved by the Harvard
Pilgrim Health Care institutional review board.

Results | We evaluated 1909 programs from 1188 public and pri-
vate institutions, identifying 67 unique physicians-in-
training unions against their employer. Most unions were in
non–right-to-work states (n = 65; 97.0%), were against pri-
vate employers (n = 40; 59.7%), and were represented by CIR/
SEIU (n = 61; 91.0%). California (n = 22) and New York (n = 19)
had the most unions.

Of 15 366 union elections through the NLRB since 2011, 18
were among physicians in training (Table), occurring in 6 of
13 years, with most in 2023 (n = 7). A mean (SD) of 17 (6) elec-
tions occurred yearly among nurses, and 64 (27) among other
health care workers; 2017 had the most elections for nurses
(n = 26) and other health care workers (n = 119). CIR/SEIU rep-
resented physicians in training in 16 elections (88.9%). All
physicians-in-training elections occurred in non–right-to-
work states.

Mean voter turnout for physicians in training was 73.8%
(range, 43.2%-97.5%) vs 84.7% (range, 49.1%-100%) for nurses
and 78.8% (range, 12.5%-100%) for other health care work-
ers. Physicians in training elected to unionize in 16 of 18 elec-
tions (88.9%) vs 83.6% among nurses and 77.0% among other
health care workers. Margin of victory for physicians in train-
ing ranged from 0.9% to 50.0%; margin of defeat ranged from
15.0% to 17.4%.

Discussion | Most ACGME-sponsoring institutions in internal
medicine, family medicine, pediatrics, and psychiatry did not
have physicians-in-training unions as of July 2023. Among pri-
vate union elections since 2011, participation was variable, but
most voted to unionize. Relative to other groups in health care,
physicians in training had a higher percentage of union elec-
tion wins but lower voter turnout, notable because NLRB de-
termines election results based on votes cast. Most unions were
located in non–right-to-work states, consistent with litera-
ture documenting low union density in such states.5

Study limitations include potential underestimation of
unionization efforts if unionized physicians in training were
missed during review or employers voluntarily recognized a
labor union, bypassing the need for elections. Unionization ac-
tivities reflected only 2011 through mid-2023 and physicians
in training with private employers.

Research is needed to understand why physicians in train-
ing decide to unionize and the effect of unionization on phy-
sicians in training, training programs, and patients.
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Pediatric Hospitalization Trends at Children’s
and General Hospitals, 2000-2019
Historically, most children hospitalized in the US were treated
at general hospitals that cared for both pediatric and adult
patients.1 However, the number of hospitals providing
in patient care to children has decreased during the past

decade,2 and the viral infec-
tion surge in the fall of 2022
highlighted capacity short-

ages. Because pediatric hospitalizations have concentrated into
fewer locations, we explored whether pediatric inpatient care
has been redistributed from general hospitals into children’s
hospitals (CHs).

Methods | We used the Kids’ Inpatient Database (KID) to iden-
tify inpatient nonbirth discharges for children younger than
18 years from 2000 to 2019. The KID, aggregated by the Agency
for Healthcare Research and Quality, generates national
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estimates for inpatient pediatric discharges; the 2019 version
includes an 80% inpatient sample from 3991 hospitals in 48
states.3 The study was deemed exempt by the University of
North Carolina institutional review board because it did not
represent human subjects research.

We created 3 categories of hospitals that care for children
and reassigned the appropriate category at each analysis year.
Freestanding CHs were identified with a specific label avail-
able within KID. Nonfreestanding CHs were defined as hospi-
tals that had more than 1500 annual pediatric discharges (ex-
cluding healthy newborns) but were not identified as
freestanding CHs. This volume cutoff has been used to iden-
tify CHs and includes 95% of hospitals in the Children’s Hos-
pital Association Annual Benchmark Survey.4 Freestanding CHs
and non–freestanding CHs are collectively referred to as CHs.
Hospitals that discharge fewer than 1500 children annually
were categorized as non-CHs.

We estimated the total number of national pediatric non-
birth discharges per year by hospital type. To further explore
redistribution, we also analyzed the percentage of children ex-
periencing interfacility transfer (IFT) during hospitalization,
which includes those initially cared for in the emergency de-
partment or inpatient unit of one hospital who are then trans-
ferred to another hospital for subsequent care; these were
counted as 1 hospitalization. We calculated descriptive statis-
tics and used the Cochran-Armitage test for trend to compare
hospitalization characteristics by hospital type across years.
Analyses, performed with SAS version 9.4, were weighted to
produce national estimates; statistical testing was 2-sided, with
P < .05 considered statistically significant.

Results | We included 14 758 391 discharges. Annual inpatient
discharges decreased by 26.5% from 2000 to 2019 (2 273 225
to 1 671 515, respectively; Table). Simultaneously, the percent-
age of total national discharges from CHs increased signifi-
cantly, from 58.9% (95% CI, 56.0%-61.8%) in 2000 to 81.8%
(95% CI, 79.8%-83.8%) in 2019: discharges from freestanding

CHs increased from 19.3% (95% CI, 16.0%-22.6%) to 34.2%
(95% CI, 29.4%-39.1%), those at nonfreestanding CHs in-
creased from 39.6% (95% CI, 36.2%-43.0%) to 47.6% (95% CI,
43.1%-52.1%), and percentage of discharges from non-CHs de-
creased from 41.1% (95% CI, 38.2%-44.0%) to 18.2% (95% CI,
16.2%-20.2%; P trend <.001 for all; Table and Figure).

An increase in IFT accompanied the changes in the distri-
bution of pediatric discharges. In 2000, 138 939 pediatric pa-
tients (6.1% [95% CI, 5.3%-6.8%] of total discharges) were trans-
ferred from one facility to another before discharge; in 2019,
314 646 patients (18.8%; 95% CI, 17.3%-20.2%) experienced an
IFT (P trend <.001). Of children experiencing an IFT in 2019,
88.0% (95% CI, 85.5%-89.8%) were transferred to a CH.

Table. Pediatric Inpatient Discharges From Different Types of Hospitals That Care for Children (Excludes Birth Hospitalization Discharges)a

Year

Median
age,
(IQR) Total, No.

Nonchildren’s hospitalb

Children’s hospitals total

Combined Freestandingc Nonfreestandingd

No. % (95% CI)e No. % (95% CI)e No. % (95% CI)e No. % (95% CI)e

2000 1.9
(0.9-3.8)

2 273 225 934 847 41.1 (38.2-44.0) 1 338 378 58.9 (56.0-61.8) 438 643 19.3 (16.0-22.6) 899 734 39.6 (36.2-43.0)

2003 1.9
(0.9-3.7)

2 415 918 923 447 38.2 (35.6-40.8) 1 492 471 61.8 (59.2-64.4) 499 064 20.7 (17.5-23.8) 993 407 41.1 (37.9-44.3)

2006 1.9
(0.9-3.8)

2 332 593 788 547 33.8 (31.3-36.3) 1 544 046 66.2 (63.7-68.7) 516 234 22.1 (18.8-25.5) 1 027 812 44.1 (40.7-47.4)

2009 1.9
(0.9-3.7)

2 277 859 703 083 30.9 (28.4-33.3) 1 574 776 69.1 (66.7-71.6) 550 220 24.2 (20.5-27.8) 1 024 555 45.0 (41.4-48.6)

2012 1.9
(0.9-3.9)

2 017 501 540 634 26.8 (24.4-29.2) 1 476 867 73.2 (70.8-75.6) 565 018 28.0 (23.6-32.5) 911 849 45.2 (41.2-49.2)

2016 2.0
(0.9-4.4)

1 769 780 369 648 20.9 (18.7-23) 1 400 132 79.1 (77.0-81.3) 572 925 32.4 (27.5-37.2) 827 207 46.7 (42.4-51.1)

2019 2.1
(1.0-4.5)

1 671 515 303 962 18.2 (16.2-20.2) 1 367 553 81.8 (79.8-83.8) 572 053 34.2 (29.4-39.1) 795 501 47.6 (43.1-52.1)

a Hospital classification was determined independently at each year examined.
b Nonchildren’s hospitals had fewer than 1500 pediatric acute care discharges

during the year.
c Freestanding as identified in the Healthcare Cost and Utilization Project database.

d Nonfreestanding is a children’s hospital not identified as freestanding but had
more than 1500 pediatric discharges during the year.

e P < .001 for trend test across years.

Figure. Relative Percentage Change of Inpatient Pediatric Hospitalization
Within Different Hospital Types
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Discussion | Between 2000 and 2019, total inpatient pediatric
hospitalizations decreased significantly, but with a greater pro-
portion at freestanding CHs and other high-volume hospi-
tals. In 2019, 4 of every 5 pediatric inpatients were dis-
charged from such hospitals, and an increasing percentage of
hospitalized children required IFT to receive care. This redis-
tribution is likely related to the trend of national pediatric in-
patient unit closures, primarily at smaller non-CHs.2

The effect of concentration of care on access and quality
is unknown. In some areas of medicine, regionalization has im-
proved care quality.5 However, decreased local inpatient pe-
diatric hospitalization capacity, particularly in rural areas, may
create barriers to care and decrease emergency capacity.

Study limitations include that there is no universal defi-
nition of a nonfreestanding CH. The definition used was em-
pirically derived. Also, KID captures inpatient but not obser-
vation status hospitalizations, so potential shifts of admissions
to observation status cannot be determined, and a change in
care complexity may have occurred to potentially justify cen-
tralization at CHs.
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COMMENT & RESPONSE

Prophylaxis Against Pneumocystis Pneumonia
To the Editor A recent JAMA Insights article reviewed indica-
tions for Pneumocystis jirovecii pneumonia prophylaxis in
immunocompromised adults.1 The authors commented that
patients receiving corticosteroids at doses equivalent to at
least 20 mg/d of prednisone for at least 4 weeks who have an
additional cause of immunosuppression should receive
Pneumocystis pneumonia (PCP) prophylaxis.1 They also
noted there is no consensus for when to initiate PCP prophy-
laxis among patients with autoimmune disease.1 Unfortu-
nately, without consensus and with no clear definition of
“additional cause of immunosuppression,” confusion may
arise regarding the appropriateness of PCP prophylaxis in
individual cases. To help decide whether PCP prophylaxis
for patients with autoimmune disease is indicated, clinicians
can consider the number needed to treat (NNT) to prevent 1
episode of PCP balanced against the number needed to
harm (NNH) (ie, occurrence of serious adverse drug re-
actions resulting from prophylaxis with trimethoprim-
sulfamethoxazole). In a systematic review of patients with
malignancies, a PCP risk greater than or equal to 6.2% deter-
mined the threshold for prophylaxis,2 likely exceeding the
PCP risk among patients with certain autoimmune disorders
(eg, the incidence of PCP was calculated to be 0.1% among
patients with autoimmune blistering disorders).3 Among
patients with cancer, the NNT was 19 to prevent 1 case of
PCP.2 In a study of patients with rheumatic disease receiving
greater than 30 mg/d of prednisone for more than 4 weeks,
PCP risk was higher for certain diseases, including micro-
scopic polyangiitis and dermatomyositis, and for initial pred-
nisone doses of greater than 60 mg/d.4 The NNT for patients
receiving a prednisone dose greater than 60 mg/d was 32,
whereas the NNT was 215 among patients receiving more
than 30 mg/d of prednisone, which is higher than the NNH of
131.4 In another study of patients with rheumatologic ill-
nesses receiving lower doses of corticosteroids, the NNT for
patients receiving greater than or equal to 15 mg/d and less
than 30 mg/d of prednisone or the equivalent was 204,
exceeding the NNH of 45.5 However, the NNT fell to 31 for a
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OBJECTIVES: This paper provides an examination of: (1) the frequency and net rates of change for
general pediatric inpatient (GPI) unit closures and openings nationally and by state; (2) how often closures
or openings are caused by GPI unit changes only or caused by hospital-level changes; and (3) the
relationship between hospital financial status and system ownership and GPI unit closures or openings.

METHODS: This study used the Health Systems and Providers Database (2011–2018) plus 3 data sources
on hospital closures. We enumerated GPI unit closures and openings to calculate net rates of change.
Multinomial logistic regressions analyzed associations between financial distress, system ownership, and
the likelihood of closing or opening a GPI unit, adjusting for hospital characteristics.

RESULTS: Across the study period, more GPI units closed th opened for a net closure rate of 2.0%
(15.7% [638 of 4069] closures minus 13.7% [558 of 4069] openings). When GPI units closed, 89.0%
(568 of 638) did so in a hospital that remained operating. Hospitals with the most financial distress
were not more likely to close a GPI unit than those not (odds ratio: 1.01 [95% confidence interval:
0.68–1.50]), but hospitals owned by systems were significantly less likely to close a GPI unit than
those not (odds ratio: 0.66 [95% confidence interval: 0.47–0.91]).

CONCLUSIONS: Overall, more GPI units closed than opened, and closures mostly involved hospitals
that otherwise remained operational. A hospital’s overall financial distress was not associated with GPI
unit closures, whereas being owned by a system was associated with fewer closures.
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In the United States, general pediatric inpatient (GPI) units must
be prepared to treat any 1 of our nation’s 73.1 million children
and adolescents for unexpected illnesses and injuries.1 About 1.5
million pediatric hospitalizations occur annually,2 but the medical
complexity of the pediatric-aged population has been increasing.3

Hospitalization rates are highest among the growing percentage
of children and adolescents with chronic, complex, or disabling
health conditions, who have survived historically lethal conditions
at birth (eg, extreme prematurity) or been diagnosed at earlier
ages (eg, autism, congenital heart lesions).4–8 Going forward, pe-
diatric hospitalizations may continue to decline as national birth
rates decrease,9 but GPI units will likely need to be prepared for
greater complexity among pediatric patients. Understanding the
dynamics of GPI unit closures and openings and the hospitals
they are located in is a key step in assessing the degree to which
the pediatric population can be adequately and appropriately
cared for.

The hospital industry has been robustly studied,10–16 but less is
known about the availability of GPI services for children. Govern-
ment agencies10 and research institutions11 track the number of
hospitals annually for certification, participation in public insur-
ance programs, financial assistance (eg, disproportionate share
hospital payments and critical access status), and monitoring of
closures and openings. Certain hospital service lines, like GPI
units, are not monitored as closely. Individual hospitals may re-
port that they have a GPI unit voluntarily (eg, through the Ameri-
can Hospital Association [AHA]’s Annual Hospital Survey) or in
response to regulatory mandates (eg, the Centers of Medicaid
and Medicare Services [CMS] Provider of Service file), but, to our
knowledge, there is no single gold standard source of information
on GPI units. A recent study using the AHA survey found a net clo-
sure rate of approximately 20% for GPI units between 2008 and
2018,17 prompting alarm because the rate was at least 4 to 5 times
higher than that for hospitals in the United States more generally.10,12

However, the number of hospitals identified in this study was less
than half of that published by other sources,7 and likely reflects
the limitations of relying on a single hospital source for closure
studies. A priori, we hypothesized that the GPI unit closure rate
would be much lower than previous estimates when combining
multiple sources of data.

Drivers of GPI unit closures are also poorly understood. Hospi-
tals have cited18 lower margins for pediatric services compared
with adult services as a reason for closing pediatric units. The
way that hospitals are owned have also been identified as a rea-
son for cessation of pediatric services19 (eg, hospitals that belong
to larger healthcare systems may be able to shift resources
across multiple member hospitals). Both of these factors may
also fuel the concentration of pediatric inpatient services in spe-
cific US regions.20–23

This study, therefore, seeks to examine: (1) the frequency and
net rates of change for GPI unit closures and openings nationally
and by state; (2) how often closures or openings are caused by
GPI unit changes only or caused by hospital-level changes; and

(3) the relationship between hospital financial status and system
ownership and GPI unit closures or openings.

METHODS
Study Design and Data Sources

We combined 5 data sources to conduct this descriptive study
spanning the period between 2011 and 2018: a novel database,
the Health Systems and Provider Database (HSPD); 3 independent
sources of data on hospital closures; and CMS’ Healthcare Cost
Report Information System (HCRIS). The HSPD was developed by
the National Bureau of Economic Research Center of Excellence
on Comparative Health Systems from 25 governmental and propri-
etary sources.24 It provides a near census of physicians, practices,
hospitals, and health systems in the United States and ownership
relationships between each entity.24 The primary sources for the
HSPD hospital file were: mandatory reports from all US hospitals
in CMS’ Provider of Service files, voluntary responses to AHA’s
Annual Hospital Survey (annual response rate about 75%),25 and
proprietarily-gathered information from SK&A.24 The HSPD is
unique in how it applies a series of triangulations and cross-
validations to resolve conflicting or missing data across the 3
hospital data sources and in how it connects hospitals to their
larger health systems,24 which were defined as organizations that
own at least 1 hospital and deliver services across the outpatient
and inpatient care continuum.24

Hospital closures were verified using: the Dartmouth Atlas
tracking files, the American Hospital Directory, and the University
of North Carolina Sheps Center.11,26,27 These 3 sources had high
agreement levels (eg, Dartmouth and American Hospital Directory
agreed on urban hospitals closures 75% of the time; the Sheps
list agreed with at least 1 of the 2 other sources on rural hospital
closures 83% of the time).

Hospital financial information in HCRIS comes from all CMS-
certified institutional providers and contains data for virtually all
general, acute care hospitals in the United States but not on the
finances for individual GPI units; approximately 89% of the 142 inde-
pendent children’s hospitals in 2011 did not report financial infor-
mation to HCRIS.

Study Population

The study population includes all child-serving hospitals, defined
as any hospital that had at least 1 of 4 child-serving units (gen-
eral newborn, neonatal intensive care, general pediatric inpatient
unit, or PICU) in at least 1 year during the 2011 to 2018 study pe-
riod (N 5 4518). This population was used for analyses pertaining
to entire hospital closure or opening. The subset of hospitals with
a GPI unit for at least 1 year during the study period (N 5 4069)
was used for subsequent analyses.

Hospitals were determined to have a GPI unit in a given year
using a stepped approach: (1) if hospitals reported that general
pediatric services were provided by staff per the POS file; or (2) if
POS data were missing, they reported that the hospital provided
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general pediatric services on the AHA survey; or (3) if hospitals were
missing data for both (1) and (2), they reported that they had a non-
zero number of general pediatric beds on the AHA survey. Hospital
and GPI unit closures were determined by a hospital or unit being
present in the HSPD in 1 year but not in subsequent years. Hospital
closures were verified by at least 1 of the 3 external sources on hos-
pital activity. Hospital and GPI unit openings were defined by whether
the hospital or unit went from being absent to newly present in the
HSPD. Four percent of hospitals both opened and closed GPI units
over the study period; these hospitals were classified according to
the final event within the study period for our v2 tests.

Outcomes

The net change in the number of GPI units was calculated by sub-
tracting the total number of closures from the total number of
openings and then dividing by the total number of unique hospi-
tals with a GPI unit across the study period, such that positive
rates reflect openings, whereas negative rates reflect closures.
GPI unit changes were considered to be caused by an entire hos-
pital closing or opening if the hospital was determined to have
closed or opened. A hospital was considered to belong to a larger
health system using established definitions and methods: their
Taxpayer Identification Number (TIN) was owned or managed by
another TIN that owned at least 1 general acute care hospital and
was the primary billing TIN for 50 total physicians, of which 10
were primary care physicians and if hospitals and physicians
were located within a single healthcare referral region.24 Hospital
financial distress was determined by HCRIS variables and by cal-
culating each hospital’s likelihood of bankruptcy using a modified
Altman z score (ie, the weighted average z score of 4 different fi-
nancial ratios: liquidity ([current assets – current liabilities]/total
assets), profitability (fund balance/total assets), efficiency ([net
patient revenue – total operating costs]/total assets), and net
worth ([total assets – total liabilities]/total liabilities).28 For the

TABLE 1 Characteristics of Child-Serving Hospitals in 2011

N Percent

All child-serving hospitals, 2011–2018a 4518

Hospitals with a GPI unit, 2011–2018 4360

All child-serving hospitals in 2011 base year 4069 100b

Hospitals with a GPI unit in 2011 base year 3559 81.6

Hospital belongs to a systemc

Yes 2547 58.4

No 1755 40.3

Missingd 58 1.3

Hospital type

General acute care 4105 94.2

Children’se 111 2.6

Otherf 94 2.2

Psychiatric 50 1.2

Profit status

Not-for-profit 2538 58.2

Public 1117 25.6

For-profit 613 14.1

Missing 92 2.1

Size

#50 beds 1362 31.2

51–100 beds 593 13.6

101–500 beds 2072 47.5

>500 beds 333 7.6

Service lines

Has newborn unit 3381 77.6

Has NICU 1260 28.9

Has PICU 538 12.3

Has pediatric emergency unit 537 12.3

Has pediatric psychiatric unit 416 9.5

Teaching status

Nonteaching hospital 3353 76.9

Teaching hospital 1007 23.1

Rurality of hospital location

Metropolitan 2803 64.3

Micropolitan 1236 28.4

Rural 321 7.4

Region of hospital location

South 1610 36.9

Midwest 1300 29.8

West 851 19.5

Northeast 599 13.7

TABLE 1 Continued

N Percent

Mean

County population ages 0–19 (mean) 298 797

a Any hospital with at least 1 of 4 units for at least 1 year of the study pe-
riod: newborn, neonatal intensive care, general pediatric inpatient, or pe-
diatric intensive care.

b Percentages may not add to 100 because of rounding.
c A health system is defined as containing a minimum of 1 general acute
care hospital, 10 primary care physicians whose primary billing TIN is
owned or managed by the system, and 50 total physicians primarily bill-
ing under a system TIN. The minimum set of providers must be located
within a single healthcare referral region (Beaulieu, et al 2023).

d Missing rates were 0 for all categories unless otherwise represented.
e Defined if self-identified as such on any of our survey sources (Beaulieu,
et al 2023).

f Includes Specialty and Women’s hospitals.
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regression analysis, z scores were then converted into quartiles
of hospital financial health for each year of the study period and
with dummy variables representing a hospital’s presence in a
quartile.

Covariates

Secondary hospital characteristics were hospital type (eg, gen-
eral acute care or children’s), hospital profit status (for-profit,

not-for-profit, or public), overall hospital size based on bed count,
types of child-serving service lines available, teaching status, ru-
rality, whether the state had expanded Medicaid,29 and county-
level population ages 0 to 19.30

Statistical Methods

Simple descriptive statistics to compute net changes in the abso-
lute number of and percent change in GPI units across the 8-year
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FIGURE 1 Percent change of GPI units closing or opening among all GPI units: United States, 2011–2018.

FIGURE 2 State variation in net rates of GPI unit changes, U.S. 2011 to 2018. There were a total of 4069 GPI units in the United States from 2011 to 2018.
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period. Since the data represented a near-census and not a sam-
ple, we provide point estimates only. v2 tests compared the distri-
bution of characteristics of hospitals that closed a GPI unit and of
hospitals that opened a GPI unit. Multinomial logistic regressions
estimated the likelihood of either a GPI unit closure or opening
(relative to hospitals that continued to operate an existing unit)
given system ownership or hospital financial status, adjusting
for hospital characteristics. All analyses were performed using
Stata 17.0.31

RESULTS
Study Population

Across the study period, there were 4518 hospitals that served
children through 1 of 4 service lines: newborn, neonatal intensive
care, general pediatric, and pediatric intensive care (Table 1). In
the base year 2011, there were 4360 child-serving hospitals. Most
of these hospitals were general acute care hospitals (4105 or
94.2%), not-for-profit (2538 or 58.2%), urban in location (2803 or
64.3%), nonteaching in mission (3353 or 76.9%), and belonged to
a health system (2547 or 58.4%). Of these hospitals, 3559 (81.6%)
had a GPI unit.

Rates of GPI Unit Net Closures

From 2011 to 2018, 4069 hospitals had a GPI unit for at least
1 year (Fig 1). Across the study period, 15.7% (638 of 4069) of these
hospitals experienced a GPI unit closure, and 13.7% (558 of 4069)
experienced a GPI unit opening (see Supplemental Figs 6 and 7 for
yearly number and percent of unit changes, respectively). Thus,
there was a net closure rate of 2.0% (13.7% [558 of 4069] openings
minus 15.7% [638 of 4069] closures) for GPI units during the study
period. About 4% (145 of 4069) of hospitals experienced both a
GPI unit closure and a GPI unit opening. The net rates of change in
GPI units across states during the study differed quite noticeably
(Fig 2). The median net rate of change across states was �1%

(data not shown), whereas the minimum and maximum were
�22% (Iowa) and 15% (Arkansas), respectively.

Unit-Level Versus Hospital-Level Changes

In all, across the full study period, 78 of the child-serving hospi-
tals closed, whereas 152 new child-serving hospitals opened. Not
all hospitals operated GPI units, and the number of GPI unit clo-
sures and openings vastly exceeds the number of hospital clo-
sures and openings. So, it follows that the majority of GPI unit
closures and openings occurred in hospitals that remained oper-
ating. When GPI units closed, 89.0% (568 of 638) did so in a hospi-
tal that otherwise remained operating, whereas 11% (70 of 638)
did so when an entire hospital closed (Fig 3). When GPI units
opened, 79.0% (441 of 558) did so in a hospital that was already
operating, whereas 21% (117 of 558) occurred as part of a new
hospital.

Associations Between Hospital Characteristics and GPI
Unit Changes

In the bivariate analysis utilizing Pearson’s v2 Tests (Table 2), there
were a few characteristics that had significantly different distributions
between hospitals that closed and opened GPI units. More GPI unit clo-
sures occurred in hospitals that were in the most financial distress,
whereas the hospitals with GPI unit openings were more evenly spread
out across quartiles of financial distress (34.6% versus 25.8% [P 5
.046]. More GPI unit closures occurred in general acute care hospitals
as compared with GPI unit openings (94.7% versus 86.4% [P < .001]).
A larger share of GPI unit openings was in smaller hospitals than clo-
sures (62.3% versus 52.5% [P 5 .001]). When contrasting other pediat-
ric services these hospitals offered, we found that more GPI unit
openings occurred in hospitals with a pediatric psychiatric unit as com-
pared with GPI unit closures (10.4% versus 6.1% [P 5 .01]). Regarding
teaching status, more GPI unit openings occurred in teaching hospitals
as compared with GPI unit closures (92.6% versus 87.3% [P5 .005]).
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TABLE 2 Characteristics of Hospitals That Opened or Closed Their GPI Units Between 2011 and 2018

Hospitals With a Net GPI
Unit Closure

Hospitals With a Net GPI
Unit Opening Pearson v2

Value PN Percent N Percent

Hospitals with a GPI unit

Net GPI unit closurea 589 100b — — —

Net GPI unit opening — — 462 100 —

Hospital financial distress year of activity (quartiles of
Altman score)c

— — — — 8.01 .046

Top quartile (least distress) 120 20.4 92 19.9

Second quartile 118 20.0 104 22.5

Third quartile 111 18.9 100 21.7

Bottom quartile (most distress) 204 34.6 119 25.8

Missingd 36 6.11 47 10.2

Hospital belongs to a systeme 0.50 .48

Yes 257 43.6 190 41.1

No 324 55.0 262 56.7

Missing 8 1.4 10 2.2

Hospital type 23.29 <.001

General acute care 558 94.7 399 86.4

Otherf 31 5.3 63 13.6

Profit status 0.49 .78

For-profit 111 18.9 87 18.8

Not-for-profit 257 43.6 206 44.6

Public 213 36.2 155 33.6

Missing 8 1.4 14 3.0

Size 10.29 .001

#50 beds 309 52.5 288 62.3

>50 beds 280 47.5 174 37.7

Service linesg

Has newborn unit 289 49.1 217 47.0% 0.46 .50

Has NICU 74 12.6 58 12.6 0.00 .99

Has PICU 34 5.8 31 6.7 0.39 .53

Has pediatric emergency unit 51 8.7 45 9.7 1.43 .23

Has pediatric psychiatric unit 36 6.1 48 10.4 6.44 .01

Teaching status 8.04 .005

Teaching hospital 75 12.7 34 7.4

Nonteaching hospital 514 87.3 428 92.6

Rurality 0.63 .73

Urban 291 49.4 218 47.2

Micropolitan 214 36.3 172 37.2

Rural 84 14.3 72 15.6

Region 5.23 .16

Midwest 172 29.2 130 28.1

Northeast 61 10.4 34 7.4
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Adjusting for covariates in the multinomial analysis, a hospital be-
ing in the financial distress (ie, the lowest quartile of Altman z score)
compared with those in other quartiles of Altman z score was not as-
sociated with closing a GPI unit compared with hospitals that main-
tained their GPI unit: odds ratio of 1.01 (95% confidence interval [CI]:
0.68–1.50; P 5 .96) (Table 3). However, hospitals belonging to a health
system were 0.66 (95% CI: 0.47–0.91; P 5 .013) times less likely to ex-
perience a closure and 0.67 (95% CI: 0.47–0.96; P 5 .03) times less
likely to experience opening of their GPI unit than hospitals that were
not in a system. Large hospitals, those with greater bed counts as
well as those with many pediatric service lines, experienced fewer
changes in their GPI units – either closures or openings – which may
be related to both financial status and system ownership.

DISCUSSION

In summary, using multiple data sources describing GPI units and
child-serving hospitals, as well as validating hospital closures via
3 external data sources, we find the net change in GPI units to be
that of �2.0% between 2011 and 2018. Second, we find that most
GPI unit closures occurred in hospitals that otherwise remained
operating, and the minority of closures were caused by entire
hospitals closing. Lastly, a hospital’s overall financial health was
not significantly associated with GPI unit closures or opening, al-
though if hospitals were members of health systems, both GPI
unit closures and openings were less likely to occur.

Taken together, the findings of this study highlight the fluidity in
GPI units across years. In all, roughly a quarter of hospitals with a GPI
unit experienced a closure or opening of that unit during the 8-year

study period. The large number of changes in units may create a gen-
eral feeling of instability regarding the market for pediatric inpatient
services even though the net GPI unit closure rate is not as large as
previously estimated.17 Such feelings of instability can be especially
acute during times of stress on the supply of GPI units (eg, during the
“tripledemic” of influenza, coronavirus disease 2019 [COVID-19], and
respiratory syncytial virus32). Future changes in the availability of GPI
units should be monitored to ensure that children can be adequately
cared for. Government agencies can regularly update counts of GPI
units in the country based on POS data, or researchers could regu-
larly triangulate the data from POS and AHA to report counts of units
nationally.

The findings in this study regarding the overall closure rate of
GPI units contrasts starkly with a recent estimate that put the
closure rate at nearly 20% from 2008 to 2018.17 The most likely
reason for this sizeable discrepancy is the incorporation and tri-
angulation of additional sources of data. The results showing
that most closures and openings of GPI units occur in hospitals
that remain operating, as well as a lack of relationship between
hospital financial status and GPI unit closures, indicates that
there may be other factors that influence hospitals’ decisions to
change the service lines they offer. Additionally, the lack of a sig-
nificance around hospital financial status may be because the
Altman z score is constructed as a measure of the hospital’s overall fi-
nancial health, which can mask financial impacts of unit-level changes
within the hospital. Current policies that aim to bolster entire hospital
operations may not be targeted enough to address patient needs
when a GPI unit is facing closure.

TABLE 2 Continued

Hospitals With a Net GPI
Unit Closure

Hospitals With a Net GPI
Unit Opening Pearson v2

Value PN Percent N Percent

South 253 43.0 197 42.6

West 103 17.5 101 21.9

Medicaid expansion 0.007 .93

State did expand Medicaid 307 52.1 242 52.4

State did not expand Medicaid 282 47.9 220 47.6

Mean Mean

County population ages 0–19 (mean) 355 285 265 838

Categorical variables were combined when sample sizes were less than 30. Nongeneral acute care hospitals were combined into 1 category, and hospitals
with more than 50 beds were combined into 1 category. —, not applicable.
a Many hospitals (146) had both a unit opening and closure during the study period. These numbers include the last unit activity for each hospital.
b Percentages may not add to 100 because of rounding.
c Altman’s Z-score is the output of 4 different financial ratios: liquidity ([current assets - current liabilities]/total assets), profitability (fund balance/total as-
sets), efficiency ([net patient revenue - total operating costs]/total assets), and net worth ([total assets - total liabilities]/total liabilities) (Lord, et al
2020). The Z-scores were then converted into quartiles of hospital financial health for each year of the study period.

d Missing rates were 0 for all categories unless otherwise represented.
e A health system is defined as containing a minimum of 1 general acute care hospital, 10 primary care physicians whose primary billing TIN is owned or
managed by the system, and 50 total physicians primarily billing under a system TIN. The minimum set of providers must be located within a single
healthcare referral region (Beaulieu, et al 2023).

f Includes Children’s, Psychiatric, Specialty, and Women’s hospitals.
g Services lines indicate whether the hospital had the listed unit in the year of the GPI unit opening or closure.
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TABLE 3 Relative Risk Ratio of Hospital Closing or Opening a GPI Unit Compared With Hospitals That Kept GPI Unit Operating, 2011 to 2018

GPI Unit Closures GPI Unit Openings

N
Relative Risk Ratio (95%
Confidence Interval) P N

Relative Risk Ratio (95%
Confidence Interval) P

Hospital financial health (quartiles of Altman score)a

First (least distress) 131 Reference 117 Reference

Second 132 0.94 (0.60–1.46) .78 118 1.07 (0.64–1.78) .81

Third 120 0.84 (0.54–1.30) .43 112 0.99 (0.60–1.63) .96

Fourth (most distress) 219 1.01 (0.68–1.50) .96 157 1.21 (0.77–1.91) .41

Hospital is in health systemb 275 0.66 (0.47–0.91) .013 239 0.67 (0.47–0.96) .03

Hospital type

General acute care 604 Reference 484 Reference

Children’sc <5 Children’s hospitals closed a GPI unit 17 0.67 (0.18–2.42) 0.54

Psychiatric 12 1.10 (0.33–3.69) .87 17 4.52 (1.45–14.02) .009

Otherd 19 0.59 (0.27–1.28) .18 36 1.79 (0.92–3.46) .09

Profit status

Not-for-profit 278 Reference 238 Reference

For-profit 120 1.31 (0.86–1.99) .21 88 1.35 (0.84–2.17) .21

Public 215 1.03 (0.71–1.49) .90 201 0.18 (0.76–1.82) .47

Size

#50 bed 348 Reference 359 Reference

51� 100 beds 89 0.68 (0.39–1.17) 016 75 0.48 (0.26–0.90) .02

101� 500 beds 191 0.45 (0.29–0.71) .001 111 0.29 (0.17–0.51) <.001

>500 beds 10 0.13 (0.04–0.40) <.001 9 0.16 (0.05–0.53) .003

Teaching hospital 76 1.16 (0.77–1.75) .48 42 0.91 (0.55–1.52) .72

Rurality

Metropolitan 307 Reference 254 Reference

Micropolitan or rural 239 0.90 (0.56–1.46) .67 211 1.03 (0.63–1.69) .91

Region

Midwest 185 Reference 145 Reference

Northeast 66 1.13 (0.63–2.04) .68 38 0.79 (0.38–1.65) .54

South 276 1.46 (0.95–2.24) .08 254 1.41 (086.–2.29) .17

West 111 1.14 (0.70–1.86) .61 117 0.92 (0.53–1.58) .76

Service linese

Has newborn unit 315 0.31 (0.21–0.46) <.001 246 0.31 (0.19–0.50) <.001

Has NICU 81 0.92 (0.62–1.38) .70 65 1.40 (0.86–2.29) .18

Has PICU 36 0.51 (0.26–1.01) .05 37 0.78 (0.39–1.56) .48

Has pediatric emergency
unit

54 0.62 (0.39–0.98) .04 54 0.93 (0.57–1.50) .76

Has pediatric psychiatric
unit

40 1.00 (0.54–1.84) .99 53 1.17 (0.61–2.27) .63

State expanded Medicaid 189 0.94 (0.66–1.34) .75 176 1.13 (0.74–1.72) .57
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This study focuses on the state of GPI units before the COVID-19
pandemic, a period that is important to understand before exam-
ining shifts in pediatric care that occurred because of the pan-
demic. The COVID-19 pandemic changed the landscape of how
hospitals provided and were reimbursed for patient care. Re-
search has shown that hospital operating margins declined nota-
bly during the pandemic as hospitals experienced low volumes of
care. At the same time, overall hospital profit margins remained
at previous years’ levels because of the extensive relief from the
federal government. It is unclear currently how these findings
translate into the provision of general pediatric inpatient services
and whether GPI units were more likely to close, open, or remain
operating during the pandemic. With this study and others that
examine the pandemic period, we are beginning to have a better
understanding of how hospitals’ financial status may fluctuate un-
der steady-state and pandemic circumstances and how that may
impact the provision of GPI services. Further work should involve
linking hospital discharge data to structural datasets like the
HSPD to analyze the clinical demand being placed on hospitals
and their GPI units before and during the COVID-19 pandemic.

This study has several limitations. First, from our study alone,
it is unclear how changes in the number of GPI units affects both
bed counts and pediatric inpatient volume. Although there was a
net closure rate across our study period, this could have resulted
in more efficiently organized units or an increased regionalization
of care. This is especially pertinent as systems become the domi-
nant owners of GPI units. Second, we do not have information on
specific unit-level financials. Overall hospital financial health was
not indicative of whether a hospital would close or open a GPI
unit, and more granular data on the unit-level may provide a
more complete picture on how hospital financials influence
changes in service lines. Third, we do not have robust information
on unit-level bed counts or how general pediatric services are
structured at the hospital level. Because of this, we are unable to
show the relative changes in pediatric inpatient beds during the
study time.

CONCLUSIONS

The number of GPI units is important to understand as the pediatric
population needing hospitalization is becoming increasingly com-
plex and as concerns over caring for children in future pandemics
are growing. There has been more substantial research33,34 into
the number and location of neonatal intensive care units over time,
but similar depth and breadth of research does not exist for GPI
units. Further studies on the effects of changes in GPI units are
needed, as well as continued data to compare this study’s trend
with that during and following the COVID-19 pandemic.
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1110.120 – Project Scope, Utilization, and Unfinished/Shell Space 

Attachment 13 

ALTERNATIVES 

The project proposes the construction of a health care facility of approximately 299,000 sq ft, 
composed of a new pediatric hospital and outpatient care clinic building. The project will be located 
on property being acquired by Ann & Robert H. Lurie Children’s Hospital of Chicago (“Lurie 
Children’s”) in Downers Grove, Illinois, immediately south of Butterfield Road and immediately west 
of Highway 355. The project is designed to primarily serve patients residing in the West Region, 
including a significant number of pediatric patients living in western suburban communities who 
come to Lurie Children’s downtown for their inpatient care. The project will also allow for Lurie 
Children’s to vacate their aging outpatient center in Westchester and shift services provided in 
Westchester to the Downers Grove facility.     

There were several alternatives considered in the planning process: 

1. Add capacity at Lurie Children’s in Streeterville (“Lurie Children's - Streeterville”).
2. Expand the existing Westchester facility.
3. Select a different location or existing facility in the West Region.
4. Build a larger facility at the selected site.
5. Selected Project: Construct a 48-bed pediatric hospital with outpatient services in an

adjacent clinic building.

1. Add capacity at Lurie Children’s - Streeterville

Since it relocated from Lincoln Park in 2012, Lurie Children’s has been serving pediatric patients and 
their families from its main location on the Streeterville campus of Northwestern University. It 
opened with 144 medical/surgical pediatric beds, 92 ICU beds and 12 acute mental illness (“AMI”) 
beds. Since then, it has experienced significant growth.  

The increasing occupancy of inpatient units and ambulatory services downtown over the past 
decade resulted in many projects to adjust the facility, including adding beds. In order to serve the 
region by accommodating increasingly complex clinical cases, Lurie Children’s  has increased its 
ICU capacity from 92 to the current 162 ICU beds. Two projects added 66 ICU beds by converting 
administrative and other support space into bed units (CON projects 16-050 approved by HFSRB in 
May, 2017 and 17-054 approved in February, 2018). In addition, Lurie Children’s has completed 
several projects in the last ten years to expand its outpatient services, opening outpatient centers in 
Northbrook (Project 16-044), Skokie (Project 19-012), and Schaumburg (Project 22-032), while 
maintaining the high-volume outpatient center at Clark and Deming in Chicago.  In 2025, Lurie 
Children’s added 4 new AMI beds for 16 total. 

Lurie Children’s is expected to be at full capacity by the end of this decade. 

The Alternative of adding capacity on the downtown Chicago campus was considered and rejected. 
Dealing with space constraints would require significant capital investment to accommodate 
additional capacity, if it were to be feasible at all. The density of the downtown location also presents 
access and parking challenges for patients and families. The service area spans the entire Chicago 
metropolitan area; about 60% of med/surg pediatric bed inpatients at Lurie Children’s reside outside 
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Chicago and a significant number have advocated for Lurie Children’s to deliver inpatient care closer 
to their homes. The current location of Lurie Children’s - Streeterville  does not have available 
options for expansion, nor is it geographically or conveniently accessible to serve broad sections of 
the regional population.  

Additionally, the downtown campus is envisioned to become more focused on high-acuity, tertiary-
level care with a cost model that might be too challenging for accommodating expanded lower-
acuity pediatric services. Serving more low and moderate acuity pediatric patients downtown is not 
an appropriate strategy.   

There is no ability to accommodate 299,000 sq ft of clinical and support space at or near the 
downtown campus.  Even if it were possible, dislocations of existing services and extended 
implementation time sequences would be necessary to accommodate such a project downtown.  
An estimated cost of such a project would be at least $500 - $600 million, or 20% higher than the 
proposed project.    

2. Expand the existing Westchester facility

Lurie Children’s Hospital Outpatient Center in Westchester at 2301 Enterprise Drive has been in 
service since 1989. The facility includes an Ambulatory Surgical Treatment Center with three 
operating rooms.  Multi-specialty outpatient services provided by Lurie Children’s pediatricians and 
medical and surgical specialists include:  Adolescent & Young Adult Medicine, Audiology, Cardiology 
& Cardiac Surgery; Dermatology; Endocrinology, Gastroenterology & GI Surgery, Medical Imaging, 
Nephrology, Neurosurgery, Ophthalmology, Orthopedics, Orthotics & Prosthetics, Otolaryngology, 
Pathology & Laboratory Medicine, Plastic & Reconstructive Surgery, Psychiatry & Behavioral Health, 
Rehabilitative Services, Sports Medicine, General Surgery and Urology. 

Medical equipment at the center includes Echocardiogram, Electrocardiogram, Fetal 
Echocardiogram, Holter & Event Monitoring, MRI, Neuroimaging, Ultrasound, Video EEG, x-ray and a 
Clinical Neurophysiology Lab. There are no inpatient beds at the facility. The building is 37,134 
square feet. 

Continuing current operations at the existing Westchester facility does not support long-term 
sustainability or regional access goals. Expansion of the facility was not pursued because the site 
has limited physical capacity for expansion to accommodate the program planned at the new 
facility. In addition, the existing building has surpassed its useful life and requires increasingly costly 
maintenance. The current site provides no inpatient services and lacks the commercial visibility and 
accessibility required to effectively serve the planning region.  

Site size limitations prevent consideration as an option for the location of the future inpatient and 
outpatient center. As a result, there is no capital cost estimate for this alternative.
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3. Select a different location or existing facility in the West Region

Lurie Children’s evaluated six other sites within the region, including properties with existing 
buildings and properties with open land. Each presented significant conversion and development 
challenges, including site constraints, infrastructure limitations, and the inability to accommodate 
project goals and pediatric-specific programming. These options did not offer sufficient flexibility to 
support phased development or potential future expansion and were therefore not considered viable 
long-term solutions. 

The other sites varied in purchase price, but none were functionally or programmatically acceptable 
compared to the Downers Grove site. Other sites considered require higher site development costs 
and off-site improvement costs compared to the Downers Grove site.  

4. Build a larger facility at the selected site

Project planning included significant market analysis and assumptions about the continued future 
operations of existing pediatric services in the West Region. As mentioned in other sections of this 
permit application, seven hospital pediatric units with 59 authorized pediatric beds in the West 
Region closed during the last 12 years.  These closures were a subset of the 27 pediatric unit closures 
in the Chicago metropolitan area, reducing authorized pediatric beds by more than 300. In 2024, four 
existing pediatric units at hospitals located in the West Region had low average daily census (each 
less than or equal to one patient).  Other hospitals in the area with no authorized pediatric beds have 
limited back up for their pediatric care compared to hospitals with inpatient pediatric units. Lurie 
Children’s does not make predictions about the potential for closures of pediatric units with low 
census units. Nor does Lurie Children’s speculate whether hospitals without pediatric units will 
continue to serve pediatric patients.  While it is likely that there will be fewer pediatric units in the 
future, institution-specific shifts of patient volumes were not part of the projected future volumes at 
the proposed facility.  

A larger facility (more than 48 pediatric beds, a larger emergency department, a larger surgery 
department and 60 exam/treatment rooms in the outpatient clinic) was considered as a “full build-
out option.”  This option was considered but rejected. The volume forecasts behind the proposed 
project are conservative. Moreover, the magnitude of the capital investment required for a larger 
facility and the associated operational risks of that alternative were noted. Proceeding with a larger 
facility would reduce flexibility to incrementally adjust scope based on community demand and 
service utilization. A phased approach based on the monitoring of future market events and area 
provider commitments to their existing pediatrics programs in the future allows for prudent 
investment, operational scalability, and the ability to align facility development with demonstrated 
need over time.  

Various larger facility options that were considered had associated capital costs ranging from $550 
million to $600 million.
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5. Selected Project: Construct a 48-bed pediatric hospital with outpatient services in an adjacent
clinic building

Each alternative was assessed against operational feasibility, capital requirements, regional 
accessibility, patient care quality, and long-term flexibility.  

The proposed project was viewed as appropriately scaled to address community needs. The project 
contains 48 pediatric beds, a 35-room emergency department, a surgical department with 6 ORs, 
diagnostic imaging, pharmacy and laboratory. Other clinical and non-clinical support services are 
included. An adjacent connected clinic building is designed with 50 exam/treatment rooms. The 
project is sized as 298,669 sq ft with a total construction capital cost of $278 million. 

Located at the intersection of Highway 355 and Butterfield Road, the currently vacant site has high 
accessibility in the west suburbs.   

The proposed project in Downers Grove is intended to relieve some of this capacity pressure on the 
downtown campus by serving patients residing in the West Region with a facility closer to their 
homes.  

Related to this shift, Lurie Children’s will no longer concentrate all of its inpatient activity on the 
downtown campus.  It will transition to a regional health care delivery system, with inpatient beds in 
selected suburban areas, and significant outpatient centers, such as the new Lurie Children’s 
Outpatient Center in Schaumburg that opened in the fall of 2025. The new facility in Downers Grove 
will not duplicate the tertiary and quaternary services centered on the downtown campus, but will 
provide pediatric specialty community hospital care.       

After careful evaluation of all feasible options, Lurie Children’s determined that the proposed 
pediatric facility in Downers Grove represents the most effective, cost-efficient, and strategically 
aligned approach to meeting current and projected community needs. 

135

26-026



1110.120 – Project Scope, Utilization, and Unfinished/Shell Space 

Attachment 14 

SIZE OF THE PROJECT 

The project is the construction of a new hospital and clinics building on vacant property in Downers 
Grove. The total size of the project is 298,669 sq ft, of which 132,577 sq ft is clinical, and 166,092 sq 
ft is non-clinical space. The table below shows that all clinical spaces in the project meet State 
standards. 

The project includes two stacked floors with 48 pediatric beds in private rooms. To enhance future 
flexibility, all 48 rooms are sized as ICUs; 12 of the rooms will be built for conversion to ICUs with a 
minimum of capital cost. The 48 rooms are all classified and authorized as pediatric rooms. If there 
is a conversion of some of these rooms to ICU in the future, Lurie Children’s will submit a permit 
application for the establishment of an ICU service.  

Space Allocations and Comparisons to State Standards 
Lurie Children’s – Downers Grove Hospital & Outpatient Clinic 

Clinical Area 
Proposed 

DGSF State Standard 
Allowed by 
Standard Difference 

Meet State 
standard? 

Pediatric Beds (48) 31,171 
560-660 DGSF / Bed x 48 

beds 
< 31,680 509 Yes 

Emergency Stations (35) 23,803 900 DGSF / Station x 35 < 31,500 7,697 Yes 

Surgery (6 ORs)  28,280 < 28,420 140 Yes 
2,750 per OR x 6 < 16,500 

180 DGSF per Recovery 
Station I x 4 

< 720 

400 DGSF per Recovery 
Station II x 28 < 11,200 

Imaging 
X-Ray (3) 2,396 1,300 DGSF per unit x 3 < 3,900 1,504 Yes 
Ortho EOS (1) 599 1,300 DGSF per unit < 1,300 701 Yes 
Fluoroscopy (1) 803 1,300 DGSF per unit < 1,300 497 Yes 
Ultrasound (2) 638 1,800 DGSF per unit x 2 < 3,600 2,962 Yes 
MRI (2) 2,894 1,800 DGSF per unit x 2 < 3,600 706 Yes 
CT (1) 950 1,800 DGSF per unit < 1,800 850 Yes 

Exam/Treatment (50) 17,578 800 DGSF per room x 50 < 40,000 22,422 Yes 
Testing 5,740 NA --- NA 
Sleep Lab 2,978 NA --- NA 
Infusion 3,314 NA --- NA 
Rehabilitation 2,768 NA --- NA 
PT/OT/gym 1,437 NA --- NA 
Lab 4,286 NA --- NA 
Pharmacy 2,942 NA --- NA 

Total Clinical Space 132,577 
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1110.120 – Project Scope, Utilization, and Unfinished/Shell Space 

Attachment 15 

PROJECT SERVICES UTILIZATION 

Ann & Robert H. Lurie Children’s Hospital of Chicago (“Lurie Children’s”) has prepared forecasts of 
utilization for each of the clinical service areas. The forecasts are shown on individual tables in 
Sections 1110.200 and 1110.270 that present factors used to make the projections, historical 
utilization for the factors, and projected volumes for 2031, two years after project completion.  

The factors used to make projections incorporate Lurie Children’s past and current experience in the 
West Region. For example, inpatient admissions, observation cases and ED visits at Lurie Children’s 
main hospital in the Streeterville neighborhood of Chicago (“Lurie Children's - Streeterville”) 
associated with pediatric residents of the West Region are expected to shift to the new hospital in 
Downers Grove. These patient counts are considered Referrals from an Inpatient Base, and their 
historical volumes are documented in the tables. Similarly, outpatient clinic visits and ambulatory 
surgery volumes at Lurie Children’s Hospital Outpatient Center in Westchester will shift to Downers 
Grove, upon the planned closure of the Westchester facility following the approval and opening of 
the Downers Grove project. Forecasts of diagnostic imaging and ancillary testing utilize ratios of 
procedures and tests associated with current utilization by Lurie Children’s inpatients, observation 
cases, ED visits and clinic visits. Various other factors behind the projected volumes include service 
to patients who leave the West Region for hospitalization, and documented requests for transfer that 
cannot be accommodated due to lack of capacity at the time of request.  

Lurie Children’s developed a standard format to present the data. The left column of each table lists 
the factors driving projected utilization. For most factors, there are four years of historical utilization, 
2022 through 2025, recognizing that the COVID years 2020 and 2021 were unusual years, often 
characterized by lower pediatric patient volumes. For most of the tables, the historical volumes are 
summarized in a column displaying 4-year averages. In many cases, the average introduces 
conservative projections, compared to historical years of increasing patient volumes. The tables 
show for most of the factors the percentages of patients that are expected to shift to Downers Grove. 
Finally, the columns on the right side of the table show projected year volumes. Each table has 
footnotes documenting the sources of information. Lurie Children’s has strived for consistency in the 
use of data across the tables. For example, the four-year average for inpatient admissions (used to 
justify pediatric beds in 1110.200) is the same volume to which use rates are applied for projecting 
diagnostic tests on inpatients.  

These individual tables are not repeated in this Project Services Utilization section. A summary table 
on the next page shows the volume information and comparison to state standards for all planned 
clinical services at the Downers Grove facility.  

It is important to note that most of the individual tables show historical volumes for each component 
factor used in projecting future utilization. For example, the x-ray utilization and projection (Table C(1) 
in Section 1110.270) measures volume from three factors (sources): ambulatory clinic visits, 
inpatient admissions and observation cases, and ED visits. There are different x-ray use rates for each 
of these patient types. Consequently, the columns in the table feature historical volumes associated 
with each patient source, and there are no historical volumes shown in the total row. The application 
of the use rates does, however, yield totals for future year projections. 
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Attachment 15 

There are two services that do not meet the State standards: The emergency department and the 
clinic exam/treatment rooms.  

The documentation submitted in support of the emergency department provides data on 68 
hospitals that are members of the Children’s Hospital Association. The data show that average 
utilization for the 68 hospital EDs is 1,344 visits/station/year. Of the 68 facilities, 19 are satellite 
hospitals, similar to Downers Grove, that average 1,115 visits/station/year. With the planned 35 ED 
rooms that results in a volume of 36,248 visits per year, the ED at Downers Grove is projected to 
accommodate 1,036 visits per room. Lurie Children’s consistently experiences peak volumes in 
October, November, and December that are 20.5% higher than the annual average of all other 
months. This volume is the equivalent of an extra 7,400 patients, resulting in an equivalent of 43,679 
visits, adjusted for peak months. This average of 1,250 visits per station per year would exceed the 
national average for satellite children’s hospitals. 

Further, Lurie Children's practice is to have an emergency room ready as soon as possible after a 
patient arrives, rather than have patients and family members experience lengthy waits in the ED 
waiting area. The goal is to have care start and proceed as quickly as possible, but when waiting is 
necessary, waiting in a room provides more privacy and comfort than the public waiting area affords. 
The room count is sized, in part, for this purpose.   

The clinic volume projection of 71,371 visits is an average of 1,428 visits per room per year. This level 
of utilization compares to the visit volumes at other Lurie Children’s outpatient facilities in 
metropolitan Chicago.  
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Section 1110.200 – Medical/Surgical, Obstetric, Pediatric, and Intensive Care 

Attachment 19 

Service # of Existing Beds # of Proposed Beds 

Pediatrics 0 48 

1110.200(b)(1) Planning Area Need – Formula Calculation 

There are two factors relevant to the presentation of Planning Area Need. First, the State’s Need 
Determination methodology does not separate adult need from pediatric need. As a result, there is 
not a specific determination of pediatric bed need in the planning area. Second, Ann & Robert H. 
Lurie Children’s Hospital of Chicago (“Lurie Children’s”) has selected its West Region (defined 
below) as the planning area for this project. The West Region is one of Lurie Children’s five planning 
regions that cover metropolitan Chicago. The West Region contains communities in several of the 
State’s designated “Hospital Planning Areas”, but there is not an exact relationship between the West 
Region and Hospital Planning Area boundaries. Both topics are addressed as follows. 

The geography of the West Region contains all of State Hospital Planning Areas A-05 and A-06, most 
of A-11 and A-12, and smaller fringe parts of A-04, A-07 and A-13. See the map on the following page. 
The West Region is the large triangular area shaded light purple. The Hospital Planning Areas are 
overlayed. According to the State’s Inventory of Health Care Facilities and Services and Need 
Determinations (December, 2023, updated through March 2026), there is a combined excess of 633 
medical/surgical and pediatric beds in A-05 (excess of 234 beds) and A-06 (excess of 399 beds). A-
11 shows a deficit of 52 beds and A-12 an excess of 115 beds. Small parts of Hospital Planning Areas 
A-07 to the north and A-04 and A-13 to the south are in the edges of the West Region; most of the
areas of these three HPAs are outside the West Region. Their need data are as follows: A-04 has an
excess of 135 medical/surgical and pediatric beds; A-07 has an excess of 467 beds; A-13 has a deficit
of one pediatric bed.

It is important to note that the need calculations do not differentiate between adult medical/surgical 
and pediatric. In reporting the bed need information above, the major findings of bed need, deficits 
and excesses relate to adult medical/surgical care.  

Because the focus of this project is exclusively pediatric care, the following information is relevant 
when considering the need for pediatric beds. There are 19 general acute care community hospitals 
located in the West Region with a total of 135 pediatric beds. Of these 19, only 8 have designated 
authorized pediatric units. Four of these pediatric units have a total of 86 authorized pediatric beds, 
with active pediatric service volumes. (Central DuPage Hospital, Loyola University Medical Center, 
Saint Alexius Medical Center, and Edward Hospital). The other four units, with 49 total authorized 
pediatric beds, each have an average daily census (ADC) of less than one patient: UChicago 
Medicine AdventHealth Hinsdale, MacNeal Hospital, Mercy Medical Center – Aurora, and West 
Suburban Medical Center. Collectively, the combined ADC of these four hospitals in 2024 was 1.0 
patient. These hospitals hold authorized pediatric beds in the State inventory, without having 
programs of substantial volume. Utilization data on these 19 hospitals is shown on a table later in 
this section. 

140

26-026



Attachment 19 

In addition to the 19 general acute care hospitals, there are 6 specialty hospitals in the West Region, 
primarily providing acute rehabilitation and behavioral health care for adults and children. The State’s 
inventory shows that one of these six hospitals has pediatric beds for specialized care (Shriners 
Hospital for Children – Chicago).  
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Attachment 19 

For a pediatric population of approximately 539,000 in the West Region, 86 beds at the four general 
acute care hospitals with active pediatric programs is minimal capacity. The majority of West Region 
pediatric patients requiring pediatric hospitalization receive that inpatient care outside the area. 
According to IHA COMPdata, there were 8,248 children ages 0 – 18 residing in the West Region who 
were hospitalized for inpatient pediatric care in 2024. 3,962 (48%) were admitted at hospitals located 
in the West Region. The remaining 4,286 children (52%) received care at hospitals outside of the area. 
Of the 4,286 patients who migrated out of the area, 1,808 (42.2%) were admitted at Lurie Children’s. 
Based on traffic conditions, a significant number of these patients travel more than 60-90 minutes 
for care at Lurie Children’s location in the Streeterville neighborhood of Chicago (“Lurie Children's - 
Streeterville”), a trip that family members make several times during their child’s inpatient stay, not 
to mention their travel for pre-admission visits and follow up care post discharge. The planned facility 
that is centrally located in the West Region will provide care much closer to their homes and 
significantly reduce their travel times. A purpose of the project is to offer a large dedicated pediatric 
inpatient service to give local residents the option of receiving Lurie Children’s care closer to their 
homes. 

The planned facility in Downers Grove will also address the ongoing reduction of inpatient pediatric 
bed capacity in the West Region. As is the case in Illinois and throughout the US, metropolitan 
Chicago including the West Region has seen a significant number of pediatric unit closures and 
reductions of unit sizes over the past decade.  27 hospitals in metropolitan Chicago with a total of 
319 authorized pediatric beds closed their units since 2013. Of these, six closed hospital pediatric 
units with a total of 54 beds are located in the West Region: Elmhurst Hospital (6 beds, 2019),  Good 
Samaritan Hospital – Advocate (7 beds, 2019), Advocate Sherman Hospital (8 beds, 2021), Alexian 
Brothers Medical Center (16 beds, 2018), Gottlieb Memorial Hospital (4 beds, 2023),  and Saint 
Joseph Hospital – Elgin (13 beds, 2025). A 5-bed pediatric unit was discontinued as part of the total 
closure of Westlake Hospital.  An additional net reduction of 46 pediatric beds is attributed to units 
that were downsized but not closed in metropolitan Chicago during the same timeframe.  

1110.210(b)(2) Planning Area Need – Service to Planning Area Residents 

Lurie Children’s has identified five regions in northeastern Illinois that are used to guide planning for 
the delivery of pediatric health care services: Chicago, North, Northwest, South and West. Lurie 
Children’s has facilities and/or established affiliations with providers in each of these five regions.  

The “West Region” is selected as the Planning Area for the project. The planning area has an 
estimated population of 539,000 pediatric residents, ages 0 – 18. It is made up of a Primary Service 
Area and a Secondary Service Area. The Primary Service Area (“West-Primary”) has a pediatric 
population of 255,600. The Secondary Service Area has three sub-areas: West-Naperville 
(population of 57,600), West-Central (138,600), and West-Aurora (87,100). The following map shows 
the West Region and its sub-areas, and the locations of hospitals in the West Region with designated 
pediatric units.  

The table following the map shows the patient origin for 1,179 admissions at Lurie Children’s 
Hospital from ZIP codes of the West Region, 2024. 681 of these admissions were from the Primary 
Service Area; 498 were from the three sub-areas of the Secondary Service Area.
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Attachment 19 

Because the project is the establishment of a new service, Lurie Children’s proposes to use the 
patient origin experience for patients residing in the West Region who were hospitalized at Lurie 
Children's - Streeterville as a key factor in estimating future patient origin. With an expected 
admissions volume of approximately 2,700 pediatric admissions (not including observation cases), 
it is anticipated that 80% will be from the Planning Area.  
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Service Area Population & Lurie Children’s Admissions by West Region ZIP Code 

Sources/Filters: 
• Pediatric Population: Claritas Pop-Facts 2025, Sg2 Analytics; Population Age: 0-18 by ZIP code
• Lurie Children’s Admissions: Lurie Children’s Enterprise Decision Support Database; Aggregate encounter data 

used for IDPH AHQ Surveys; Inpatient; Planning Region defined by patient ZIP code; Departments excluded: 
NICU, PICU, Neuro/Endo, Cardiac Care, Psychiatry

Attachment 19 

Primary Service Area ZIP City
 CY25 Pediatric 

Population 
 CY22  CY23  CY24  CY31 

West-Primary 60804 Cicero 20,894 66 96 99
60402 Berwyn 13,673 45 33 41
60707 Elmwood Park 7,897 40 28 38
60302 Oak Park 6,520 20 33 32
60137 Glen Ellyn 9,273 20 23 31
60126 Elmhurst 10,983 34 17 29
60139 Glendale Heights 6,874 15 11 26
60517 Woodridge 6,765 10 4 23
60153 Maywood 5,247 18 13 20
60187 Wheaton 6,236 8 7 20
60148 Lombard 10,516 9 18 19
60525 La Grange 6,629 29 18 17
60164 Melrose Park 4,537 15 18 17
60513 Brookfield 4,189 5 15 17
60558 Western Springs 3,429 11 3 17

135,022 276 294 235
West-Primary Subtotal 258,684 621 631 681

Secondary Service Area ZIP City
 CY25 Pediatric 

Population 
 CY22  CY23  CY24  CY31 

West-Naperville 60440 Bolingbrook 11,159 25 42 50
60565 Naperville 8,730 8 12 16
60490 Bolingbrook 4,992 22 9 16
60564 Naperville 10,566 18 27 15
60555 Warrenville 3,049 5 11 8
60540 Naperville 9,177 22 21 8
60563 Naperville 8,221 8 8 5

West-Naperville Subtotal 55,894 108 130 118

West-Central 60193 Schaumburg 8,291 15 14 23
60169 Hoffman Estates 6,692 15 21 20
60185 West Chicago 7,690 10 6 19
60177 South Elgin 5,680 1 12 17
60140 Hampshire 5,861 10 14 15
60107 Streamwood 7,781 11 17 15
60134 Geneva 6,676 16 24 14
60103 Bartlett 8,387 6 6 13
60124 Elgin 6,066 7 5 13
60173 Schaumburg 2,918 4 1 10

72,607 88 109 76
West-Central Subtotal 138,649 183 229 235

West-Aurora 60505 Aurora 14,105 21 20 42
60560 Yorkville 7,160 7 10 17
60506 Aurora 11,318 13 11 15
60504 Aurora 9,368 17 15 14
60585 Plainfield 6,941 10 14 12
60543 Oswego 10,238 14 14 9
60538 Montgomery 8,067 5 13 8
60545 Plano 3,561 2 5 8
60503 Aurora 4,577 11 5 8

Other West-Aurora 10,381 10 22 12
West-Aurora Subtotal 85,716 110 129 145

West Region Total 538,943 1,022 1,119 1,179 2,150

Outside West Region 550

Grand Total Admissions (Observation cases not included) 2,700

Other West-Primary

Other West-Central
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1110.200(b)(3) Planning Area Need – Service Demand – Establishment of a Category of Service 
 
Justification of beds needed - Overview 
 
The following table presents the six factors that contribute to utilization forecasts for the proposed 
48-bed pediatric unit and justifications for those forecasts. Each of the forecasts is based on 
historical utilization associated with these six factors. The factors are:  
 

1) Inpatient admissions of pediatric patients residing in the West Region, who have been 
admitted at Lurie Children's - Streeterville.  
This count of patients includes only those residents with less than tertiary or quaternary 
conditions. (Patients from the area with tertiary or quaternary needs will continue to go to 
Lurie Children’s downtown for care.)  For the past four years, an annual average of 989 patient 
admissions from the West Region with less than tertiary or quaternary needs have been 
hospitalized downtown. In the future, 100% of these patients will be admitted to the hospital 
in Downers Grove.  
 

2) Pediatric patients residing in the West Region who were pediatric observation cases at Lurie 
Children's - Streeterville.  
For the past four years, 17% of total observation cases downtown were from the West Region. 
As shown in the attached table, this contributes 871 annual observation cases to be cared 
for at the hospital in Downers Grove. 
 

3) Significant out-migration of West Region pediatric patients admitted to pediatric beds. 
As reported in the Purpose of the Project section, the majority of admissions of pediatric 
residents are at facilities outside the West Region. Not counting tertiary and quaternary 
patients and not including the 989 annual patients at Lurie Children already counted in #1 
above, the annual average number of residents admitted outside the West Region facilities is 
5,973 patients. A very conservative estimate of this volume which can utilize the new hospital 
in Downers Grove is 20%, or 1,194 pediatric admissions.  
 

4) Denied requests for transfers of West Region patients to Lurie Children's - Streeterville. 
These denials averaged 667 patients per year, approaching two per day. These were mostly 
due to lack of pediatric bed availability at the downtown hospital. A conservative estimate is 
that 25% of these requests, or 167 patient admissions, can be accommodated at the 
proposed hospital in Downers Grove. 
 

5) Shift of inpatients residing in the West Region and cared for at other hospitals in the area. 
It is likely that closures and downsizing of pediatric units will continue, as many hospitals 
prioritize adult inpatient care over pediatrics due to the increased need for adult care, 
declining birth rates, and the cost of pediatricians. (The Purpose of the Project section of this 
permit application includes research and professional papers on this topic; see also Section 
1110.200(b)(1) above.)  Lurie Children’s makes no prediction on what future specific closures 
and downsizing may occur in the West Region. The fact that there are seven hospitals in the 
West Region with designated pediatric units and four of the seven each have an ADC of less 
than 1.0 patient may indicate that future unit closures will happen.  
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The projected volume of cases at the proposed hospital in Downers Grove includes a 
conservative estimate of patients from other hospitals – either from hospitals with pediatric 
units or from the 11 hospitals in the region that serve pediatric patients but do not have 
designated pediatric beds. 

According to IHA COMPdata, there was an annual historical average of 4,124 inpatient 
admissions of patients from the West Region presenting with low to medium acuity. Assuming 
a conservative shift of 9% of admissions from these area hospitals results in 366 patient 
admissions as part of the projected utilization at the Downers Grove Hospital. 

6) Shift of observation patients residing in the West Region and cared for at other hospitals in the
area.
Similarly, there was an average of 2,790 observation cases of patients from the West Region
receiving care at hospitals in the West Region with licensed pediatric units. A shift of 5% of
these cases would contribute a volume of 153 observation cases as part of the projected
utilization at Downers Grove.

In summary, there are a total of 2,715 inpatient admissions and 1,024 observation cases associated 
with the above six factors. The historical average length of stay for admissions is 5.0 days; the ALOS 
for observation cases is 1.2 days. Consequently, these factors total 14,809 patient days, or an 
Average Daily Census of 40.6 beds. 40.6 ADC is an occupancy of 84.6% of the proposed 48 bed unit. 
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Historical Cases Projected Utilization 

Factor 2022 2023 2024 2025 4-Year Avg Projection 
Factor 

2026 2027 2028 2029 2030 2031 ALOS Patient 
Days (2031) 

ADC 
(2031) 

(Hospital under construction) 

1) IP Admits from Lurie 
Children's - Streeterville 
(Low/Med Acuity, West Region
Patients) 

924 1,008 1,010 1,012 989 100% Shift 989 989 989 989 989 989 5.0 4,945 13.5 

2) Observation Cases from 
Lurie Children's - Streeterville 
(West Region Patients) 

1,013 967 774 731 871 100% Shift 871 871 871 871 871 871 1.2 1,045 2.9 

3) Outmigration (West Region 
Patients leaving West Region, 
IP Low/Med Acuity, excl Lurie)

6,100 5,987 5,895 5,911 5,973 20% Shift 1,194 1,194 1,194 1,194 1,194 1,194 5.0 5,970 12.3 

4) Denied Bed Transfers of
West Region Patients, 
Hospitals in/outside West 
Region 

787 1,217 463 199 667 25% Shift 167 167 167 167 167 167 5.0 835 2.3 

5) Anticipated IP Admits from 
Area Hospitals 
(Low/Med Acuity, West Region)

3,781 4,452 4,286 3,976 4,124 9% Shift 366 366 366 366 366 366 5.0 1,830 8.3 

6) Anticipated Obs Cases from
Area Hospitals 
(West Region Patients) 

2,755 2,814 2,641 2,950 2,790 5% Shift 153 153 153 153 153 153 1.2 184 1.3 

Total Projected Volume 14,809 40.6 

Sources/Filters: 
• Factors 1, 2) Lurie Children’s Enterprise Decision Support Database; Aggregate encounter data used for IDPH AHQ Surveys;

Inpatient and Observation; Planning Region defined by patient ZIP code; Departments excluded: NICU, PICU, Neuro/Endo,
Cardiac Care, Psychiatry, Intermediate Care Unit; Observation Days = Observation Hours / 24

• Factors 3, 5, 6) IHA COMPdata, CY2022 – CY2025 through Q3; Inpatient only; Excludes admissions from Lurie Children’s; Age: 0-
18; Low/Med Acuity based on MS-DRG Tertiary Designation < =2.5; Planning Region defined by patient ZIP code

• Factor 4) Lurie Children’s Epic Database, FY2022-FY2026; DenialFlag is Yes; Denials > 0; Transfer Request Status is Canceled
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Historical and projected referrals are documented in referral letters from 10 pediatric practices in 
the West Region as well as Lurie Children’s Medical Group, Inc. Collectively, these practices referred 
893 pediatric patients from the West Region for admission to Lurie Children’s in 2025. These letters 
are included in Appendix B at the end of this permit application. As stated in the letters, these 
practices commit to refer 902 patients to the Lurie Children’s new hospital in Downers Grove in 2031, 
the second year after project opening.  
 
Committed Referrals by Pediatric Practice 
 

Pediatric Practice Number of Providers Committed 2031 referrals 
Bedrose Pediatrics, SC 5 8 
DuPage Pediatrics, Ltd.  6 42 
FGM Pediatrics 2 10 
Milestone Pediatrics 3 18 
North Arlington Pediatrics 5 10 
Oak Park Pediatrics, Ltd. 6 53 
Pediatric Health Associates, Ltd. 19 115 
Pedios, Ltd. 4 65 
Schwartz Pediatrics 3 20 
Children’s Health Partners, SC 4 13 
Lurie Children’s Medical Group, Inc. 278 548 
Total   902 

 
 
These historical referral volume counts were obtained from Lurie Children’s medical records. Many 
of the practices do not keep centralized records on referral practices, only documentation in their 
patients’ files. Providing this information in support of the permit application proved to be a 
challenge for many of the practices and individual physicians. This situation assuredly limited the 
counts of referrals and is for that reason a very conservative estimate of future referrals. In 
requesting this data on referrals, Lurie Children’s initially requested that the practices provide 
information on referrals to other hospital pediatric units located both inside and outside the West 
Region. But without recordkeeping by the practices to support responding to that request, 
documentation in the permit application is limited to commitment of referrals for admission at Lurie 
Children's - Streeterville. Lurie Children’s is the recipient of the largest volume of admissions of 
pediatric residents of the West Region who are not hospitalized within the region.  
 
An additional table shows the relatively constant/slightly increasing admissions of West Region 
pediatric patients at Lurie Children's - Streeterville. The volumes are not inclusive of those 
admissions from the area that are tertiary or quaternary patients that will continue to be hospitalized 
at Lurie Children's - Streeterville downtown. 
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 West Region Service Areas 2019 2020 2021 2022 2023 2024 

West-Primary 609 528 613 621 631 681 

West Primary Service Area Subtotal 609 528 613 621 631 681 

West Region Secondary Service Area 

West-Naperville 99 80 81 108 130 118 

West-Central 232 200 219 183 229 235 

West-Aurora 118 127 118 110 129 145 

West Secondary Service Area Subtotal 449 407 418 401 488 498 

West Region Grand Total 1,058 935 1,031 1,022 1,119 1,179 

Non-West Planning Regions 

Chicago 2,051 2,058 2,124 2,306 2,426 2,721 

North Region 696 676 636 543 586 671 

Northwest Region 304 362 357 361 364 471 

South Region 531 546 583 619 687 729 

Outside Market Area 692 756 700 620 851 832 

Non-West Planning Region Subtotal 4,274 4,398 4,400 4,449 4,914 5,424 

IP Medical/Surgical Admissions Subtotal 5,332 5,333 5,431 5,471 6,033 6,603 

All Other Lurie Children’s Admissions 5,857 4,260 4,464 4,513 4,335 5,093 

Lurie Children’s Admission Grand Total 11,189 9,593 9,895 9,984 10,368 11,696 
Sources/Filters: 
• Lurie Children’s Enterprise Decision Support Database; Aggregate encounter data used for

IDPH AHQ Surveys; Inpatient; Planning Region defined by patient ZIP code; Departments
excluded: NICU, PICU, Neuro/Endo, Cardiac Care, Psychiatry
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1110.200(b)(5) Planning Area Need – Service Accessibility 
 
This section documents several factors that supplement the physician commitment letters. These 
factors include:  

a) documentation that more pediatric residents of the area receive care outside of the West 
Region than at hospitals in the region;  

b) there have been a significant number of pediatric unit closures and reductions of pediatric 
beds in the past decade;  

c) requests for patient transfers have been denied due to lack of bed availability; and  
d) increasing capacity constraints at Lurie Children's - Streeterville support the need for 

additional capacity.  
 
The location and utilization of other area providers is documented in the table following this page. As 
reported earlier in this section, there are 19 community and teaching hospitals located in the West 
Region. The majority (11) of these hospitals have no authorized pediatric beds (no pediatric inpatient 
unit), although they admit pediatric patients. The eight hospitals with pediatric units have a total of 
135 authorized pediatric beds. Four of these seven hospitals have a total of 49 of the 135 authorized 
pediatric beds. Yet, each of the four has an average pediatric daily census of 1.0 or less. This means 
that the remaining four hospitals with a total of 86 authorized pediatric beds provide the bulk of 
pediatric care (Central DuPage Hospital, Loyola University Medical Center, Saint Alexius Medical 
Center, and Edward Hospital). 86 beds for a pediatric population of 539,000 in the West Region is 
indicative of limited resources, especially during the late fall peak months. 
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Sources/Filters: 
• IDPH AHQ Data Files, 2021-2024; Fields: CON Authorized Beds, Pediatric; Pediatric Admissions, Pediatric Patient Days; 2021-2023 ADC = Patient Days / 365, 2024 ADC = Patient Days / 

366 
• Missing information regarding pediatric activity has been supplemented with information from IHA COMPdata, CY2021-CY2024. This pertains to the following hospitals: 

o Mercy Medical Center-Aurora, Alexian Brothers (incl Behavioral Health), and Saint Joseph Hospital-Elgin, Rush Copley and Oak Park, Elmhurst Hospital, Delnor Hospital and 
MarianJoy Rehab, Advocate Sherman and Good Samaritan, UChicago Bolingbrook, LaGrange, and Glen Oaks, Loyola MacNeal and Gottlieb, Shriners, Riveredge 

o IHA COMPdata Filters: Inpatient only, Age = 0-18; MS-DRG Tertiary Designation <= 2.5; Patient County = Cook, DuPage, Lake McHenry, Kane, Kendall, Will

HPA Beds Admits Days ADC Beds Admits Days ADC Beds Admits Days ADC Beds Admits Days ADC
Licensed pediatric units

Loyola Univ Med Ctr A-06 34       784      3,958     10.8   34     852      3,775     10.3  34     712      3,363     9.2    34     690      3,180     8.7     
Central DuPage Hospital A-05 28       572      1,767     4.8     28     1,046  3,011     8.2    28     994      2,915     8.0    28     901      2,468     6.7     
Edward Hospital A-05 7          613      1,524     4.2     7        763      2,196     6.0    7        829      2,100     5.8    7       806      2,260     6.2     
Saint Alexius Med Ctr A-07 17       636      1,563     4.3     17     772      2,479     6.8    17     814      2,474     6.8    17     717      2,112     5.8     

Licensed Pediatric Beds, Census < 1.0
UChicago Medicine AdventHealth Hinsdale A-05 18       538      3,945     10.8   18     227      486         1.3    18     227      486         1.3    18     158      278         0.8     
Mercy Medical Center - Aurora A-12 16       9           22           0.1     16     65         106         0.3    16     30         62           0.2    16     14         30           0.1     
MacNeal Hospital A-06 10       47         123         0.3     10     41         109         0.3    10     23         59           0.2    10     38         51           0.1     
West Suburban Medical Center A-06 5          1           1              0.0     5        14         24           0.1    5        17         33           0.0    5       9           23           0.0     

Hospitals with no authorized ped beds
Rush Copley Medical Center A-12 - 309 448         1.2     - 384 533         1.5    - 339 484         1.3    - 354 538         1.5     
Elmhurst Hospital A-07 - 50 98           0.3     - 44 108         0.3    - 41 66           0.2    - 48 167         0.5     
Delnor Community Hospital A-12 - 52 104         0.3     - 57 120         0.3    - 48 73           0.2    - 58 123         0.3     
Advocate Sherman Hospital A-11 - 43 90           0.2     - 44 89           0.2    - 47 90           0.2    - 45 87           0.2     
Good Samaritan - Advocate A-05 - 58 238         0.7     - 47 100         0.3    - 37 93           0.3    - 34 69           0.2     
Rush Oak Park Hospital A-06 - 18 28           0.1     - 11 17           0.0    - 35 72           0.2    - 26 65           0.2     
Alexian Brothers Medical Center A-07 - 15 46           0.1     - 19 43           0.1    - 20 47           0.1    - 15 30           0.1     
UChicago Medicine AdventHealth Bolingbrook A-13 - 14 30           0.1     - 25 43           0.1    - 30 54           0.1    - 28 52           0.1     
UChicago Medicine AdventHealth LaGrange A-04 - 6 10           0.0     - 14 18           0.0    - 22 30           0.1    - 17 26           0.1     
Gottlieb Memorial Hospital A-06 4          11         41           0.1     4        12         28           0.1    - 14 22           0.1    - 11 14           0.0     
Saint Joseph Hospital-Elgin A-11 - 5 11           0.0     - 15 21           0.1    - 7 13           0.0    - 7 12           0.0     

Specialty Hospitals
Shriners Hospital for Children-Chicago A-01 48       424      1,445     4.0     48     413      1,748     4.8    48     59         344         0.9    48     455      1,834     5.0     
Marianjoy Rehab A-05 - 45 621         1.7     - 51 771         2.1    - 52 720         2.0    - 54 873         2.4     
UChicago Medicine AdventHealth GlenOaks A-05 - 6 17           0.0     - 10 20           0.1    - 9 25           0.1    - 17 30           0.1     
Linden Oaks Hospital (Behavioral Health) A-05 - 1 2              0.0     - -       - -    - -       - -    - 2 12           0.0     
Alexian Brothers Behavioral Health Hospital A-07 - 2 12           0.0     - -       - -    - 3 18           0.0    - 3 18           0.0     
Riveredge Hospital A-06 - 309 448         1.2     - 2 17           0.0    - -       - -    - 1 11           0.0     

Totals 187     4,568  16,592  45.5   187   4,928  15,862  43.5  183  4,409  13,643  37.3 183  4,508  14,363  39.2   

2021 2022 2023 2024
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More pediatric residents of the area receive care outside of the West Region than at hospitals in the 
region.  
 
The table below provides information on where pediatric residents of the West Region were 
hospitalized for pediatric care. The source is IHA COMPdata, and includes all inpatient pediatric 
admissions and does not filter out higher acuity care cases. (Thus, its volume numbers are slightly 
higher compared to volumes reported in the Annual Hospital Questionnaires.) The patient counts do 
not include acute mental illness admissions or NICU patients. The analysis is limited to residents of 
the West Region, so these volumes are a subset of total pediatric volumes at the hospitals; patients 
from outside the West Region are not counted.  
 
Based on information from IHA COMPdata, 4,286 (52%) of hospitalizations of West Region pediatric 
patients in 2024 were hospitalized out of the area. 42.2% of those who left the area were cared for at 
Lurie Children's - Streeterville. The data show: a) there is significant outmigration of pediatric 
patients residing in the West Region; and b) more of these patients are going to Lurie Children's - 
Streeterville than any other hospital. 
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West Region Hospitals Non-West Region Hospitals 

Licensed Pediatric Units Admits Admits 

Central DuPage Hospital 1,298 Lurie Children's 1,808 

Edward Hospital 890 Lutheran General Hospital – Advocate 933 

Loyola University Medical Center 679 Rush University Medical Center 518 

Saint Alexius Medical Center 624 Shirley Ryan Abilitylab 45 

UChicago Medical Center 406 

Licensed Pediatrics Beds, census <1 Advocate Christ Medical Center 370 

UChicago Medicine AdventHealth Hinsdale 140 University of Illinois Hospital and Clinics 62 

Mercy Medical Center - Aurora 9 John H Stroger, Jr. Hospital 21 

MacNeal Hospital 6 Prentice/Memorial Hospital 18 

West Suburban Medical Center 1 La Rabida Children’s Hospital 17 

St Anthony Hospital-Chicago 14 

Hospitals with no authorized peds beds Saint Joseph Medical Center - Joliet 14 

Rush Copley Medical Center 85 The Carle Foundation Hospital 9 

Delnor Hospital 18 NM Huntley 7 

Advocate Sherman Hospital 14 Northwest Community Hospital 6 

Good Samaritan Hospital – Advocate 21 St. Anthony Medical Center - Rockford 5 

Elmhurst Hospital 28 Saint Joseph Hospital - Chicago 5 

Rush Oak Park Hospital 11 St. Francis Medical Center - Peoria 4 

Alexian Brothers Medical Center 8 Carle BroMenn Medical Center 3 

UChicago Medicine AdventHealth Bolingbrook 5 Evanston Hospital 3 

UChicago Medicine AdventHealth La Grange 4 Mount Sinai Hospital 3 

Gottlieb Memorial Hospital 3 Illinois Masonic Medical Center-Advocate 2 

Saint Joseph Hospital – Elgin 2 St John's Hospital-HSHS 2 

NM Kishwaukee Hospital 2 

Specialty Hospitals Silver Cross Hospital 1 

Shriners Hospital for Children - Chicago 64 Humboldt Park Health 1 

MarianJoy Rehab 41 CGH Medical Center 1 

UChicago Medicine AdventHealth GlenOaks 8 Saint Francis Hospital – Evanston 1 

Linden Oaks Hospital (Behavioral Health) 1 Kindred Hospital – Sycamore 1 

Riveredge Hospital 1 SwedishAmerican Hospital-UW 1 

Alexian Brothers Behavioral Health Hospital 1 Anderson Hospital 1 

NM Lake Forest Hospital 1 

Javon Bea Hospital – Riverside 1 

Total Admissions 3,962 Total Admissions 4,286 
Sources/Filters: 
• IHA COMPdata, CY2024; Inpatient only; Age: 0-18; Medical/Surgical Specialties; Patient and

Hospital Planning Regions based on ZIP code
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Closures of pediatric units and reductions of pediatric beds in the West Region have reduced access 
in the last 13 years.  

Closures and reduction of beds are likely contributing to the outmigration of residents of the West 
Region for inpatient hospitalization. As is the case in Illinois and throughout the US, metropolitan 
Chicago has seen a significant number of pediatric unit closures and reductions of unit sizes over 
the past decade. 27 hospitals in the metropolitan area with a total of 319 authorized pediatric beds 
closed their units since 2013. Of these, six closed hospital pediatric units with a total of 54 beds are 
located in the West Region: Elmhurst Hospital (6 beds, 2019), Good Samaritan Hospital – Advocate 
(7 beds, 2019), Advocate Sherman Hospital (8 beds, 2021), Alexian Brothers Medical Center (16 
beds, 2018), Gottlieb Memorial Hospital (4 beds, 2023),  and Saint Joseph Hospital – Elgin (13 beds, 
2025) as part of a plan to shift pediatrics to Edward Hospital in Naperville. A 5-bed pediatric unit was 
discontinued as part of the total closure of Westlake Hospital. These closures are documented 
below.
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(Highlighted rows indicate hospitals located in the West Region) 
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Hospital Name State 
Planning Area 

Number 
of beds 

Month / Year Discontinued 
or Approved for 
Discontinuation 

Saint Joseph Hospital – Elgin A-13 13 April, 2025 
Palos Community Hospital A-04 8 July, 2024 
Gottlieb Memorial Hospital A-06 4 March, 2023 
Prime Saints Mary & Elizabeth 
Hospital A-02 14 July, 2021 

Advocate Condell Medical Center A-09 16 January, 2021 
Advocate Sherman Hospital A-11 8 January, 2021 
St. Bernard Hospital A-03 6 October, 2019 
Elmhurst Hospital A-05 6 October, 2019 
Ingalls Memorial Hospital – UChicago A-04 17 September, 2019 
Illinois Masonic Medical Center - 
Advocate A-01 14 April, 2019 

Highland Park Hospital A-09 6 March, 2019 
Good Samaritan Hospital – Advocate A-05 7 2019 
Good Shepherd Hospital – Advocate A-09 8 2019 
Westlake Hospital A-06 5 hospital closed 2019 
OSF Little Company of Mary Hospital A-04 20 November, 2018 
Humboldt Park Health A-02 5 February, 2018 
Alexian Brothers Med Center A-07 16 January, 2018 
Advocate South Suburban Hospital A-04 10 November, 2017 
Mount Sinai Hospital A-02 31 2017 
Franciscan St. James Health - 
Chicago Heights A-04 10 March, 2016 

Insight Hospital (Mercy-Chicago) A-03 37 2016 
Loretto Hospital A-02 10 2015 
South Shore Hospital A-03 6 2015 
Skokie Hospital A-08 2 2015 
Riverside Medical Center A-14 18 2014 
Prime St. Francis A-08 12 2013 
NM Lake Forest Hospital A-09 10 2013 
Total Beds 319 

Sources: 
• Inventory of Health Facilities and Services and Need Determinations, December 2023;

Addendum Inventory of Health Care Facilities, March 31, 2026.
• Lurie Children’s internal dataset

An additional net reduction of 46 pediatric beds is attributed to units that were downsized but not 
closed in metropolitan Chicago during the same timeframe. The following table documents these 
changes.  

155

26-026



Changes in Pediatric Beds (not discontinuations of pediatric units), Chicago Metropolitan Area 

Attachment 19 

Hospital Name 
State 

Planning 
Area 

Beds 
Added 

Date 
Added 

Beds 
Reduced 

Date 
Reduced 

2025 
Total 

Lurie Children's A-01 4 9/20/2019 2 1/1/2024 126 
John H Stroger, Jr. Hospital A-02 14 2016 26 
Rush University Medical 
Center 

A-02 2 12/15/2015 20 

St. Anthony Hospital A-02 6 2018 18 
University of Illinois Hospital 
and Clinics 

A-02 12 2/28/2018 20 

University of Illinois Hospital 
and Clinics 

A-02 12 6/11/2021 20 

Palos Community Hospital A-04 7 4/1/2022 8 
UChicago Medicine 
AdventHealth Hinsdale 

A-05 1 2014 18 

Central DuPage Hospital A-05 12 2014 28 
Central DuPage Hospital A-05 6 10/29/2020 28 
Vista Medical Center East A-09 10 2013 11 
Vista Medical Center East A-09 14 8/25/2015 11 
Total Beds 28 74 

Sources: 
• Inventory of Health Facilities and Services and Need Determinations, December 2025;

Addendum Inventory of Health Care Facilities, December 31, 2025.
• Lurie Children’s internal dataset
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Requests for patient transfers have been denied due to lack of bed availability. 

Capacity constraints at Lurie Children's - Streeterville have resulted in not being able to 
accommodate requests for transfer of patients from other hospitals. Serving as a regional referral 
destination is one of the main roles of Lurie Children’s. In 2023, 2,434 patient transfer requests were 
denied; 463 were denied in 2024, and 199 denied in 2025. Discounting the unusually high volume in 
2023 as an atypical year results in 1,217 patient transfer denials for purpose of the calculation. These 
denials averaged 626 per year for the past four years and were mostly due to unavailability of 
pediatrics beds at Lurie Children's - Streeterville. A conservative estimate is that 25% of these 
requests can be accommodated at Downers Grove, resulting in 167 admissions annually. These are 
counted as part of the new volume to be accommodated at Downers Grove. 

Increasing capacity constraints at Lurie Children's - Streeterville downtown supports the need for 
additional capacity. 

The table presented in the Purpose of the Project shows the annual utilization of inpatient and 
outpatient services at Lurie Children’s for the past nine years, based on the hospital’s Annual 
Hospital Questionnaires, 2017 through 2025. Growth in most clinical services has been dramatic 
and supports the concern that the hospital will be at capacity by the end of this decade. Admissions 
have grown by 20% over the 9 years; patient days by 16%. Occupancies have been in the high 70s for 
the past four years, with facility constraints causing a plateauing of volume. The 64 neonatal beds 
averaged 90.2% for the past five years, with an occupancy of 93% last year; the ICU service has been 
consistently above the State standard of 60%, with 126 beds now in service.  

The development of the hospital in Downers Grove will allow for residents of the West Region to 
receive their care closer to home. The volume forecasts anticipate that approximately 1,000 annual 
downtown admissions from the area will receive care in Downers Grove. That will relieve some of the 
volume pressure downtown. It is likely that more admissions from the western part of Chicago and 
other Lurie Children’s regions will utilize the hospital in Downers Grove.
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1110.200(c) Unnecessary Duplication/Maldistribution 

1) Duplication

The project does not result in unnecessary duplication of pediatric beds. The 10-mile radius
around the project site in Downers Grove has a resident population of 282,755 persons, age 0 –
18. The following table shows the distribution of the pediatric population by ZIP code. The ZIP
codes are totally or partially located within the area defined by the 10-mile radius. The source of
population data is Claritas Pop-Facts 2025 from Sg2 Analytics.

There are three hospitals with pediatric units with authorized pediatric beds in the area defined by 
the 10-mile radius: 

• Central DuPage Hospital
25 N. Winfield Rd   Winfield, IL  60190
28 pediatric beds; Year 2024 ADC 10.0, occupancy 38.6%

• Edward Hospital
801 S. Washington St. Naperville, IL 60540
7 pediatric beds; Year 2024 ADC 6.0, occupancy 88.5%

• UChicago Medicine AdventHealth Hinsdale
120 N. Oak St. Hinsdale, IL 60521
18 pediatric beds; Year 2024 ADC 1.0, occupancy 5.2%
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Population of ZIP Codes Within 10 Miles of Lurie Children’s - Downers Grove, Age 0-18 and 0-
100 

Sources/Filters: 
• Pediatric Population: Claritas Pop-Facts 2025, Sg2 Analytics; Population Age: 0-18 by ZIP code

Attachment 19 

West Region Primary 
Service Area ZIP Code City County Population 0-18 Population 0-100
West-Primary 60148 Lombard DuPage 11,084 52,696

60126 Elmhurst DuPage 11,782 48,001
60188 Carol Stream DuPage 9,116 41,904
60137 Glen Ellyn DuPage 9,774 38,921
60101 Addison DuPage 7,953 36,016
60517 Woodridge DuPage 7,140 32,578
60139 Glendale Heights DuPage 7,303 31,957
60525 La Grange Cook 7,043 30,719
60187 Wheaton DuPage 6,865 29,729
60181 Villa Park DuPage 6,365 29,287
60189 Wheaton DuPage 6,713 29,136
60515 Downers Grove DuPage 6,263 28,959
60527 Willowbrook DuPage 5,459 28,925
60516 Downers Grove DuPage 5,859 28,700
60532 Lisle DuPage 5,495 28,541
60559 Westmont DuPage 5,092 24,329
60108 Bloomingdale DuPage 4,454 23,278
60160 Melrose Park Cook 6,000 23,251
60153 Maywood Cook 5,570 22,290
60561 Darien DuPage 4,071 21,881
60164 Melrose Park Cook 4,852 21,460
60106 Bensenville DuPage 4,671 20,277
60513 Brookfield Cook 4,426 18,442
60521 Hinsdale DuPage 5,097 18,250
60104 Bellwood Cook 3,876 17,740
60131 Franklin Park Cook 3,769 17,141

Other West-Primary ZIP Codes 29,888 141,142
West-Naperville 60440 Bolingbrook Will 11,865 51,374

60540 Naperville DuPage 9,918 43,323
60565 Naperville DuPage 9,299 39,351
60563 Naperville DuPage 8,692 38,998
60490 Bolingbrook Will 5,361 21,664
60555 Warrenville DuPage 3,228 14,453

West-Central 60190 Winfield DuPage 2,608 12,060
West-Aurora 60504 Aurora DuPage 9,939 39,593
West Region Subtotal 256,890 1,146,366

South Region ZIP Code City County Population 0-18 Population 0-100
60446 Romeoville Will 9,650 40,912
60439 Lemont Cook 5,022 23,595
60455 Bridgeview Cook 3,799 16,016
60458 Justice Cook 3,442 13,764
60501 Summit Argo Cook 2,960 11,021
60480 Willow Springs Cook 994 5,247

Grand Total 282,757 1,256,921
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2) Maldistribution of Service

One of the tests for maldistribution is if the ratio of beds to population exceeds one and one half
times the State average.
- There are 993 pediatric beds in Illinois (Source: Illinois Statewide Hospital Profile, Data Year

2024, pg 1). According to Population Projections for Illinois, Chicago and Illinois Counties by
Age and Sex, July 1, 2020 – July 1, 2035, 2023 Edition, the 2025 population of persons age 0 – 
18 is 2,833,179. (Added cohorts 0-4, 5-9, 10-14, and interpolated 15-19 to age through 18.)

- For Illinois, the ratio of pediatric beds per 1,000 population is 993 / 2,833,179 = 0.350.
- One and one half times 0.350 = 0.525.
- In the 10-mile radius area, the ratio of beds per 1,000 is 53 / 282,755 = 0.187.
- The addition of 48 beds increases the count of pediatric beds in the area to 101 beds.
- 101/282,755 = 0.357.
- Because 0.357 is less than 0.525 (one and one half times the State average of 0.350),

maldistribution is not a result of the project.

3) Impact on Area Providers

The Justification of Beds Needed – Overview earlier in this section documented the sources of
projected patient volume. Over 85% of the projected inpatient pediatric volume is attributed to:
shifting of admissions and observation patients who are residents of the West Region and
hospitalized at Lurie Children's - Streeterville; shifting of residents of the West Region who are
hospitalized outside of the region; and accommodating requests for transfer that have been
denied in the past. These are based on documented historical volumes. None of these patients
are cared for by hospitals located in the West Region, so the impact of this project on area
hospitals is minimal. 

Pediatric physician practices in the West Region that have referred to Lurie Children’s pediatric
specialists downtown may in the future refer directly to those physicians at the Downers Grove
hospital. It is expected that the new hospital will have minimal impact on the pediatric services
at Edward Hospital and UChicago Medicine AdventHealth Hinsdale.

Lurie Children’s has partner relationships with several hospitals throughout metropolitan
Chicago. For over 2 decades, Northwestern Medicine and Lurie Children’s have worked together
to provide pediatric care in the western suburbs. Together, both institutions established a
pediatric emergency care department, inpatient units, and multispecialty outpatient clinics at
Central DuPage Hospital, as well as an outpatient clinic and neonatal and pediatric imaging at
Delnor Hospital.  These facilities have provided exceptional care to thousands of pediatric
patients and their families since 2006. The collaboration is shifting to better serve families in the
communities we support and to respond to a changing healthcare landscape. Throughout this
transition and after the new facility opens, Lurie Children’s will continue to collaborate to
address the needs of the patients it serves.
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1110.200(e) Staffing Availability 

The Lurie Children’s hospital in Downers Grove is proposed to have 48 medical/surgical beds located 
on two floors. The table shows the planned staffing for the units.  

Inpatient Staffing 

Position FTE 
Need 

Medical Director 0.5 
Nursing Director 1.0 
Manager Patient Care Operations 4.0 
Physician/APP 18.0 
Charge RN 8.4 
Registered Nurse 50.4 

Respiratory Therapy 8.4 
Certified Nursing Assistant/Patient 
Safety Associate 

29.4 

APP Director/Manager 1.0 
Nursing Professional Development 1.0 
Clinical Quality Coordinator RN 1.0 
Child Life 1.0 
Social Work 2.0 
Case Management 2.0 
Dietician 2.0 
Total 130.10 

Physician Recruitment 

Physician recruitment at Lurie Children’s is an ongoing rigorous process. The development of the new 
hospital included an assessment of the resources required to meet the needs of the inpatients and 
observation cases, and to support each medical staff appointment. All medical staff will be 
employed members of the Lurie Children’s Medical Group, Inc., a Lurie Children’s affiliate. Lurie 
Children’s academic partner, Northwestern University Feinberg School of Medicine, applies strict 
guidelines to ensure that academic integrity is incorporated into the recruitment process. These 
positions are hospital-based, requiring all candidates to be board-eligible or board-certified and 
demonstrate academic productivity as well as clinical excellence. 

Filling the positions at the new hospital in Downers Grove will include a multi-faceted approach, 
including relocating some physicians from Lurie Children's - Streeterville (who will help impart Lurie 
Children’s values and best practices in the new setting), and recruiting new staff members through 
regional and national searches. The methods include verbal outreach to individual candidates, 
recruiting at relevant conferences, and mass emails to leading medical centers in North America. 

161

26-026



Attachment 19 

Lurie Children’s has had great success in recruiting physicians, bolstered by active pediatric practice 
in an academic medical setting, and the draw of working and living in Chicago and the Chicago area. 

Advanced Practice Nurse (APN) Recruitment 

Lurie Children’s has an established APN/Physician Assistant (PA) Council that includes a diverse 
group of specialties trained with both acute care and primary care specialties. Lurie Children’s 
Human Resources Department has skilled recruiters who focus on APN recruitment. After positions 
are approved, the average recruitment process takes about three to four months, followed by 
credentialing and privileging processes taking 90 – 120 days. Four to six months of orientation follow. 
This timeframe will allow recruitment and training to take place starting well in advance of the 
opening of the new facility. 

The current Lurie Children’s registered nurse staff, who will be finishing their master’s degree work 
and sit for the APN licensing board, constitute a great pool of talent and recruitment opportunity. The 
new facility also provides the opportunity to reassign some of the APNs from Lurie Children's - 
Streeterville to Downers Grove, which is especially appealing to those professionals living in the 
western suburbs. 

Registered Nurse (RN) Recruitment 

There are RN candidates currently working in the hospital in other positions who, once they have 
completed their RN training, approach nursing leaders for assistance in placement in new positions. 

Available positions are posted on Lurie Children’s website and are advertised in professional 
journals and at national organization meetings and conferences. Lurie Children’s also has a 
nationally respected nurse internship program, which provides a four- to six-month orientation 
process to best prepare the new graduate to step into the role of a Lurie Children’s nurse. Once 
needed positions are approved, recruitment, hiring and training will take place to ensure that nursing 
is at full complement at the time of opening of the new facility in Downers Grove. 

The opportunity also exists for Lurie Children’s nurses to relocate from Lurie Children's - Streeterville, 
or transition from the outpatient center in Westchester which will be closed upon the opening of Lurie 
Children’s hospital in Downers Grove or at other Lurie Children’s facilities. This opportunity has 
special appeal for nurses living in the western suburbs. 
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1110.200(f) Performance Requirements – Bed Capacity Minimum 
 
For pediatric units in a Metropolitan Statistical Area, the minimum size is 4 beds. The 48-bed unit 
meets this standard.  
 
 
 
 
 
 
1110.200(g) Assurances  
 
The letter on the following page acknowledges the understanding by Lurie Children’s that the 
hospital in Downers Grove will meet the State’s occupancy standard for the pediatric service by the 
end of its second year of operation. 
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1110.270 – Clinical Service Areas Other than Categories of Service 

Attachment 31 

Service # Existing Key Rooms # Proposed Key 
Rooms/Units 

Surgery 0 6 ORs 
Emergency Department 0 35 stations 
Outpatient Clinic 0 50 exam/treatment rooms 
Diagnostic Imaging 

X-Ray 0 3 
Fluoroscopy 0 1 
Orth/EOS 0 1 
Ultrasound 0 2 
MRI 0 2 
CT 0 1 

Ancillary Testing 
Electrocardiogram (ECG) 0 1 
Echocardiogram (ECHO) 0 1 
Pulmonary Function 0 1 
Electroencephalogram 
(EEG) 

0 1 

Video EEG 0 1 
Sleep Studies 0 4 

Infusion 0 10 
Rehabilitation 

PT/OT, Gym 0 1 
Lab 0 2 
Pharmacy 0 1 

1110.270(b)(1) Need Determination – Establishment; Service to Planning Area Residents 

The above table outlines the clinical services areas that are planned in the hospital and clinics 
building at Downers Grove. The Planning Area was defined in Section 1110.200 of this permit 
application as the “West Region,” one of five Ann & Robert H. Lurie Children’s Hospital of Chicago 
(“Lurie Children’s”) regions in metropolitan Chicago. The West Region includes a Primary Service 
Area (West-Primary) and three sub-regions of the remaining West Region that constitute a Secondary 
Service Area: West-Naperville, West-Aurora, and West-Central. See the map on the next page.  

It is projected that the West Region Planning Area will be the source of 80% of inpatients and 
outpatients utilizing the proposed hospital and clinics building. In aggregate, 80% of the volume 
associated with the clinical services that are not categories of service will be from the West Region 
Planning Area. 
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1110.270(b)(2) Need Determination – Establishment; Service Demand 

Lurie Children’s has prepared forecasts of utilization for each of the clinical service areas. The 
forecasts are shown on individual tables that present factors used to make the projections, historical 
utilization for the factors, and projected volumes for 2031, two years after project completion.  

The factors used to make projections incorporate Lurie Children’s past and current experience in the 
West Region. For example, inpatient admissions, observation cases and emergency department 
(“ED”) visits at Lurie Children’s associated with pediatric residents of the West Region are expected 
to shift to the new hospital in Downers Grove. These patient counts are considered Referrals from an 
Inpatient Base, and their historical volumes are documented in the tables. Similarly, outpatient clinic 
visits and ambulatory surgery volumes at Lurie Children’s Hospital Outpatient Center in Westchester 
will shift to Downers Grove, upon the planned closure of the Westchester facility upon the approval 
and opening of the Downers Grove project. Forecasts of diagnostic imaging and ancillary testing 
utilize ratios of procedures and tests associated with current utilization by Lurie Children’s 
inpatients, observation cases, ED visits and clinic visits. Various other factors behind the projected 
volumes include service to patients who leave the West Region for hospitalization, and documented 
requests for transfer to facilities that cannot accommodate the transfers due to lack of capacity at 
the time of request.  

For this section of the permit application, Lurie Children’s developed a standard format to present 
the data. The left column of each table lists the factors driving projected utilization. For most factors, 
there are four years of historical utilization, 2022 through 2025, recognizing that the COVID years 
2020 and 2021 were unusual years, often characterized by lower pediatric patient volumes. For most 
of the tables, the historical volumes are summarized in a column displaying 4-year averages. In many 
cases, the average introduces conservative projections, compared to historical years of increasing 
patient volumes. The tables show for most of the factors the percentages of patients that are 
expected to shift to Downers Grove. Finally, the columns on the right side of the table show projected 
year volumes. Each table has footnotes documenting the sources of information. Lurie Children’s 
has strived for consistency in the use of data across the tables. For example, the four-year average 
for inpatient admissions (used to justify pediatric beds in 1110.200) is the same volume to which use 
rates are applied for projecting diagnostic tests on inpatients.  

A. Surgical Cases and Hours

The project plans to have 6 operating rooms (“ORs”) and no procedure rooms in the surgical 
department. Factors displayed in the table include 100% shift of the surgery cases in the ASTC at 
Lurie Children’s Hospital Outpatient Center in Westchester, which will be closed; surgery for 
residents of the West Region who have traveled to Lurie Children’s main hospital in the Streeterville 
neighborhood of Chicago (“Lurie Children’s - Streeterville”) and Lurie Children’s Northbrook, and 
some percentage of residents of the nearby south region who have gone to Lurie Children’s - 
Streeterville or Northbrook. See Table A. 

The projected volume of 7,974 hours justifies 5.3 ORs (6) based on 1,500 hours per OR per year. 

167

26-026



Attachment 31 

B. Emergency Visits

The project plans to build 35 stations for emergency care. Factors contributing to the projections are: 
shifting of ED cases for residents of the West Region who traveled to Lurie Children’s - Streeterville 
for care; residents of the West Region’s sub-areas who traveled out of the West Region for care (shift 
percentages vary by sub-region); a 25% shift of patients who receive ED care at hospitals in the West 
Region that have no inpatient pediatric beds. These factors result in a projected volume of 36,248 
visits. Lurie Children’s has experienced consistent peak utilization of ED services in October, 
November and December. The peaks are about 20.5% higher than the average months, which could 
be viewed as a seasonal adjustment of an additional 7,400 annual visits. This would imply an annual 
volume of about 44,000 visits. Table B presents projected ED visit volumes. 

Lurie Children’s obtained data from the Children’s Hospital Association on ED volumes and 
throughput. For the 68 children’s hospitals in the US that reported, the average volume was 1,344 
visits per ED station per year in 2024. This breaks down between main campus children’s hospitals 
and satellite hospitals as follows: 

Main Campus Satellite Hospitals Combined Total 
49 facilities 19 facilities 68 facilities 
3,045,052 ED visits 753,868 ED visits 3,798,920 ED visits 
2,151 stations 676 stations 2,827 stations 
1,416 visits/station/year 1,115 visits/station/year 1,344 visits/station/yr 

Lurie Children’s practice is to have an ED room ready as soon as possible after a patient arrives, 
rather than have patients and family members experience lengthy waits in the ED waiting area. The 
goal is to have care start and proceed as quickly as possible, but when waiting is necessary, waiting 
in a room provides more privacy and comfort than the public waiting area affords. The room count is 
sized in part for this purpose. 

C. Diagnostic Imaging

C(1) X-Ray 
Lurie Children’s plans for three X-Ray machines in the new facility: one in the imaging department, 
one in the ED, and one in the outpatient clinics building. The projected volumes are derived from 
several sources: Outpatient clinic visits, inpatient admissions and observation cases, and ED visits.  
• X-Ray Procedures Based on Outpatient Clinic Visits:

o A shift of 20% of outpatient clinic volumes (documented in Table D) from Lurie Children’s
satellite locations to Downers Grove projects clinic visits to reach 71,371 visits by 2031. Lurie
Children’s experienced utilization rate is 0.23 X-Rays per clinic visit, resulting in 16,498 X-
Rays by 2031. Assuming a conservative reduction of 30% of procedures results in a forecast
of 11,491 clinic visit X-Rays by 2031.

• X-Ray Procedures Based on Low/Medium Acuity Inpatient Admissions and Observation Cases:
o Projected inpatient volume at the proposed hospital is based on an annual historical average

of 15,414 admissions and observation cases (Referenced in Section 1110.200: Future
Projected Utilization – Pediatric Beds) based on the following factors:
▪ 989 Inpatient Admissions of Low/Medium Acuity at Lurie Children’s - Streeterville for

patients residing in the West Region
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▪ 871 Observation Cases at Lurie Children’s - Streeterville for patients residing in the West
Region

▪ 5,973 West Region patients leaving the region for care. (Excluding the 989 patients from 
Lurie Children’s - Streeterville)

▪ 667 Denied Requests for transfer for hospitalization of West Region residents
▪ 4,124 Anticipated Inpatient Admissions of Low/Medium Acuity from West Region

hospitals of West Region patients
▪ 2,790 Anticipated Observation Cases from West Region hospitals of West Region

patients
15,414 historical admissions and observation cases at Lurie Children’s - Streeterville

o Table C(1) shows in aggregate, 29% of these admissions and cases are anticipated to utilize
the Downers Grove hospital comprised of the following: 100% of inpatient (989) and
observation cases (871) from West Region residents; 20% of West Region residents returning
to the region for care at Downers Grove (1,194); 25% of denied transfers of West Region
residents (167); 9% of anticipated inpatient admissions from West Region hospitals of West
Region patients (366); and 5% of anticipated observation cases from West Region hospitals
of West Region patients (153). These factors amount to 3,740 annual admissions and
observation cases by 2031. Lurie Children’s experienced utilization rate is 1.10 X-Rays per
inpatient and observation case. Assuming a conservative reduction of 40% of procedures
results in 2,468 inpatient and observation X-Rays by 2031.

• X-Ray Procedures Based on ED Visits:
o Table B of this section (Future Projected Utilization – Emergency Visits) reports that among all

West Region pediatric patients that visited an ED, 6,296 received ED care at Lurie Children’s
- Streeterville, annual average of 14,241 patients left the West Region for ED care, and 83,767
pediatric ED visits occurred at West Region hospitals without authorized pediatric beds.
These total 104,304 ED visits (See: Table C(1), row 3).

o Of these 104,304 historical ED visits 36,248 are projected at the Downers Grove hospital in
2031: 5,666 ED visits from West Region patients at Lurie Children’s - Streeterville, 5,452 ED
visits from patients returning to the region for ED care, and 25,130 (30%) of pediatric ED visits
at West Region hospitals without authorized pediatric beds. Lurie Children’s experienced
utilization rate is 0.24 X-Rays per ED visit. Assuming a conservative reduction of 40% of
procedures results in 5,220 ED visit X-Rays by 2031.

Based on these factors, it is projected that there will be 19,178 X-Rays completed at Lurie Children’s 
hospital in Downers Grove by 2031. (Refer to Table C(1) for additional detail.) This methodology of 
historical utilization and clinical volumes is applicable to other service areas that are dependent on 
the patient setting. 

C(2) Fluoroscopy 
The projection of 1,875 fluoroscopy patients in 2031 is based on counts of Lurie Children’s patients 
having had appointments at all Lurie Children’s satellite locations: 100% of patients residing in the 
West Region and 30% of patients residing in the South Region. Historical data is included on patients 
residing in all other regions, but they are not expected to utilize the unit at Downers Grove. See table 
C(2). 
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C(3) Ultrasound 
Lurie Children’s plans two ultrasound units in the new facility. Similar to projections for X-Ray 
procedures (See: C(1) above) the projected volumes are derived from several factors: 
• A shift of 20% of clinic volumes at Lurie Children’s satellite locations to Downers Grove; use rate

of 0.07 ultrasound procedures per clinic visit: 3,497 ultrasound procedures in 2031.
• Low/medium acuity inpatients and observation cases at the proposed hospital; use rate of 0.34

ultrasound procedures per associated patient case: 763 ultrasound procedures in 2031.
• ED visits at the proposed hospital; use rate of 0.09 per ED visit: 2,284 ultrasound procedures in

2031.
Assuming a conservative reduction of 30%, the components sum to a total of 6,544 ultrasound 
procedures by 2031. See table C(3). 

C(4) MRI 
There are two MRI units proposed at the new facility. The projected volumes are based on the 
following factors: Shift of 100% of volumes performed at Westchester and Northbrook outpatient 
centers for residents of the West Region; 60% of outpatient MRIs performed at Lurie Children’s - 
Streeterville on West Region residents. The total projected 2031 volume of MRI procedures is 3,770. 
See table C(4). 

C(5) CT    
One unit is planned in the new facility. As with X-Ray and Ultrasound procedures (See: C(1) and C(3) 
above) the projected volume is derived from the following factors: 
• A shift of 20% of clinic volumes at Lurie Children’s satellite locations to Downers Grove; use rate

of 0.06 CT scans per clinic visit: 4,282 CT scans by 2031.
• Low/medium acuity inpatients and observation cases at the proposed hospital; use rate of 0.13

CT procedures per associated patient case: 486 CT scans by 2031.
• ED visits at the proposed hospital; use rate of 0.03 per ED visit: 2,320 CT scans by 2031.
• The components add to a total of 7,088 CT scans by 2031. See table C(5).

C(6) Ortho EOS 
This new technology is similar to x-ray but is specialized for spine and hip-to-ankle patients and will 
be exclusive to these patients in its use. The technology is new to Lurie Children’s and will be first 
implemented in Downers Grove. It will significantly enhance patient safety, quality of care and 
precision. The projected volumes are 2,449 procedures in 2030 and 2,735 in 2031. The volumes are 
based on replacing current volumes for spine and hip-to-ankle x-rays at Lurie Children’s 
Clark/Deming outpatient center in Lincoln Park. There is no table for this technology. 

D. Outpatient Clinic Visits

Lurie Children’s has satellite clinic services throughout the metropolitan area. Table D displays the 
historical volumes at the Lurie Children’s Outpatient Center in Westchester, as well as at satellite 
sites in the West Region and South Region, and at other area hospitals where Lurie Children’s 
provides inpatient and outpatient pediatric services. Collectively, these are the locations for 
approximately 90,000 clinic visits. An additional 167,000 visits are at locations in other Lurie 
Children’s Planning Regions. All regional areas have been growing, with annual rates between 5% and 
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8%. The exception is the Westchester Outpatient Center, with facility restrictions limiting annual 
average growth to 2%. 
Based on the historical volumes and growth rates shown in Table D, it is expected that volumes at the 
Downers Grove clinics building will be about 68,000 in 2030 and 71,400 in 2031. Ongoing growth in 
patient volumes thereafter is anticipated.  

E. Ancillary testing

Table E displays historical volumes and use-rates for ECG, ECHO and pulmonary function tests at 
the Westchester outpatient center. Volumes for EEG and sleep studies are based on information on 
ambulatory encounters recorded in Lurie Children’s database and input from Lurie Children’s 
providers. In the aggregate, it is forecast that there will be approximately 5,100 ancillary tests at the 
new facility in year 2031.  

F. Infusion

The project will take some of the volume pressure off the infusion program at Lurie Children’s - 
Streeterville that has averaged over 9,000 annual infusions for the past four years; an average of 2,150 
from the West Region. 70% of these West Region patients will receive infusions in Downers Grove. 
30% of Lurie Children’s patients in the South Region are likely to prefer the Downers Grove program 
to commuting to Lurie Children’s - Streeterville, as well as 5% of the patients from other regions. West 
Region hospitals where Lurie Children’s provides infusion services are also projected to shift 20% to 
the Downers Grove hospital. The 2031 projected volume of 3,701 patients is an anticipated caseload 
of 14 patients per day in the 10-room infusion center. See Table F.  

G. Rehabilitation

Table G presents historical volumes and annual growth rates at the Lurie Children’s Hospital 
Outpatient Center in Westchester. The annual average 8% increase in PT appointments and 4% in 
speech therapy visits are expected to continue. OT, prosthetics/orthotics and audiology are relatively 
constant. All rehabilitation services in Westchester will be relocated to the clinics building in 
Downers Grove. The projected volume of rehabilitation services is 15,506 by 2031. 

H. Laboratory

The projected volumes of lab services are based on projected volumes of outpatient clinic visits, low 
to medium acuity inpatient admissions and observation cases, and ED visits. Utilization rates of 
laboratory services and conservative projections of clinical volumes were used to determine 
projected laboratory services at Lurie Children’s hospital in Downers Grove.  
• A shift of 20% of clinic volumes at Lurie Children’s satellite locations to Downers Grove;

laboratory use rate of 0.26 per clinic visit: 18,556 by 2031.
• Low/medium acuity inpatients and observation cases at the proposed hospital; laboratory use

rate of 25.76 per associated patient case: 96,319 by 2031.
• ED visits at the proposed hospital; laboratory use rate of 1.51 per ED visit: 54,735 by 2031.
• These components result in projected laboratory volume of 169,610 by 2031. See table H.
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I. Pharmacy

The projected volumes of pharmacy services are based on projected volumes of outpatient clinic 
visits, low to medium acuity inpatient admissions and observation cases, and ED visits. Utilization 
rates of pharmacy services and conservative projections of clinical volumes were used to determine 
pharmacy utilization at Lurie Children’s hospital in Downers Grove in 2031.  
• A shift of 20% of clinic volumes at Lurie Children’s satellite locations to Downers Grove;

pharmacy use rate of 0.05 per clinic visit: 3,569 by 2031.
• Low/medium acuity inpatients and observation cases at the proposed hospital; pharmacy use

rate of 64.49 per associated patient case: 241,135 by 2031.
• ED visits at the proposed hospital; pharmacy use rate of 1.36 per ED visit: 49,297 by 2031.
• These components result in projected pharmacy volume of 294,001 by 2031. See table H.

1110.270(b)(3) Need Determination – Establishment; Impact of the Proposed Project on Other 
Area Providers 

As documented in Section 1110.200(f) of this permit application, there are three hospitals with 
pediatric units within the 10-mile radius of the Downers Grove project site:  

- Central DuPage Hospital
25 N. Winfield Rd
Winfield, IL  60190

- Edward Hospital
801 S. Washington St.
Naperville, IL 60540

- UChicago Medicine AdventHealth Hinsdale
120 N. Oak St. 
Hinsdale, IL 60521

The Justification of Beds Needed – Overview earlier in Section 1110.200 documented the sources of 
projected inpatient volume. Over 85% of the projected inpatient pediatric volume is attributed to: 
shifting of admissions and observation patients from Lurie Children’s - Streeterville, who are 
residents of the West Region; shifting of residents from the West Region who are hospitalized outside 
of that region; and accommodating requests for transfer that have been denied in the past. None of 
the patients in these groups are cared for by the hospitals in the West Region. 

Because a significant volume relating to the clinical services that are not categories of service are 
Referrals from an Inpatient Base, it is likely that the service to patients in these groups will have 
minimal impact on the pediatric services at Edward Hospital and UChicago Medicine AdventHealth 
Hinsdale. 

Lurie Children’s has relationships with several hospitals throughout metropolitan Chicago. For over 
2 decades, Northwestern Medicine and Lurie Children’s have worked together to provide pediatric 
care in the western suburbs.  Together, they established a pediatric emergency care department 
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(“ED”), inpatient units, and multispecialty outpatient clinics at Central DuPage Hospital, as well as 
an outpatient clinic and neonatal and pediatric imaging at Delnor Hospital.  These facilities have 
provided exceptional care to thousands of pediatric patients and their families since 2006.  That 
collaboration is shifting to better serve families in the communities they support and to respond to a 
changing healthcare landscape.  Throughout this transition and after the new facility opens, they will 
continue to collaborate to address the needs of the patients they serve. 
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1110.270(b)(4) Need Determination – Establishment; Utilization 

The following tables document the utilization of each of the clinical services that are not categories 
of service, incorporating projections presented in the tables A through I for year 2031, two years after 
project completion. The referenced tables follow this page.  

There are two services that do not meet the State standards: The ED and the clinic exam/treatment 
rooms.  

The documentation submitted in support of the ED provides data on 68 hospitals that are members 
of the Children’s Hospital Association. The data shows that average utilization for the 68 hospital 
ERs is 1,344 visits/station/year. Of the 68 facilities, 19 are satellite hospitals, similar to Downers 
Grove, that average 1,115 visits/station/year. The ED at Downers Grove is projected to 
accommodate 36,248 visits an equivalent 43,679 visits per year, when adjusted for peak months. 
This adjusted average of 1,200 visits per station per year exceeds the national average for satellite 
children’s hospitals.  

The clinic volume projection of 71,371 visits is an average of 1,428 visits per room per year. This level 
of utilization compares to the visit volumes at other Lurie Children’s outpatient facilities in 
metropolitan Chicago.  
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Service Proposed Key 
Rooms/Units Projected 2031 Volume State Standard Meets 

Standard? 
Surgery 6 ORs 7,974 hours 1,500 hrs/rm/year Yes 

Emergency Department 35 stations 
36,248 visits 2,000 

visits/station/year No 
43,679 with seasonality adjustment 

Outpatient Clinic 50 exam/treatment 
rooms 71,371 visits (sized for future growth) 2,000 visits/room/year No 

Diagnostic Imaging 

X-Ray 3 19,178 8,000 
procedures/yr/unit Yes 

Fluoroscopy 1 1,875 6,500 
procedures/yr/unit Yes 

Orth/EOS 1 2,735 6,500 
procedures/yr/unit Yes 

Ultrasound 2 6,544 3,100 visits/yr/unit Yes 
MRI 2 3,770 2,500 visits/yr/unit Yes 
CT 1 7,088 7,000 visits/yr/unit Yes 

Ancillary Testing 
Electrocardiogram (ECG) 1 810 NA - 
Echocardiogram (ECHO) 1 425 NA - 
Pulmonary Function 1 315 NA - 
Electroencephalogram (EEG) 1 2,080 NA - 
Video EEG 1 468 NA - 
Sleep Studies 4 1,040 NA - 

Infusion 10 3,701 NA - 
Rehabilitation 

PT/OT,Gym 1 15,506 NA - 
Lab 2 169,610 NA - 
Pharmacy 1 294,001 NA - 
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Historical Surgical Cases Projected Surgical Cases Projected Surgical Hours 

Surgery Center and Patient Planning 
Region 2022 2023 2024 2025 4-Year 

Avg 

Projected Shift 
to Downers 

Grove 
2026 - 2029 2030 2031 Avg Surgical 

Time (hrs) 2026 – 2029 2030 2031 

(Hospital under 
construction) 

(Hospital under 
construction) 

1) Total Surgical Cases from Lurie 
Children's Hospital Outpatient Center in 
Westchester 

2,335 2,834 2,998 2,621 2,697 

West Region 1,050 1,181 1,202 1,048 1,120 100% 1,120 1,120 1,120 1.3 1,456 1,456 1,456 

All Other Regions 1,285 1,653 1,796 1,573 1,577 100% 1,577 1,577 1,577 1.3 2,050 2,050 2,050 

2) Total Surgical Cases from Lurie 
Children's Hospital Outpatient Center in 
Northbrook 

2,603 3,461 3,573 3,813 3,363 

West Region 389 537 539 534 500 100% 500 500 500 1.3 650 650 650 

South Region 94 129 113 140 119 30% 36 36 36 1.3 46 46 46 

All Other Regions 2,120 2,795 2,921 3,139 2,744 0% - - - - - - - 

3) Total Outpatient Surgical Cases from
Lurie Children's - Streeterville Campus 13,841 15,046 13,872 14,922 14,420 

West Region 2,982 3,253 2,768 3,062 3,016 80% 2,413 2,413 2,413 1.3 3,137 3,137 3,137 

South Region 1,557 1,688 1,620 1,647 1,628 30% 488 488 488 1.3 635 635 635 

All Other Regions 9,302 10,105 9,484 10,213 9,776 0% - - - - - - - 

Total Projected Surgeries 6,134 6,134 6,134 1.3 7,974 7,974 7,974 

Sources/Filters: 
• Factors 1, 2, 3) Lurie Children’s Enterprise Surgical Database, CY2022 - CY2025; Surgical times based on IDPH ASTC Survey, Lurie

Children’s Westchester & Northbrook, CY2025; for OP Surgical Cases at Lurie Children’s - Streeterville: ASA < 4; OR services excluded:
Cardiology, CV Surgery, Neurosurgery, Transplant

• IHA COMPdata, CY2022-CY2025 through Q3; Total Pediatric Surgeries; Age: 0-18; 7-County Service Area: Cook, DuPage, Kane,
Kendall, Lake, McHenry, Will
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Table B: Factors Contributing to Future Projected Utilization – Emergency Visits 
Lurie Children's – Downers Grove Hospital & Outpatient Center 

Attachment 31 

Historical Cases Projected Cases 

Factor 2022 2023 2024 2025 Avg Projection Factor 2026 2027 2028 2029 2030 2031 

(Hospital under construction) 

1) ED Visits at Lurie Children's - Streeterville (West 
Region Patients) 

6,600 6,637 5,819 6,128 6,296 
90% Shift to 

Downers Grove 
5,666 5,666 5,666 5,666 5,666 5,666 

2) Total Outmigration of Patients from the West 
Region Seeking Care in Other Regions (incl Lurie
Children's - Streeterville) 

20,758 21,211 19,893 20,284 20,537 

Total Outmigration (excl Lurie Children's - 
Streeterville) 

14,158 14,574 14,074 14,156 14,241 5,452 5,452 5,452 5,452 5,452 5,452 

Chicago Region (excl Lurie Children’s) 4,736 5,003 4,427 4,236 4,601 50% 2,300 2,300 2,300 2,300 2,300 2,300 

Northwest Region 6,171 6,305 6,481 6,714 6,418 30% 1,925 1,925 1,925 1,925 1,925 1,925 

North Region 353 314 302 333 326 15% 49 49 49 49 49 49 

South Region 1,261 1,381 1,359 1,420 1,355 30% 407 407 407 407 407 407 

Outside Market Area 1,637 1,571 1,505 1,453 1,542 50% 771 771 771 771 771 771 

3) ED Visits at Hospitals in the West Region Without 
Authorized Pediatric Beds 

90,240 84,888 81,622 78,316 83,767 30% 25,130 25,130 25,130 25,130 25,130 25,130 

Subtotal Projected ED Visits at Downers Grove 36,248 36,248 36,248 36,248 36,248 36,248 

4) Seasonality Adjustment for 3-Month Peak 

Average Monthly Volume (12 months) 14,561 14,041 13,323 13,684 13,902 

Average Peak Volume (3 months) 19,257 16,007 15,135 16,582 16,745 

Difference 4,696 1,966 1,812 2,898 2,843 
3-Month Peak 

Adjustment 20.5% 
7,431 7,431 7,431 7,431 7,431 7,431 

Total Projected ED Visits at Downers Grove (incl 
Seasonality Adjustment) 

43,679 43,679 43,679 43,679 43,679 43,679 

Sources/Filters: 
• Factors 1, 2, 4) IHA COMPdata, CY2022 – CY2025 through Q3; ED Visits; Age: 0-18; 7-County Service Area: Cook, DuPage, Kane,

Kendall, Lake, McHenry, Will
• Factor 3) IHA COMPdata, CY2022 – CY2025 through Q3; ED Visits; Age: 0-18; Select hospitals with pediatric ED visits but no

authorized pediatric ED beds; 7-County Service Area: Cook, DuPage, Kane, Kendall, Lake, McHenry, Will
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Table C(1): Factors Contributing to Future Projected Diagnostic Utilization – X-Ray Exams by Patient Setting 
Lurie Children's – Downers Grove Hospital & Outpatient Center 

Attachment 31 

X-Ray Exams

4-Year 
Historical 

Average 
(2022-2025) 

Projected 
Clinical Vol 

Shift to 
Downers Grove 

Projected Clinical Volume* 
X-Ray 

Utilization 
Rate 

Projected Diagnostic X-Ray Volume 

2026 2027 2028 2029 2030 2031 2026 2027 2028 2029 2030 2031 

(Hospital under construction) 

1) Ambulatory (Clinic 
Visits) 

276,063 OP 
Visits 20% 55,930 58,644 61,534 64,608 67,884 71,371 0.23 9,005 9,442 9,907 10,402 10,929 11,491 

2) Inpatient & 
Observation Cases 
(Low/Med Acuity) 

8,500 Cases 29% 3,740 3,740 3,740 3,740 3,740 3,740 1.10 2,468 2,468 2,468 2,468 2,468 2,468 

3) ED Visits 
104,304 ED 

Visits 27% 36,248 36,248 36,248 36,248 36,248 36,248 0.24 5,220 5,220 5,220 5,220 5,220 5,220 

Total Projected X-Rays 16,692 17,129 17,594 18,090 18,617 19,178 

Sources/Filters: 
• Factor 1) Lurie Children’s Ambulatory Encounter and Scheduling Database, FY2022-FY2025; Completed outpatient appointments at Lurie

Children’s satellite locations; new or returning patients; medical/surgical divisions only
• Factor 2) Lurie Children’s Enterprise Decision Support Database; IHA COMPdata, CY2022 – CY2025 through Q3; Lurie Children’s Epic Database,

FY2022-FY2025
o Enterprise Data: Inpatient & Observation Days (Low/Med Acuity); Aggregate encounter data used for IDPH AHQ Surveys; Planning Region

defined by patient ZIP code; Departments excluded: NICU, PICU, Neuro/Endo, Cardiac Care, Psychiatry
o IHA COMPdata: Inpatient and Observation; Age: 0-18; Low/Med Acuity based on MS-DRG Tertiary Designation <= 2.5; Planning Region defined

by patient ZIP code
o Epic Data: DenialFlag is Yes; Denials > 0; Transfer Request Status is Canceled

• Factor 3) IHA COMPdata, CY2022-CY2025 through Q3; ED Visits; Age: 0-18; 7-County Service Area: Cook, DuPage, Kane, Kendall, Lake, McHenry,
Will

*Projected Clinical Volume:
• Average Historical Growth Rate is a simple average of the distinct volume growth rates from all satellite locations and is not weighted by

individual location volume.
• Projected Shift to Downers Grove is a composite metric reflecting the varying proportions of volume projected to shift from each existing

satellite to Lurie Children’s Downers Grove.
Imaging Utilization Rates: 
• Ambulatory imaging utilization is based on the ratio of ambulatory imaging encounters to total completed outpatient visit appointments. (Refer to

Section 1110.270, Table D)
• Inpatient/Observation imaging utilization is based on the ratio of inpatient & observation imaging encounters to total inpatient & observation bed

charges at Lurie Children's - Streeterville. (Refer to Section 1110.200, Attachment #19)
• Emergency Department imaging utilization is based on the ratio of ED imaging encounters to total ED charges at Lurie Children's - Streeterville.

(Refer to Section 1110.270, Table B)
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Table C(2): Factors Contributing to Future Projected Diagnostic Utilization – Fluoroscopy Procedures by Patient Origin 
Lurie Children's – Downers Grove Hospital & Outpatient Center

Attachment 31 

Historical Diagnostic Imaging Volume Projected Diagnostic Imaging Volume 

Fluoroscopy Procedures 2022 2023 2024 2025 4-Year 
Avg 

Avg Annual 
Growth Rate 

Projected Shift to 
Downers Grove 

2026 2027 2028 2029 2030 2031 

(Hospital under construction) 

1) West Region Patients 811 905 997 973 922 6% 100% 981 1,044 1,112 1,183 1,260 1,341 

2) South Region Patients 510 654 567 802 633 19% 30% 226 268 318 378 449 534 

3) Patients from All Other
Regions

3,290 3,124 3,380 3,724 3,380 - - - - - - - - 

Total Projected Volume 1,207 1,312 1,430 1,561 1,709 1,875 

Sources/Filters: 
• Lurie Children’s Ambulatory Encounter and Scheduling Database, FY2022-FY2025; Completed outpatient Fluoroscopy appointments

at all Lurie Children’s locations (includes satellite locations and Main Campus); Patient Planning Region based on ZIP code
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Table C(3): Factors Contributing to Future Projected Diagnostic Utilization – Ultrasound Scans by Patient Setting 
Lurie Children's – Downers Grove Hospital & Outpatient Center

Attachment 31 

Ultrasound Scans 

4-Year 
Historical 

Average 
(2022-2025) 

Projected 
Clinical Vol 

Shift to 
Downers 

Grove 

Projected Clinical Volume* 
Ultrasound 
Utilization 

Rate 

Projected Diagnostic Ultrasound Volume 

2026 2027 2028 2029 2030 2031 2026 2027 2028 2029 2030 2031 

(Hospital under construction) 

1) Ambulatory (Clinic Visits) 276,063 20% 55,930 58,644 61,534 64,608 67,884 71,371 0.07 2,741 2,874 3,015 3,166 3,326 3,497 

2) Inpatient & Observation 
Cases (Low/Med Acuity) 

8,500 Cases 29% 3,740 3,740 3,740 3,740 3,740 3,740 0.34 763 763 763 763 763 763 

3) ED Visits 104,304 27% 36,248 36,248 36,248 36,248 36,248 36,248 0.09 2,284 2,284 2,284 2,284 2,284 2,284 

Total Projected Ultrasounds 5,798 5,920 6,062 6,212 6,373 6,544 

Sources/Filters: 
• Factor 1) Lurie Children’s Ambulatory Encounter and Scheduling Database, FY2022-FY2025; Completed outpatient appointments at Lurie

Children’s satellite locations; new or returning patients; medical/surgical divisions only
• Factor 2) Lurie Children’s Enterprise Decision Support Database; IHA COMPdata, CY2022 – CY2025 through Q3; Lurie Children’s Epic Database,

FY2022-FY2025
o Enterprise Data: Inpatient & Observation Days (Low/Med Acuity); Aggregate encounter data used for IDPH AHQ Surveys; Planning Region

defined by patient ZIP code; Departments excluded: NICU, PICU, Neuro/Endo, Cardiac Care, Psychiatry
o IHA COMPdata: Inpatient and Observation; Age: 0-18; Low/Med Acuity based on MS-DRG Tertiary Designation <= 2.5; Planning Region defined

by patient ZIP code
o Epic Data: DenialFlag is Yes; Denials > 0; Transfer Request Status is Canceled

• Factor 3) IHA COMPdata, CY2022-CY2025 through Q3; ED Visits; Age: 0-18; 7-County Service Area: Cook, DuPage, Kane, Kendall, Lake, McHenry,
Will

*Projected Clinical Volume:
• Average Historical Growth Rate is a simple average of the distinct volume growth rates from all satellite locations and is not weighted by

individual location volume.
• Projected Shift to Downers Grove is a composite metric reflecting the varying proportions of volume projected to shift from each existing

satellite to Lurie Children’s Downers Grove.
Imaging Utilization Rates: 
• Ambulatory imaging utilization is based on the ratio of ambulatory imaging encounters to total completed outpatient visit appointments. (Refer to

Section 1110.270, Table D)
• Inpatient/Observation imaging utilization is based on the ratio of inpatient & observation imaging encounters to total inpatient & observation bed

charges at Lurie Children's - Streeterville. (Refer to Section 1110.200, Attachment #19)
• Emergency Department imaging utilization is based on the ratio of ED imaging encounters to total ED charges at Lurie Children's - Streeterville.

(Refer to Section 1110.270, Table B)
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Table C(4): Factors Contributing to Future Projected Diagnostic Utilization – MRI Scans by Patient Origin 
Lurie Children's – Downers Grove Hospital & Outpatient Center

Attachment 31 

Historical Diagnostic Imaging Volume Projected Diagnostic Imaging Volume 

MRI Scans 2022 2023 2024 2025 4-Year 
Avg 

Avg Annual 
Growth Rate 

Projected Shift to 
Downers Grove 

2026 2027 2028 2029 
2030 2031 

(Hospital under construction) 

1) Westchester MRIs,
West Region Patients

682 697 657 888 731 11% 100% 808 893 987 1,091 1,206 1,334 

2) Northbrook MRIs, West
Region Patients 

244 292 227 295 265 9% 100% 289 315 344 375 409 447 

3) Lurie Children’s 
Ambulatory MRIs, West
Region Patients 

2,542 2,733 2,773 2,806 2,714 3% 60% 1,683 1,740 1,799 1,860 1,923 1,989 

Total Projected MRI Scans 2,780 2,948 3,130 3,326 3,538 3,770 

Sources/Filters: 
• Lurie Children’s Ambulatory Encounter and Scheduling Database, FY2022-FY2025; Completed outpatient MRI appointments at Lurie

Children’s satellite locations (includes activity at area hospitals); new or returning patients; medical/surgical divisions only
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Table C(5): Factors Contributing to Future Projected Utilization - CT Scans by Patient Setting 
Lurie Children's – Downers Grove Hospital & Outpatient Center

Attachment 31 

CT Scans 

4-Year 
Historical 

Average 
(2022-2025) 

Projected 
Shift to 

Downers 
Grove* 

Projected Clinical Volume 
CT 

Utilization 
Rate 

Projected Diagnostic CT Volume 

2026 2027 2028 2029 2030 2031 2026 2027 2028 2029 2030 2031 

(Hospital under construction) 

1) Ambulatory (Clinic 
Visits) 

276,063 20% 55,930 58,644 61,534 64,608 67,884 71,371 0.06 3,356 3,519 3,692 3,876 4,073 4,282 

2) Inpatient & Observation 
Cases (Low/Med Acuity) 

8,500 Cases 29% 3,740 3,740 3,740 3,740 3,740 3,740 0.13 486 486 486 486 486 486 

3) ED Visits 104,304 27% 36,248 36,248 36,248 36,248 36,248 36,248 0.06 2,320 2,320 2,320 2,320 2,320 2,320 

Total Projected CT Scans 6,162 6,325 6,498 6,682 6,879 7,088 

Sources/Filters: 
• Factor 1) Lurie Children’s Ambulatory Encounter and Scheduling Database, FY2022-FY2025; Completed outpatient appointments at Lurie

Children’s satellite locations; new or returning patients; medical/surgical divisions only
• Factor 2) Lurie Children’s Enterprise Decision Support Database; IHA COMPdata, CY2022 – CY2025 through Q3; Lurie Children’s Epic Database,

FY2022-FY2025
o Enterprise Data: Inpatient & Observation Days (Low/Med Acuity); Aggregate encounter data used for IDPH AHQ Surveys; Planning Region

defined by patient ZIP code; Departments excluded: NICU, PICU, Neuro/Endo, Cardiac Care, Psychiatry
o IHA COMPdata: Inpatient and Observation; Age: 0-18; Low/Med Acuity based on MS-DRG Tertiary Designation <= 2.5; Planning Region defined

by patient ZIP code
o Epic Data: DenialFlag is Yes; Denials > 0; Transfer Request Status is Canceled

• Factor 3) IHA COMPdata, CY2022-CY2025 through Q3; ED Visits; Age: 0-18; 7-County Service Area: Cook, DuPage, Kane, Kendall, Lake, McHenry,
Will

*Projected Clinical Volume:
• Average Historical Growth Rate is a simple average of the distinct volume growth rates from all satellite locations and is not weighted by

individual location volume.
• Projected Shift to Downers Grove is a composite metric reflecting the varying proportions of volume projected to shift from each existing

satellite to Lurie Children’s Downers Grove.
Imaging Utilization Rates: 
• Ambulatory imaging utilization is based on the ratio of ambulatory imaging encounters to total completed outpatient visit appointments. (Refer to

Section 1110.270, Table D)
• Inpatient/Observation imaging utilization is based on the ratio of inpatient & observation imaging encounters to total inpatient & observation bed

charges at Lurie Children's - Streeterville. (Refer to Section 1110.200, Attachment #19)
• Emergency Department imaging utilization is based on the ratio of ED imaging encounters to total ED charges at Lurie Children's - Streeterville.

(Refer to Section 1110.270, Table B)
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Table D: Factors Contributing to Future Projected Utilization - Outpatient Clinic Visits by Patient Origin 
Lurie Children's – Downers Grove Hospital & Outpatient Center

Attachment 31 

Historical Clinic Visit Volume Projected Clinic Visit Volume 

Factor 
2022 2023 2024 2025 4-Year 

Avg 
Avg Annual 

Growth Rate 
Projected Shift to 

Downers Grove 
2026 2027 2028 2029 2030 2031 

(Hospital under construction) 

1) Westchester Outpatient 
Center 

14,784 16,374 16,830 16,480 16,117 2% 100% 16,424 16,736 17,054 17,378 17,709 18,046 

2) Other Lurie Satellite 
Locations 

221,755 236,537 242,884 260,307 240,371 6% 

West Region 39,468 42,460 45,546 49,308 44,196 8% 50% 23,800 25,633 27,608 29,734 32,025 34,491 

South Region 25,870 28,575 29,397 31,199 28,760 5% 10% 3,010 3,151 3,298 3,452 3,613 3,782 

All Other Regions 156,417 165,502 167,941 179,800 167,415 5% 5% 8,771 9,190 9,630 10,090 10,573 11,078 

3) Anticipated Clinic Visits 
from Area Hospitals 19,552 19,722 19,335 19,690 19,575 0% 20% 3,925 3,934 3,944 3,954 3,964 3,974 

Total Clinic Visits 256,091 272,633 279,049 296,477 276,063 55,930 58,644 61,534 64,608 67,884 71,371 

Sources/Filters: 
• Lurie Children’s Ambulatory Encounter and Scheduling Database, FY2022-FY2025; Completed outpatient appointments at Lurie

Children’s satellite locations (includes activity at area hospitals); new or returning patients; medical/surgical divisions only
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Table E: Factors Contributing to Future Projected Utilization – Ancillary Testing 
Lurie Children's – Downers Grove Hospital & Outpatient Center

Attachment 31 

Historical Cases 

Projection Factor 

Projected Cases 

Factor 2022 2023 2024 2025 
4-Year 

Avg 
2026 2027 2028 2029 

2030 2031 
(Hospital under construction) 

Outpatient Cardiology Visits - 
Westchester 

508 547 646 672 593 
Division to Visit Ratio 

605 616 628 640 652 664 
0.04 

1) Electrocardiograms (ECG) 676 679 743 788 722 
Procedure to Visit Ratio 

738 752 766 781 795 810 
1.22 

2) Echocardiograms (ECHO) 350 350 388 431 380 0.64 387 394 402 410 417 425 

Outpatient Pulmonology Visits - 
Westchester 

391 397 402 371 390 
Division to Visit Ratio 

398 405 413 421 429 437 
0.02 

3) Pulmonary Function Tests 
(PFT) 286 290 285 268 282 0.72 287 292 297 303 309 315 

4) Electroencephalograms (EEG) 
Projected Cases per 

Week (52 Weeks) 2,080 2,080 2,080 2,080 2,080 2,080 
40 

5) Video EEGs 9 468 468 468 468 468 468 

6) Sleep Studies 20 1,040 1,040 1,040 1,040 1,040 1,040 

Total Projected Volume 5,000 5,026 5,053 5,082 5,109 5,138 

Sources/Filters (All Factors): 
• Lurie Children’s Ambulatory Encounter and Scheduling Database, FY2022-FY2025

o Completed outpatient appointments at Lurie Children’s satellite locations; new or returning patients; medical/surgical divisions unless 
otherwise specified

o ECG and ECHO ratios are based on completed Cardiology procedures at Lurie Children's Hospital Outpatient Center in Westchester
o PFT ratio is based on completed Pulmonary Medicine procedures at Lurie Children's Hospital Outpatient Center in Westchester
o EEG projections are based on 2 rooms being utilized by 4 patients per day, 5 days per week
o vEEG projections are based on 9 procedures per week
o Sleep Study projections are based on 4 studies per day, 5 days per week

• Projected Ancillary Tests (Factors 1-3): Projected Cases = “Procedure to Visit Ratio” * “Outpatient Clinic Visits by Division”
• Projected Cardiology and Pulmonary Cases: After determining the proportion of Cardiology (0.04) and Pulmonology (0.02) visits at Lurie Children’s 

Westchester, this ratio was multiplied by projections in the “Projected Outpatient Clinic Visits” table to calculate projected cases for each division
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Table F: Factors Contributing to Future Projected Utilization – Infusion Services 
Lurie Children's – Downers Grove Hospital & Outpatient Center 

Historical Cases Projected Cases 

Factor 2022 2023 2024 2025 4-Year 
Avg 

Average 
Annual 
Growth 

Rate 

Projected 
Shift to 

Downers 
Grove 

2026 2027 2028 2029 2030 2031 

(Hospital under construction) 

1) Total Ambulatory
Infusions at Lurie
Children's - Streeterville
Campus

8,461 9,274 9,092 9,654 9,120 5% 2,269 2,378 2,493 2,613 2,739 2,871 

West Region Patients 1,975 2,082 2,282 2,259 2,150 5% 70% 1,575 1,649 1,726 1,806 1,891 1,979 

South Region Patients 1,164 1,364 1,133 1,319 1,245 6% 30% 394 416 439 464 489 517 

All Other Regions 5,322 5,828 5,677 6,076 5,726 5% 5% 300 314 328 343 359 376 

2) Total Ambulatory
Infusions at Area
Hospitals

- - - 4,149 4,149 0% 20% 830 830 830 830 830 830 

Total Projected Volume 8,461 9,274 9,092 13,803 13,269 3,099 3,208 3,323 3,443 3,569 3,701 
Sources/Filters: 
• Lurie Children’s Ambulatory Encounter and Scheduling Database, FY2022-FY2025; Completed outpatient appointments at Lurie Children’s 

Ambulatory Infusion Center; excludes Stem Cell, TAC, first infusions, and infusions over 6 hours
• Area Hospital Service Line Report, FY2025; Outpatient appointments, includes: Chemo IV Push, Chemo Infusion, Hydration, Non-Chemo Infusion,

IV Push, Blood Product Transfusion, and Cancer Center Transfusions
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Table G: Factors Contributing to Future Projected Utilization – Rehabilitation Services 
Lurie Children's – Downers Grove Hospital & Outpatient Center 

Attachment 31 

Historical Cases Projected Cases 

Factor 2022 2023 2024 2025 4-Year 
Avg 

Average 
Annual 

Growth Rate 

2026 2027 2028 2029 2030 2031 

(Hospital under construction) 

1) Physical Therapy 3,552 4,151 4,088 4,457 4,062 8% 4,392 4,749 5,135 5,552 6,003 6,490 

2) Occupational Therapy 1,286 1,133 1,239 1,178 1,209 -2% 1,179 1,150 1,121 1,093 1,066 1,039 

3) Orthotics/Prosthetics 1,536 1,319 1,175 1,433 1,366 -1% 1,352 1,338 1,324 1,310 1,297 1,284 

4) Speech Therapy 2,462 2,676 2,435 2,714 2,572 4% 2,667 2,766 2,869 2,976 3,086 3,201 

5) Audiology 3,182 3,499 3,355 3,244 3,320 1% 3,348 3,376 3,405 3,434 3,463 3,492 

Total Projected Volume 12,018 12,778 12,292 13,026 12,529 12,938 13,378 13,854 14,365 14,915 15,506 

Sources/Filters (All Factors): 
• Lurie Children’s Ambulatory Encounter and Scheduling Database, FY2022-FY2025; Completed outpatient appointments at Lurie

Children's Hospital Outpatient Center in Westchester; new or returning patients; medical/surgical divisions only
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Table H: Factors Contributing to Future Projected Utilization – Laboratory Services by Patient Setting 
Lurie Children's – Downers Grove Hospital & Outpatient Center

Attachment 31 

Laboratory Services 

4-Year 
Historical 

Average 
(2022-2025) 

Projected 
Shift to 

Downers 
Grove 

Projected Clinical Volume 
Lab 

Utilization 
Rate 

Projected Laboratory Volume 

2026 2027 2028 2029 2030 2031 2026 2027 2028 2029 2030 2031 

(Hospital under construction) 

1) Ambulatory 
(Clinic Visits) 

276,063 20% 55,930 58,644 61,534 64,608 67,884 71,371 0.26 14,542 15,247 15,999 16,798 17,650 18,556 

2) Inpatient & 
Observation Cases 
(Low/Med Acuity) 

8,500 Cases 29% 3,740 3,740 3,740 3,740 3,740 3,740 25.76 96,319 96,319 96,319 96,319 96,319 96,319 

3) ED Visits 104,303 27% 36,248 36,248 36,248 36,248 36,248 36,248 1.51 54,735 54,735 54,735 54,735 54,735 54,735 

Total Projected Labs 165,596 166,301 167,053 167,852 168,703 169,610 

Sources/Filters: 
• Factor 1) Lurie Children’s Ambulatory Encounter and Scheduling Database, FY2022-FY2025; Completed outpatient appointments at Lurie

Children’s satellite locations; new or returning patients; medical/surgical divisions only
• Factor 2) Lurie Children’s Enterprise Decision Support Database; IHA COMPdata, CY2022 – CY2025 through Q3; Lurie Children’s Epic Database,

FY2022-FY2025
o Enterprise Data: Inpatient & Observation Days (Low/Med Acuity); Aggregate encounter data used for IDPH AHQ Surveys; Planning Region

defined by patient ZIP code; Departments excluded: NICU, PICU, Neuro/Endo, Cardiac Care, Psychiatry
o IHA COMPdata: Inpatient and Observation; Age: 0-18; Low/Med Acuity based on MS-DRG Tertiary Designation <= 2.5; Planning Region defined

by patient ZIP code
o Epic Data: DenialFlag is Yes; Denials > 0; Transfer Request Status is Canceled

• Factor 3) IHA COMPdata, CY2022-CY2025 through Q3; ED Visits; Age: 0-18; 7-County Service Area: Cook, DuPage, Kane, Kendall, Lake, McHenry,
Will

*Projected Clinical Volume:
• Average Historical Growth Rate is a simple average of the distinct volume growth rates from all satellite locations and is not weighted by

individual location volume.
• Projected Shift to Downers Grove is a composite metric reflecting the varying proportions of volume projected to shift from each existing

satellite to Lurie Children’s Downers Grove.
Imaging Utilization Rates: 
• Ambulatory imaging utilization is based on the ratio of ambulatory imaging encounters to total completed outpatient visit appointments. (Refer to

Section 1110.270, Table D)
• Inpatient/Observation imaging utilization is based on the ratio of inpatient & observation imaging encounters to total inpatient & observation bed

charges at Lurie Children's - Streeterville. (Refer to Section 1110.200, Attachment #19)
• Emergency Department imaging utilization is based on the ratio of ED imaging encounters to total ED charges at Lurie Children's - Streeterville.

(Refer to Section 1110.270, Table B)
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Table I: Factors Contributing to Future Projected Utilization – Pharmacy Services by Patient Setting 
Lurie Children's – Downers Grove Hospital & Outpatient Center

Attachment 31 

Pharmacy Services 

4-Year 
Historical 

Average 
(2022-
2025) 

Projected 
Shift to 

Downers 
Grove 

Projected Clinical Volume 
Pharmacy 
Utilization 

Rate 

Projected Pharmacy Volume 

2026 2027 2028 2029 2030 2031 2026 2027 2028 2029 2030 2031 

(Hospital under construction) 

1) Ambulatory (Clinic 
Visits) 

276,063 20% 55,930 58,644 61,534 64,608 67,884 71,371 0.05 2,797 2,932 3,077 3,230 3,394 3,569 

2) Inpatient & Observation 
Cases (Low/Med Acuity) 

8,500 
Cases 

29% 3,740 3,740 3,740 3,740 3,740 3,740 64.49 241,135 241,135 241,135 241,135 241,135 241,135 

3) ED Visits 104,303 27% 36,248 36,248 36,248 36,248 36,248 36,248 1.36 49,297 49,297 49,297 49,297 49,297 49,297 

Total Projected Pharmacy 293,229 293,364 293,509 293,663 293,826 294,001 

Sources/Filters: 
• Factor 1) Lurie Children’s Ambulatory Encounter and Scheduling Database, FY2022-FY2025; Completed outpatient appointments at Lurie

Children’s satellite locations; new or returning patients; medical/surgical divisions only
• Factor 2) Lurie Children’s Enterprise Decision Support Database; IHA COMPdata, CY2022 – CY2025 through Q3; Lurie Children’s Epic Database,

FY2022-FY2025
o Enterprise Data: Inpatient & Observation Days (Low/Med Acuity); Aggregate encounter data used for IDPH AHQ Surveys; Planning Region

defined by patient ZIP code; Departments excluded: NICU, PICU, Neuro/Endo, Cardiac Care, Psychiatry
o IHA COMPdata: Inpatient and Observation; Age: 0-18; Low/Med Acuity based on MS-DRG Tertiary Designation <= 2.5; Planning Region defined

by patient ZIP code
o Epic Data: DenialFlag is Yes; Denials > 0; Transfer Request Status is Canceled

• Factor 3) IHA COMPdata, CY2022-CY2025 through Q3; ED Visits; Age: 0-18; 7-County Service Area: Cook, DuPage, Kane, Kendall, Lake, McHenry,
Will

*Projected Clinical Volume:
• Average Historical Growth Rate is a simple average of the distinct volume growth rates from all satellite locations and is not weighted by

individual location volume.
• Projected Shift to Downers Grove is a composite metric reflecting the varying proportions of volume projected to shift from each existing

satellite to Lurie Children’s Downers Grove.
Imaging Utilization Rates: 
• Ambulatory imaging utilization is based on the ratio of ambulatory imaging encounters to total completed outpatient visit appointments. (Refer to

Section 1110.270, Table D)
• Inpatient/Observation imaging utilization is based on the ratio of inpatient & observation imaging encounters to total inpatient & observation bed

charges at Lurie Children's - Streeterville. (Refer to Section 1110.200, Attachment #19)
• Emergency Department imaging utilization is based on the ratio of ED imaging encounters to total ED charges at Lurie Children's - Streeterville.

(Refer to Section 1110.270, Table B)
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Cost and Gross Square Feet by Department or Service 
Lurie Children’s – Downers Grove Hospital & Outpatient Center 

Attachment 37C 

A B C D E F G H As Is
Const $ Mod $ Total Cost Sq  Ft

New Mod New  Circ % Mod  Circ % (A x C)  (B x E)  (G + H) 
CLINICAL

Pediatric beds 800$    31,171    22% 24,936,800$    24,936,800$    
Emergency Department 950$    23,803    25% 22,612,850$    22,612,850$    
Surgery 1,051$    28,280    25% 29,711,659$    29,711,659$    
Imaging

X-ray 750$    2,396      23% 1,797,000$    1,797,000$    
 Ortho EOS 850$    599          23% 509,150$    509,150$    
 Fluoroscopy 950$    803          23% 762,850$    762,850$    
 Ultrasound 600$    638          23% 382,800$    382,800$    
 MRI 1,300$    2,894      23% 3,762,200$    3,762,200$    
 CT 1,000$    950          23% 950,000$    950,000$    

Exam/treatment 850$    17,578    24% 14,941,300$    14,941,300$    
Ancillary testing 775$    5,740      24% 4,448,500$    4,448,500$    
Infusion 775$    3,314      24% 2,568,350$    2,568,350$    
Sleep LabSleep lab 775$    2,978      24% 2,307,950$    2,307,950$    
Rehabilitation - PT/OT, gym 775$    4,205      25% 3,258,875$    3,258,875$    
Lab 850$    4,286      21% 3,643,100$    3,643,100$    
Pharmacy 850$    2,942      21% 2,500,700$    2,500,700$    

Subtotal clinical 898$    132,577  119,094,084$    119,094,084$    

NON-CLINICAL
Support/work stations 690$    9,009      25% 6,216,210$    6,216,210$    
Food service (kitchen, dining) 940$    8,157      28% 7,667,580$    7,667,580$    
Reception, registration, waiting 610$    25,513    30% 15,562,930$    15,562,930$    
Supplies/storage 520$    18,238    22% 9,483,760$    9,483,760$    
Mech, building syst, hskp 1,295$    78,737    25% 101,928,822$    101,928,822$    
Administration 640$    6,983      22% 4,469,120$    4,469,120$    
Lockers/lounges 620$    12,515    22% 7,759,300$    7,759,300$    
Restrooms 840$    6,940      20% 5,829,600$    5,829,600$    

Subtotal Non-clinical 957$    166,092  158,917,322$    158,917,322$    

TOTAL 931$    298,669  278,011,406$    278,011,406$    

 Cost / Sq Ft DGSF DGSFDepartment
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Project Costs and Sources of Funds 
Lurie Children’s – Downers Grove Hospital & Outpatient Center 

Attachment 37 

USE OF FUNDS CLINICAL NON-CLINICAL TOTAL 

Preplanning Costs $   2,031,487 $   1,512,284 $   3,543,771 

Site Survey and Soil Investigation $   30,000 $   45,000 $   75,000 

Site Preparation $   6,184,689 $   16,474,668 $   22,659,357 

Off Site Work - - - 

New Construction Contracts $   119,094,084 $   158,917,322 $   278,011,406 

Modernization Contracts - - - 

Contingencies $   11,700,000 $   49,487,845 $   61,187,845 

Architect/Engineering Fees $   6,371,000 $   13,972,929 $   20,343,929 

Consulting and Other Fees $   13,816,540 $   9,211,027 $   23,027,567 

Moveable or Other Equipment    

- Furnishings $   3,084,500 $   1,890,500 $   4,975,000 

- Equipment $   29,259,672 $   17,933,348 $   47,193,020 

Bond Issuance Expense $   66,667 $   66,666 $   133,333 

Net Interest Expense During Construction - - - 

FMV of Leased Space or Equipment - - - 

Other Costs to be Capitalized - - - 

- Artwork $   243,000 $   725,175 $   968,175 

- Dietary Equipment - $   1,600,000 $   1,600,000 

- Technology/AV $   9,250,500 $   7,134,000 $   16,384,500 

Acquisition of Building or Other Property (excl land) - - - 

TOTAL USES OF FUNDS $   201,132,139 $   278,970,764 $   480,102,903 
    

SOURCE OF FUNDS CLINICAL NON-CLINICAL TOTAL 

Cash and Securities $   51,132,139 $   128,970,764 $   180,102,903 

Pledges - - - 

Gifts and Bequests - philanthropy $   50,000,000 $   50,000,000 $   100,000,000 

Bond Issues (project related) $   100,000,000 $   100,000,000 $   200,000,000 

Mortgages - - - 

Leases (fair market value) - - - 

Government Appropriations - - - 

Grants - - - 

Other Funds and Sources - - - 

TOTAL SOURCES OF FUNDS $   201,132,139 $   278,970,764 $   480,102,903 
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Project Costs and Sources of Funds 
Lurie Children’s – Downers Grove Hospital & Outpatient Center 

Attachment 37 
 

Narrative Descriptions of Line Items 
 
Item 1. Preplanning Costs - $3,543,771 
Market studies, feasibility studies and background work, real estate analysis and site selection; 
Phase 1 cultural and environmental assessments; initial traffic and parking studies; legal and zoning 
investigation. 
 
Preplanning costs assigned to clinical uses total $2,031,487. This amount is 1.2% of $163,138,256 
the total of $119,094,084 for clinical construction plus $11,700,000 clinical contingency plus 
$32,344,172 for clinical equipment and furnishings. 1.2% meets the State standard, under 1.8%. 
 
Item 2. Site survey and soil investigation - $75,000 
Soil testing and geotechnical work; property survey. $30,000 of this amount is assigned to clinical 
cost.  
 
Item 3. Site Preparation - $22,659,357 
Site work includes earthwork and grade leveling, utility infrastructure installation, irrigation and 
drainage systems, retention pond configuration, asphalt paving, and landscaping; access road 
construction; improvement to adjacent streets and right-of-way including turn lanes; signage and 
signalization. Site work includes helipad construction. Site work assigned to clinical costs is 
$6,184,689. 
 
Item 4. Off-site work - $0 
There is no off-site work for this project.  
 
The total site related work items 2, 3 and 4 is $22,734,357, of which $6,214,689 is assigned to clinical. 
$6,214,689 is 4.8% of $130,794,084, the sum of clinical construction ($119,094,084) plus clinical 
contingency ($11,700,000). 4.8% meets the State standard, under 5.0%.   
 
Item 5. New Construction Contracts - $278,011,406 
The project is the construction of a four story plus lower level and penthouse (hospital) and 
connected two story clinic building, totaling 298,669 sq ft. Of this total, 132,577 sq ft is clinical. 
Construction costs include foundation and slab, core and shell, roofing, doors and windows, 
thermal and moisture protection, fixed equipment (other than medical equipment referenced 
below), interior buildout and finishings, and contractor’s overhead. Electrical, plumbing and heating 
and air conditioning systems are included.  
 
Of the total construction cost, $119,094,084 is allocated to clinical uses. Cost per sq ft for clinical 
construction is $898.28.  
 
There are several characteristics of this project that contribute to construction costs above the 
RSMeans standard. The following items result in higher costs for pediatric inpatient care, several of 
which differentiate pediatrics from adult care, that are not factored into RSMeans calculations. 
Based on recent experience of the project’s healthcare facility consultants with comparable 
pediatric projects, the associated premiums are estimated for the following factors:   
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Attachment 37 

• Larger patient rooms, mostly to accommodate family member visiting and overnight stays, 3 – 
6% 
- Pediatric rooms are typically designed to support family-centered care, including sleeper 

sofas and in-room storage for overnight accommodations. Benchmark comparisons from 
recent children’s hospital projects show room sizes increasing from 15 to 30% over adult 
equivalents, directly impacting overall building area and cost per bed. The upper part of the 
range includes dedicated caregiver space for charting and supplies. 
 

• Increased design complexity (theming, custom finishes), 2 – 4% 
- Pediatric environments often incorporate themed interiors, interactive elements and custom 

millwork to create a more supportive, homelike and less clinical atmosphere. Examples 
include wall graphics, specialty lighting and play features in waiting and treatment areas. 
These elements are typically excluded from RSMeans-type baselines, which assume more 
standardized healthcare finishes, and are increasingly common in children’s fit-out 
packages. 
 

•  Specialized/flexible equipment accommodations, 2 – 5% 
- This factor relates to additional space provided on the pediatric units, diagnostic imaging, 

and surgery for a range of equipment and supplies sized to fit ranges of infants and children, 
rather than adult sizes that are more standard. Examples include headwalls designed for 
multiple acuity levels, adjustable exam tables, and imaging equipment with pediatric 
protocols. Recent pediatric imaging and OR projects have provided space and allowances 
for specialized accommodations. 
 

•  Enhanced safety and security requirements, 1 – 3% 
- Pediatric facilities require additional layers of security and safety, including infant protection 

systems, controlled access zones, anti-ligature hardware, tamper resistant devices, and 
lockdown capability. Certain units require infant monitoring and tracking. Increasing 
regulations and security standards contribute to unit cost increases.  
 

• Reduced standardization – greater room type variability, 2 – 4% 
- While the pediatric rooms are sized the same for stacking on the two-unit floors, and 

uniformity is conducive to efficient patient care staffing operations, there is individual 
variability within the rooms. Unlike adult facilities where room types are often highly 
repeatable, pediatric facilities require a broader mix of room configurations to support 
different age groups and care models. This factor reduces construction efficiency and limits 
some prefabrication opportunities. 
 

• More durable/high performance materials, 1 – 3% 
- Materials in pediatric environments are typically selected for higher durability due to 

increased wear from patients, families and staff. Examples include impact-resistant wall 
protection, higher-grade flooring systems, and cleanable infection-control-driven finishes. 
These selections exceed standards RSMeans assumptions for commercial and basic 
healthcare construction. 
 
 
 

256

26-026



Attachment 37 

• Higher infrastructure demands, 5 – 10% 
- Operating rooms, imaging and procedure-based spaces have higher MEP requirements than 

other outpatient and lower acuity clinical areas. This includes medical gases, redundancy in 
electrical power systems, specialized ventilation, air handling and cooling to support 
operational requirements. Certain of the rooms require multiple gas outlets and higher air 
change rates compared to adult med/surg.  

 
While each of these factors independently contributes modest cost increases, collectively they can 
reasonably result in an overall premium that is 15 – 35% higher than the RSMeans standard of 
$572.74 selected for this project. Collectively, the costs associated with these factors could add 
about $200.00 per sq ft above the standard (at the 35% high end). 
 
In addition to the above, the inpatient units with 48 pediatric beds are sized as ICUs. 12 of the 48 
rooms are built out for ICU use, although they are pediatric rooms, and if conversion to ICU in the 
future is needed, it will require separate CON review and approval. These 12 rooms have sliding glass 
doors, medical gases and electric support for functioning as ICU rooms with a minimum of extra 
future cost. They are not equipped as ICU rooms. The sizing of all 48 as ICU is driven by efficiencies 
in construction, such as stacking requirements. This decision was made to provide flexibility for the 
future. The capital cost of this flexibility now is much less than reconstructing (and disrupting) the 
area in the future. 
 
Having all rooms built at ICU size adds 32 clinical sq ft per room, and $39.42 to the cost per sq ft of 
the pediatric units, as shown in the following calculations:  
- 1,671 additional sq ft on level 3 + 1,841 on level 4 = 3,512 sq ft larger pediatric units.  
- 3,512 / 48 pediatric rooms = additional 73 sq ft per pediatric room (per bed)  
- 73 sq ft x (132,577 sq ft clinical / 298,669 sq ft total) = 73 x 0.44 = 32 clinical sq ft per room  
- 32 sq ft x 48 x $800 per sq ft for pediatric clinical construction = extra cost of $1,228,800. 
- $1,228,800 / 31,171 sq ft for pediatrics = $39.42, the cost per sq ft added to the pediatric units. 
- ($1,228,800 / 132,577 total sq ft clinical = $9.27, the cost per sq ft added to the entire project) 
 
An additional construction cost is associated with building out 12 of the 48 pediatric rooms as ICU-
capable. These rooms will have ICU sliding glass doors, headwalls with medical gases and meeting 
ICU power requirements, etc. They will not be used as ICUs, but as pediatric rooms. They are capable 
of being converted to ICUs if the need evolves in the future, and subject to specific review and 
approval for future conversion to ICU. The cost of these features is estimated to be $30,000 per 
room, or $360,000 for the 12 rooms. This additional cost, spread over the pediatric units, is $46.20 
per sq ft. 
- $360,000 / 7,793 sq ft for 12 pediatric rooms = $46.20 per sq ft.   
- ($360,000 / 132,577 total sq ft clinical = $2.72, the cost per sq ft added to the entire project)  
 
Considering these factors including the sizing of pediatric rooms as ICU rooms and building out 12 
rooms for potential possible future conversion to ICU, the clinical construction cost of $898.30 per 
sq ft includes $212.00 in cost premiums ($200.00 + $9.27 + $2.72) above the RSMeans standard of 
$572.74. These factors explain $212.00 of the $325.56 difference between the project construction 
cost of $898.30 per sq ft and the RSMeans standard of $572.74. 
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Item 7. Contingencies - $61,187,845 
 
Contingencies are allowances for unforeseen circumstances, such as delays in shipping and receipt 
of materials and supplies that affect the construction schedule, escalation above anticipated pricing 
of materials and labor, or site conditions resulting in plan modification.  
 
$11,700,000 is the contingency allocated to clinical uses. $11,700,000 is 9.8% of clinical 
construction costs of $119,094,084, thereby meeting the State standard of below 10%.  
  
Item 8. Architectural and Engineering Fees - $20,343,929 
 
A/E fees include the functional program and space plan, preliminary design, schematic design, 
design development, construction document services, bidding and negotiation, and construction 
administration services. The costs of A/E services for construction are $20,343,929, of which 
$6,371,000 is allocated to clinical uses.   
 
A/E contingency of $6,371,000 is 4.87% of the clinical construction cost $119,094,084 plus clinical 
contingency of $11,700,000. This amount is consistent with the State standard range of 3.59% - 
5.39% for construction and contingency for amounts over $100 million. 
 
Item 9. Consulting and Other Fees - $23,027,567 
 
This work includes legal fees, environmental evaluation, utilities during construction, builder’s risk 
insurance policy premiums, and equipment planning. It also includes regulatory and permit fees, 
including Certificate of Need consulting and IDPH fees, as well as commissioning fees. 
 
Of the $23,027,567, $13,816,539 is allocated to clinical costs. 
 
Item 10. Moveable Equipment and furnishings not in construction contracts - $52,168,020 
 
The equipment list for the new hospital and clinic building is extensive, spanning over 2,800 rows 
and listing items from MRI and CT scanners to waste receptacles and glove boxes. The total amount 
for equipment is $47,193,020, of which $29,259,672 is clinical and $17,933,348 is non- clinical. In 
addition, the furnishings budget is $4,975,000, of which $3,084,500 is clinical and $1,890,500 is non- 
clinical.  
 
Major equipment that individually or collectively exceeds $200,000 is listed by functional area in the 
following table.
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Preliminary Estimated  
Major Equipment Costs by Functional Area 
Lurie Children’s – Downers Grove Hospital & Outpatient Center 

Attachment 37 
 

 
*Note: Only includes equipment that individually or collectively exceeds $200,000. 
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Additional clinical equipment with relatively smaller aggregate costs constitute the remainder of the 
clinical equipment budget. The balance of the equipment budget includes a large volume of 
equipment located in exam rooms and other non-clinical areas. Examples of these items are: 
procedure carts, mobile workstations, exam tables, exam stools, medical gas carts, defibrillators 
and AEDs, video procedure carts, microscopes, wheelchairs and wheelchair scales, sharps 
containers, and nebulizers.  
 
Furnishings include tables and chairs for waiting areas, conference rooms, and administrative and 
staff areas, desks and workstations.  
 
Item 11. Bond Issuance Expense - $133,333 
 
Lurie Children’s will be issuing bonds for several capital projects, including the Downers Grove 
hospital and clinic building. Arrangements have not been finalized at this time. The project-related 
bond issuance expense is estimated to be $133,333 for this project, split equally between clinical 
and non-clinical use.  
 
Item 12. Net Interest Expense During Construction - $0 
 
Interest on the bonds will be treated as a cost of operations and is not being capitalized.     
 
Item 13. FMV of Leased Space or Equipment -$0 
 
There is no leased space or equipment in the project.  
 
Item 14. Other Costs to be Capitalized - $18,952,675 
  

Information technology, incl computers, 
switches, cabling, low voltage, audio/visual $   16,384,500 

Artwork for lobby and public areas, waiting, 
exam rooms $   968,175 

Dietary equipment $   1,600,000 
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Projected Operating Costs – FY2031 
Lurie Children’s – Downers Grove Hospital & Outpatient Center 

Attachment 37D 

 

 Project FY 2031 
Total Operating Costs $   229,180,753 
Equivalent Patient Days 46,895 
Direct Cost per Equivalent Patient Day $   4,887 
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Total Effect of the Project on Capital Costs – FY2031 
Lurie Children’s – Downers Grove Hospital & Outpatient Center 

Attachment 37E 

 

 Project FY 2031 Total Ann & Robert H. Lurie 
Children’s Hospital of Chicago 

Equivalent Patient Days (all Lurie Children’s) -- 263,183 
Total Project Cost $   480,102,903 -- 
Useful Life 36 -- 
Total Annual Depreciation $   17,396,141 $   131,740,754 
Direct Cost per Equivalent Patient Day $   371 $   501 
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SECTION X. SAFETY NET IMPACT STATEMENT 

Attachment 38 

1. The project’s material impact, if any, on essential safety net services in the community, 
including the impact on racial and health care disparities in the community, to the extent 
that it is feasible for an applicant to have such knowledge.  

 
Ann & Robert H. Lurie Children Hospital of Chicago (“Lurie Children’s”) provides more pediatric 
patient care than any other hospital in Illinois in nearly every pediatric and surgical specialty. Lurie 
Children’s is the largest provider of Medicaid pediatric services in the State of Illinois. Over 58% of 
our inpatients are insured by Medicaid or the Children’s Health Insurance Program (CHIP).  Lurie 
Children’s is one of the 32 “safety net hospitals” in Illinois as defined in statute. In CY2024, Lurie 
Children’s cared for more than 70% of the pediatric patients discharged from a safety net hospital in 
Illinois. From CY2022-2024, 1 in 3 pediatric Medicaid days in Illinois occurred at Lurie Children’s on 
average (33.2%). The hospital plans to continue to provide the same access to all patients at all 
locations.  
 
Lurie Children’s treats all children regardless of their family's ability to pay. For the fiscal year ended 
August 31, 2025, Lurie Children’s total unreimbursed care and community benefit was $187.3 
million, including: $127.5 million for charity care and unreimbursed cost of providing Medicaid 
services; $706 thousand for financial assistance, $6.7 million for education; $25.1 million for 
research; $3.5 million for language assistance / translation services; $18.2 million for subsidized 
health services and $5.5 million for bad debt that was not able to be collected. 
 
As access to healthcare remains a challenge for patients, Lurie Children’s development of a 
pediatric community hospital in Downers Grove furthers the commitment to our patients by bringing 
world-class pediatric care to families in Chicago’s western suburbs. This will reduce the burden on 
patients and their families as it relates to transportation challenges, appointment availability, and 
reduced anxiety due to the ease of obtaining emergency, inpatient and outpatient pediatric services. 
The opening of a pediatric community hospital in the western suburbs will not inhibit Lurie Children’s 
ability to provide safety net services but, rather, will expand the provision of these services and 
improve health care disparities for all in this region.  
 
The payor mix for Lurie Children’s hospital in Downers Grove is projected as follows: 
 

Payor Projected Mix % 
Commercial 50.3% 
Medicare 0.2% 
Medicaid 48.0% 
Other Public 0.6% 
Self-Pay 0.9% 
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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.  
 

Other area hospitals provide emergency care, inpatient psychiatry and other services they consider 
safety net services. They also provide surgical services similar to the proposed Project, although 
none are dedicated to the unique and specialized needs of children. The proposed pediatric hospital 
in Downers Grove is not designed to, and to our knowledge, will not prevent another provider from 
providing essential safety net services. The new hospital will serve existing patient volumes now seen 
at Lurie Children’s in the Streeterville neighborhood of Chicago and at Lurie Children’s hospital 
outpatient center and ambulatory surgery treatment center in Westchester. 
 

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

 
Not applicable as this project is the establishment of a new inpatient and ambulatory care facility in 
Downers Grove. A related but separate project is the discontinuation of Lurie Children's hospital 
outpatient center and ambulatory surgery treatment center in Westchester, which services will be 
incorporated in the new facility in Downers Grove. A separate permit application for the 
discontinuation of the Westchester facility addresses the impact of that discontinuation. 
 

4. Any information the applicant believes is directly relevant to safety net services, including 
information regarding teaching, research, and any other services. 

 
Patient Care Related Safety Net Services 
In FY25, Lurie Children’s cared for 266,613 individual children from almost every county in Illinois, 
50 states and 50 countries. Lurie Children’s is dedicated to making health care services accessible 
to pediatric patients without discrimination based on race, religion, gender, national origin, sexual 
orientation, or ability to pay. 
 
As the premier pediatric Level 1 trauma center in the Chicago area, Lurie Children’s provides acute 
care for all sick and injured children, with more than 1.1 million patient visits in FY25. The Emergency 
Department (“ED”) is staffed 24 hours a day by board-certified pediatric emergency medicine 
specialists and fellows and is supported by a broad range of pediatric medical and surgical 
subspecialties and state-of-the-art diagnostic services. Experienced physicians and nurses are 
appointed around-the-clock to handle even the most complicated, life-threatening cases. 
 
Many of the children Lurie Children’s serves are transferred from other hospitals by Lurie Children’s 
Transport Team, a Midwest leader in neonatal and pediatric transport. The Transport Team recently 
received accreditation from the Commission on Accreditation of Medical Transport Systems 
(CAMTS), making Lurie Children’s the first neonatal-pediatric specialty transport team in Illinois and 
the region, and one of only 13 in the country, to obtain this prestigious recognition of quality.  
 
Lurie Children’s also operates a Level III Neonatal Nursery that serves as a regional referral center 
for the State of Illinois’ Perinatal Network. This nursery has cared for more than twice the number of 
children with life-threatening conditions than any other pediatric hospital in Illinois. The hospital’s 
ability to treat the most critically ill infants is demonstrated by the fact that in FY25, 53 percent of all 
transports into its neonatal intensive care unit were from other Level III nurseries in the Chicago 
metropolitan area.  
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For almost 60 years, the Pritzker Department of Psychiatry and Behavioral Health at Lurie Children’s 
has provided psychiatric and psychological services to families and children of all ages, from every 
social and economic background. In FY2025, Lurie Children’s specialists provided mental health 
evaluation and care during more than 35,000 outpatient visits; 422 inpatient psychiatric admissions; 
and served 140 children in the Partial Hospitalization Program. In addition, Lurie Children’s provided 
more than 1,000 psychiatric consultations in the ED and the hospital inpatient pediatric and surgical 
services.  
 
Lurie Children’s provides comprehensive family support services to patients and their families. An 
interdisciplinary team of social workers, chaplains and child life specialists are available 24 hours a 
day, seven days a week. Most of these services are funded through philanthropic support. 
 
Lurie Children’s operates numerous hospital outpatient specialty clinics in various locations 
throughout the Chicago metropolitan area, increasing convenient access to the scarce pediatric 
specialty and subspecialty services that would not otherwise be immediately available. Lurie 
Children’s also provides physician coverage through neonatologists, pediatric intensivists, pediatric 
hospitalists and pediatric emergency care medicine physicians at 10 other hospitals located in 
Chicago and suburban areas. Due to these partnerships, in 2025, Lurie Children’s experts were on-
site and available at more than 30 percent of the live births in the seven-county region. 
 

Lurie Children’s is consistently recognized for providing the highest level of safe and quality care. For 
example: 

• In 2025, Lurie Children’s was ranked by U.S. News & World Report as the top children’s 
hospital in Illinois, ranking in 11 specialties. 

• In 2025, Newsweek ranked Lurie Children’s as #5 in pediatrics globally and #1 in cardiology 
and cardiac surgery. 

• In 2025, Lurie Children’s was honored by the American Medical Association as a “Joy in 
Medicine” organization honoring its commitment to physician well-being. 

• In 2025, Lurie Children’s earned the American Nurses Credentialing Center’s Magnet 
Recognition for Nursing Excellence and Quality Patient Care for the sixth time; one of only a 
few  hospitals in the country have been recognized six times. 

• Lurie children’s has been designated as a level I pediatric surgery center by the American 
College of Surgeons, becoming the first children’s hospital in Illinois and the third in the 
country to earn this status. 

• Lurie Children’s is certified by the Illinois Department of Public Health and the Emergency 
Medical Services for Children program as both a Pediatric Critical Care Center (PCCC) and 
an Emergency Department Approved for Pediatrics (EDAP). Together, these certifications 
signify that Lurie Children’s has the essential resources and capabilities in place to meet the 
emergency and critical care needs of seriously ill and injured children. 
 

Education-Related Safety Net Services 
Lurie Children’s is one of the major pediatric teaching hospitals in the U.S., serving as the pediatric 
teaching facility and the primary pediatric practice site of Northwestern University Feinberg School 
of Medicine ("NUFSM") for resident physicians, fellows and medical students in pediatric specialties 
and sub-specialties. This program is consistently one of the most sought after in the country. McGaw 
Medical Center of Northwestern University ("McGaw") manages the training of hundreds of resident-
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level trainees and trainees at the fellow level. Of those, Lurie Children’s is the primary teaching site 
for approximately 100 pediatric residents and over 100 pediatric subspecialty fellows. In addition, 
trainees from the adult programs of McGaw rotate to Lurie Children’s for varying lengths of time to 
fulfill the pediatric component of their training program. Lurie Children’s invested nearly $11 million 
in these educational programs in FY25. 
 
Among the training opportunities for residents, supervised by attending physicians, is to provide 
pediatric primary care at the Uptown Clinic in Chicago. This clinic is a medical home for more than 
3,000 children who speak 19 different languages. More than 200 of these children have conditions 
that the State considers “medically complex” or “highly medically complex.” These conditions 
include spina bifida, cystic fibrosis, spastic quadriplegia cerebral palsy, seizure disorder, Down 
syndrome, chronic lung disease, neuromuscular scoliosis, hypo/hyperthyroidism and obstructive 
sleep apnea. Since 2015, this clinic has been recognized as a Patient-Centered Medical Home 
Program by the National Committee for Quality Assurance. These primary care services would not 
otherwise be available to patients treated at the site. The operating costs attributable to the primary 
care and dentistry clinics in FY25 are more than $2 million. Both programs are operated despite 
financial losses to the organization. The clinics provide healthcare to a largely underserved 
community.  
 
In addition to training medical students, residents and fellows of NUFSM and other institutions, Lurie 
Children’s offers clinical experiences in pediatrics to nursing students and students in other allied 
health fields including  respiratory therapy, exercise physiology, rehabilitation services, social work, 
nutrition, radiology, pharmacy, child life, art therapy, and psychiatry-related studies. Students 
training to be operating room technicians and cardiac perfusion technicians also have clinical 
placements at Lurie Children’s. Students in clinical placements must be candidates for a degree in 
their particular field of study. 
 
Research Related Safety Net  
Advances in research lead to better outcomes for all children, regardless of their family income or 
demographics. Lurie Children’s has been committed to generating new knowledge about the 
prevention and treatment of disease since its founding in 1882. More than 360 Lurie Children’s 
researchers receive more than $104 million in external funding annually to advance their 
discoveries, 75% of that from the National Institutes of Health (NIH) or other federal government 
sources. Researchers are currently participating in approximately 175 industry-sponsored clinical 
trials to uncover new cures and treatments for childhood diseases. 
 
In addition to clinical and fundamental laboratory-based research, Lurie Children’s conducts 
population-based and public health research that drives policy and community-based interventions 
that has garnered in excess of $5 million in grants and contracts. These studies address the most 
pressing issues faced by our city’s most vulnerable children. Lurie Children’s Mary Ann & J. Milburn 
Smith Child Health Research Program researchers focus on issues including violence, obesity, and 
unintentional injury. 
 
Community Outreach Related Safety Net Services 
Lurie Children’s safety net activities extend well beyond the hospital walls. For decades, experts 
from Lurie Children’s have partnered closely with community leaders and organizations, linking our 
clinical work with their grassroots expertise to help communities thrive. This work is conducted 
through the Patrick M. Magoon Institute for Healthy Communities, the hub for community-focused 
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initiatives at Lurie Children’s. Our community health efforts are informed by our Community Health 
Needs Assessment, and include the following initiatives and areas of focus: 

Food, Activity and Nutrition (FAN): FAN, formerly the Consortium to Lower Childhood Obesity in 
Chicago (CLOCC), collaborates with local, state-wide and national partners to support healthy 
eating and physical activity for youth and their families. Projects include local food pantry support, 
home-delivery of medically-tailored meals for patients experiencing food insecurity, and convening 
and training organizations to increase WIC program enrollment. 

Linking Clinic and Community: Through our Mobile Health program, Lurie Children’s physicians and 
allied health professionals provide evidence-based health education and expert clinical care, such 
as wellness visits, vaccinations, asthma care, NICU follow-up, preventive cardiology and more. They 
provide these services through a state-of-the-art, accessible unit that visits Chicago Public Schools 
and other community partner settings, based on community need. Lurie Children’s is also an affiliate 
of Project ADAM, a national organization that aims to increase survival from Sudden Cardiac Arrest 
by helping schools achieve Heart Safe School designation.  

Austin HOPE Center: Lurie Children’s has partnered with Stone Community Development 
Corporation, a trusted organization in Chicago’s Austin community, in developing the Austin HOPE 
Center, a facility that will provide youth and families access to high-quality pediatric specialty 
physical and behavioral care and community-based services. Community input has been essential 
to our planning process, and the design and construction of this facility will promote healing and 
focus on advancing health equity on the West Side of Chicago. The Austin HOPE Center is tentatively 
scheduled to open in Fall 2026. 

Journal of Health Advocacy: The Journal of Health Advocacy is the first of its kind peer-reviewed open 
access journal that bridges the gap between knowledge and action to empower individuals and 
groups to address real-world challenges to health equity. The journal publishes health advocacy 
research, scholarship and perspectives focused on improving the health and well-being of 
individuals and communities. 

Maternal and Child Health: We house the Schreiber Family Center for Early Childhood Health and 
Wellness, whose programs focus on building safe, stable and nurturing relationships during the 
most important years of development - starting in the womb to age five. To help protect and improve 
the health of pregnant and birthing people, our Connect Home Visiting Chicago and West Side 
Healthy Parents and Babies programs connect expectant parents to supports like home visiting, 
doulas and care coordination. 

Unintentional Injury Prevention: Lurie Children’s Injury Prevention and Research Center addresses 
the leading causes of injury to Illinois children and adolescents through behavioral risk reduction 
and the promotion of safe physical and social environments in collaboration with a broad network of 
community partners. Our Buckle Up program’s Child Passenger Safety technicians lead car seat 
installation workshops and inspections and provide reduced-cost car seats to eligible families. Our 
Safe Sleep program promotes safe infant sleep practices working closely with community partners 
in training Safe Sleep Ambassadors and distributing Safe Sleep Kits and portable cribs to 
communities experiencing high rates of sleep-related infant death. 
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Mentorship and Workforce Development: Our Mentorship and Workforce Development programs 
recruit youth from Chicago Public Schools to participate in apprenticeships, internships and 
professional development opportunities. We offer 13 programs for students ranging from middle 
school to graduate level, and serve more than 500 students per year. 

Violence Prevention: Lurie Children’s is home to Strengthening Chicago‘s Youth (SCY), a 
collaborative that builds capacity among public and private stakeholders to connect and mobilize 
towards common sense approaches to gun violence prevention. SCY’s Juvenile Justice 
Collaborative aims to minimize further involvement of arrested youth in the justice system by 
facilitating and coordinating access to comprehensive support services that meet adolescents’ 
developmental needs. SCY has also partnered with Lurie Children’s Pritzker Department of 
Psychiatry and Behavioral Health and Communities United, a community-based organization, in 
Healing Through Justice, a youth-led effort to reshape the mental health system to better meet the 
needs of young people. 

 

Safety Net Information per PA 96-0031 

CHARITY CARE 

Charity (# of patients) 2023 2024 2025 

Inpatient 634 437 495 

Outpatient 311 256 379 

Total 945 693 874 
Charity (cost in dollars)       
Inpatient  $           1,289,383   $                   672,214   $                 542,872  

Outpatient  $               633,569   $                   394,739   $                 415,377  

Total  $           1,922,952   $               1,066,953   $                 958,249  

MEDICAID 

Medicaid (# of patients) 2023 2024 2025 

Inpatient 3,733 4,031 4,389 

Outpatient 95,678 96,394 96,514 

Total 99,411 100,425 100,903 

Medicaid (revenue)     

Inpatient  $   1,092,032,945   $       1,208,137,798   $     1,244,788,937  

Outpatient  $      768,474,143   $           784,932,384   $         889,209,463  

Total  $   1,860,507,088   $       1,993,070,182   $     2,133,998,400  
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SECTION XI. CHARITY CARE INFORMATION 

Attachment 39 

CHARITY CARE 
Charity Care – Ann & Robert H. Lurie Children's Hospital of Chicago 
Charity Care  2023 2024 2025 
Net Patient Revenue for the 
Hospital  $       1,168,670,090 $      1,204,895,862 $ 1,318,542,614 

Amount of Charity Care Charges $                6,688,528 $               3,583,988 $          3,695,521 

Cost of Charity Care Charges $                1,922,952 $               1,066,953 $              958,249 
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SECTION XI -SPECIAL FLOOD HAZARD AREA AND 500-YEAR FLOODPLAIN DETERMINATION FORM 

In accordance with Executive Order 2006-5 (EO 5), the Health Facilities & Services Review Board (HFSRB) must 

determine if the site of the CRITICAL FACILITY, as defined in EO 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:   Ann & Robert H. Lurie Children’s Hospital of Chicago    225 E. Chicago Avenue 

Chicago (Name)                IL                                     60611 312-227-4000 (Address)

(City) (State) (ZIP Code) (Telephone Number) 

2. Project Location:   Lacey Road at Woodcreek Drive   Downers Grove, IL 60515 

(Address) (City) (State) 

  DuPage 

(County) (Township) (Section) 

3. You can create a small map of your site showing the FEMA floodplain mapping using the FEMA Map Service

Center website (https://msc.fema.gov/portal/home) by entering the address for the property in the Search bar. If

a map, like that shown on page 2 is shown, select the Go to NFHL Viewer tab above the map. You can print a

copy of the floodplain map by selecting the  icon in the top corner of the page. Select the pin tool icon

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? 

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 

flooded or be subject to local drainage problems. 

If you need additional help, contact the Illinois Statewide Floodplain Program at 217/782-4428 
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LETTERS OF SUPPORT 

(Received as of June 2, 2026) 

Ken Hedley, President, NM Central DuPage Hospital 

Sean Casten, U.S. House of Representatives, 6th District Illinois 

Deborah A. Conroy, DuPage County Board Chair 

Anne Stava, State Representative, 81st District 

Margaret A. DeLaRosa, State Representative, 42nd District 

Marti Deuter, State Representative, 45th District 

Laura Ellman, State Senator, 21st District 
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April 30, 2026

Ms. Debra Savage, Chairwoman & Mr. John Kniery, Administrator 

Illinois Health Facilities and Services Review Board 

525 West Jefferson Street, 2nd Floor 

Springfield IL 62761 

Re: Letter of Support 

  Proposed Lurie Children’s Hospital and Outpatient Center 

  Downers Grove, IL 

Dear Chairwoman Savage and Mr. Kniery: 

As the DuPage County Chair, I whole-heartedly support the project by Ann & Robert 

H. Lurie Children’s Hospital of Chicago to construct a new pediatric hospital,

emergency room and outpatient center in Downers Grove. I request that this letter of

support be included in the public hearing record.

As a regional specialty hospital, Ann & Robert H. Lurie Children’s Hospital of Chicago  

has the privilege of caring for critically ill and injured children from every corner of Illinois, 

44 other states and 47 countries. Nearly 60 percent of patients are insured by 

Medicaid and the Children’s Health Insurance Program.   Lurie Children’s has played a 

critical role in the health care for families in DuPage County.  It has been available to 

accept referrals from pediatricians and hospitals in the county when children need 

specialized medical and surgical care.  The physicians and administrative leadership have 

established strong and positive working relationships with health care providers in all the 

communities they serve, including municipalities in DuPage County. 

Having a pediatric hospital and outpatient center in DuPage County will make Lurie 

Children’s care much more available and convenient for patients and their families 

residing in the area.  It will also counter the trend that seven hospitals in the western

suburbs have closed their pediatric units in the last dozen or so years.  

I have had the honor of collaborating with Lurie Children’s for ten years while I served in 

the Illinois General Assembly. Lurie Children’s is an outstanding organization, committed 

to strengthening health care for Illinois’ children and families.  They excel at collaborating 

with partner hospitals and pediatric practices and investing in the numerous communities 

they serve. The hospital accepts all payors, and they are the largest provider of pediatric 

Medicaid services in the state of Illinois. The new hospital and outpatient center will 

facilitate convenient access to high quality pediatric care.  
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I respectfully ask the Illinois Health Facilities and Services Review Board to approve this 

essential project for the children and families of DuPage County.  

Sincerely, 

Deborah A. Conroy 

DuPage County Board Chair 
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Anne Stava 
STATE REPRESENTATIVE • 81st DISTRICT 

May 12, 2026 

Ms. Debra Savage, Chairwoman Mr. John Kniery, Administrator 
Illinois Health Facilities and Illinois Health Facilities and 
Services Review Board Services Review Board 
525 West Jefferson Street - 2 nd Floor 525 West Jefferson Street – 2nd Floor 
Springfield, IL 62761  

Re: Letter of Support 
Proposed Lurie Children’s Hospital and Outpatient Center 
Downers Grove, IL 

Dear Chairwoman Savage and Mr. Kniery: 

As the state representative of the 81 st District of Illinois, I strongly support the project by Ann &amp; 
Robert H. Lurie Children’s Hospital of Chicago to build a new pediatric hospital, emergency 
room and outpatient center in Downers Grove. 

I have met with Lurie Children’ and I am looking forward to working with the hospital’s 
management team as the planning for this new hospital begins. 

As a legislator, I am aware that Lurie Children’s is consistently ranked the top pediatric hospital 
in our State. I have experienced the knowledge and expertise of their physicians and clinical 
staff first-hand. From its location in downtown Chicago, Lurie Children’s Hospital has played a 
critical role in the health care for families in Downers Grove and the western suburbs. It has been 
available to accept referrals from pediatricians and hospitals in the western area where children 
need specialized medical and surgical care. 

In FY 2025, Lurie Children’s had 4,679 patient encounters (visits and admissions) from my 
district. Many of the patients and families cared for at Lurie Children’s main location in 
Streeterville have expressed interest in more services in a location closer to their homes. Having 
a pediatric hospital, emergency room and outpatient center here locally will address that issue 
and make Lurie Children’s care much more available and convenient for patients and their 
families residing in the area. It will also counter the trend that 7 hospitals in the western suburbs 
have closed their pediatric units in the last dozen or so years. 

District Office 
633 rogers street 
Suite 110 
Downers grove, il 60515
(630) 605-0595

Springfield Office 
200-3S Stratton
Office Building
Springfield, IL   62706 
(217) 782-6578
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Lurie Children’s is an outstanding organization, committed to strengthening health care 
throughout metropolitan Chicago. They excel at collaborating with partner hospitals and 
pediatric practices and investing in the numerous communities they serve. I am aware that they 
accept all payors, including providing the largest amount of pediatric care to children enrolled in 
Medicaid in the state. 

I urge the Illinois Health Facilities and Services Review Board to approve this necessary project. 
Thank you for your consideration of this request. 

Sincerely, 

Representative Anna Stava 
81 st District 
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ILLINOIS HOUSE OF REPRESENTATIVES 
 
 
 
 
 
 
​  
 
 

Margaret A. DeLaRosa 
Representative • 42nd District 

 
April 21, 2026 
 
Ms. Debra Savage, Chairwoman                                   Mr. John Kniery, Administrator 
Illinois Health Facilities and                                           Illinois Health Facilities and 
     Services Review Board                                                   Services Review Board 
525 West Jefferson Street  -  2nd Floor                         525 West Jefferson Street  - 2nd Floor 
Springfield, IL     62761                                                    Springfield, IL     62761  
 
Re: Letter of Support 
       Proposed Lurie Children’s Hospital and Outpatient Center 
       Downers Grove, IL 
 
Dear Chairwoman Savage and Mr. Kniery: 
 
As the state representative of the 42nd District of Illinois, I wholeheartedly support the project by Ann & 
Robert H. Lurie Children’s Hospital of Chicago to build a new pediatric hospital, emergency room and 
outpatient center in Downers Grove. 
 
I have met with Lurie Children’ and I am looking forward to working with the hospital’s management 
team as the planning for this new hospital begins.   
 
As a legislator, I am aware that Lurie Children’s is consistently ranked the top pediatric hospital in our 
State.  I have experienced the knowledge and expertise of their physicians and clinical staff first-hand.  
From its location in downtown Chicago, Lurie Children’s Hospital has played a critical role in the health 
care for families in Downers Grove and the western suburbs. It has been available to accept referrals from 
pediatricians and hospitals in the western area where children need specialized medical and surgical 
care.   
 
I am aware that the services downtown have grown significantly since the hospital moved from Lincoln 
Park to Streeterville in 2012, and that the hospital occasionally is at capacity.  Having a pediatric hospital 
and outpatient center here in my community will address that issue and make Lurie Children’s care much 
more available and convenient for patients and their families residing in the area.  It will also counter the 
trend that 7 hospitals in the western suburbs have close their pediatric units in the last dozen or so years. 
Lurie Children’s served 6,575 patient encounters from my district alone in FY 2025. 
 
Lurie Children’s is an outstanding organization, committed to strengthening health care throughout 
metropolitan Chicago. They excel at collaborating with partner hospitals and pediatric practices and 
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investing in the numerous communities they serve. I am aware that they accept all payors, including 
providing the largest amount of pediatric care to children enrolled in Medicaid in the state.  
 
I respectfully urge the Illinois Health Facilities and Services Review Board to approve this necessary 
project.  
 
Thank you for your consideration of this request. 
 

 
Sincerely, 
 

 
IL State Rep. Margaret DeLaRosa 
District 42 
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April 23rd, 2026 
 
Ms. Debra Savage, Chairwoman                                   Mr. John Kniery, Administrator 
Illinois Health Facilities and                                           Illinois Health Facilities and 
Services Review Board                                                    Services Review Board 
525 West Jefferson Street  -  2nd Floor                         525 West Jefferson Street  - 2nd Floor 
Springfield, IL     62761                                                    Springfield, IL     62761  

Re: Letter of Support 
       Proposed Lurie Children’s Hospital and Outpatient Center 
       Downers Grove, IL 

Dear Chairwoman Savage and Mr. Kniery: 

As the state representative of the 45th District of Illinois, I strongly support the project by Ann & Robert H. Lurie 
Children’s Hospital of Chicago to construct a new pediatric hospital and outpatient center in Downers Grove. 

Lurie Children’s has been providing life-saving care to the sickest children in our State for 140 years.   Due to the 
breadth and depth of specialty services Lurie Children’s provides, it is the only hospital that serves children from 
every legislative district in Illinois. 

In FY 2025, Lurie Children’s served 7,019 patient encounters (visits and admissions) from my district. Many of the 
patients and families cared for at Lurie Children’s main location in Streeterville have expressed interest in more 
services in a location closer to their homes. Having a pediatric hospital, emergency room and outpatient center 
here locally will address that issue and make Lurie Children’s care much more available and convenient for patients 
and their families residing in the area.  It will also counter the trend that seven hospitals in the western suburbs 
have closed their pediatric units in the last dozen or so years.  
 
Lurie Children’s is an outstanding organization, committed to strengthening health care throughout metropolitan 
Chicago. Lurie Children’s is the largest provider of pediatric Medicaid services in the State. They excel at 
collaborating with partner hospitals and pediatric practices and investing in the numerous communities they serve. 
I am aware that they accept all payors.  The new hospital, emergency room and outpatient center will facilitate 
convenient access to high quality pediatric care.  
 
I respectfully ask the Illinois Health Facilities and Services Review Board to approve this necessary project.  
 
Sincerely, 
 
State Representative Marti Deuter 
Illinois House District 45  
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 LETTERS – COMMITMENT TO REFER PATIENTS 

Pediatric Practice Number of Providers Committed 2031 referrals 

Bedrose Pediatrics, SC 5 8 

DuPage Pediatrics, Ltd. 6 42 

FGM Pediatrics 2 10 

Milestone Pediatrics 3 18 

North Arlington Pediatrics 5 10 

Oak Park Pediatrics, Ltd. 6 53 

Pediatric Health Associates, Ltd. 19 115 

Pedios, Ltd. 4 65 

Schwartz Pediatrics 3 20 

Children’s Health Partners, SC 4 13 

Lurie Children’s Medical Group, Inc. 278 548 

Total 902 
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Attachment 1. Inpatient Pediatric Referrals/Admissions by practice members 

Provider Name Inpatient Pediatric referrals / admissions 

2024 2025  
2031 

Commitments 
Laurel M. George  5   
Brooke D. Scherer 2 3   
Michelle L Pierce 3 1   
Janie Canner  4   
Totals 5 13   
     
     
     
     
     
     
     
    13 

 

Attachment 2. Residence of Patients the practice referred or admitted for inpatient 
medical/surgical care at Lurie Children’s 

  Zip code 
  

    Community 
         Name 

  
Number of Patients Referred or Admitted 

for Medical/Surgical Pediatric Care 
  2024 2025 

60564 Naperville  1 8 
60565 Naperville  1 1 
60440 Bolingbrook   2 
60490 Bolingbrook  2  
60585 Plainfield  1  
60517 Woodridge   1 
60563 Naperville   1 
TOTAL   5 13 
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