4=y, STATE OF ILLINOIS
4 "gHEALTH FACILITIES AND SERVICES REVIEW BOARD

af

MEMO

RE:

Date:

Time:

Place:

Public Hearing Officers:  Courtney Avery, Administrator IHFSRB

525 WEST JEFFERSON ST. ¢ SPRINGFIELD, ILLINOIS 62761 {217} 782-3516 FAX: (217) 785-4111

Public Hearing Report for Project #11-024 US Renal Care - Oak Brook
July 11, 2011

1:30 PM

Village of Downers Grove

801 Burlington Avenue Briarcliff
Downers Grove, Illinois

Catherine Clark, Administrative Assistant IHFSRB
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Dr. Rauf Public Hearing Transcript
I am Dr._ Anis Rauf. Tam a native Chicagoan who grew up in the Chicago public school system.
With hard work and dedication T was class valedictorian and was given an opportunity to train at
Northwestern University in BME with a full scholarship where I first understood the concept of
dialysis and developed a strong interest in the medical sciences. I completed medical school
Jocally in Downers Grove at MWU. T completed my undergraduate training at UIC and then was
fortunate enough to spend a year at the Mayo Clinic in Rochester, MN in the area of Critical
Care. At Mayo Clinic I learned how the needs of the patient do truly come first as I personally
observed how every single individual from the custodian to the world renown cardiovascular
surgeon, Dr. Schaff always strive for true excellence in clinical medicine. The Mayo brother's
frequently quote that "The best interest of the patient is the only interest to be considered.”
Because of strong family commitments and responsibilities I returned to the western suburbs of
Chicago to pursue my dream of becoming a Nephrologist. After completing training, I tried very
hard to secure a position in the area and I quickly learned that there was only one group in town
and at that time they weren't looking to bring on another associate, because there was not a need.
I felt that the community needed a choice for nephrology care and I went out and started my own
clinical practice to bring the Mayo model of Care to the Western Suburbs in June of 2007. It waé'
extremely difficult to obtain hospital privileges as well as dialysis unit privileges as a de novo
nephrologist because of coverage issues and support from other physicians. However, 1 woriccd
very hard and brought a choice to the area for nephrology services with a special skill set in
critical care. I would say the wait times to see a nephrologist quickly diminished and overall

quality improved as patients were attended to in an expedited fashion at all hours of the day or

night. T quickly experienced first hand the explosive growth of my practice across several




hospital systems. I opened my first office in Lombard and quickly opened second and third
offices in Hinsdale and Bolingbrook. As Adventist Bolingbrook Hospital opened its doors in
early 2008, I was ready for my partner Dr. Mohammed Ahmed who joined me in June 2008. We
have noted an explosive lgrowth in the need for dialysis services, in part due to geheral
population health characteristics, aging population, as well as better awareness for kidney disease
and GFR. We also noted that many of our patients are of African Americans and Hispanics who
have a different epidemiology for chronic kidney disease and end stage renal disease than the
traditional North American populations. Peer reviewed literature demonstrates that Hispanic end
stage renal disease rates are 130% that of Caucasian North Americans. African American rates
are even higher. Diabetes prevalence is a major factor in these rates, but heart disease also
contributes. We have led several discussions in community awareness seminars, CME events for
primary care physicians as well as leading the National Kidney Foundation Kidney Mobile
program in Bolingbrook in 2009.

I hgve witnessed the explosive growth in the need for dialysis services in our practice. In
the past three years, our practice has grown nearly six fold from 322 patients in early 2007 to
.nearly 2,000 patients in 2010 and over 3,000 patients in early 2011, with the greatest areas of
growth occurring in the Bolingbrook and Downers Grove communities. This explosive demand
for nephrology services has caused my partner, Dr. Ahmed, and I to hire two additional health
care professionals in order to provide the care our community requires. We hired Carrie Kapola
PAC in late 2010 who round on all of our dialysis patients all over the area and we have recently
hired Dr. Suneel Udani in 2011 who is a very well trained nephrologist from University of
Chicago. Dr. Udani has a Masters in Public Health and we intend to incorporate his expertise to

perform outcomes research in chronic kidney disease. I anticipate that we will hire at [east 1-2




more nephrologists over the next year to keep up with all of the hospital and clinic area’s we
COVer.

Over the past years, I have personally encountered several problems with access to the
existing dialysis facilities. As our practice spans up to 7 hospitals and 8 dialysis units it is
unusually difficult to keep our patients together on similar shifts because of chair availability. 1
have personally spoken with social workers who have been very frustrated with the difficulties
associated with discharging patients from hospitals because of dialysis chair availab.i]itieé.
Oftentimes, I have experienced that patients are denied access because they do not have working
AV Fistula especially in Bolingbrook. Oftentimes many of these patients simply cannot s.ustain‘
the AV Fistula procedure for a period of time or are too sick to get one and as a result stay longer
in the hospital while they try to secure dialysis treatment. They often get put in farther away
dialysis units which compromise patient choice and quality. We have documented the detailed
steps it takes to admit a patient to the existing units as an outpatient and often times we are
forced to admit these patients to the hospital unnecessarily. I believe all of these problems could
be remedied if there was a choice in dialysis provider in the area. In the communities I serve,
there is limited patient choice as to the provider of their dialysis services. In an area
approximately 18 square miles, which includes 6 hospitals where we practice, there are about 14
dialysis centers. However, an dverwhe]ming majority of those centers are operated by one
dialysis provider, therefore limiting a patient's ability to choose between different providers. 1
feel that providing a second alternative to nephrology in this community has only improved
patient and physician choice and I think a second dialysis provider in the area will do the same.
My partrier and I have met with several different providers over the past 4 years and believe that

US Renal will bring quality, comfort and choice to our patients.




| believe it is critical thal any nephrology practice or dialysis center place the patient and
his informed freedom of choice as the paramount priority. Peer reviewed literature demonstrates
that patients are much more satisfied with peritoneal dialysis than hemodialysis. Our group
believes that every patient should have all options of dialysis that suit each patient's livelihood. I
have personally witnessed that several of our patients were inappropriately solicited by dialysis
staff while being dialyzed. I think under no circumstances should a provider try to disrupt the
relationship between a physician and his patient and tell a patient to see another nephrologist that
is more aligned with the dialysis center. Unfortunately, our group has had first hand experiences
of this occurring in our area. ~ We are proposing one out of three such centers to be established
in Bolingbrook, the second to be in Downers Grove area and the third to be in Streamwood. This
would easily provide a choice for patients and physicians to choose their preferred dialysis
provider and ultimately quality of care will improve.

It is important for decision makers who have not been close to a friend or relative Who is
in a dialysis protocol to recognize the intrusive nature of the protocol. Patients go to a dialysis
center three times a week. If the center is thirty minutes away that means a drive time of three
hours per week and dialysis time of ten to twelve hours per week. If someone in the family must
drive them, it is equally intrusive for the driver. It is a situation unlike most ﬁealth care events;
consequently convenience should be a factor. Our decision to locate our dialysis centers near our
nephrology practices and nearby hospitals is related to providing this convenience to our patients
and also for promoting quality care in our community. The close proximity of the proposed
dialysis centers to our own practices will allow us to closely monitor the care of our patients and
to be by their side quickly, should the need arise. By placing these dialysis centers near

hospitals, we hope to provide a timely transition for patients from the inpatient setting to a more
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convenient outpatient setting. Facilities in the Bolingbrook and Downers Grove areas are
operating at near capacity for the past several months and we have personally experienced
difficulty in placing our patients at these facilities when these are full. Oftentimes patients are put
in alternative sites which are further away from their primary hospital and residences and further
away from us making it much more difficult for us to round on them.

This will allow patients to get back to their lives more quickly and to start a routine and
sustainable schedule of treatment. In pfomoting these quicker transitions from the inpatient to
outpatient setting, we also hope to help the hospitals that serve our communities. Through my
experience with my patients, I have seen the difficulty in scheduling inpatients for their
outpatient dialysis services, which is required for their discharge from the hospital. By reducing
the lengths of stay of individual patients, these hospitals will be able to provide their limited

resources to a greater number of patients. We have support from the local hospitals for this

project and I urge the board to approve this project.




Jennifer Linsner
Dialysis Patient

Testimony in support of Qak Brook facility

Good afternoon. 1 am here today to support U.S. Renal Care’s application to build a dialysis
center in Oak Brook. I urge this board to also support what is a much-needed critical project for

dialysis patients like me in the area.

My name is Jennifer Linsner, and I have needed dialysis therapy since December when I became
sick with a life-threatening illness. I feel fortunate and grateful to have had Dr. Ahmed’s and Dr.
Rauf’s care and compassion during that very difficult time. From the beginning, they treated me
with respect and made me feel well cared for. They discussed every step of my care and even
took extra time to re-explain things I didn’t understand. I have always felt valued as a patient in
their care, and will continue seeing these very talented physicians.

The dialysis treatment I received at Fresenius, however, was a different experience. 1 didn’t feel
as if the nurses and technicians were on my team. I wasn’t treated with respect or care, and they
created an environment of negativity and stress that was not conducive to dialysis therapy. [ was
very unhappy and, like anyone in that situation, I looked for a different place to seck my
treatment.

Sadly, there was not a single alternative. Even now when I look back, I get frustrated and
disappointed that I did not have a choice as to where I sought dialysis. Because I am young and
active, I have the benefit of dialyzing at home. But I think of the many, many other patients who
are elderly or ill. They are truly stuck because they do not have a single alternative when it
comes to where they dialyze. There is a growing need for the kind of altenative that U.S. Renal
Care has proposed. Patients deserve — at the very least — a choice of where they seek treatment.
That they don’t have that choice now is a travesty.

1 urge this board to approve U.S. Renal Care’s application to open a dialysis center in Oak
Brook. My experience with these doctors has been nothing but positive, and I am thrilled that I
would be able to continue my care with them at this facility. Thank you for the opportunity to
publicly support this important project.




Dr. Ahmed Public Hearing Transcript

My name is Dr. Mohammed Ahmed. I grew up in the Chicagoland area. I did my undergraduate
work at the University of Chicago and medical school at Midwestern University, Chicago
College of Osteopathic Medicine. I completed my General Medicine and Nephrology training at
the Loyola University in Maywood. To further my understanding of caring for the critically ill
pt, I embarked on a second fellowship at the Mayo Clinic in Rochester Minnesota. It is here that
I learned that what enables Mayo Clinic perform world-class medicine having a passion for
delivering the utmost care to each patient and to treat each patient how you would like to be
treated. 1 have attempted to embody this philosophy in each of my patient interactions over the
last three years. The last three years of Dr. Rauf and I embarking on the impossible feat of
creating a successful practice from scratch have been the most challenging three years of my life.
I have been through the most academically rigorous college experience in the US at the
Universitly of Chicago, completed two rigorous fellowships, and I must say these last three years
have taken a profound toll on my personal and social lives. What has fueled my drive is knowing
that each patient is getting the best care I can possibly provide. In every hospital where Dr. Rauf
and 1 practice, there has been only one nephrology provider. Our entry into the DuPage county
now provides a choice to patients; and with competition, the benefactors are the referring doctors
and most importantly the patient. As outlined by Dr. Rauf, our practice has seen an explosive
growth, not only because of the additional training we bring to the area, also due to the
substantial demographic change in the community. The number of African Americans and
Hispanic populations have grown substantially and the increased prevalence of discases
associated with end stage renal disease among those populations is causing very rapid growth in

end stage renal disease service needs.
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In putting together a plan for a facility to help deal with this issue, I have spent extensive time
talking about those dialysis problems with other physicians, nurses, hospital discharge planners,

patients and hospital management groups.

Several patients and social workers have reported access problems to me. Many of those
problems probably relate to the robust need for existing station use. This growing, I might truly
use the term exploding, need creates a situation where facility managers or owners establish rules

for access that have a tragic effect on some patients. I cite three examples:

In May of 2011, 1 accepted into my care a patient with end stage COPD who requires a high
amount continuous oxygen. Due to health related reasons, she recently moved to the
Bolingbrook area to live under the care of her sister. This patient had multpile previous
unsuccessful attempts to establish an AV Fistula, and at this time due to her advanced COPD,
surgeons consider her to be a high surgical risk. The patient had requested to be transferred to a
local dialysis provider and after several attempts for placement by a social worker, the patient
herself, and my personal family members, was informed by the facility head nurse/manager that
the medical director will not accept patients without an AV access. For this patient, this means
that her sister must drive her thirty miles round trip thrice weekly and either wait four and a half
hours for the duration of her treatment, or double her mileage by returning home for the wait. If
this patient becomes sick on dialysis, she will be admitted to Silver Cross Hospital where 1 do

not practice, and continuity of care is lost.

Another patient who has encountered similar difficulties suffers from Type 11 Diabetes Mellitus,
peripheral vascular disease, hypertension and end stage renal disease. This patient has had

multiple podiatric procedures for necrosis of the foot requiring several hospitalizations. This
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patient had the surgical procedure for an AV Fistula with two subsequent revisions, all of which
‘ failed and is currently dialyzed with a permanent catheter at a dialysis facility requiring a drive
of approximately twenty six miles round trip three times weekly for his dialysis treatments, again
relying on a the help of a friend or family member due to his failing eye sight secondary to
diabetes. Over the past two years, this patient has made muitiple attempts for placement at a
local dialysis facility to ease this burden, only to be tuned away due to lack of an AV Fistula
access. Again, when this patient has become ill on dialysis, he has been .admitted to Edward
Hospital, losing continuity of care of most of his Bolingbrook doctors which include such

essential specialists as a cardiologist and his pulmonologis.

My last illustration is a patient with a diagnosis of end stage diabetic kidney disease. This
patient lives in the Bolingbrook area and with difficulty commutes to a dialysis facility which 1s
over twenty mile round trip drive. Over the past year and a half, this patient has unfortunately
suffered from a recurrant severe abdominal pain associated with uncontrolled HTN and leaves
her debilitated. She has had this pain during dialysis and dialysis has been cut short during these
episodes. She has required to be admitted to the local hospital where she dialyses and has had
multiple tests repeated and she has lost continuity with her primary care provider, her stomach
specialist and her nephrologist. Furthermore, during when she has these episodes, she cannot
drive the lengthy distance to be dialyzed at her current facility. Hence, she has missed dialysis
for this reason and unfortunately has needed to dialyzed urgently at the Bolingbrook hospital,
which is her community hospital. Although venous mapping has been completed and several
attempts have been made to schedule surgery for an AV Fistula, to date this has not been
possible due to the instability of the patient resulting in over twenty hospital admissions

managing malignant hypertension and abdominal pain and urgent dialysis. These issues have




been addressed with the local dialysis provider to no avail, she is still not able to be transferred to
the local dialysis facility because she does not have the desired dialysis access which this

particular unit requires before a patient is transferred over to the facility, an AV fistula

My co-applicants and I have had discussions with hospital management both in Bolingbrook and
throughout Health Service Area 7 where we practice. Physician based outpatient facilities do not
often get widespread hospital support. In our case, we have found enthusiastic hospital support
from several hospitals including Adventist Bolingbrook Hospital, Advocate Good Samaritan
Hospital and St. Alexius Medical Center. I have no doubt that this support is based on the nced
for greater access. Delayed discharges, re-hospitalizations for dialysis, and loss of continuity for
medically complex patients drive up hospital costs, place patients at risk for the management of
resulting complications and potentially demean the self confidence level of patients. None of
these are desirable; none are how medicine should be practiced. These are a few reasons why |
believe our patients, our referring doctors, our nurses, and our growing community deserve a

choice for a dialysis provider.
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Carrie Kopala
Physician Assistant
Advanced Renal Care

Testimony in support of Oak Brook facility

| Hello. My name is Carrie Kopala and I have been a physician assistant for 6 years, most recently
at Advanced Renal Care. T am here to voice my support for a new U.S. Renal Care dialysis
center in Oak Brook.

T have had the opportunity to work with a range of patients in need of dialysis therapy. Dialysis
therapy, as you may know, is critical life-sustaining care that requires significant time and energy
from patients. Patients typically visit a dialysis center three times a week, with each visit Jasting
three or four hours. For many, it truly becomes their second home. This treatment is also very
intimate. That is why, as a care giver, patient comfort and care is my highest priority.

T am happy to support U.S. Renal Care’s proposal to add a dialysis facility in Oak Brook. I
believe that every patient should have a choice of where they dialyze, and too often they don’t.
Proximity to treatment is particularly important for dialysis patients. Many times they are elderly
or ailing, and the frequent transportation takes a heavy toll on them. Introducing a closer, more
convenient or simply preferred option would drastically improve patients’ experience during
their dialysis therapy.

I am encouraged by the proposal to open a dialysis treatment center in Oak Brook. Expanding
options for treatment will truly give patients the choice they need. Turge this board to approve
U.S. Renal Care’s proposal for an Oak Brook facility. This new facility will expand access and
provide patients a much-needed choice when it comes to the critical and life-sustaining care that
so many people require. Thank you.




Debbie Engler
Registered Nurse
USRC

Testimony in support of Oak Brook facility

Hi, my name is Debbie Engler. [ am a registered nurse employed by U.S. Renal Care in their
Home Therapies program. 1 want to thank you for the opportunity to speak today. | have been
a nurse for 20 years and have been in dialysis for the past eight years. | began the dialysis part
of my career at a Davita unit in the small northwestern Illinois community of Freeport. | moved
to the suburbs in 2005 when my husband was downsized from his engineering job at
Honeywell. Why does the move to the suburbs matter?

Well, | have been looking for a place where the patient matters, where the patients were the
most important part of the picture, and where we could give the care that we would want for our
parents, grandparents or other people we genuinely cared about. | have worked at different
companies in the area and have run into companies that don't put patients as the top priority.
This goes from the top executives down to the personal caregivers.

| believe | have found the company where the patient really does come first. Dr. Rauf and Dr.
Ahmed both work 24/7 and often give their personal cell phone numbers to patients and
encourage them to call them directly. When was the last time your doctor did this for you? So,
when they decided to open their units, | jumped at the chance to be part of their dreams of
providing this type of personalized care.

This comes to the need for a U.S. Renal Care unit in the Oak Brook area. | believe our patients
deserve the ability to choose where they want to get their dialysis care without the need to travel
a significant distance from their homes. The only choice that they now have is a Fresenius
Medical Care unit. | see no other choices for my patients other than to travel out of their
communities. Dialysis care is very demanding of patients, and long travel times can be major
barriers to wellness. | believe the patients in the Oak Brook area deserve a choice within their
community.

Again, | want to thank you for the opportunity to speak to you regarding this matter. | urge you to
approve USRC'’s application to open an Oak Brook dialysis facility.




Laura Regis
Registered Nurse
USRC Advanced Home Therapies

Testimony in support of Oak Brook facility

My name is Laura Regis. Thank you for the opportunity to support publicly U.S. Renal Care’s
application for an Oak Brook facility. As a registered nurse, I have had the opportunity to see
first-hand what quality of care means to dialysis patients. I am also on the front lines, watching
the demand for this kind of care grow. In order to meet this demand and provide a quality option
to current patients, 1 believe an Oak Brook facility is the right choice.

An Oak Brook location would provide a convenient option for a countless number of patients. As
you know, dialysis doesn’t mean a clinic visit just once in a while. Patients come in three days a
week and each visit they spend four or more hours there. Many times patients are elderly or very
ill. Kidney failure does not discriminate. Although it occurs most frequently in the elderly, it
can also happen to persons very young and persons at the prime of their lives. The needs of
dialysis patients do not fit into a mold; all are as unique as the individuals affected by kidney
disease. Dialysis patients in this area are seeking a choice in dialysis provider; one that offers
treatment times that allows them to restore or maintain an acceptable quality of life. Many
require treatment hours that will enable them to return to work to provide for families and remain
productive members of society. The proposed US Renal Care Oak Brook facility would offer
patients that choice.

As an adjunct faculty member of Lewis University’s nursing program, I teach a workshop on
Quality Improvement in Health Care. In this workshop we learn that quality is defined by the
consumer. Insurance companies, doctors and patients alike are informed consumers looking at
data regarding patient outcomes. US Renal Care data compares favorably to the higher quality
performers in the dialysis industry. But the informed patients in this area that I have come to
know are most concerned with customer service. They want to be treated as an individual with
respect to their individual needs. US Renal Care and its’ physicians are dedicated to the needs of
our patients with customer service being our number one initiative. Without competition, quality
and customer service stagnates. Our patients deserve a choice.

The dialysis population is growing, and I don’t believe this community is currently prepared to
manage that demand. With the existing provider offering limited choice of appointment times
and many times documented prolonged hospital stays while patients await placement, our
informed consumers are asking for dialysis provider choice.

Thank you for the opportunity to support this very important project. I urge the Illinois Health
Care Planning Board to approve U.S. Renal Care’s application to provide quality dialysis care in
this Oak Brook location. Thank you.




Jeanne Petty
Registered Nurse

Testimony in support of Oak Brook facility

Good afternoon. Thank you for the oi)ponunity to voice my support for a U.S. Renal Care
facility in Qak Brook.

My name is Jeanne Petty, and I have been a registered nurse for 16 years. I have such a passion
for providing quality care to people, and ] am a staunch patient advocate. I am here today
because, in my opinion, dialysis patients in the area are in desperate need of another option.

I am very concerned that there is not enough access for the many different kinds of dialysis
patients in the region. Limited access to dialysis not only limits patient choice in dialysis
provider but often delays the hospital discharge process which leaves ill patients’ waiting until a
dialysis clinic has room for them. This causes additional strain on the health care system as
precious Medicare dollars are spent waiting for placement.

Patients have little choice of where they dialyze and when they have issues with customer
service or they aren’t able to get the quality of care they desire, their only option may be to travel
outside of their community. With only one provider of dialysis service in the western suburbs,
patient choice is sorely limited. Dialysis does not happen just once. Patients dialyze three times a
week, and can be at a dialysis center for up to four hours each visit. For patients, traveling
outside of their community, a distance can take a great toll on them, physically and financially.

Health care should be about the people we treat — not about the dollars they generate. ] am very
troubled by the detrimental impact the limited access has on patients. Introducing another option
for patients will expand the access they have and improve the quality of care they receive. I see a
real demand for this with my patients, and I am confident that they would utilize a new Oak
Brook facility.

Again, thank you for the opportunity to voice my support for what I believe to be a crucial
project. I am confident that the Illinois Health Care Planning Board will make the right decision
by approving U.S. Renal Care’s application to open an Oak Brook facility. Thank you.




Amy Reeb, RN, M5
Registered Nurse at Advocate Good Samaritan Hospital
Testimony in Support of Oak Book Dialysis Facility

Good afternoon. My name is Amy Reeb and | am a registered nurse at Advocate Good Samaritan
Hospital in Downers Grove. | am here today because I sincerely support U.S. Renal’s planned Oak Brook
dialysis facility. This facility will help meet the growing dialysis need in the area. It will also provide
options for patients needing dialysis.

Working at Good Samaritan Hospital for the past 6 years, | have witnessed first-hand the growing
demand for patients needing dialysis in the area. Unfortunately, we as Americans are not getting any
healthier. Diabetes is the leading cause of kidney disease, and it's impacting more and more people each
year. Hypertension is an additional cause of kidney disease, and the rate of Americans being diagnosed
each year continues to increase. We have to be able to keep up with this increased need by offering
additional dialysis facilities to help accommodate patients.

Another important aspect of this project is that it will introduce another provider to the community
which will give patients a choice about where and how they want to receive their treatment. Currently,
patients don’t have a choice in provider and they absolutely should. If you only have one option-it is not
a true option.

In closing, | wish to reiterate my strong support for U.S. Renal’s Oak Brook dialysis facility. There is
clearly a growing need for more dialysis services in the area. The proposed facility would also give
patients choice about where they receive care.

| encourage the state board to approve the application. Thank you for your time.




Vikki Tulecus
Dialysis Patient

Testimony in suppert of Oak Brook facility

My name is Vikki Tulcus, and I am here to testify in strong support of U.S. Renal Care’s
application to open a dialysis treatment facility in Oak Brook. Thank you for the opportunity to
support this very important project.

For years, | have had the pleasure of working with Illinois Secretary of State Jesse White to
promote organ and tissue donation in communities throughout the state. 1 have always been
passionate about increasing awareness around this important issue, but it wasn’t until several
years ago when I became gravely ill, and as a result became a dialysis patient, that | understood
first-hand what it is like to need life-sustaining care.

It was then that I realized how very limited the options are for dialysis care in the Chicago area. 1
am grateful to those who provided care in the months that I received in-center dialysis care.
However, I quickly became dissatisfied with the quality of care available. I found that the clinic
was frequently running late, that [ would have to wait to be seen, and that there was a general
lack of follow-through among the staff. More frustrating was that there was no other option.

1 know that if there had been an alternative for me, I absolutely would have sought it out. It isn’t
right that dialysis patients, who are often already very sick, do not have the ability to choose
where they dialyze. Before I was able to dialyze at home, I would spend a dozen hours or more a
week at the dialysis center. That didn’t include the time it took to also juggle a job and family
life. Dialysis takes a toll on patients, and it is appalling to me that we do not have basic control
over our own care due to the lack of options in the area. Everyone should have access to quality
care, and right now dialysis patients don’t.

Not only would a U.S. Renal Care facility in Oak Brook provide a quality option, but for me —
and many others — it would also provide a much more convenient option. 1 currently live in
Westmont, so my trips to see Dr. Ahmed and Dr. Rauf in Oak Brook would be a great help. I will
be forever grateful to these two doctors who did nothing short of save my life. I am thrilled that
would be able to continue seeing them for care at the new U.S. Renal Care facility in Oak Brook.

Again, thank you for the opportunity 1o voice my support for what | believe to be a critical
project. I urge you to approve U.S. Renal Care’s application to open an Oak Brook facility.
Thank you. '
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TESTIMONY OF PHILIP R. O'CONNOR, Ph.D.
TO THE ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
IN THE MATTER OF U.S. RENAL CARE OAK BROOK DIALYSIS

Introduction and Background

My name is Philip R. O'Connor. | am testifying in support of the application
submitted by the limited liability company applicant associated with U.S. Renal
Care, Inc. ("U.S. Renal") to the lllinois Health Facilities and Services Review Board
for a Certificate of Need ("CoN") for the U.S. Renal Care Qak Brook Dialysis facility
to be located in Downers Grove, lllinois.

At the request of the legal representatives for U.S. Renal, | have examined a
number of related topics with respect to the CoN application. My conclusion is
that there are compelling reasons for approval of the application.

My views on this matter are informed by my background in economic regulation
and by my lengthy experience refated to health insurance as well as life, property
and casualty insurance. | have served as Illinois Director of Insurance, the State's
chief insurance regulator and as Chairman of the Illinois Commerce Commission,
the State's utility regulatory agency. | hold a doctorate in Political Science from
Northwestern University and have had an extensive consulting career involving
economic competition in regulated industries. A copy of my resume is attached
to this testimony as Appendix 1.

Buring my tenure as lllinois Director of Insurance, | was deeply involved in some
of the earliest efforts to adjust medical insurance reimbursement methods to
encourage improved utilization and to support development of lower cost
treatment venues. As an insurance and utility regulator, as well as in my
consulting and other professional business endeavors, | have been actively
involved with market and competitive assessments in regulated industries.

1




o

Framework for Consideration of a Certificate of Need

The standards for consideration by the Board of CoN applications stand in a
middle ground between the sort of exclusive utility service territories or so-called
"first-in-the-field" doctrine’ that partially governs the granting or denial by the
lllinois Commerce Commission of applications for certificates of public
convenience and necessity on the one hand and on the other hand the granting or
denial by the Department of Insurance of licenses for insurance companies to
enter one or more lines of business and to operate within the State. In the utility
situation, the focus is on preventing a costly and unnecessary duplication of fixed,
non-mobile capital assets in an industry that is highly capital intensive. In the
insurance regulatory situation, by contrast, the focus is mainly on the financial
solidity of the applicant insurance company and its record of performance in
other markets or lines of business, including their conduct with respect to
policyholders. There is not an assessment of need or demand in the market, the
assumption being that entry into the market should be a function of an individual

insurer's perceptions of the market.

The Board, while taking into consideration its estimates of likely patient
populations and the potential adverse impact of an excess of service providers on
investment in localized health care assets and operations, is not in the business of
single-mindedly protecting incumbent providers from competitive entry by other
care providers. Rather, the Board takes into account a variety of factors and
ultimately and most importantly, the needs of a local population for accessible
and reliable medical and other health services.

Therefore, the Board is in the position of considering U.S. Renal's application in
terms of what it means for people requiring renal dialysis for a range of renal
conditions. The Board is in a position to consider issues of access and availability
in specific locations within the planning areas. What is the meaning for access, for
convenience, for treatment options and for the prospects for the costs to these




patients and the entities that participate in paying for these services, whether it is
the State, the Federal government, insurance companies and also charitable care.

Key Issues to Consider

| see four key issues that, when considered together, result in a compelling
argument for approval of U.S. Renal's CoN application.

These issues are:

e The highly likely increase in demand for dialysis in Heaith Service Areas
("HSA") 7 and 9, due in great part to rapid, ongoing demographic changes.

¢ Ease and convenience of patient access to dialysis modalities in HSAs 7 and
9 which are fast growing areas of Hlinois and which are increasingly traffic

congested.

 Implications for cost levels and cost displacement or shifting in the wider
health care system in HSAs 7 and 9 to the extent that accessibility and
reliability of dialysis treatment are less than optimal.

e Treatment options for patients are adversely affected to the extent that
providers of dialysis do not readily offer home-based, self-administered
care as well as care based in renal dialysis centers.

With respect to all four of these issues, outcomes are likely to be better if U.S.
Renal is allowed to enter the market in HSAs 7 and 9.

Pgtient Demand

It is appropriate for the Board to treat its own service needs estimates and
projections as guidelines and as one of a number of important factors to consider
rather than as a solely determinative factor. Quite properly the Board exercises

its expert discretion in reviewing CoN application. One important reason for
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doing so is the value of flexibility in addressing the differences across
demographic groups in rates for such conditions as renal failure. The intersection
of two important facts strongly suggests that that future incidence rate of chronic
kidney disease in HSAs 7 and 9 may rise beyond that contemplated in current

need estimates.

First, a comparison of census data for 2000 and 2010 indicates that the Chicago
metropoiitan areas covered by HSAs 7 and 9 have experienced substantial
growth, not only in population generally, but also in terms of African-American
and Hispanic populations. The combined general population growth in HSAs 7
and 9 between the 2000 and 2010 censuses was 7%, most of which occurred in
HSA 9, at 37% compared to HSA 7 at less than 1%. In contrast, the combined
increase in African-American and Hispanic portions of the population increased by
nearly a third, or nearly five times the general population increase of 7%. The
African-American portion of the combined HSA 7 and 9 total population grew
from 10.7% in 2000 to 12.4% in 2010 while the Hispanic portion grew from 11.1%
in 2000 to 16.6% in 2010. Thus, the combined percentage of the African-
American and Hispanic populations grew from 21.8% to 29%.

The 2000 to 2010 growth in the Hispanic portion of the population has been
dramatic, with the change in HSA 7 expanding nearly by half from 11.8% to 17.2%.
In HSA 9, the portion of total population classified as Hispanic nearly doubled,
from 7.8% in 2000 to 14.4% in 2010. Appendix 2 contains a spreadsheet with data
underlying these figures.

Second, it is well understood, for example, that end stage renal disease ("ESRD")
rates are considerably higher among African-American and Hispanic demographic
segments than among non-Hispanic white demographic segments. The African-
American ESRD rate has been reported to be 3.6 times that among whites in the
United States and among Hispanics to be 1.5 times higher than that of non-
Hispanics.

The rapid growth in the African-American and Hispanic portions of the HSA 7 and
9 populations could have profound implications over time for the need for dialysis
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services. Approval of U.S. Renal's application would represent a prudent step
anticipating a reasonable expectation of higher incidence rates in the future than
might be indicated by past rates in the two planning areas.

Patient Access

Beyond the basic issue of increased incidence rates that may be correlated with
and increased portions of the HSA 7 and 9 populations that are African-American
and Hispanic, there is the question of ease, convenience and certainty of timely
access to dialysis services. Patient access is also closely related to cost issues, as

addressed below.

A key principle in the creation of dialysis centers was that such centers could
provide a combination of better, easier, more convenient access for patients
trying to lead normal lives in contrast to the higher-cost, less “user-friendly"
hospital setting. Indeed, the Board's mission includes helping to better assure
access to lower cost yet high quality services.

There are various ways to consider improvements in patient access.

First, the Chicago metropolitan area, of which HSA 7 and 9 are included, is
experiencing increased traffic congestion due to the inherent lag in road and
public transit improvements in line with population growth.  For example,
Chicago area drivers are tied for "worst place” with drivers in the Washington D.C.
area for time wasted due to traffic congestion.’

It is customary to focus on expressway congestion that contributes to the City of
Chicago having the most acute congestion and lost time calculations. However,
two facts should attract our interest in considering the nature of congestion as it
relates to the issue of dialysis dispersion and accessibility in the suburban areas
that comprise HSAs 7 and 9. First, many of the drivers losing time and being
delayed by expressway traffic congestion within the City of Chicago are
commuters who reside or work in the suburban areas. These drivers will include
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people who require dialysis services themselves or are responsible for
transportation of family or friends to dialysis centers. Second, in contrast to the
Chicago Central Business District and balance of the City where 61% and 49% of
congestion occur, respectively, on arterial roadways rather than on expressways,
the figure for the remainder of the 6-county area is a far higher 93%."

Most dialysis centers are located on or proximate to arterial roadways in the
suburban areas that are the main sources of congestion. While dialysis center
locations relative to arterials is not susceptible to much change, the placement of
additional centers in HSA 7 and 9 will certainly facilitate patient access.

Second, it would be unrealistic to believe that patterns of seeking access to health
care services are identica! across demographic groups. The increase in African-
American and Hispanic populations in HSAs 7 and 9 necessarily raises the
question of what should be done to better assure that the many new residents
accounting for this demographic change will have sufficient information, language
skilis, social networks, transport and, perhaps most importantly, other medical
care such as pre-dialysis treatment by a nephrologist. For example, among new
entrants to ESRD treatment, there was a marked difference between African-
American and white patients who had not had prior nephrologist care, those
figures being 47% and 41.4% respecti\.'ely.5

To the extent that outreach and other programs either succeed or fail to largely
close the gap described above as well as others, there will be varying impacts on
dialysis demand and utilization.

Third, there is the question of whether the configuration of dialysis centers in
HSAs 7 and 9 is fully adequate to accommodate existing demand for center-based
dialysis. To the extent that there is population expansion in specific areas, such as
in Bolingbrook, but where there appears are few dialysis stations, situations could
easily develop in which physicians may find it necessary to delay discharging
patients from hospitals due to difficulties in arranging close-to-home, near-term

appointments for patients at dialysis centers.
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Patient Costs and Cost Shifting

One of the central questions facing public policy makers, health system
regulators, service providers, medical care payers and, of course, patients, is the
cost of health care services. It is not the purpose of this testimony to delve into
the complexities and intricacies of the health care finance system or of the
particulars of medical economics. Rather, the focus is on features of the specific
situation facing the Board with respect to dialysis services in HSAs 7 and 9.

Approval of the U.S. Renal CoN application would help to address several inter-
related factors that likely are contributing to higher than necessary overall costs
for dialysis services in HSAs 7 and 9 taken together.

First, the market for dialysis services is highly concentrated. The level of
concentration in HSA 7 is about twice that in HSA 9, but with both markets being
highly concentrated. The Herfindahl-Hirschman Index ("HHI") is a standard initial
antitrust analysis screen used by the United States Department of Justice. The
HHI is a simple calculation that adds up the squares of the values of percentage
market shares (with the decimals ignored) of competitors in a market. *  Any
result over 1,800 is considered highly concentrated. HSA 7 has an HHI of 5,232
while that of HSA 9 is 2,439.

The dialysis service providers in HSA 7 account for 1,056 approved stations and
the providers in HSA 9 account for 217. In HSA 9 the four largest providers
account for 84% of the just over two hundred approved stations while in HSA 7
just the top two providers account for 83% of the more than one thousand
approved stations. Appendix 3 contains a spreadsheet upon which these various
calculations are hased.

It is noteworthy that the localized dialysis concentration level is higher than that
in the dialysis sector nationally. According to the 2007 Economic Census,
nationally the top four firms accounted for 76.7% of the market. The top eight
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firms accounted for 81.6% of the national market, in stark contrast to the 83% of
the market in HSA 7 accounted for by just the top two providers. 7

In terms of comparison with other industries with which we are all familiar, the
dialysis market in HSAs 7 and 9 must be regarded as highly concentrated. For
example, in the entire financial and insurance services sector nationally, only
government central banking entities and highly specialized entities referred to as

"other depository credit intermediation" have concentration levels as high as
. those seen in HSAs 7 and 9 for dialysis.®> Similarly, in the information sector
nationally, only in the greeting card and directory publishing sector are there
concentration levels comparable to those for dialysis in HSAs 7 and 9, while other
sectors in the information industry such as software and book publishing and

. . 9
‘ even motion pictures are far less concentrated.

Second, the high market concentration necessarily raises the prospect of the
dampening of price competition. To the extent that there is a dearth of pressure
to restrain prices, costs for service may be higher than would otherwise be the
case, thus fueling the potential for excessive rates of reimbursement. Such a
situation would also be likely accompanied by cost shifting or cost displacement in
which the rates set by Medicare and Medicaid will be seriously deficient, placing
upward pressure on prices for other patients that are already insufficiently

restrained by competition.

Third, to the extent that an existing lack of competitive pressure raises prices
above levels that would otherwise prevail, but new providers are denied entrance
to the market, then the situation is exacerbated. Part of that exacerbation is the
problem presented by an insufficient volume of services tied to the access
problem described above that potentially requires extension of high-cost stays for
hospital in-patients who could otherwise be served on an out-patient basis in the
lower cost setting of a dialysis center.

Fourth, the changing demographics discussed above may also have important
implications for cost shifting. To the extent that these demographic changes
imply greater difficulties in securing reimbursement from the Federal
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Government for patients who may be ineligible due to their immigration status,
there will be cost shift implications. Nationally, about 70% of ESRD patients are
covered exclusively or by some combination of Medicare and Medicaid while only
about 15% have some form of private or other insurance coverage.'® However,
the uninsured rate among Hispanics, the fastest growing demographic in HSA 7
especially is on the order of one-third. That is roughly three times the uninsured

rate among non-Hispanic whites. ™

Overall, the problem of cost levels and cost displacement are unlikely to be
addressed any time soon through changes to reimbursement mechanisms or
rates of insurance coverage in salient population segments. Rather, the problem
is one that underscores the importance of accommodating entry in order to
stimulate development of pressure to offer lower cost alternatives, especially
ones that patients may find attractive for reasons of convenience and comfort, as

discussed below.

Patient Options

The U.S. Renal CoN application offers an opportunity to increase treatment
modality options for patients in several respects. Importantly, these options
ought to result in greater opportunities for more patients to access dialysis
treatment that is both lower cost and more satisfying to them in terms of their
life-style, work-life and other needs.

The 2010 USRDS Annual Report has sounded the alarm in noting that while the
dialysis patient population has grown many-fold in the past three decades, the
peritoneal dialysis population, that is served at lower cost, has grown much more
slowly.’? In the highly concentrated dialysis market in HSAs 7 and 9, there will be
a natural and understandable lack of incentive for incumbent providers to actively
promote treatment alternatives that would detract from control over patient flow
and utilization. Thus, even though peritoneal dialysis is found by many patients

to be a satisfying alternative and even preferable to hemodialysis,”> and the
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convergence of patient outcomes of the two modalities,'* it does represent a
challenge to in-center hemodialysis. There could be inherent disincentives for
center-based dialysis services that manufacture dialysis-related supplies and
equipment to offer or promote alternatives if those alternatives require less in

the way of supplies and equipment.

U.S. Renal is specifically proposing as part of its plan the offering of in-home
peritoneal dialysis when appropriate for the patient. The new competitive
pressure brought to the market by U.S. Renal would help orient all providers
toward patient satisfaction, whether through conventional hemodialysis or
peritoneal methods. U.S. Renal will not suffer from any disincentive that could be
related to an economic interest in the manufacturing of dialysis supplies and
equipment or any other product related to dialysis services. It is solely in the
business of operating dialysis services.

Conclusion

The Board has before it for consideration an application that, in light of the
conditions in the dialysis market is HSA 7 and 9, should be given favorable review.
To the extent that the focus is on patients and their needs, then the arguments in
favor of approval should be regarded as compelling.
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Appendix 1

Philip R. O'Connor, Ph.D.
President, PROactive Strategies, Inc.
1318 W. George Street #3C Chicago, IL 60657
Phone {312) 980-4860 Mobile (312) 446-3536
Phil.OConnor@PROactive-Strategies.net

Dr. O'Connor is a recognized expert on the development and implementation business
strategies in network and other regulated industries. He has been a frequent speaker, both
nationally and internationally, on utility and insurance issues and has authored numerous articles
in professional trade journals. He opened the office of NewEnergy Ventures in Chicago with two
employees in 1998 and by 2007 the Great Lakes Region of Constellation NewEnergy had
achieved nearly $1 billion in retail electricity revenues. He was a principal with Coopers &
Lybrand Censulting, into which he had merged his own firm, Palmer Beilevue Corporation, in
1994. Dr. O'Connor also served as lilinois' chief utility regulator, chairing the lllinois Commerce
Commission, and as Director of the Wlinois Department of insurance and has been appointed to
boards and commissions by five consecutive lllinois Governors. From March 2007 to March
2008 he served in the U.S. Embassy in Baghdad as an advisor to the ragi Ministry of Electricity.

Employment:
‘ President, PROactive-Strategies, Inc, {1998-Present)

Vice President, Constellation NewEnergy, Inc. (2002-2008)
Senior VP & lllinois Market Leader, AES NewEnergy, Inc. (1998-2002)

Ministerial Advisor (Electricity), U.S. Embassy, Baghdad, Iraq (2007-8) through ~ Parsons-
Brinckerhoff under contract to the U.S. Army Corps of Engineers.

Principal/Partner, Coopers & Lybrand Consulting/Palmer Bellevue (1995-1998}

Managing Director, Palmer Bellevue, a Division of Coopers & Lybrand (1994-1995)
President and Chairman, Palmer Bellevue Corporation {1986-1993)

Chairman, lllincis Commerce Commission (1983 - 1985}
» Member, National Association of Regulatory Commissioners {1983-1985)

Director, lllinois Department of Insurance (1979 - 1982)

Assistant to the Director and Deputy Director for Research and Urban Affairs,
lllinois Department of Insurance {1977 - 1979}

Administrative Assistant to U.S. Representative George Miller (7"-CA) (1974-1977)
Assistant to California Senate Majority Leader, George Moscone (1973 - 1974)

Administrative Aide to lllinois Governor Richard B. Ogilvie (1969 - 1973)




Public & Political Service, Corporate Boards (partial list)

- Political Director, Citizens for Governor Thompson {1982)

. Chairman, U.S. Environmental Protection Agency Allowance Tracking & Trading
Subcommittee of the Acid Rain Advisory Committee (1991-1992)

- General Chairman, Citizens for Governor Edgar (1994)

. Chairman of the lllinois Health Care Reform Task Force (1993-1994)

- Chairman, lilinois Task Force on Human Services Consolidation (1996-1998)

- Member, lilinois State Board of Elections {1998-2004)

- Member, Children & Families Transition Committee to Governor-Elect George H.
Ryan (1998)

- Chairman, Interim Board of the llinois Insurance Exchange (1998)

- Iiinois Commerce Commission Millennium Review Committee (2000-2001)

- Member, Bush-Cheney Transition Advisory Committee on Energy (2001)

- Member of the Board. Irish Life of North America (ILoNA Financial} {1992-2002)

. Chairman, lllinois Inter-Departmental insurance Tax Task Force (2000-2004)

- Loyola University of Chicago Rome Center Alumni Board (1998-2004)

- Member of the Advisory Board, Loyola University Museum of Art (2004-Present)

- Member of the Board, Delphi Financial Group {(NYSE:DFG) (2003-Present)

- Member of the Board Reliance Standard Life Insurance (1993-Present)

- Member, Hlinois Carbon Capture and Sequestration Commission (2009-Present)

- Member, Board of Haymarket Center of Chicago (2011-present)

Education

1966 - 1968 University of San Francisco
1968 - 1969 Loyola University of Chicago, Rome Center for Liberal Arts
1969 - 1970 Loyola University of Chicago, A.B. Magna cum laude

1971 Northwestern University, Graduate School, Political Science M.A. Co-optation: A
Re-definition and the Case of Chicago
1979 Ph.D. Political Science Dissertation: Metrosim: A Computer Simulation Model of

U.8. Urban Systems

Academic

1973 North Atlantic Treaty Organization (NATO) Advanced Study Institute
Summer Fellow — Polytechnic of Central London

1997 & 1998 Co-Instructor with Professor Alan Gitelson, Political Science
Money, Media, Message, Measurement & Motivation: Political
Campaigns in the 90s, an upper division undergraduate course, Loyola University
of Chicago

1998 & 1999 Instructor, The Politics of Dereguiation, Kellogg Graduate School of
Management, Northwestern University, Evanston, Illinois




Appendix 2
HSA 7 Population by Race {2000 Census data)
Cook County City of Chicago Suburban Cook DuPage County Total
County*
Hispanic or Lating 1,071,740 753,644 318,096 81,366 399,462
Black or African American alone 1,405,361 1,065,009 340,352 27,600 367,952
Total Population 5,376,741 2,896 014 2480727 904,161 3,384 888
HSA 7 Population by Race (2010 Census data)
Cook County City of Chicago Suburban Cook DuPage County Total
County*

Hispanic or Latino 1,244,762 778 862 465,900 121,506 587,406
Black or African American alone 1,287 767 887,608 400,159 42,346 442 508
Total Population 5,194 675 2,695,698 2,499,077 916,924 3,416,001
HSA 7 Population by Race (2000-2010 Change)

2000 Total 2010 Total

Population % Total Papulation % Total % Change
Hispanic gr Latino 399,462 11.8% 587,406 17,2% 5,.4%
Black or African American alane 367,952 10.9% 442 505 13.0% 2.1%
Total Population 3,384,888 3,416,001
*Cook County Excluding City of Chicago
HSA 9§ Population by Race (2000 Census data)

Grundy County Kankakee County Kendall County Will County Total Population
Hispanic or Latina 1,652 4 959 4,086 43768 54 365
Black or African American along 71 16,065 718 52,509 69,363
Total: 37,535 103,833 54 544 502 266 698 178
HSA & Population by Race {2010 Census data)
Grundy County Karkakee County Kendall County Will County Total Population

Hispanic gr Lating 4,096 10,167 17,898 105,817 137,978
Black ar African American alone 605 17,187 6,585 75,743 100,120
Total: 50,063 113,445 114,736 677,560 955,808
HSA 9 Population by Race (2000-2010 Change)

2000 Total 2010 Total

Population % Total Population % Total % Change
Hispanic or Latino 54,365 7.8% 137,978 14.4% 6.6%
Black or African American alone 69,363 9.9% 100,120 10.5% 0.5%
Yotal: 598,178 955,808
HSA 7 and HSA 9 Combined Population by Race (2000-2010 Change}

2000 Total 2010 Total

Population % Total Population % Total % Change
Hispanic or Latino 453,827 11.1% 725,384 16.6% 5.5%
Black or African American alone 437,315 10.7% 542,625 12.4% 1.7%
Total Population 4,083 066 4,371,809




Appendix 3

HSAT HERFINDAHL-HIRSCHMAN INDEX CALCULATION

" Number of Stations Market
Facility Ownership 3/20/2011 | Share % ] Rl J
ARA-South Barrington Dialysis ARA 14
ARA Total 14 1.33 1.76
Olympia Fields Dialysis Center Davita 24
Chicago Heights Renal Care Davita 16
Stoney Creek Dialysis Davita 12
Big Oaks Dialysis Davila 12
Pales Park Dialysls Davita 12
Davlita Total 76 7.20 51.80
Neomedica Dialysis Ctrs - Evanston DSl 18
RCG-South Heliand DSI 20
Dialysis Center of America - Markham DSI 24
RCG Hazel Crest DSI 17
RCG - Arlington Heights Northwes! Kidney Center D&l 18
RCG-Buftalo Grove DSI 16
RCG - Schaumburg DSl 14
D51 Totat 127 12.03 144.64
Downers Grove Dialysis Cenler Fresenius 19
Qak Park Dialysis Center Fresenius 12
Etk Grove Dialysls Center Fresenius 28
Centrat Dupage Dialysis Cenler Fresenius 16
Dialysis Center of America - Olympia Fields Fresenius 27
LaGrange Dialysis Center Fresenius 20
Fresnius Medical Care Northwest Fresenius 16
Neomedica Dialysis Cirs - Rolling Meadows Fresenius 24
West Suburban Hosp, Dialysis Unit Fresenius 46
Dialysis Centler of America - Berwyn Fresenius 26
Dialysis Center of Ameri¢a - Crestwood Fresenius 32
Blue Istand Dialysis Ctr Fresenius 24
Neomedica Dialysis Crs - Far Soulh Holland Fresenius 17
Naperville Dialysis Center Fresenlus 15
MNeomedica Dialysis Cirs - Evergreen Park Fresenius 30
Neomedica Dialysis Cirs - Hoffman Estales Fresenius 17
Dialysis Center of America - Orland Park Fresenius 18
Glenview Dialysis Center Fresenius 20
Neomedica Dialysis Clrs - Melrose Park Fresenius i8
Lutheran General - Neomedica Fresenius 32
MNorih Avenue Dialysis Center Fresenius 22
Neomedica Dialysis Cirs - Hazel Crest Fresenius 16
RCG Villa Park Fresenius 24
Glendale Heights Dialysis Cenfer Ftesenius 7
RCG Skokie Fresenius 14
RCG - Mid America Evanston Fresenius 20
Alsip Dialysis Center Fresenius 16
FMCG Dialysis Services of Willowbrook Fresenius 16
FMC Dialysis Services - Burbank Fresenius 22
RCG-Marrionette Park Fresenius 16
Fresenius Medical Care of Naperville North Fresenius 14
Fresenius Medical Care of Waest Chicago Fresenius 12
Fresenenius Medical Care of Deerfiefd Fresenius 12
Fresenius Medical Care -Lombard Fresenius 12
Fresenius Medical Care Palatine Fresenius 12
Fresenius Medical Care Steger Fresenius 12
Fresnius Medical Care Des Plaines Fresenius 12
Fresenius Medical Care River Forest Fresenius 20
Fresenlus Total 748 70.83 5,017.36
Loyola Dialysis Center Independent 1 30
Independent 1 Total 30 2.84 8.07
Evanston Hospital Independent 2 5
Independent 2 Total 5 047 0.22
Maple Avenue Kidney Center Independent 3 18
Independent 3 Total 18 1.70 2.9
Direct Dialysis - Crestwood Care Cenlre Independent 4 6
Independent 4 Total 6 0,57 0.32
Center for Renal Replacement Independent 5 16
Independent 5 Total 16 1.52 2.30
Community Dialysis of Harvey Independeni & 16
Independent 6 Total 16 1.52 2,30
Grand Total 1,056 100.00 5,231.87




HSAS HERFINDAHL-HIRSCHMAN INDEX CALCULATION

. Number of Stations Market
Facility Ownership 342012014 Share % I HHI ]
Renal Care Group - Mormis Fresenius g
Bolingbrook Dialysis Center Fresenius 24
Fresenius Medical Care of Oswego Fresenius 10
Fresenius Medical Care of Mokena Fresenius 12
Fresenius Medical Care of Plainfield Fresenius 12
Fresenius Medical Care Jotiet Fresenius 16
Fresenius Total 83 8.25 1,462.97
Silver Cross Renal Center Stver Cross 19
Silver Crass Renal Center West Sitver Cross 25
" Silver Cross Renal Center Morris Sitver Cross 9
Silver Cross Total 57 26.27 §88,97
Sun Heallh Sun Health 17
Sun Health Total 7 7.83 61,37
Kankakee County Dialysis Davita 12
Davlta Total 12 5.53 30.58
Provena St. Mary's Hospital Independent 1 25
Independent 1 Total 25 11.52 13273
Mantenc Dialysis Center Independent 2 15
Independent 2 Total 15 6.91 47.78
Yorkville Dialysis Center Independent 3 B
independent 3 Total ] 3.68 13.59
Grand Total 217 100.00 2,439.00




