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CONFIDENTIAL 
This document contains confidential and proprietary information belonging exclusively to the Regional Development 

Authority (RDA) and shall be kept in strict confidence. Except with the written permission of  RDA, such information 

shall not be published or disclosed to others or used for sale or any other purpose, and this document shall not be 

reproduced in whole or in part. This document shall be returned to RDA upon request or completion of use for which 

it was made available to recipient or termination of relationship with recipient, whichever first occurs. 

The recipient of this information understands that the projections, estimates and other information contained herein 

and designed for planning purposes and are subject to many variables, some known and some unforeseen which 

may adversely affect the outcome of this project.  
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Project Structure 
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Overview 

Northwest Indiana (NWI) is a unique geography for many reasons:  It sits between 

Michigan and Illinois; is less than a few hour drive from the nation’s third largest 

city, Chicago;  does not share the same time zone as the rest of Indiana; has 

significant lakefront property (Michigan); has a major airport in Gary; is home to 

United States Steel Corporation’s largest manufacturing plants; and is also home 

of the Indiana Dunes – a unit of the National Park system.    

 

In addition to these distinctive characteristics,  there is an equally interesting 

healthcare landscape in Northwest Indiana.  With 11 general short-term acute care 

hospitals in Lake and Porter counties alone, there is a significant healthcare 

provider presence in the heart of NWI.  Katz Sapper and Miller’s (KSM’s) primary 

focus for this project is to research and to validate that there is a lack of designated 

trauma service and support in NWI as well  as an economic and social opportunity 

for the  expansion of an academic medical school and/or teaching facility.  An 

enhanced medical education system, a healthcare provider consortium, a graduate 

medical education program or an accredited academic medical center are all 

solutions that will be examined. 

 

 

 
Katz Sapper & Miller (KSM) analyzed 

data from various sources throughout 

the project.   The primary source of 

data was from the Indiana and Illinois 

Hospital Associations.   This data 

enabled us to capture and measure 

the trauma volume in Northwest 

Indiana (NWI), determine the amount 

of patients seeking care in Illinois and 

assess the overall healthcare needs of 

NWI.  These feasibility studies aim to 

validate and answer the research 

questions regarding trauma, medical 

education and the quality of 

healthcare for NWI residents. 
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 The limited access to a designated trauma care within a reasonable 

time frame within Lake and Porter counties significantly impacts the 

lives of Indiana residents as well as those traveling to, from and 

through the state. 

 

 

a) Injury, not cancer or any disease, is the leading cause of death for 

Indiana citizens ranging from age 1 to 34.   

b) More than 86,000 Hoosiers are hospitalized, and 5,000 die due to 

trauma injuries, each year.   

c) Motor vehicle collisions are the leading cause of unintentional 

injury/death and the second leading cause of unintentional injury 

overall.   

d) The total cost to Hoosiers of traumatic injuries is estimated to be in 

excess of $10 billion.  

 

Until March 2006, Indiana was among eleven states with no laws or 

regulations granting oversight authority for trauma care. Public Law 155, 

enacted in 2006, designated the Indiana State Department of Health (ISDH) 

as the lead agency for a state trauma care system with goals of preventing 

injuries, saving lives, and improving the care and outcome of individuals 

injured in Indiana. In November 2009, Governor Mitch Daniels enacted 

Executive Order 09-08 establishing the Indiana State Trauma Care 

Committee (ISTCC) and the Indiana State Trauma Care Fund. On January 

14, 2013, Governor Mike Pence enacted Executive Order 13-11 for continuing 

the work of the ISTCC. The Indiana Trauma Care Fund was also 

reestablished and continued by Executive Order 13-11, to accept gifts, grants 

and donations to go toward the development of a comprehensive statewide 

trauma system. This Fund is administered by the ISDH. 

Overview – Trauma Background (continued)   
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After being engaged by the RDA, Katz, Sapper & Miller held a meeting with the 

RDA in February of 2014 to initiate the project. A four-phase process workplan was 

presented as well as the detailed steps within each phase.  Data was supplied by 

the Indiana Hospital Association and the Illinois Hospital Association upon the 

receipt of a formal data request.  

 

The four phases of the workplan were: 

I. Due Diligence 

II. Financial & Market Implications 

III. Partnership Possibilities & Healthcare Reform Impact 

IV. Recommendations & Conclusions 

  

 

 

Process Description 
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High-level Progress 

Dashboard 

 

This High-level Progress 

Dashboard served as a 

30,000 ft roadmap for the 

project’s progression. 

Client Service Team 

(CST) 

 

The CST was carefully 

selected to provide the 

RDA with subject matter 

expertise in multiple areas 

of the healthcare industry: 

legal, facility, project 

management, hospital 

reimbursement, strategic 

alliances and operational 

performance. 

Process Description cont’d 
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Recommendations and 

Key Findings 
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Trauma Services: Utilize existing facilities in Lake and Porter Counties 

for trauma services.  

▪ Establishing a Level I or II trauma program at an existing facility is more 

economically feasible for the region. 

▪ Building a new facility for the purpose of serving as a designated Level I or 

II trauma program is not recommended.  

▪ Four of the largest hospitals are already moving toward some level of 

trauma designation 

▪ It is recommended that 2 or more Level III designated trauma programs 

should be established at existing facilities within the next 18 months, with 

the goal of at least one Level I trauma center being established within the 

next 5 years. 

▪ Preferential placement of graduate medical education resources should 

be given to hospitals that are on the path to trauma designation or 

officially “in the process.” 

 

 

 

Academic Medical Center: With current bed capacity in Lake and Porter 

counties, it is recommended to utilize existing facilities as opposed to 

building a new Academic Medical Center for teaching and research. 

▪ It is recommended that a new Academic Medical Center (AMC) NOT be 

created in Lake and Porter counties. However, a Graduate Medical 

Education (GME) program should be pursued using existing facilities. 

▪ A similar model is being pursued by the IU School of Medicine Southwest 

in Evansville. 

▪ A GME program providing up to 36 residency positions should be 

developed and established in Lake and Porter counties using existing 

facilities in a coordinated approach. 

 

 

 

 

 

Recommendations – Trauma and AMC  
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 Building a new acute care facility is an expensive proposition. 

 

 Utilizing existing facilities, even with extensive renovation, is the most cost 

efficient option. 

 

 Additional beds in Northwest Indiana are not required given the current level of 

capacity at facilities. 

 

 A new acute care facility competing for the existing level of activity would likely 

economically damage the existing providers. 

 

 There is a relatively low level of trauma outmigration to Illinois. 

 

 There is a relatively high level of non-trauma outmigration to Illinois. 

 

 The vast majority of trauma care to NWI residents is provided by facilities that 

are not designated trauma facilities. 

 

 Indiana trauma center designation is relatively new having only been 

established in 2009; many facilities in NWI plan to seek a trauma designation 

within 5 years. 

 

 Four of the largest facilities in NWI deliver 53% of trauma care to 7-county 

residents, with over 80% of their trauma volume coming from Lake and Porter 

County residents. 

 

 Four facilities are candidates for a Level I or II trauma program: Community 

Hospital (Munster), Methodist Northlake, Methodist Southlake, and Porter 

Regional. 

 

 Outmigration to Illinois appears to be a function of economic mobility: 

Commercially insured trauma patients are 3 times more likely to receive care at 

IL facilities than at IN facilities. 

Key Findings  
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Economic Summary  

* The 7 Indiana counties are Lake, Porter, La Porte, Starke, Pulaski, Jasper, and Newton counties.   

 In 2012 there were 326 (4.4% of all adult trauma cases) Indiana residents of  

the 7-county service area* who travelled to Illinois for trauma care and an 

additional 2,611 who travelled to Illinois for other inpatient care not related to 

trauma .  In total, 2,916 NWI residents received inpatient care in Illinois.  

 

 In the first 9 months of 2013, there were 2,83 NWI residents who travelled to 

Illinois for trauma care and an additional 1,956 who travelled to Illinois for other 

inpatient care not related to trauma for a total of 2,239 NWI residents who 

received inpatient care in Illinois. 

 

 From trends observed from 2010 – 2013, it is expected that approximately the 

same number of NWI residents will continue to seek care in Illinois for the 

foreseeable future, unless Lake and Porter counties develop both trauma and 

GME programs. 

 

 KSM’s financial analysis estimates that Indiana must retain the following 

numbers of Indiana residents to offset the incremental expense of trauma and 

GME programs: 

 

 Year Cases Revenue 

1 1,219 $14,226,990 

2 1,325 $15,461,186 

3 1,431 $16,695,381 

4 1,537 $17,926,576 

5 1,643 $19,163,771 
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Year 1 Year 2 Year 3 Year 4 Year 5 

Total Out Migration Revenue Approximately $35 million 

Total Out Migration Cases (1) 2,916 

Cases 1,219 1,325 1,431 1,537 1,643 

Percentage 42% 45% 49% 53% 56% 

Combined Program 

Revenue 

Incremental Case Revenue $14,226,990 $15,461,186 $16,695,381 $17,926,576 $19,163,771 

Combined Program 

Expense 

Trauma Expense 2 Locations $3,594,500 $3,594,500 $3,594,500 $3,594,500 $3,594,500 

Graduate Medical Education $832,000 $1,216,000 $1,600,000 $1,984,000 $2,368,000 

Incremental Direct Costs $9,800,490 $10,650,686 $11,500,881 $12,351,076 $13,201,271 

   Total Program Expense $14,226,990 $15,461,186 $16,695,381 $17,929,576 $19,163,771 

Net Income $ 0 $ 0 $ 0 $ 0 $ 0 

Economic Benefit  

 The table below demonstrates how much inpatient 

outmigration to Illinois must be retained by Indiana facilities 

in order to cost justify the additional expenses of enhanced 

trauma services and a GME program. 

(1) Based on previous patterns, KSM is assuming outmigration is stable. 
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Economic Benefit cont’d 

 We assume a GME program is 

operating at full capacity of 36 

residents by year 5.  

 

 Tripp Umbach estimates annual 

economic benefit as follows: 

▫ Each resident: $200,000 

▫ Each resident who stays in the 

community after residency - 

$1,500,000. 

Residents Annually 36 

Econ Ben/Resident $200,000 

Annual Resident Benefit $7,200,000 

Residents Who Stay 70% 

Number of Doctors 25 

Econ Ben/Doctor $1,500,000 

Annual Doctor Benefit $37,500,000 

Total Economic Benefit $44,700,000 

 We recommend that the following hospitals be considered for the expanded 

trauma and GME programs: 

▫ Methodist Northlake 

▫ Methodist Southlake 

▫ Community Munster 

▫ Porter Regional 

 These hospitals have: 

▫ Reasonable access to highway systems and are near the highest 

population densities 

▫ At least 250 acute beds with adequate capacity to accommodate up 

to an additional 40 patients per day 

 We recommend that the community pursue partnership among multiple 

hospitals, the IU School of Medicine, large employers and civic leaders. 

Hospital/Partner Recommendation 

Source:  Tripp Umbach Consulting – May, 2014 
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 This table shows Total Acute Care Beds, Total Available Beds 

and Percent Capacity available for growth (1) 

Facility Beds Census ER No 

Adm 

ER Adm Available Capacity 

% 

Methodist Northlake 185 160 17,500 12,300 25 14% 

Methodist Southlake (2) 269 190 79 29% 

Community Munster 406 266 27,700 15,900 140 34% 

Porter Regional Hospital 257 138 25,600 10,200 119 46% 

Franciscan St. Anthony 

Michigan City 

149 63 14,800 5,600 86 57% 

IU Health La Porte 124 59 6,000 5,000 66 53% 

Franciscan St. Margaret 

Hammond 

185 110 10,800 6,100 75 40% 

Franciscan St. Anthony 

Crown Point 

240 124 10,400 6,800 116 48% 

Franciscan St. Margaret 

Dyer 

158 77 6,300 4,300 81 51% 

St. Mary Medical Center 175 140 15,800 8,300 35 20% 

St. Catherine Hospital 161 89 17,000 5,700 72 45% 

(1) Data from American Hospital Directory www.ahd.com 

(2) Reported as part of Methodist Northlake 

Hospital Profile Summary  

http://www.ahd.com/
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Current Situation 
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In January 2013, the Regional Development Authority (RDA) issued a request for 

proposal (RFP) regarding specific healthcare provider needs or deficiencies in 

Northwest Indiana. This discussion, involving specifically Lake and Porter 

counties, has been ongoing for almost a decade. The purpose of this RFP was to 

determine: 

 

1) Whether the statistical profile of injuries annually sustained by the population 

of Northwestern Indiana justifies the placement of one (1) or more trauma 

centers in Northwestern Indiana and, if so, what are the appropriate levels of 

the trauma centers should be to care for those injuries. 

 

2) The feasibility of developing an academic medical center in Northwestern 

Indiana. 

 

Lake and Porter counties are two drastically different areas. From total population 

and employment rate to county health status rankings and number of hospitals, 

these counties, although neighbors, are significantly different in many ways. 

 

 

 The RDA was tasked with finding answers and solutions as to how the 

critical healthcare needs of Northwestern Indiana residents would be 

met. The research and analysis contained within these feasibility 

studies aims to answer these question. 

  

Project Objectives  
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The concept, idea and/or planning of this project has raised some fundamental 

questions that have been asked and exchanged for several years.  KSM has 

captured these questions after a lengthy interview process.  This report aims to 

answer each question or concern in detail. 

 

1. Is there a lack of trauma care in NWI? 

2. Is there a financially sound business case for expanded healthcare options in 

NWI? 

3. Where is the best location for this facility/service offering? 

4. Who are the potential partners or alignment options for this initiative – both 

the trauma center and academic medical center? 

5. Is it feasible, based on potential volume and location, to build a new facility or 

consider a renovated/expanded facility? 

6. What are the cultural, social and economic benefits of expanded healthcare 

options in NWI? 

7. What are the major obstacles or concerns? 

Key Questions 

Indiana Trauma Center Access: Areas Within a 45 Minute Drive 
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Current Access to Trauma Care in NWI 

Automotive Access to Trauma Care, <45mins 

(2% of the population of the 7-county region) 

Helicopter Access to Trauma Care, <45mins 

(65.7% of the population of the 7-county region) 

Historically, 5% of trauma patients can access care in 

45 minutes by car, 25% by helicopter. Much of this 

access is provided by hospitals in Illinois. 

 There is a critical need for a designated trauma center or 

program in NWI based on EMS response time.   These maps 

reflect Emergency Medical Service (EMS) response time and 

not drive time. The response time of Emergency Medical 

Services (EMS) is defined as the interval between a call being 

received by the 9-1-1 operator and EMS arriving at the scene.  

Data to precisely measure this interval was not available to 

KSM.  As a proxy measure of response time, the transit time 

to a facility was used.  
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The feasibility assessments for an Academic Medical Center and a 

Trauma Center can be evaluated both separately or 

interdependent. There is significant overlap in structure, services 

provided, outcomes, challenges and benefits. This overlap 

represents synergies between the two programs that could 

potentially create a functional model in NWI. However,  it is also 

possible for each program to exist and operate independently.  

 
• A new AMC could be established without regard for trauma services. But most 

high quality trauma programs are at AMC/teaching institutions due to the 

availability of residents. 

• A new AMC that added bed 

capacity to NWI would 

negatively impact existing 

providers that already have 

excess capacity. 

 

• One or more designated 

trauma centers could be 

established independent of 

any planned AMC effort.  

But, if an AMC were to be 

developed, it would 

logically include a trauma 

program. 

• Existing facilities may need to pursue modernization/replacement efforts to 

accommodate increased activity. 

AMC Trauma 

AMC and Trauma Projects – Significant Overlap 



20 

As part of both feasibility studies, interviews were conducted with key stakeholders from 

NWI area business, education and healthcare institutions.  All the interviewees provided 

in-depth insight and perspective of NWI’s current situation regarding trauma care and 

healthcare needs that are currently migrating to Illinois.  We also discussed the value, 

potential financial impacts, social impacts and the feasibility of an accredited academic 

medical center on the Indiana University Northwest campus in Gary. 

  

INTERVIEWEE Title  

Don Fesko CEO Community Hospital Munster 

Charlie Brown Indiana State Representative D-3 

Chris White Publisher, The TIMES 

Dennis 

Rittenmeyer  
Executive Director, One Region 

Patrick  

Bankston 

Assoc. Dean, IU School of Medicine 

Northwest  

William Lowe Chancellor, IU Northwest 

Dr. Mike 

Davenport 
Interim CEO, The Methodist Hospitals 

Bill Stephan IU, Vice President for Engagement 

Tom Morrison 
Vice President for Capital Planning & 

Facilities 

John Lewis 
Associate VP, Capital Planning & Real 

Estate 

Steven Lunn CEO, Porter Hospital 

Taffy Arias Porter Hospital, CNO 

Sherri Ziller COO, RDA 

Shelly Major CNO & VP Methodist Hospitals 

Jennifer Mullen 
Trauma Program Dir., Methodist 

Hospitals 

Beth Wrobel CEO, Healthlinc  

Dr. Janet 

Seabrook 
CEO, Healthnet 

Gary Atherton Director, Porter EMS  

INTERVIEWEE Title  

Bill Hanna President and CEO of the RDA 

Janice Ryba CEO, St. Mary Medical Hospital 

Jill Ritchie 
Former US Steel  Director of Public 

Policy 

Mark Tade 
Director, Employee Relations, U. S. 

Steel 

Dr. Joe Farris U.S. Steele 

Mamon Powers 
Board Chair Methodist Hospitals  NWI, 

CEO of Powers Construction 

Deven Gibbs 
U.S. Dept. of Housing and Urban 

Development 

Jack Bebiak Consultant 

Senator 

Charbonneau 
Former Senator 

Forest Hayes 
Dir. of Commerce & Economic Dev.  

Gary, IN 

Karen F.  

Wilson 
Mayor Gary, IN 

Kelly Credit 
Director of Strategy & Marketing, Porter 

Health 

Denise Dillard 
Chief Consultant, Government & 

External Affairs, Methodist 

Dr. Michael 

McGee 

Medical Director, EMS  - Methodist 

Hospitals 

Mike Reinbold ISMA, Dir. of Government Relations 

Janice Wilson CEO, Northshore Health Centers  

Dan Campbell Fire Assistant EMS Chief, Gary 

Notable Interviews  
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Advantages / Benefits Challenges / Concerns 

 Improved access to healthcare in 

NWI 

 Improved overall health status of 

NWI residents 

 Socioeconomic benefit to Lake and 

Porter counties – more jobs (both 

direct employment at trauma or AMC 

facility as well as new employers), 

more tax dollars, housing market 

improvements, investment and 

development in business 

 Ripple effect – possible improved 

roadways, sidewalks and traffic 

patterns 

 IU Northwest is already aligned and 

working with area hospitals. 

 Development of much needed state 

trauma registry 

 

 Financing 

 Potential alignment with large health 

system  

 Geographic challenges 

 Stigma or stereo-type of “the region” 

 Reimbursement issues for trauma-

related cases 

 Potential closure of area hospitals 

with a new trauma center/academic 

medical center 

 Attracting quality physicians to 

support a new trauma 

center/academic medical center  

 Turf battles with hospitals/health 

systems 

 Politics and bureaucracy   

 “Defeating” or “combatting” the 

significant advertising/marketing 

efforts of major Illinois healthcare 

providers 

NOTE – This is a summary of reactions, comments and opinions regarding both the trauma 

and academic medical center studies. The verbiage has not been changed in order to 

capture a more realistic understanding of the spectrum of opinions surrounding this project.   

KSM has not expressed an opinion or bias in these interview themes or summary. 

What We Heard Summary 

The table below summarizes the key findings form the interviews during this 

engagement. Both section refer mutually to trauma service expansion and a more 

robust academic or graduate medical  program. 
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Economic Impact of Expanded Healthcare Options in NWI 
• Documented positive economic impacts have been presented in years 

past. 

• State-of-the-art facilities and conditions will attract the best physicians and 

possibly pull from Illinois market. 

• NWI (specifically Gary) needs a robust trauma center, and the IU 

Northwest campus in Gary is the ideal partner from an economic 

standpoint. 

• IU Northwest’s University Park Program is an initiative that has already 

started the positive economic momentum in Gary. 

 

Social and Community “Halo” of Expanded Healthcare 

Options in NWI 
• Years of debate over this topic need to be set aside and the needs of NWI 

residents should be at the top of the list. 

• Perception of the community or “the region”  has been an obstacle for 

Gary and all of NWI . 

• Positive relationships already exist – hospitals in Lake and Porter counties 

are already working with IU Northwest through the medical education 

program. 

• The “halo effect” would impact the associated hospital significantly 

because as the ED gets busier, more high acuity patients who will require 

additional hospital services. 

Halo Effect – describes the indirect effects, both negative and positive, of a certain action, 

transaction or occurrence. 

Perception of the “region” – Gary, IN, and NWI have been referred to as “the region,” and 

there is an existing feeling, consensus, belief or stereo-type about this area that carry's a 

negative connotation.  

Key Definitions   

Please see slide 25 for description of this What We Heard section. 

What We Heard 
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Alignment Options and Opportunities in NWI 
• One participant stated that Indiana University Health seemed like an ideal 

partnership option – “an IU sign on a new facility in Gary would positively 

change the healthcare landscape in NWI forever.” 

• Collegiality and collaboration – hospitals and physician groups need to 

work together to achieve this goal of expanded healthcare services 

including trauma and academic medical education. There are too many  

great healthcare providers for this initiative to fail. 

• Major companies or industries in NWI need to be involved through 

industrial partnerships, sponsorships or private equity funding. 

• Possibility of a neutral facility, brand or site to ensure all parties participate 

• Each hospital administrator interviewed was very interested in growing 

their respective hospital’s trauma presence in both counties – aligning and 

partnering with a new trauma program/concept was very favorable. 

 

Affects of Accountable Care and Healthcare Reform 
• It was stated that “there is an enormous and demonstrated need for more 

quality physicians in NWI.”    

• With uninsured residents receiving healthcare coverage and the current 

state of Medicaid in Indiana, are there sufficient provider and insurance 

resources in the region? 

• Collaboration is the only recipe for success in dealing with healthcare 

reform and providing more and better service in NWI. 

 

Location 
• Gary is central and ideal location, primarily because of the IU Northwest 

campus and potential alignment. 

• Porter is geographically central to NWI, despite lack of population density. 

• No room in NWI for academic medical center – several exist within 60 

miles in Illinois 

• Community Hospital Munster is too close to Illinois hospitals and not 

centrally located. 

 

Please see slide 25 for description of this What We Heard section. 

What We Heard cont’d 
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Concerns 
• Effect on existing local hospitals and health systems if a new facility or 

program is developed 

• Challenging to find funding for a new facility 

• Finding the ideal location to provide access to the greatest number of 

residents 

• Operational concerns – who will operate, staff and run a new or expanded 

facility/program if that is the result of the study 

• Will a new facility be sustainable or will it be created at the expense of 

one or more existing facilities? 

• Physician shortage, especially with Healthcare reform and the Affordable 

Care Act 

• “Trauma data reporting is not accurate in region and has not been 

regulated by Trauma Registry until 2013” – Until 2014, hospitals were 

not required to report to Trauma Data Registry.   KSM relied on 

Hospital Association data and applied trauma metrics to those data 

sets.  

• State regulations for all EMS companies when a designated trauma 

center is not available. 

Please see slide 25 for description of this What We Heard section. 

What We Heard cont’d 
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Northwest Indiana  
Service Area 
(Focus Area) 
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 Ten counties from both IN and IL make up the “Focus Area.”  KSM believes 

this allows for an accurate assessment of the current and  potential trauma 

related  volume a new facility (be it trauma center, medical center or both) 

could expect to see.    

Indiana – Lake, Porter, La Porte, Starke, Pulaski, Jasper, and Newton counties 

Illinois – Cook, Will, Kankakee counties 

 

Focus Area (for data analytics purposes) 

Exhibit 1 
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Quick Facts 
Lake 

County 

Porter 

County 

Lake & 

Porter 

Counties/ 

Average 

Indiana 

(% change) 

Pop 2013 estimate 491,456 166,557 658,013 6,570,902 

Pop 2010 496,005 164,343 660,348 6,483,802 

Pop % Change -.9% 1.3% 0% 1.3% 

Persons under 5  6.4% 5.5% 6% 6.4% 

Persons under 18  24.8% 23.1% 24% 24.1% 

Persons over 65  14.2% 13.8% 14% 13.9% 

Female 51.7% 50.9% 51% 50.7% 

White (a) 70.7% 93.1% 82% 86.3% 

Black or African  American (a) 25.5% 3.6% 15% 9.5% 

Hispanic or Latino (b) 17.8% 9.2% 14% 6.4% 

Bachelor degree or higher, 25+, 

2008-12  
19.7% 25.2% 22% 23% 

Mean travel time to work, 

workers 16+ 
27.9 min 27 min 27.5 min 23.2 min 

Persons below poverty level,  

2008-12  
17.4% 9.8% 14% 14.7% 

 Although similar in land area (square miles), Lake and Porter counties are vastly 

different in their demographic make up, health outcomes and health factors.   

(a) Includes persons reporting only one race. 

(b) Hispanics may be of any race, so also are included in applicable race categories.  

 

Source:  United States Census Bureau 

Demographics (Lake and Porter Counties) 

Exhibit 2 
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Lake Porter 

Drive Times to Trauma Centers in NWI 

 The following Exhibit displays the drive times from the 11 selected 

hospitals in Lake and Porter counties.  The lack of a designated trauma 

facility and program is apparent.   

Source:  Indiana Hospital Association data and KSM analytics. 

Exhibit 3 
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County Population 
% of  total in Indiana / 

Illinois 

Lake 491,456 7% 

Porter 166,557 3% 

La Porte 111,281 2% 

Starke 23,197 0% 

Pulaski 13,007 Less than 1% 

Jasper 33,389 Less than 1% 

Newton 14,087 0% 

Total Indiana (7 counties) 852,974 13% 

Cook 5,240,700 41% 

Will 682,829 5% 

Kankakee 112,120 1% 

Total Illinois (3 counties) 6,035,649 47% 

 For the purpose of data analytics, KSM examined hospital discharge 

data from 10 counties, 3 in Illinois and 7 in Indiana. A Focus Area 

was created in order  to accurately capture volume, cost and market 

share as it pertains to emergency room and trauma related cases.  

Focus Area consists of almost 7 million residents 

Total  6,888,623 

Focus Area Population 

(a) Includes persons reporting only one race. 

(b) Hispanics may be of any race, so also are included in applicable race categories.  

 

Source:  United States Census Bureau 

Exhibit 4 
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1. Methodist Northlake  

2. Community Hospital, Munster 

3. Franciscan St. Anthony Health – Mich. City 

4. Porter Valparaiso Hospital 

5. Indiana University Health La Porte Hospital 

6. Franciscan St. Margaret Health - Hammond 

7. Franciscan St. Anthony Health - Crown Point 

8. Franciscan St. Margaret Health - Dyer 

9. St. Mary Medical Center 

10.St. Catherine Hospital 

11.Methodist Southlake 

Note: Locations evaluated for facility suitability of Level 1 trauma center. 

 There are 11 full-service general short-stay acute care hospitals in NWI.  

The list was narrowed for further evaluation based on bed size, bed 

capacity, existing volumes, and location/access. 

Focus Area Target Hospitals 

Exhibit 5 
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RFP Questions and 
Responses 

 
Trauma Center Feasibility  
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1. Identify the number and distribution of trauma centers in and 

around Northwestern Indiana. 

Cook County, Illinois - Level I Trauma / AMC Minutes 

1. Advocate Christ Medical Center  36 

2. Advocate Illinois Masonic MC  45 

3. Advocate Lutheran General Hospital  57 

4. John H. Stroger, Jr. Hospital  38 

5. Loyola University Medical Center  39 

6. Mount Sinai Hospital  51 

7. NorthShore U Evanston Hospital  55 

8. Northwestern Memorial Hospital  36 

9. Presence Saint Francis Hospital  56 

10. Ann & Robert H. Lurie Child Hospital  39 

11. University of Chicago Medical Center  30 

There are 11 Level I trauma and academic medical centers in Cook County, Illinois – 

less than 60 minutes from Gary, Indiana (Mapquest.com). This does not take into 

consideration the other hospitals, surgery centers and healthcare providers in the 

adjoining counties to NWI (Will and Kankakee). Many of these facilities treat thousands 

of Indiana residents annually, both for trauma and non-trauma. 

 

The map on the following page (Exhibit 2) illustrates precise locations for these centers. 

  

Exhibit 6 
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Exhibit 7 
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Exhibit  9 

Heatmap of NWI Patients for Memorial Hospital of South Bend 

Exhibit 9 is the Indiana State 

Trauma Center Access within 

45-minute drive map that 

highlights the point that in NWI, 

Memorial is the only Level I or II 

in the region. There is a 

significant lack of state 

mandated coverage in NWI for 

designated trauma coverage or 

programs.  

Exhibit  8 

Exhibit 8 displays the trauma patients for Memorial Hospital in South Bend 

Indiana.  Memorial is the region’s only Level II trauma center.  NWI patients or 

trauma victims go either to Memorial Hospital in South Bend, Illinois trauma 

centers or are taken to Indianapolis for designated trauma care. 
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2. Identify volumes of patients at trauma centers and non-trauma 

centers for the past three years.  

Trends in Healthcare Utilization by NWI Residents 
 

Healthcare Utilization Trends 

 
An integral part of our analysis centered on the “load” or “strain” placed on the NWI 

healthcare system, and how utilization of the system changed over time. As a first 

step, we sought a concise answer to the following question: How many NWI residents 

were treated in Indiana and Illinois trauma centers during the period, and where did 

they come from? To address this question we used our interactive map to plot trauma 

centers as points, then rendered heatmaps of patient volume by ZIP code for each 

trauma center. Additionally, we plotted other NWI hospitals that treated trauma cases, 

and included ZIP-level information to produce heatmaps. We also generated data 

tables with summary statistics, which are located in the Appendix. 

 

We note that our analysis was based on data for 9 out of the 10 trauma centers in 

Indiana, 4 of which had a significant patient population from NWI. The years for which 

we had data were also different between Indiana and Illinois. Data from Indiana did 

not have patient charges for the final quarter of 2013. For that same period, data 

from Illinois was missing entirely. We extrapolated charges for Indiana during 2013 

Q4 using a seasonal autoregressive integrated moving average (ARIMA) model, 

yielding the total annual inpatient and trauma charges by year. The same technique 

was applied to the missing Illinois data to arrive at annual figures for incidents, 

traumas, and charges. In addition, we extrapolated Indiana charges at the county 

level for high-level statistics of the NWI region. 

 

We must also mention that while there were visitors to Indiana trauma centers who 

did not live in Indiana, the vast majority of trauma cases were for NWI residents 

(12,005 NWI resident trauma cases from 2012-2013 / 13,789 total trauma cases in 

Indiana during those years, or 87.1%). These out-of-region residents were counted in 

sum totals on a per-trauma center basis. As we studied the volume and severity of 

trauma cases that originated in NWI, we assumed that cases occurred in NWI ZIP 

codes when the residents were in NWI, and assumed that cases for non-NWI 

residents occurred evenly along highways, as done in Section 2. We used the total 

trauma cases for all residents to get an idea of patient volume and case severity in 

the NWI region. 
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Classification of Trauma Cases  

 
A significant challenge we had to address was the lack of an explicit field in the data 

that denoted an incident as being a trauma case. By extension, we had no 

information on the severity of cases, even if they were traumas. Typically, healthcare 

practitioners classify a case as major or minor trauma using the Injury Severity Score 

(ISS)[3]. In this trauma grading system, any case with an ISS of 15 or greater is 

considered a major trauma [3]. With no fields in the data corresponding either to 

ISSs or traumas outright, we introduced a derived variable for each. Using the 

diagnosis codes (ICD-9s) and the Indiana Trauma Registry Inclusion/Exclusion 

Criteria as defined by the Indiana State Department of Health, we were able to 

classify incidents as being traumas for both Indiana and Illinois. Any case that had at 

least one of its diagnosis codes in the inclusion criteria was classified as a trauma.  

Inferring the severity of cases, however, relied upon a more sophisticated 

methodology. 

 

To create a proxy for the severity of a trauma case, we computed a severity score 

using quantile ranges for age, total charges, and length of stay. Possible values for 

quantiles ranged from 1 to 4, i.e. 

 

q 2 [1; 2; 3; 4] 

 

as done with the demographic data detailed in Section 2. For Indiana the trauma 

severity score was of the form 

 

sIN = qstay  * qcharge  * (1 + 1 qage+ bcritical) 

 

where “q” denotes the quantile (first, second, third, or fourth) in which the variable in 

the subscript falls for a given case, and “b” denotes a binary for whether or not the 

trauma victim spent at least one day in critical care.  This accomplished a 

regularization of the scores and also bounded them on the interval [1.25, 48]. 
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The score for Illinois was 

 

SIL = qstay  * qcharge  * (1 +1/qage) 

 

since Illinois’s data did not contain a field for whether or not a patient entered critical 

care. Illinois’s score was bounded on the interval [1.25, 32]. To compare the severity 

scores between Illinois and Indiana, both ranges were compressed to rest on the 

interval [1, 10]. While it may seem at first that the term for critical care in the Indiana 

severity score would lead to more cases being labeled as having a higher severity, in 

practice this was not the case (Figs. 12 and 13). The additional term in Indiana’s 

score equation only led to the range of scores being higher; a greater percentage of 

trauma cases in Illinois, not Indiana, hospitals were labeled as severe. In fact, nearly 

two thirds of trauma cases treated in Illinois were severe, while roughly one third of 

those treated in Indiana were severe. 

 

Once each trauma case was scored, a machine learning algorithm called a self-

organizing map was applied to uncover clusters of severity scores within the trauma 

data. These clusters were then used to impose bounds on the severity score for 

classification purposes. For instance, if the severity score for a certain trauma case 

was below a given threshold, it would not be classified as severe, and vice-versa. 

Figures 12 and 13 show the histograms of severity scores for Indiana and Illinois, 

respectively. What can be seen from these histograms is that most trauma 

cases fall below a certain threshold for severity and are not counted as being severe. 

There is in each state’s data, however, a clear distribution of cases for which the 

severity score is well above the overall mean. Some scores are not possible due to 

the underlying algebra of the severity scoring metrics. 

 

Indiana Trauma Center Utilization – Incidents by Year, Treated in Indiana 

 

For the two-year span of 2012-2013, NWI residents primarily sought care near 

where they lived, either in Indiana or Illinois. Memorial Hospital of South Bend was 

the most frequented Indiana trauma center by NWI residents, followed by Riley 

Hospital for Children in Indianapolis (Table 5). See Table 12 for a summary of the 

four most frequented Indiana trauma centers, and Table 5 for annual aggregates.  

This data does include patients originating “outside” of NWI or the Focus Area and 

did receive care in a NWI hospital. looked at every patient treated at any hospital in 

NWI regardless of their location of origin.    
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Illinois Trauma Center Utilization -  Incidents by Year, Treated in Illinois 

 

From 2012 to 2013 (Quarter 3), Illinois’s trauma centers received 5,176 patients who 

lived in NWI, while Indiana trauma centers received 5,078. Table 6 has Illinois’s data 

in annual figures.  Again, it should be noted that we did not have information on the 

location of incidents. It is entirely possible, therefore, that cases in which NWI 

residents were treated in Illinois trauma centers were partly the result of 

commuting individuals who work near the Chicago area. In other words, commuters 

may have access to trauma centers because of their commute, not because they live 

in close proximity to them. On weekends, for example, the commuting population of 

NWI would likely be less able to receive prompt trauma care. 

 

 

Year Inpatients 
Trauma 

Cases 

Severe 

Trauma 

Cases 

Trauma Rate per 

1000 Incidents 

% of Trauma 

Classified as Severe 

2012 128,847 7,069 2,674 54.9 37.8 % 

2013 121,041 6,720 2,048 55.5 30.5% 

 

 

 

Inpatients 
Trauma 

Cases 

Severe 

Trauma 

Cases 

Trauma Rate per 

1000 Incidents 

% of Trauma 

Classified as Severe 

2011 2,923 274 174 93.7 63.5% 

2012 2,937 326 202 111.0 62.0% 

2013* 2,914 391 239 128.4 61.1% 

* 2013’s values during Q4 were extrapolated from previous years’ data 

Incidents by Year, Treated in Indiana Exhibit 10 

Exhibit 11 
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3. Develop a comprehensive map of the existing trauma centers in and around 

Northwestern Indiana that provides for a graphical representation of the areas 

served by medical ground and medical air transport. 

There is a critical need for a trauma center or program in NWI.  Historically, 5% of 

trauma patients can access care in 45 minutes by car, 25% by helicopter.  Much of this 

access is provided by hospitals in Illinois.  Of the seven Indiana counties, there are no 

designated trauma programs that report to the Indiana Trauma Registry. Level I is 

indicated by a number one and Level II is indicated by a number two. 

Exhibit  12 

Automotive Access to Trauma Care, <45mins 

(2% of the 7-county region) 
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Exhibit  13 

Helicopter Access to Trauma Care, <45mins 

(65.7% of the 7-county region) 

Level I is indicated by a number one and Level II is indicated by a number two. 
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4. Analyze whether the current distribution of trauma centers provides 

for medically appropriate ground and air travel times (based on 

levels and severity of trauma cases). 

Ground and Air Travel Time Distribution 

 

Upon reviewing the problem statement in the request for proposal (RFP), we initially 

studied how those living in NWI obtain trauma care. In particular, we were interested in 

how the amount of time needed to reach a trauma center changed based upon location 

within NWI, for both ambulatory and helicopter services. Given the importance placed 

on understanding the regional dynamics underpinning the NWI healthcare system, we 

decided that an interactive map would be the most appropriate way in which to 

represent the areas served by medical ground and medical air transport. In addition to 

creating our own mapping interface, we also used maps generated by the University of 

Pennsylvania Cartographic Modeling Laboratory website, TraumaMaps.org [2]. By 

working with both mapping systems we were able to get a clear sense of care access 

for NWI. 

 

Some explanations should be made about the assumptions underlying our analysis. 

First, none of the data from the INHA or the ILHA contained information on incident 

location. The only geospatial data were ZIP codes of patient residence; patient address 

was therefore used as the indicator for incident location. This implicitly assumed that 

the distribution of cases occurred in the ZIP codes inhabited by NWI residents [5]. Next, 

we assumed that cases involving non-NWI residents occurred evenly along highways, 

most likely while commuting or traveling through the Chicago area. We also assumed 

that the implicit severity associated with outpatient incidents was lower than for 

inpatient cases. After inspecting the outpatient data, which was only available for 

Indiana, we decided it was not a necessary component for our study. From our 

investigation of the data we found that 2% of inpatient and 0.58% of outpatient cases 

were treated in Indiana trauma centers, nearly a fourfold difference in magnitude. Due 

to the fact that the primary concern of the RFP was to determine the viability of a new 

NWI trauma center rather than a non-trauma certified hospital, we favored the inpatient 

dataset as the principal means to model and visualize patient flows for care. 
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The following figures were produced with TraumaMaps.org’s mapping utility, and were 

used to understand the ease with which cases originating in NWI may be transported 

to nearby trauma centers. All figures referenced herein are located in the Appendix 

following this report. 

 

Figures 2 through 4 show the areas from which patients can reach trauma centers by 

helicopter within 45 and 60 minutes; these times are inclusive of activation, response, 

on-scene, and transit time to trauma center. Recalling the consequence of safely 

transporting a trauma victim to a trauma center within the golden hour, it is notable 

that a large section of NWI remains outside of the possible areas serviced by 

helicopter quickly. 

 

Figures 5 through 7 show access to adult trauma centers by ambulance within 45 and 

60 minutes. Figure 7 is the same as Figure 6, except it also has the locations of 

general hospitals plotted. INHA data are consistent with the patient flows implied by 

these maps. For instance, the vast majority of Indiana trauma cases were treated at 

non-trauma centers (13,322 out of 13,900 traumas, or 95.8%), but many of them 

(7,356 out of 13,900 total Indiana trauma cases, or 52.9%) were not classified as 

being severe (data from 2012 thru 3rd quarter of 2013). 

 

Another important aspect to consider with respect to treatment and outcomes 

concerns access to pediatric care, shown in Figures 9 through 11. While there are 

areas in NWI capable of reaching a pediatric trauma center, coverage gaps do exist in 

Newton and Jasper counties to such an extent as to make quick transit to pediatric 

care impossible for all but the northernmost portions of those counties. Furthermore, 

being in close proximity to Chicago (in cities such as Gary, Hammond, Portage, and 

north Merrillville) almost entirely determines the ability to reach a pediatric trauma 

center within an hour. If we restrict the available or desired trauma centers to those 

located solely in Indiana, as in Figure 11, we can see that nearly the entire 7-county 

region comprising NWI exists outside of the one-hour time window necessary to get to 

a trauma center with pediatric specialists on staff. 

 

Coverage Gaps 

 

When viewing the ambulance access maps in Figures 5 through 8, it is easy to get an 

idea of how difficult it is to transport a victim to an appropriate care center in a timely 

manner. 
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As an example, consider Hebron, IN, which can be thought of as being located near 

the population centroid (center of mass) of the 7-county region comprising NWI. 

Starting in Hebron, which is in southern Porter County, it takes 57 minutes to get to 

Advocate Christ Trauma Center in Oak Lawn, IL, and 1 hour 19 minutes to travel to 

Memorial Hospital in South Bend (Google Maps API). From this basic approximation 

of incident location and the map in Figure 6, it is readily apparent that essentially any 

incident occurring outside of Gary or Hammond will not reach a trauma center by 

ambulance within the golden hour. These conclusions on care access are 

summarized succinctly in the following tables. We note that these provide 

percentages for access to trauma care within 45 minutes, and that this time window is 

inclusive of activation, response, on-scene, and transit times. 

 

Exhibit 14: 

Population Percentage in 7-County Region with Access to Trauma Center via 

Ambulance in 45 Minutes 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Name 
Total 

Population 

Population Access by 

Ambulance in 45 Minutes 
Percentage 

Lake 496,005 17,077 3.44% 

Porter 164,343 0 0% 

La Porte 111,467 0 0% 

Newton 14,244 0 0% 

Jasper 33,478 0 0% 

Starke 23,363 0 0% 

Pulaski 13,402 0 0% 

Total 856,302 17,077 1.99% 

Exhibit 14 
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Population Effects 
 

The detriment caused by coverage gaps is borne by different segments of the NWI 

population to varying degrees.  As noted in Flint, Buckley, and Spann, disparities in 

healthcare are worsened for racial subgroups residing in NWI. The authors note that in 

2012 “transfers [out of NWI to receive trauma care] for African Americans [were] more 

than triple their proportion of the region’s population.” The literature also notes 

differences in mortality rates between racial groups, with African Americans having the 

highest rate overall.  While African Americans account for only 17% of the total NWI 

population, several ZIP codes in Lake County have African-American proportions 

exceeding 80 or 90% of the population (U.S. Census Bureau, 2012). Furthermore, most 

transfers out of NWI were needed by African Americans. Thus, a new trauma center 

placed in Lake or Porter County would reduce or eliminate the need for many out-of-the-

region transfers, and would ameliorate the racial imbalance in mortality rates.   

 

For all of the ZIP codes that constitute NWI, we acquired summary demographic data 

from the Census Bureau’s 2012 American Community Survey. We specifically gathered 

information on educational attainment, median age, median household income, median 

gross rent, income inequality (Gini coefficient), and total population with counts by race. 

Once these data were compiled, they were added back into the inpatient dataset as 

quantiles. A quantile is simply a division of data into equal pieces, each containing the 

same fraction of the total set. For our purposes we used quartiles, which split the data 

evenly into 4 groups or quarters. For example, consider actual data for total patient 

charges in Indiana. The first quartile ranges from the minimum value, $6,835, to the first 

quartile’s value, $15,734. Any case with a total charge falling in this range would be 

sorted into the first charge quantile. The second quartile, or 50th percentile, is also the 

median. Any value falling in between the 25th and 50th percentiles was grouped into the 

second charge quantile. This process was completed for each ZIP code’s demographic 

data, resulting in pieces of information that were easy to work with, understand, and 

compare. 

 

Using the interactive mapping tool that we built, ZIP code demographics may be viewed 

simply by hovering over areas of interest. If, for example, the travel time distribution for a 

particular trauma center is plotted, the users can look at an individual ZIP code’s 

demographic profile, conveniently placed into quartiles for intuitive comparison with 

neighboring ZIPs. The mapping tool provides a way to view the areas in NWI best 

positioned to obtain trauma care, and which population subgroups are affected when 

care is inaccessible. (1) 

(1) Carr, Brendan G., Joel M. Caplan, John P. Pryor, and Charles C. Branas. “A Meta-Analysis of Prehospital 

Care Times for Trauma”. Prehospital Emergency Care, Vol. 10, No. 2, pp. 198-206. 2006. 
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For the purpose of this study, patient encounters have been identified as 

trauma cases if they meet the Indiana Trauma Registry Inclusion/Exclusion 

Criteria as defined by the Indiana State Department of Health. This criteria 

includes: 

 

• ICD-9 diagnosis codes ranging from 800-959.9, with the exclusion of: 

 905-909.9 (late effects of injury)  

 910-924.9 (superficial injuries such as blisters, contusions, 

abrasions, etc.)  

 930-939.9 (foreign bodies-ingested, eye, etc.)  

 

• Hospital admission and/or patient transfers via EMS transport from one 

hospital to another hospital, even if later discharged from the emergency 

department (ED); and/or, death resulting from the traumatic injury, 

independent of hospital admission or hospital transfer status. 

 

 Information in this study will identify Emergency Department cases 

meeting the above coding criteria as “Trauma” and cases with ICD-9 

Injury and Poisoning codes that are excluded in the above criteria 

as “Injury.” The term Injury/Trauma will be used to refer to all cases 

with any Injury and Poisoning ICD-9 code. 

5. Identify the number and distribution of Northwestern Indiana residents who 

have been treated in Indiana trauma centers in the past three years. 

Definition of Trauma Care 
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 A pre-planned, comprehensive, inclusive network of 

trained and equipped trauma care providers,  

throughout the state 

 Includes EMS, hospitals, trauma centers, MD’s, RN’s, 

rehab specialists, trauma registrars, and injury 

prevention 

 An organized, coordinated effort that integrates existing 

resources to achieve improved patient outcomes 

 Delivers the full range of care to all injured patients  

 Integrated with the local public health system 

 Value derived from seamless transition between each 

phase of care 

What is a Trauma System? 

 The success of a trauma system or program at the state and 

community levels, is largely determined to the degree by which it is 

supported by public policy. 

Patients who EMS personnel determine fall into Step One or Step Two of the 

Centers for Disease Decision Scheme shall be transported to the nearest 

trauma center unless: 

• It will take more than 45 minutes to take patient to nearest trauma 

center, or 

• The patients life will be endangered if care is delayed by going to the 

nearest trauma center. 

 If either of these two exceptions occur, the patient should be taken to the 

nearest appropriate hospital as determined by the EMS provider’s 

protocols. 

 The 45 minutes begin when the patient is placed in the ambulance and the 

ambulance is ready to depart the scene.  It ends when the patient is in the 

hands of hospital personnel.  

 

Indiana Triage and Transport Rule 
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Year
Total 

Incidents
Total Charges

Total 

Traumas

Total Trauma 

Charges

Memorial Hospital of South 

Bend
2012 1366 50,229,447$                  148 8,793,785$                 

Memorial Hospital of South 

Bend
2013 1318 38,180,409$                  158 9,854,041$                 

Indiana University Health 

Methodist Hospital
2012 376 36,715,275$                  70 7,094,665$                 

Indiana University Health 

Methodist Hospital
2013 406 31,309,159$                  70 6,330,695$                 

St. Vincent Indianapolis 

Hospital
2012 219 14,642,857$                  22 1,484,066$                 

St. Vincent Indianapolis 

Hospital
2013 158 7,836,603$                    15 551,851$                    

Riley Hospital for Children at 

Indiana University Health
2012 625 40,530,021$                  43 2,390,939$                 

Riley Hospital for Children at 

Indiana University Health
2013 555 34,216,023$                  38 1,337,595$                 

Totals
2012-2013 

Q3
5023 253,659,794$               564 37,837,637$              

Hospital Name

Indiana Trauma Center Data (2012-2013Q3) 

There were 5,023 total cases and 564 trauma related cases in Indiana trauma 

centers  in 2012 and 2013 (thru the 3rd quarter of 2013).  This data consists of 

NWI residents who sought care outside of the Focus Area but were treated by 

Indiana trauma centers.  

Exhibit 15 
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6. Identify the number and distribution of Northwestern Indiana 

residents who have been treated by out-of-state trauma centers in 

the past three years. 

7,069 

326 

6,720 

391 

0

1,000

2,000

3,000

4,000

5,000

6,000

7,000

8,000

IN IL

Admissions for Trauma 
Diagnosis 

2012 2013

• The vast majority (95%)  

of trauma care required 

by NWI* residents is 

delivered by Indiana 

hospitals. 

 

• Outmigration to Illinois 

facilities for trauma 

care is low: 

 

1) 326 residents of 

the 7-counties of 

NWI were 

admitted to an IL 

hospital for a 

trauma diagnosis 

in 2012; 391 

cases in 2013. 

 

2) Most of the 

outmigration is 

from Lake and 

Porter County 

residents: 276 

cases (2012), 323 

(2013). 

* 7 Indiana counties  used for data analytics are Lake, Porter, La Porte, Starke, Pulaski, Jasper, and 
Newton counties.   

Exhibit 16 
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Indiana Residents Seeking Care in Illinois 

2,649 2,611 2,523 

0

500

1,000

1,500

2,000

2,500

3,000

3,500

2011 2012 2013 E

Non-Trauma Trauma

• Nearly 90% of 

admissions of NWI 

residents* to Illinois 

hospitals are for 

non-trauma 

diagnosis. 

 

• The billed charges 

associated with 

these admissions is 

nearly $175 million 

based on Illinois 

Hospital Association 

data. 

 

• Net revenue for 

these admissions is 

estimated at 

$97million. 

 

• Retaining some 

portion of this 

outmigration will 

have a significant 

positive effect on 

Indiana hospitals. 

 

* 7 Indiana counties  used for data analytics are Lake, Porter, La Porte, Starke, Pulaski, 

Jasper, and Newton counties.   

Exhibit 17 
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7. Analyze whether the State of Indiana or health insurance 

companies are providing payments for Northwestern Indiana 

residents who secure healthcare services in Illinois and, if so, 

analyze the additional costs incurred by the State and insurance 

companies.   

An estimated $14.5M of payments were made to Illinois providers on behalf of 

Indiana adult trauma patients in 2012 and less than $1M of payments were on 

behalf of Medicaid patients and therefore paid directly by the State of Indiana.  

  

There is also a major difference in commercially insured patients in the two 

states: 49% of the cases receiving trauma care in Illinois were commercially 

insured and only 23% of the trauma cases staying in Indiana were 

commercially insured – a variance of 26%.  The proportion of commercially 

insured Hoosiers seeking non-trauma care in Illinois is higher: 57% of the care 

delivered to by Illinois hospitals is to Indiana residents with commercial 

insurance 

 

The total flow of funds, trauma and non-trauma inpatient care, leaving the state 

to Illinois providers is estimated at $112M.  The Medicaid portion, paid by the 

state of Indiana, is approximately $1.5M 
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8. Collect available data for the volume and severity of trauma cases 

originating in Northwestern Indiana for the past three years. 

Hospital 
Inpatient 

Beds 

Current  Average 

Yearly Trauma Volume 

Current Average 

Yearly Inpatient 

Volume 

Community Hospital - Munster 427 1343 ($36.0M) 22,143 

Porter Valparaiso Hospital - Valparaiso 301 749 ($33.5M) 13,714 

St Mary Medical Center - Hobart 170 683 ($16.3M) 11,566 

Franciscan St Anthony Health - CP 208 616 ($18.8M) 10,762 

Franciscan St Margaret Health - 

Hammond 
215 421 ($14.0M) 7,436 

St Catherine Hospital - East Chicago 168 399 ($7.9M) 8,375 

Franciscan St Margaret Health - Dyer 198 376 ($11.0M) 8,451 

Methodist Hospital – Gary, Merrillville 536 325 ($8.7M) 8,313 

County 

2012 

Traumas 

Cases 

2012 

Population 

2012 

per capita 

trauma rate 

2013 

Traumas 

Cases 

2013 

Population 

2013 per 

capita 

trauma rate 

Lake 4094  495,230 8.27% 3,906 491,456 7.95% 

Porter 1053 164,386 6.41% 989 166,557 5.94% 

La Porte 789 111,335 7.09% 772 111,281 6.94% 

Newton 68 14,087 4.85% 66 14,087 4.69% 

Jasper 259 33,369 7.76% 230 33,389 6.89% 

Starke 129 23,310 5.53% 129 23,197 5.56% 

Pulaski 95 13,395 7.09% 97 13,007 7.46% 

Total 6487 855,112 7.59% 6,189 852,974 7.26% 

Exhibit 19: Per Capita Trauma Rate in 2012-2013 for 7-County Region 

Table 1 displays the number of trauma cases on average, by facility and also 

includes average annual inpatient volume.   This list of facilities was selected 

according by bed size and average number of trauma annual cases. 

 

 

 

 

 

 

 

 

 

 

 

 

Per capita trauma rates are derived by taking a percentage of the whole per city 

or county.   Lake County had the highest per capital rate in both 2012 and 2013.    

As indicated by the population figures, a designated trauma program or facility 

would have a larger case load in Lake County. 

Exhibit 18: Annual Average Trauma 
Cases 
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9. Establish criteria and define the methodology for determining the 

number and levels of trauma centers needed to serve the 

population of Northwestern Indiana. 

In determining criteria and defining methodology for the number and levels of 

trauma centers, KSM looked at several key variables.  We analyzed the following 

critical areas: 

 

• Existing bed capacity at the potential candidate hospitals for expansion or 

renovation 

• Renovation or expansion costs from a facility perspective 

• Geography 

• Population density 

• Existing and projected trauma volumes 

 

These factors enabled us to conclude that there is indeed a need for designated 

trauma expansion as well as greater access and improved quality of care in NWI.    

KSM recommends a gradual move toward improved and increased access to  

trauma care being provided at designated trauma facilities. Given the volume of 

trauma in Lake and Porter counties, NWI should consider at least 2 Level III 

trauma centers initially.  The next phase would be to create a pathway to at least 

one Level I trauma center within 3-5 years.  This will allow NWI to migrate toward 

better trauma registry compliance, greater state mandated/measured drive time 

coverage on the trauma 45 minute map,  better trauma outcomes and improved 

overall patient care. 

 

The credibility, regulatory environment and efficiencies of designated level I, II, or 

III trauma centers  will also alleviate some unwarranted negative perception about 

healthcare provisions in NWI, specifically Lake county.   Lake and Porter county 

residents not only are taken to trauma facilities by either car or helicopter, but are 

also electing to pursue out of state care for non trauma related events as well.   

Having at least one designated trauma program can and will alter this thinking in a 

positive way.  
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2014 2015 2016 2017-18 

Trauma 

Care 

Activities 

• Report distribution 

and discussion 

• Confirmation of 

trauma status any 

planning efforts 

• Level 3 

certification 

achieved by at 

least one facility 

in each of Lake 

and Porter 

County 

• Level 3 

certification 

pursued by 

additional 

facilities 

• Level 1 or 2 

certification 

achieved by 1 

facility in Lake 

and Porter 

County 

Exhibit 20: Example Timeline for Trauma Expansion 

Exhibit 20 
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10. Project future demand for trauma services in Northwestern Indiana. 

 -
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Injury Rate Trend 

US Non-Fatal Injuries (per 1k) US Fatal Injuries (per 100k)

IN Fatal (per 100k)

Source: Centers for Disease Control, WISQARS injury 

surveillance system 

The most complete data available 

for trauma is from the federal 

Centers for Disease Control.  

Because the state of Indiana has 

not historically had a trauma 

registry, only those injuries 

resulting in a fatality are available 

at the state or county level. 

 

The chart at right shows that 

Indiana has a small but 

persistently higher death rate 

from injuries when compared to 

the national rate.  The Indiana 

rate is on average 1.7 deaths per 

100,000 population higher than 

the national rate.  In 2011, the 

most recent year that data is 

available, the Indiana rate was 

61.51 while the national rate was 

58.26.  (Both rates are age-

adjusted per 100,000 population.)  

The difference in the two rates 

infers that, based upon the 

published  2011 population of 

Indiana, there were 212 excess 

deaths in the state. 

 

Within the state of Indiana, Lake 

County has a lower injury  fatality 

rate than the state while Porter 

County has a higher rate.  

Trended data at the county level 

is not available at this time. 

Exhibit 21 
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11. Identify the current inventory of healthcare resources in and around 

Northwestern Indiana (e.g., trauma surgeons, neurosurgeons, 

nurses, and other practitioners that support trauma centers) and 

provide comparative analysis as to the sufficiency of resources. 

Primary Care Specialties include: Family Medicine, 

Internal Medicine, Pediatrics, and Ob/Gyn 

Trauma Specialties include: Emergency Medicine, 

Orthopedic Surgery, General Surgery, Neurosurgery, 

and Anesthesia 

Exhibit 22: Physician Resources in Lake and Porter 

County 
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Totals in Lake & Porter 

County: 

 17  Urgent Cares  

 15  Ambulatory 

Surgery Center 

Exhibit 23: Urgent Care and Ambulatory Service Offerings 

in Lake and Porter County 
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 Primary Care Shortage – Indiana Ranked 38th out of 50 states by 

AAMC in 2010 in number of physicians per 100k population. 

 

 

 

 

 

Source: Shortage Designation Branch, HRSA, U.S. Department of Health and Human Services   

Primary Care Capacity in NWI 

 Lake and Porter 

counties are two 

counties that have the 

greatest need for 

PCP’s. 

 

 There are 4 Federally 

Qualified Health 

Centers (FQHC) in 

Lake and Porter  

County 

Exhibit 24 
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• Several areas of 

Lake County are 

designated as a 

Health Professional 

Shortage Area 

(HPSA) for Primary 

Care by the Health 

Resources and 

Services 

Administration 

 

• HPSA status is 

granted when the 

population to primary 

care ratio exceeds 

3,500:1 

 

• As of May 2014, an 

additional 6 primary 

care physicians are 

needed in the 

selected census 

tracts to achieve the 

targeted ratio 

Health Professional Shortage Areas in NWI 

Exhibit 25 
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• Several portions of Lake 
County are designated as 
Medically Underserved 
Areas (MUA): 

• City of Gary 
• City East Chicago 
• Central Hammond 
 

• The determination of 
medically underserved is 
based on four factors: 

• Primary care 
physician to 
population ratio 

• Infant mortality 
• Percentage of 

population below 
poverty 

• Percentage of 
population over age 
65 

 
 • The low income residents of Porter County are 

designated as a Medically Underserved 
Population (MUP) 

MUA 

MUP 

Medically Underserved Areas in NWI 

Exhibit 26 
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12. Provide commentary on and make recommendations on how best 

to improve trauma care in Northwestern Indiana. 

Trauma care in NWI, as well as the entire state of Indiana, is far behind 

neighboring states and sits at the bottom of the national rankings.   There is no 

simple solution and a significant amount of collaboration in NWI must take place if 

a successful system, timeline and process are to be effective. 

 

First and foremost, a governing task force or committee should be formed to drive 

and assist in guiding at least two hospitals in Lake and Porter counties in 

achieving designation as Level III trauma centers.   This is the first and critical 

step to answering some of NWI’s trauma needs.   Some hospitals in the area are 

currently providing “trauma” care to patients who would be more appropriately 

cared for in a trauma designated center.   This Level III designation should be 

acquired  by two facilities in 2015 and 2016. 

  

In following the example timeline on page 53, the end goal of a designated Level I 

or II facility in  2017 -  2018 would be achieved.  KSM feels that this “ramp up” in 

trauma services would best position NWI to serve residents from a trauma 

perspective.  This report documents key financial measures such as volume, 

reimbursement, projected volume and market share.   However, the most 

significant benefit of becoming a designated trauma center/program will be the 

effect on NWI residents quality and access to care: 

 
• Local access to improved and expanded services for the community.  Injured 

patients treated in a trauma center receive specialized diagnostic evaluation and 

clinical interventions more quickly, leading to improved outcomes, faster recovery 

and increased patient satisfaction. 

 

• Increased traffic from the emergency medical services agencies for trauma patients 

and those with conditions such as chest pain, stroke, etc. lead to increase in overall 

ED volume.  Increased ED volume results in increased volume for ancillary 

services; increased surgery volume, increase in inpatient admissions. 

  

• Trauma designation requires a robust trauma quality improvement program, which 

has been shown to improve the process of care, decrease mortality and decrease 

costs.  
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• Increased patient and surgeon satisfaction.  24/7 onsite trauma surgeon can 

fill-in for general surgeons who do not desire to take call, leading to increased 

physician satisfaction, decreased surgery wait time, decreased after-hours 

cases, and improved productivity/utilization of existing on-site surgery staff.  

General surgeons often appreciate not being required to take call, which can 

be disruptive to their daily office schedules. This is also helpful when recruiting 

new general surgeons. 

  

• Trauma verification by the American College of Surgeons implies a level of 

capability unmet by non-verified hospitals, and is a beneficial marketing tool, a 

driver of improved perception and  similar to other Center of Excellence 

designations.   

  

• According to a 2013 study by Stanford School of Medicine, nationally there is 

a 25% improvement in survival rates among injured patients treated at trauma 

centers vs. non-trauma hospitals 

 

• Enables verified hospital the potential to more confidently manage appropriate 

inpatients in their own community and offers the potential to repatriate patients 

who need rehab or swing-bed capabilities. 

 

• Participating in a system designed to provide an organized, pre-planned 

response to the trauma patient helps assure both optimal patient care and the 

most efficient use of limited healthcare resources.  

 

Systemized trauma care influences other aspects of medical care provided 

(called the halo effect). Trauma potentially affects:  

• Education - provides educational opportunities to staff that are useful for other 

time sensitive conditions such as stroke, heart attack, etc…  

• ED – Staff and equipment are available for use in any emergent condition. 

• Inpatient Care – trauma protocols can also improve care of medical patients 

• Performance Improvement - for trauma carries over to medical patients and 

boosts overall clinical performance improvement throughout the hospital 

• Verified Centers - can charge a trauma activation fee for cases meeting 

criteria 
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13. Analyze impacts of above recommendations on existing 

Northwestern Indiana hospitals.   

Based on our study, we believe the most economically responsible way to provide 

trauma and medical education services in the area is through partnership with 

existing facilities as opposed to new construction.  Existing facilities already have 

excess bed capacity, have an existing infrastructure or process that provides 

medical education to medical students, and have expressed an interest in 

pursuing both trauma (both expanded and or designated) and graduate medical 

education.  If pursued through partnership, these services will be additive to 

existing hospitals, create additional jobs, and provide a new option for a higher 

quality of care to residents of NWI. 

 

If the decision is to construct a new Academic Medical Center that will also 

provide trauma services, the area is likely to be harmed economically.  With the 

current bed capacity already existing in the region, building a new facility is likely 

to have the effect of causing one or more facilities in the region to be closed.  It 

was believed for years that there was a very large amount of trauma volume out-

migrating to Illinois.  Our findings have disproved this theory and we have 

discovered a larger than expected bed capacity amount. 

 

Facility Beds Census Capacity % 

Methodist Northlake 185 160 14% 

Methodist Southlake (2) 269 190 29% 

Community Munster 406 266 34% 

Porter Regional Hospital 257 138 46% 

Franciscan St Anthony Michigan City 149 63 57% 

IU Health La Porte 124 59 53% 

Franciscan St Margaret Hammond 185 110 40% 

Franciscan St Anthony Crown Point 240 124 48% 

Franciscan St Margaret Dyer 158 77 51% 

St Mary Medical Center 175 140 20% 

St Catherine Hospital 161 89 45% 

Exhibit 27 
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14. If a new trauma center is recommended, provide commentary on 

and make recommendations on appropriate mix of revenue sources 

to support a new center including, but not limited to, both capital 

expenditures and operations. 

The process of developing two Level III designated trauma programs in NWI in 

the next two years and a Level I or II by 2018 will require an investment by the 

designated facilities.   The capital cost will be significant but the new revenue 

stream and halo effects of designation should provide a positive return on 

investment.   

 

The selected hospitals would fund their individual expansion or renovation 

projects independently as each hospital moves towards Level III trauma 

designation.  Four facilities were assessed during this project and the below 

ranges represent the capital cost for expanding to meet the Level I, II or III facility 

trauma requirements. 

 

 

  

 

 

 

 

*Methodist improvements are limited to Northlake campus as a designated trauma point of entry. 
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Facility Cost Assessment Scope 

 

The Hospital Assessment and Evaluation was conducted using a combination of 

subjective and objective criteria. The criteria were created by standards set in the 

most recent “Guidelines for Design and Construction of Health Facilities” 

published by The Facility Guidelines Institute and American College of Surgeons 

recommendations. This guideline is the standard that JCAHO and the ISDOH 

apply to designation levels, and the recommendations of the American College of 

Surgeons form the basis for Level I accreditation. 

 

The Guideline and Recommendations both stress that specific requirements are 

minimum requirements and that all spaces and designs must meet the 

requirements of the specific program, including services and equipment being 

used at the individual facility. Since a full operational program has yet to be 

developed, our facility assessment and program are based upon code 

requirements, in addition to space needs and criteria for similar Trauma programs. 

  

The capacity of any ED/Trauma Department is impacted by many factors in 

addition to the number of visits. Downstream department capacity can greatly 

influence the operational efficiency for moving patients through the ED area. 

Although information was gathered related to the capacity and issues with the 

ICU, Imaging, Surgery, and Cath Labs; analyzing any causes or corrections to 

capacity issues in those areas was beyond the scope of this analysis. 

 

The Capacity for the hospitals’ ED was based upon current census numbers and 

recognized throughput challenges.  The impact of Trauma designation on ED 

patient volumes deserves further analysis, but is not explored within this 

evaluation. All hospitals are continually impacted by the opening or closing of 

services within the service area and final design of a new Trauma unit should 

reflect corporate processes for expanding and contracting in a modular design 

and staffing plan. 

 

As a point of comparison, a new freestanding ED option is also presented.  This is 

a complicated prospect as the functional program must assume a number of 

important operational criteria.  Variables such as patient volume, acuity 
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distribution, regional census influences, and related services have a significant 

influence on the sustenance of a new provider in the region and the health of 

existing providers.  Traffic generated and inpatient admissions need to be 

accommodated.  Expensive imaging and surgical facilities need to be utilized for a 

reasonable return on investment.  This is an expensive and complicated option 

and the solution presented here would require significant additional 

communication, feasibility, and design effort to validate.   

 

Facility Cost Assessment Intent 

 

As part of an effort to identify what would be required to establish a Level I Trauma 

program in northwest Indiana, Cripe|Architecture + Interiors was contracted to 

evaluate the impact to physical facilities.  The anticipated approach would involve 

engagement with an existing trauma program, with the intent to incentivize and 

facilitate the measures required to attain Level I designation.  This study engaged 

three existing hospitals, all currently providing emergency services within 

northwest Indiana, as directed by Katz Sapper & Miller.  

   

Benchmarking 

 

Various high level benchmarks are documented in current research for the 

appropriate size and number of beds for an emergency department and trauma 

center. The operational plan and flow among the ED and all related departments 

can have a considerable impact on the efficiency and therefore the system needs 

to be studied as a whole. 

 

This study provides a benchmark range that gives an indicator of how each current 

emergency department fits along the benchmark spectrum. Being high or low is 

not a direct indicator of the ED’s capacity or ability to become a trauma center. 

Many existing hospitals and trauma centers are undergoing Lean planning to 

improve and therefore may find additional capacity through more efficient 

utilization in departments that seem undersized. 

 

The objective metrics used for this evaluation are defined and explained further in 

the evaluation section of this report.   
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With the objective data, the subjective assessment of systems and processes is 

also a valuable indicator of suitability.  This report has utilized a weighted scoring 

approach to quantification of the subjective assessments.  This is also defined and 

explained further in the evaluation section of this report.   

 

Methodology of the Cost Opinion 

 

The cost opinions for each facility are based upon unit costs.  The unit costs come 

from national hospital projects, but are normalized to the Indiana environment Q1 

2015. Within the range of costs, we have used the 75 percentile for a new acute 

care hospital construction.  The components have been further broken down to the 

specific area being considered. 

  

This early analysis is a high-level assessment and therefore associated comments 

will be provided noting assumptions made.  We have applied the unit costs 

uniformly across each facility to assure consistency in the assessments.  

  

Required renovations have been assigned the fit out costs for each specific 

department, and then classified into four levels weighting the intensity of 

renovation required. 

  
Level 1 – Cosmetic renovations that pertain mostly to finishes although may include 

replacement of cabinets and countertops. This work would be 18%-20% of a complete 

rebuild. This level would not include any changes to the wall layout. 

  

Level 2 – Minor alterations to the functional layout of the department with limited 

modifications required for Heating Ventilation and Air Conditioning (HVAC). The estimated 

cost of this work would be 20% - 30% of a complete rebuild. 

  

Level 3 – Moderate renovations to the department with some significant changes to the 

functional layout and relocation of walls requiring more significant modifications to the HVAC 

systems in the area with some structural and plumbing modifications. The cost of this work 

would range from 30% - 50% of a complete rebuild. 

  

Level 4 – Major Renovation to the department that would include a near total demolition of 

the internal space and systems. The cost of this work would range from 50% - 75% of a 

complete rebuild. 
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15. Identify additional funding sources available for trauma care in 

Northwestern Indiana including, but not limited to, local, state, and 

federal sources. 

Funding sources for the provision of direct patient care are increasingly difficult to 

locate.  Governmental agencies are struggling to meet budgets, insurance 

companies are reducing reimbursement, and the federal government is 

attempting to reduce its aggregate Medicare spending.  

 

One challenge of most trauma centers is the amount of indigent care they  

provide. A key goal of the Affordable Care Act (“ACA”) is to make health 

insurance available to those without coverage today.  Assuming the ACA 

functions as intended, many of today’s patients who are uninsured will be insured 

tomorrow.  Many of the uninsured population will have access to coverage 

through Medicaid which has low reimbursement.  While these sources do not 

solve the reimbursement gap entirely, they do cover a significant portion of the 

gap.  

 

Additionally, if coupled with an academic medical center or a graduate medical 

education program, participating hospitals will receive additional reimbursement 

support for graduate medical education.  Some of the residents in these 

programs will provide direct patient care to trauma patients. 

 

Below are funding options for a GME program that will and could potentially 

assist in trauma program development: 

 Federal GME funding 

 Potential for State funds 

 Federal and Private Grants 

 Research funding (National Institutes of Health) 

 Private funding 
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16. Analyze the impact of the Affordable Care Act on current and future 

trauma care in Northwestern Indiana. 

Affordable Care Act Can Strengthen Trauma Programs 

 

Although significant progress has been made over the past few decades in the 

improvement of statewide trauma programs, trauma injuries and are still the 

leading cause of death and disability for people under the age of 45.  These 

trauma related incidents are a major factor in the rising healthcare costs that are 

encountered by many in today’s marketplace.   

 

According to section 3505 of the Affordable Care Act,  there are funds of $100 

million in annual grants that could and will “further the mission of trauma 

programs.”  The emphasis on coordinated care and the continuum of care fosters 

an alignment of trauma programs with the very core goals of the Affordable Care 

Act.   Trauma injuries and cases are indeed expensive, but if treated effectively at 

the onset and with the immediate and appropriate level of care, millions of dollars 

can be saved as well as many lives.  According to experts at Johns Hopkins, 

“continued commitment to this model on the part of the states and the federal 

government is critical.“ 

 

However, in NWI and across the country, there are immediate challenges that the 

Affordable Care Act will create: 

 

• Close to 40 million newly insured additional healthcare beneficiaries will be 

added to the current system. 

• There will likely be a significant Medicare aggregate reduction in payments 

going forward. 

• The use and popularity of healthcare exchange based products  will provide 

consumers with more affordable premiums but with higher deductibles, which 

may be difficult. 

 

These changes will only magnify NWI’s lack of designated trauma care.   

Source: Johns Hopkins Bloomberg School of Public Health  
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RFP Questions and 

Responses 

 

Academic Medical Center 

Feasibility  
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1. Prepare a general inventory of health care services that are 

available within the geographic boundaries of northwestern Indiana; 

 Lake and Porter counties, combined, have over 18 hospitals (including 

specialty or post-acute facilities), 17 ambulatory surgery/endoscopy centers 

and 15 urgent-care clinics (including CVS minute clinics; excluding 

employer-based clinics). 

 

 41 states in the U.S. have a statewide integrated trauma system.  Indiana’s 

system is relatively new.  Lake and Porter counties, as well as the 5 Indiana 

bordering counties,  do not have a level I, II or III designated trauma center. 

 

 Although vastly different in demographic makeup, both Lake and Porter 

counties are experiencing a primary care physician shortage. 

 

 

 Primary Care Shortage – Indiana 

Ranked 38th out of 50 states by AAMC in 

2010 in number of physicians per 100k 

population. 

 

 Lake and Porter counties are two 

counties that have the greatest need for 

PCP’s. 

 

 

 

Exhibit 28 
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There is a significant amount of healthcare provider presence just across the 

border in Illinois.    Level I, II and II trauma facilities as well as multiple Academic 

Medical Centers.   This neighboring competition presents a challenge for both an 

academic medical center and a GME program in NWI.   

 

With current bed capacity in Lake and Porter counties, it is recommended to 

utilize existing facilities as opposed to building a new Academic Medical Center 

for teaching and research. It is recommended that a new Academic Medical 

Center (AMC) NOT be created in Lake and Porter counties.  However, a Graduate 

Medical Education program should be pursued using existing facilities.  For the 

purposes of the RFP issued by the RDA, KSM has addressed many of the details 

surrounding academic medical centers in NWI. 
 
 
 
 

Tough Competition… 
All of these Cook County, IL Level I Trauma / AMC facilities are less than one 

hour from Gary, Indiana. 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Cook County, Illinois - Level I Trauma 
/ AMC 

Min
s 

1. Advocate Christ Medical Center  36 

2. Advocate Illinois Masonic MC  45 

3. Advocate Lutheran General Hospital  57 

4. John H Stroger, Jr Hospital  38 

5. Loyola University Medical Center  39 

6. Mount Sinai Hospital  51 

7. NorthShore U Evanston Hospital  55 

8. Northwestern Memorial Hospital  36 

9. Presence Saint Francis Hospital  56 

10. Ann & Robert H Lurie Child Hospital  39 

11. University of Chicago Medical Center  30 

Exhibit 29 Exhibit 30 
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2. Analyze whether the healthcare needs of the population of 

Northwestern Indiana are adequately covered by the current health- 

care delivery system and, if coverage gaps exist, analyze where 

current residents go to fulfill such healthcare needs; 

I. Access Disparities 

 

In order to fully ascertain whether the proposed Academic Medical Center will 

alleviate access disparities in Northwest Indiana, it is necessary to identify the 

extent of the access disparities that currently exist.  It appears two major access 

disparity issues currently plague Northwest Indiana.  First, multiple parts of 

Northwest Indiana are medically underserved, meaning citizens living in certain 

areas of Northwest Indiana do not have basic access to needed medical care.  

Second, many individuals within Northwest Indiana are either uninsured or 

underinsured.  However, the Patient Protection and Affordable Care Act’s (ACA) 

mandate requiring virtually every citizen to obtain health care insurance may 

address this second category of access disparity.  

 

A. Current Access Disparity Issues in Northwest Indiana 

 

With regard to the concern that certain areas of Northwest Indiana are medically 

underserved, a Purdue University study analyzing health care access in Indiana 

offers intriguing insight.  In 2008, the Purdue University Center for Regional 

Development used state and federal data to examine how health care access in 

Indiana differed by county.   First, the study generally observed that Indiana ranks 

below the national average in providing health care services to its citizens.  

Specifically, Indiana offers only 213 practicing physicians per 100,000 residents.  

Only 11 states featured a lower physician-to-resident ratio.  An Indiana University 

Center for Health Policy project suggested Indiana needs 5,000 more physicians 

statewide in order to adequately care for the state’s population. Indiana University 

Center for Health Policy project suggested Indiana needs 5,000 more physicians 

statewide in order to adequately care for the state’s population.  The Purdue study 

explained that the United States Department of Health and Human Services 

(HHS) designated numerous areas within Indiana as Health Professional 

Shortage Areas (HPSA 
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A HPSA is an area where the resident to primary care professional ratio falls below 

1:3,500, or where the ratio is closer, but the need for medical service in the area is 

greater.  With specific regard to Northwest Indiana, HHS has designated portions of 

Newton, Lake, and Jasper Counties as Health Professional Shortage Areas.  The 

Purdue study also ranked each county within Indiana in terms of access to 

physicians and access to healthcare services.  Newton County ranked as the 

seventh lowest county in terms of access to physicians.  Newton County also 

ranked as one of the lowest counties in terms of access to health care services.   

However, Lake and Porter Counties ranked among the top ten counties in the state 

in the same category (attached hereto as Appendix A).  Ultimately, the Purdue study 

concluded that where an Indiana citizen lives within the state determines what kind 

of medical care that citizen obtains. 

  

Research from County Health Rankings and Roadmaps, which is underwritten by 

the Robert Wood Johnson Foundation and the University of Wisconsin’s Population 

Health Institute, seems to support the Purdue study’s conclusion that an Indiana 

citizen’s ability to access healthcare may depend on the citizen’s location within the 

state.  Lake and Newton Counties ranked as two of the lowest six counties in the 

state in terms of “Overall Health Factors.”  Porter County, conversely, ranked as the 

12th best county in the state under the same category.  More relevantly, under the 

subcategory “Access to Care,” Newton Country ranked 87th, while LaPorte and 

Lake Counties ranked or in the bottom half.  Porter and Jasper Counties ranked 9th 

and 36th respectively.  Likewise, a search of Indiana’s Medically Underserved Areas, 

as determined by Health Resources and Services Administration (HRSA), shows 

that areas in LaPorte, Lake, Newton, Jasper, and Porter Counties are medically 

underserved.  The Indiana State Department of Health also suggests that portions 

of Newton, Lake, and Porter Counties are medically underserved (attached hereto 

as Appendix B).  Collectively, these reports and studies indicate that, to a varying 

degree, citizens in each county within Northwest Indiana lack needed access to 

medical care.   

 

A review of the current inventory of healthcare resources in and around Northwest 

Indiana reveals a shortage of healthcare professionals in the area.  As part of its 

2008 series studying Indiana’s healthcare system, the Indiana University Center for 

Health Policy examined the projected physician and nurse shortage in Indiana.  The 

study provided a county-by-county analysis of Indiana physicians and nurses.  
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The study showed that while Lake County serves as home to over 495,000 

citizens, there were only 121 family medicine physicians, 18 general internal 

medicine physicians, 8 general pediatric physicians, 95 osteopathic physicians, 

and 70 nurse practitioners practicing in Lake County in 2008.  Porter County, with 

a population of over 165,000 residents, featured only 41 family medicine 

physicians, 38 general internal medicine physicians, 10 general pediatric 

physicians, 30 osteopathic physicians, and 20 nurse practitioners.  LaPorte 

County, with its population of over 111,000 citizens, featured 34 family medicine 

physicians, 1 general internal medicine physician, 10 osteopathic physicians, 17 

nurse practitioners, and no general pediatric physicians.  Similarly, Jasper County 

is home to over 33,000 residents, but there were only 15 family medicine 

physicians, 2 general internal medicine physicians, 1 osteopathic physician, and 4 

nurse practitioners in Jasper County in 2008.  There were no general pediatric 

physicians in Jasper County.  While Newton County only has around 14,000 

residents, it also only had 1 family medicine physician, 1 general internal medicine 

physician, 1 osteopathic physician, and 3 nurse practitioners in 2008.  There were 

also no general pediatric physicians in Newton County.  As mentioned, due to the 

insufficient amount of health care resources, portions of Lake, LaPorte, Porter, 

and Newton Counties have been designated as medically underserved.     

  

Issues of race and poverty in Northwest Indiana present more complex issues of 

access disparity in the area.  In 2011, the Indiana Minority Health Coalition 

(IMHC)—an organization generally dedicated to eliminating health disparities 

among racial and ethnic minority populations in Indiana—published a detailed 

study entitled “Addressing Indiana’s Health Disparities.”  While focusing on the 

IMHC’s role in eliminating health care disparities, the study examined the factors 

impeding certain citizens’ access to health care.  In relevant part, the IMHC 

stated, “Current information available from the Indiana State Department of Health 

demonstrates that minority populations in Indiana experience health disparities.” 

including disparities in access to care.  Specifically, the IMHC remarked that, “the 

adequacy of the health care delivery system exerts a huge impact on the health of 

minority populations in Indiana.”  Similarly, the IMHC maintained that there are 

“racial/ethnic disparities among the uninsured in Indiana.”  In 2012, the Henry J. 

Kaiser Family Foundation reported that over 13 percent of Indiana citizens were 

medically uninsured, and 
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EnrollAmerica indicates that over 25 percent of Lake County residents under 65 

are uninsured.  The IMHC’s study found that Black/African Americans, 

Latinos/Hispanics, and Asians/Pacific Islanders in Indiana were uninsured at 

higher rates than Whites.  Cities within LaPorte and Lake Counties feature diverse 

populations, suggesting that citizens within those counties may be 

disproportionately uninsured.  For instance, over 84 percent of the citizens living 

in Gary in 2012 were “Black or African American” and over 37 percent of the city’s 

residents lived below the poverty line.  Given the correlation observed by the 

IMHC, many of Gary’s citizens are likely uninsured.  While the ACA’s mandate 

requiring nearly every Indiana citizen to obtain health insurance will likely 

decrease the amount of uninsured citizens in Indiana, the effectiveness of the 

ACA in achieving its goal remains to be seen.  Even if the ACA is ultimately 

successful, it may take years before all of Indiana’s citizens become medically 

insured.  Furthermore, evidence from the Robert Wood Johnson Foundation 

suggests that 8.2 percent of Indiana children, aged 18 and younger, are still 

without healthcare coverage.  As the Coalition suggested, one option for 

eliminating the health disparity issues in Indiana may be to “eliminate the shortage 

of . . . medical . . . health providers” or “increase access to care.” 

 

B. Ability of Proposed Academic Medical Center to Alleviate Access 

Disparities 

 

Given the access disparity problems currently existing in Northwest Indiana, the 

question then becomes whether the proposed Academic Medical Center could 

alleviate any of these access disparity issues.  As a One Region discussion of 

health care in Northwest Indiana explained, “We can guess at regional effects and 

disparities and their causes, but we do not have hard data on which to base policy 

and action.”  The Association of American Medical Colleges (AAMC) maintains 

that teaching hospital staff members “provide the full range of patient care to 

those in need—from routine hospital services to critical procedures and 

treatments—and all to a degree greatly disproportionate to their numbers.”  First, 

teaching hospitals may help combat the increasing physician shortage by 

providing hospitals with new, well-trained doctors.  AAMC contends that “by 2015, 

the shortage will reach 62,900 physicians in all specialties; 91,500 doctors by 

2020.”  The AAMC projections hypothesize that many specialties will face 
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nationwide shortages by 2025.  Thus, AAMC argues that more physicians are 

needed to meet the nation’s increasing health care needs.  Teaching hospitals 

help train and educate future physicians.   

 

In training future physicians, teaching hospitals also account for a substantial 

percentage of all hospital care in the country.  According to AAMC, while AAMC-

member teaching hospitals comprise only 6 percent of all hospitals in the country, 

they account for over 20 percent of all hospital care.  Given their ability to handle 

complex injuries and illnesses, AAMC-member teaching hospitals also receive 40 

percent of all transferred patients.   

 

Because “a substantial percentage of doctors end up practicing where they did 

their residency training,” constructing a new teaching hospital or implementing a 

new residency training program in the area may also help keep more physicians 

in Northwest Indiana.  While only 39 percent of doctors practice in the same state 

where they attended medical school, 48 percent practice in the state where they 

completed their graduate medical education.  Indiana ranks above the national 

average in this regard, as over 50 percent of Indiana medical school graduates 

remain in the state.  In fact, Indiana ranked as the sixth best state in the country in  

retaining graduating physicians.  However, because there is no teaching hospital 

in Northwest Indiana, it is unclear how many graduating physicians choose to 

practice in Northwest Indiana.  Theoretically, a new teaching hospital in Northwest 

Indiana may incentivize physicians to remain in the area after graduating, which 

may help curb the area’s physician shortage problem.  

  

With regard to care for the uninsured or underinsured, AAMC contends that 

teaching hospitals also provide a great deal of charity care throughout the nation.  

Specifically, while AAMC-member major teaching hospitals comprise only 6 

percent of all hospitals in the nation, they account for 41 percent of the charity 

care costs.  This suggests that teaching hospitals frequently serve charity 

patients—patients from which no payment is expected—and offer needed care to 

the medically uninsured or underinsured.   Indeed, “a substantial percentage of 

the 46 million Americans who lack health insurance and the 48 million children, 

adults, seniors, and disabled Americans covered by Medicaid programs turn to 

[teaching hospitals] for medical care.”  AAMC’s figures suggest that teaching 
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hospitals’ burden for caring for charity patients rose within the last decade.  In 

2007, teaching hospitals spent over $12 billion on charity care.  Again, the ACA 

may help reduce the need for charity care.  If the ACA is effective, teaching 

hospitals will no longer have to bear the burden of providing extensive charity care 

to uninsured patients.  

 

In sum, research regarding access disparities in Northwest Indiana revealed two 

main issues.  First, numerous areas within the region are medically underserved, 

meaning citizens within those areas lack access to needed care.  Second, 

pending data analyzing the effectiveness of the ACA, it appears a number of 

Northwest Indiana citizens may also be uninsured or underinsured.  Studies from 

AAMC indicate that teaching hospitals may be useful in resolving both of the main 

access disparity issues currently plaguing Northwest Indiana citizens.  First, 

teaching hospitals train new professionals, which may ultimately help alleviate the 

physician shortage in the area.  Additionally, teaching hospitals also provide a 

disproportionate amount of medical care.  Second, AAMC statistics revealed that 

teaching hospitals also deliver a large portion of the nation’s charity care to 

uninsured patients.  Consequently, it appears the proposed Academic Medical 

Center or GME program in Northwest Indiana could potentially alleviate the 

access disparities that current exist in the area.    
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3. Analyze the ability of existing Northwestern Indiana hospitals to 

integrate, both operationally and administratively, with Indiana 

University School of Medicine; 

NWI hospitals currently have a working relationship with the Indiana University 

School of Medicine in Northwest Indiana (IUNW).   IUNW provides medical 

education in surrounding hospitals but does not provide internships or 

residencies.   IUNW is not an academic medical center, does not have Graduate 

Medical Education programs (GME) and does not have an existing residency 

program in place.  However, there is an increasing number of medical students in 

the matriculating at the IUNW campus: 

 

 Class of 2015  12 students 

 Class of 2016  13 students  

 Class of 2017  27 students 

 Class of 2018 26 students 

 

All of the local hospitals that currently participate in medical education efforts in 

NWI have expressed an interest in officially and formally working with IUNW to 

provide GME.   

 

 

 

 

 

 

 

GME Expansion in NWI 

 

Recent state legislation has been proposed, supported by the Indiana State 

Medical Association, for state funding to be provided for additional resident 

positions in the state of Indiana.  Tripp Umbach has found that the population of 

Indiana can currently support an additional 500 resident positions.    The 

recommendation in this report is to expand the residency count  or number of 

positions by 300 statewide in the near future.  Of these 300 available, 36 would 

practice in Northwest Indiana and IUNW.    

 

 51.5% of IUSM graduates stay in Indiana 

 78.5% of those completing GME stay in Indiana 

 Goal of 100 PCP available for every 100k people across 

the state of Indiana (currently only 51) 

Source:  Information provided by Indiana University Northwest, office of the Dean 
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Existing working relationships, newly proposed legislation, willing healthcare 

providers in NWI and the desire and commitment of IUNW to grow this program 

are all positive factors that point to a successful program.   Below is a proposed 

model for the structure of a Graduate Medical Education program.   Also willing to 

participate in this consortium of NWI healthcare providers are many NWI (FQHC) 

Federally Qualified Health Centers (FQHC).  FQHC’s  serve an underserved area 

or population, offer a sliding fee scale, provide comprehensive services, have an 

ongoing quality assurance program, and have an independent board of directors.   

These FQHC’s provide another ally, clinical site or building block for GME 

expansion and development. 

 

Source:  Information provided by Indiana University Northwest, office of the Dean 

Recommended Model 
Exhibit 31 
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4. Conduct a cost-benefit analysis on the establishment of an 

academic medical center in Northwestern Indiana; 

Year 1 Year 2 Year 3 Year 4 Year 5 

Total Out Migration Revenue Approximately $35 million 

Total Out Migration Cases (1) 2,916 

Cases 1,219 1,325 1,431 1,537 1,643 

Percentage 42% 45% 49% 53% 56% 

Combined Program Revenue 

Incremental Case Revenue $14,226,990 $15,461,186 $16,695,381 $17,926,576 $19,163,771 

Combined Program Expense 

Trauma Expense 2 Locations $3,594,500 $3,594,500 $3,594,500 $3,594,500 $3,594,500 

Graduate Medical Education $832,000 $1,216,000 $1,600,000 $1,984,000 $2,368,000 

Incremental Direct Costs $9,800,490 $10,650,686 $11,500,881 $12,351,076 $13,201,271 

   Total Program Expense $14,226,990 $15,461,186 $16,695,381 $17,929,576 $19,163,771 

Net Income $ 0 $ 0 $ 0 $ 0 $ 0 

(1) Based on previous patterns, KSM is assuming outmigration is stable. 

The recommendation by KSM was to not develop a new academic medical center.  

With this in mind, the table below demonstrates how much outmigration to Illinois 

must be retained in order to cost justify the additional expenses of enhanced 

trauma services and a GME program. 

5. Conduct a cost-effectiveness analysis on the establishment of an 

academic medical center in Northwestern Indiana; 

Exhibit 32 
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We assume a GME program is operating at its full capacity of 36 residents by year 

5.    It has been estimated that the annual economic benefit of each resident is 

$200,000.   Each resident who stays in the community after or post residency 

generates $1,500,000 in economic growth. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

I. Financial Feasibility of Academic Medical Center 

 

While the practical feasibility of the proposed Academic Medical Center likely 

depends on the ability of the proposed Center to obtain needed accreditation, the 

Center’s financial feasibility depends largely on the availability of federal and state 

funding.  While several federal funding opportunities exist, state funding sources 

appear limited.   

 

A. Medicare and Medicaid Funding for Academic Medical Centers 

 

A new teaching hospital may receive certain Medicare and Medicaid payments.  In 

2012, AAMC issued an informative guide detailing how certain teaching hospitals 

may receive Medicare funding.  The guide explains that new teaching hospitals 

may receive two different types of Medicare payments.   

Residents Annually 36 

Economic Benefit (per resident) $200,000 

Annual Resident Benefit $7,200,000 

Residents Who Stay 70% 

Number of Doctors 25 

Economic Benefit (per/doctor) $1,500,000 

Annual Doctor Benefit $37,500,000 

Total Economic Benefit $44,700,000 

Source:  Tripp Umbach Consulting – May, 2014 

Exhibit 33 
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However, before investigating the Medicare and Medicaid funding requirements, it 

is first necessary to discuss whether the proposed Academic Medical Center 

would constitute a “new” teaching hospital for the purposes of Medicare funding.  

The AAMC guide clarifies that transferring an existing residency program from one 

hospital to another would not qualify the hospital receiving the existing residency 

program for Medicare funding.  However, the Centers for Medicare and Medicaid 

Services (CMS) may also look beyond whether the program merely transferred 

from another hospital.  Indeed, CMS may consider: “whether the program director 

is new; whether the teaching staff is new; whether the residents have come from 

an existing residency program; the relationship between the hospitals; the degree 

to which the hospital with the original program continues to operate its own 

program in the same specialty; whether the program has been relocated for a 

hospital that closed; if the program was relocated from a closed hospital, whether 

the program was part of the closed hospital’s full time equivalent (FTE) resident 

cap determination; and whether the program is part of any existing hospital’s FTE 

cap determination.”  CMS makes this determination—whether the program is 

“new” for the purposes of Medicare funding—on a case-by-case basis.  Also, as 

discussed above, a teaching hospital may receive Medicare funding only if it 

conducts an approved medical training program.  Again, this requires accreditation 

from ACGME, the American Osteopathic Association, the American Dental 

Association, the American Podiatric Medical Association, or the American Board of 

Medical Specialties.   

 

If CMS determines that the residency program is eligible for Medicare funding, the 

institution may be eligible for two different types of payment.  First, Direct 

Graduate Medical Education (GME) payments cover Medicare’s share of the 

teaching hospital’s costs directly related to educating residents.   These direct 

educational costs may include: “resident stipends and fringe benefits, salaries and 

fringe benefits of supervising faculty, other direct costs, and allocated overhead 

costs.” The amount of GME funding afforded to each teaching hospital depends on 

a calculation of “a hospital-specific per resident amount (PRA), a measure of [the] 

hospital’s Medicare utilization, and the count of residents the Medicare program 

will fund.”  If CMS sets the proposed Academic Medical Center’s PRA at $100,000 

and the Center’s Medicare share is 40 percent, then the Center would receive 

$40,000 in GME payments per 1.0 FTE resident.  

 



84 

It should be noted that most residents do not equate to a full 1.0 FTE since many 

residents conduct their training at multiple hospitals and some of their time will not 

count toward the hospital’s total FTE count.  Submitting accurate resident costs 

initially is important, because after CMS initially establishes the PRA, the PRA 

becomes permanent.  As discussed below, it is also important to determine the 

projected scope and size of the residency program because after a five-year 

window expires, Medicare sets a permanent cap on the number of FTE residents 

a hospital may claim.  Additionally, President Obama's FY2013 Budget called for 

an increase of $14.6 billion during the next decade to train more healthcare 

providers with more than $5.2 billion going to a competitive GME program to 

incentivize training of PEPS. 

 

Second, teaching hospitals also receive Indirect Medical Education (IME) 

payments to help offset the increased costs that accompany medical teaching 

programs.  The purpose of the IME payments is generally to compensate teaching 

hospitals for treating severe and self paying or underinsured patients, and to help 

offset large overhead costs.  The IME payment amount, as dictated by 42 CFR 

§412.105, depends partially on the hospital’s resident-to-bed ratio.  A multiplier set 

by Congress is used to help determine the final IME payment amount.  IME 

payments are made as a “percentage add-on” to basic Medicare payments.  The 

Medicare program spends billions of dollars annually on IME payments to 

teaching hospitals nationwide.  However, it should be noted that President 

Obama’s FY 2013 Budget proposed to cut IME payments by 10 percent, and his 

FY 2015 Budget includes $14.64 billion in reductions to Medicare IME payments. 

IME and GME payments appear to be the largest sources of funding available to 

new teaching hospitals.  

 

However, the Medicare program only pays for a particular resident for a set period 

of time.   Indeed, for GME payments, Medicare will count a resident at a teaching 

hospital as a 1.0 FTE resident only for the Initial Residency Period (IRP).  The 

IRP, which is determined by referencing the ACGME program requirements, 

varies based on the resident’s particular specialty.  For example, the IRP for 

internal medicine is three years.  The maximum amount of time Medicare counts 

any resident as a 1.0 FTE resident is five years.  For GME payments, if a resident 

trains beyond the resident’s IRP, Medicare will only count the resident as a 0.5 

FTE resident for any time beyond the IRP.  IME payments would, however,  
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continue to count as 1.0 FTE residents even if they train beyond their respective 

IRPs.   

 

Medicare also limits the number of “FTE residents each hospital may claim for 

GME and IME purposes.”  Initially, Medicare assigned each hospital a permanent 

resident cap based on the amount of residents the teaching hospital claimed during 

the hospital’s first three years of operation.  However, the American Osteopathic 

Association indicates that the window for establishing a resident cap was recently 

extended to five years.  The “resident cap will equal the sum, for all programs, of 

the largest number of FTE residents in any post-graduate year (PGY) during the 

[fifth] year of the cap-building window, multiplied by the IRP for that residency 

program.”  While a teaching hospital can add residents to its program and exceed 

the cap established in the initial five-year window, Medicare will only pay for the 

amount of residents within the cap.   Thus, teaching hospitals must exercise 

foresight when beginning a new teaching hospital program.  If a teaching hospital 

operates initially on a small-scale basis and Medicare sets the teaching hospital’s 

cap at a relatively low number of residents, the teaching hospital will not be able to 

receive Medicare funding for new residents if it later wants to expand its program.  

A hospital’s FTE count is not subject to a cap within the five-year window.  GME 

caps are often higher than IME caps because GME resident training time is 

counted differently than IME training time.   

 

B. National Institutes of Health (NIH) Funding  

 

The National Institutes of Health (NIH), the world’s largest source for medical 

funding, also provides federal funding opportunities for various new teaching 

hospitals.  Specifically, NIH provided over $24 billion in funding to various research 

projects and programs throughout the nation in 2013.  The NIH website claims the 

organization offers “almost 50,000 competitive grants to more than 300,000 

researchers . . ..”  In order to obtain NIH funding, an applicant must apply for a 

specific type of grant.  Because NIH generally focuses on medical research 

projects and programs, the proposed Academic Medical Center here would likely 

have to prove that its training program could be used to conduct certain research 

projects in order to be eligible for any NIH funding.  Depending on the nature of the 

training programs offered by the proposed Academic Medical Center, it appears the 

proposed Center may be eligible for various NIH grants.  For instance,  
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the NIH Exploratory/Developmental Research Grant Award “encourages new, 

exploratory and developmental research projects by providing support for the early 

stages of project development,” and the award is occasionally used to fund “pilot 

and feasibility studies.”  The proposed Center may also be eligible for NIH’s 

Education Grant, which provides funding “to develop and/or implement a program 

as it relates to a category in one or more of the areas of education, information, 

training, technical assistance, coordination, or evaluation.”  NIH also offers non-

profit entities certain Construction Grants.  If awarded, an NIH Construction Grant 

may be used to fund the construction of new buildings.  However, it should be 

noted that NIH “lost $1.7 billion during sequestration and has seen a 25 percent 

reduction in overall funding since 2003.”  This suggests that the proposed Center 

may face competition in securing NIH’s increasingly limited funding.    
 

C. Teaching Health Center Graduate Medical Education Funding  

 

Pursuant to 42 U.S.C. §293l-1, federal funding for the proposed Academic Medical 

Center may also be available through the Teaching Health Center Graduate 

Medical Education program (THCGME).  The statue authorizes the U.S. 

Department of Health and Human Services (HHS) to award grants “to teaching 

health centers for the purpose of establishing new accredited or expanded primary 

care residency programs.”  HHS, through its Health Resources and Services 

Administration agency (HRSA), further clarifies “[t]he THCGME program is a $230 

million, five-year initiative which began in 2011 to support an increased number of 

primary care residents and dentists trained in community-based ambulatory patient 

care settings.”  According to subsection (b) of the statute, the grants may be used 

for three years and may provide up to $500,000 in funding.  Funding from the 

THCGME program can be used to cover costs associated with operating a medical 

training program, including: “(A) curriculum development; (B) recruitment, training 

and retention of residents and faculty: (C) accreditation by the Accreditation 

Council for Graduate Medical Education (ACGME), the American Dental 

Association (ADA), or the American Osteopathic Association (AOA); and (D) faculty 

salaries during the development phase.”  In order to receive a grant, the applying 

entity must be a community-based ambulatory patient care center that operates a 

primary care residency program.  The applying entity must also be accredited by 

ACGME or another accreditation body listed in 42 U.S.C. §256h.  HRSA 

administers the THCGME program.  In 2013, the THCGME program received $12 

million to aid 32 teaching hospitals in 21 different states.   
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administers the THCGME program.  In 2013, the THCGME program received $12 

million to aid 32 teaching hospitals in 21 different states.   

 

D. Department of Agriculture Funding 

 

The U.S. Department of Agriculture also offers Community Facility Grants to 

eligible entities.  The grants are designed to “assist in the development of essential 

community facilities in rural areas and towns of up to 20,000 in population.”  Grant 

funding can be used, in part, to construct new health care facilities.  The grant 

amount varies based on the median income and population of the relevant 

community, but grant assistance “may be available for up to 75 [percent] of project 

costs.”  As aforementioned, however, only communities with less than 20,000 

citizens are eligible for these grants.  Consequently, it appears that Newton County, 

with its population of around 14,000 citizens, would be the only Northwest Indiana 

county eligible for a Community Facility Grant.  Because Newton County is  not the 

ideal location for the proposed Academic Medical Center, and because the U.S. 

Department of Agriculture favors smaller communities, this source of funding is 

unlikely.  

  

E. State Funding 

 

State funding for the proposed Academic Medical Center is theoretically available, 

but whether such funding is actually obtainable is unclear.  Ind. Code §21-44-5-7 

directs IUSM to “establish a plan for statewide medical education.”  Under this 

plan, “medical institutions throughout Indiana may apply for grants-in-aid to the 

[Medical Education Board] or the Indiana University School of Medicine for 

financial support of personnel or programs. The grants may permit funding of 

programs not affiliated with Indiana University School of Medicine.”  While Ind. 

Code §21-44-5-11 appears to provide funding opportunities for certain medical 

institutions, there is no indication that any Indiana medical institution has actually 

obtained funding through this statute.  Indeed, the IUSM website contains no 

information regarding the application process or the existence of a grant-in-aid 

program.  Likewise, the Indiana State Department of Health website also makes no 

mention of the program.  In fact, the Indiana State Department of Health website, 

which lists all of the State Medical Boards, fails to recognize the existence of a 

Medical Education Board. Ind. Code §21-44-5-11 (2014).  
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Thus, while the proposed Academic Medical Center may theoretically be eligible 

for state funding, the process for obtaining such funding remains unclear.  It is 

important to recognize, however, that the proposed Center would not need an 

affiliation with IUSM in order to qualify for funding under Ind. Code §21-44-5-11.  
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6. Provide commentary on and make recommendations on the most 

sustainable way to provide medical education, conduct academic 

medical research, and care for the sick given the current inventory 

of health care resources in and around Northwestern Indiana (e.g., 

surgeons, doctors, pharmacists, nurses, and other practitioners that 

participate in the healthcare delivery system); 

Our research and findings have lead us to recommend a consortium, alliance or 

collaborative partnership of NWI healthcare providers leading a charge or 

campaign for GME or medical education in NWI.  This model is already in place in 

Evansville, Indiana and KSM feels, based on our findings, that this would be the 

best approach in NWI.  Large employers and civic leadership are other 

components that are critical to the success of a GME program. 

 

Benefits of a GME or medical education program are: 

 

• Improved quality of care 

• More efficient cures and treatment therapies 

• Decreased length of stay for major illnesses 

• Improved outcomes and survival rates 

• Specialized surgeries  

 

Providing medical education  and conducting medical research, in areas that are 

declared medically underserved, will enhance the current delivery system in NWI 

which will positively effect the residents of NWI and the quality of healthcare they 

receive.   
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7. Provide commentary on whether an academic medical center in 

Northwestern Indiana will alleviate any access disparities that 

currently exist. 

If we increase number of physicians in the area, we ware increasing access  in 

area.  The goal of increasing the supply of physicians in Indiana can be achieved 

without construction by expanding the number of residency spots for physicians in 

training.  Rather than the construction of a new building, we propose to create 

more capability using residents in selected specialties that will care for patients in 

the existing NWI facilities. 

 

A consortium approach to residency position similar to what is being developed at 

IU SofM Southwest (Evansville) has several advantages: 

• IU SofM is familiar with the approach. 

• The academic consultants (TrippUmbach) recommend this approach. 

• The costs of program administration are distributed among several 

providers. 

• It promotes and institutionalizes coordination among hospitals and 

providers. 

 

 Facilities that progress toward the higher levels of trauma 

certification will be logical sites for (more) residents and additional 

specialties. 

 

 

 

Source:  Tripp Umbach Consulting – May, 2014 
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8. Provide commentary on the federal and state budgetary pressures 

and their impact on the potential location of an academic medical 

center in Northwestern Indiana. 

If constructing the proposed Academic Medical Center is practically and financially 

feasible, a discussion regarding the proposed Center’s location appears relevant.  

The aforementioned funding sources, in combination with various budgetary 

pressures, may impact the location of the proposed Academic Medical Center.  In 

order to understand how certain federal, state, and local budgetary pressures may 

potentially affect the location of the proposed Academic Medical Center, it is 

necessary to detail the nature of the current budgetary pressures.   

 

Federal and State Budgeting Pressures 

 

First, much of the evidence regarding state budgetary pressure focuses on 

Indiana’s recent cuts in certain state-run healthcare programs.  For instance, “the 

state cut Medicaid hospital payment rates by five percent in November 2009, held 

payments to Medicaid and CHIP plans at previous levels through June 2011, and 

cut payments to its enrollment broker by 10 percent to 15 percent. In addition, the 

state in 2010 reduced the scope of services and eligibility for Care Select, Indiana’s 

care management program for its Medicaid aged, blind and disabled population 

(exclusive of dual eligibles and the nursing home population), leading to a 

significant drop in enrollment from about 73,000 to 32,000 people.”    State 

budgetary pressures, in combination with federal healthcare spending cuts, have 

forced Indiana hospitals to terminate the employment of hundreds of employees.  A 

USA Today article noted that the Indiana School of Medicine laid off 900 workers in 

2013 in an effort to trim its budget.  Moreover, the Indiana State Department of 

Health’s (ISDH) Biennium Budget experienced a six million dollar cut in 2012, and 

further cuts are planned in 2014.  More generally, the Washington Post noted that 

Indiana is one of seven states expected to miss its respective budget forecast this 

year. Because Indiana is not expected to meet its FY 2014 budget, and because 

Indiana has already shown a willingness to cut certain medical expenses, funding 

for the proposed Academic Medical Center may be difficult to obtain at the state 

level, regardless of location.   
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Federal budgetary pressures also indicate that funding at the federal level may be 

difficult to obtain.  Through sequestration, President Obama recently authorized 

numerous federal healthcare budgetary cuts.  For instance, recently approved 

federal cuts include a two percent reduction in Medicare payments to hospitals.   

Because many hospitals rely on Medicare reimbursements to stay financially 

viable, these Medicare cuts may result in hospital closings or an increase in 

hospital employee lay-offs.   In his FY 2015 budget, President Obama proposed 

cutting a further $400 billion from Medicare spending over the next decade.    Other 

potential federal funding sources, like NIH, have also experienced budget cuts as a 

result of the federal government’s efforts to cut overall healthcare spending.  In 

2012, NIH lost $1.71 billion in federal funding through sequestration, which 

ultimately means less funding for health-related research projects and grants.   

Thus, it appears that federal and state budgetary pressures may impact not only 

the location of the proposed Academic Medical Center, but perhaps its existance in 

Northwest Indiana in general.  

 

Local Budgeting Pressures 

 

However, in determining the effect that state and federal funding sources may have 

on the ultimate location of the proposed Academic Medical Center, it may also be 

necessary to look at the financial situations of the proposed locations.  First, the 

Indiana School of Medicine’s Northwest branch is located in Lake County, making 

Lake County a logical location for the proposed Academic Medical Center.  

Furthermore, major highways also run through Lake County, meaning any medical 

center in the area would likely be easily accessible.  However, Lake County’s well-

documented financial struggles may present a few challenges.  In 2012, Lake 

County’s poverty rate was 19.6 percent, ranking it highest in that category among 

the potential locations.  While this may show a need for an Academic Medical 

Center, as teaching hospitals frequently provide treatment to the uninsured or 

underinsured, the high poverty rate may make building a new hospital in the area 

financially difficult.  Earlier this month, the Gary School Board voted to close six 

schools due to $27.3 million budget hole, further indicating the financial instability 

of the area.  In an effort to reduce a $60 million revenue shortfall, Lake County also 

recently enacted a 1.5 percent tax on personal income tax for all Lake County 

residents and workers.  Furthermore, over 20,000 Lake County citizens remain 

unemployed.  However, of the Northwest Indiana counties examined, Lake County 
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does maintain the largest total budget.   

 

Nearby LaPorte County’s poverty rate was 17.1 percent in 2012, and close to 

eleven percent of its citizens remain unemployed.  Porter County, while providing 

its citizens with the best access to healthcare services, is not without problems of 

its own.  The Porter County Council recently instructed all Porter County 

government department heads to cut their department’s respective budgets by 10 

percent to help make up for a $5 million budget shortfall.  Newton County may be a 

logical location for the proposed Academic Medical Center, as its citizens currently 

have the least amount of access to health care services.  In fact, Newton County is 

one of only sixteen counties in the state without a hospital.  Newton County’s 

budget, however, pales in comparison to the respective budgets of the other 

Northwest Indiana counties.   Thus, despite Newton County’s need for increased 

medical services, it is unclear whether Newton County could afford to implement a 

hospital.  Furthermore, because it is largely a rural county, is not an ideal location 

for an Academic Medical Center.   

 

If the proposal for a new Academic Medical Center is approved, Northwest Indiana 

politicians will likely make the ultimate decision about the location of the Center.  

The counties that appear to be the most in need of healthcare services (Lake, 

LaPorte, and Newton) each have their own respective budgetary issues.  Because 

state and federal funding may be limited, due mostly to recent widespread health- 

care cuts, the financial well-being of the proposed location may be determinative.  

While Porter County’s financial situation appears relatively favorable, due to its low 

poverty and unemployment rates, the need for an Academic Medical Center in the 

area is not as strong as the need in the other Northwest Indiana counties.  
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Conclusions 
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Trauma Services: Utilize existing facilities in Lake and Porter counties for 

trauma services.  

▪ Establishing a Level 1 trauma program at an existing facility is more 

economically feasible to the region. 

▪ Building a new facility for the purpose of serving as a designated Level 1 

Trauma program is not recommended.  

▪ Four largest hospitals are already moving toward some level of trauma 

designation 

▪ It is recommended that 2 or more Level 3 designated trauma programs 

should be established at existing facilities within the next 18 months with the 

goal of at least one Level 1 trauma center being established within the next 5 

years. 

▪ Preferential treatment should be given to those hospitals that are on the path 

to trauma designation or officially “in the process.” 

 

 

 

Academic Medical Center:  With current bed capacity  in the Lake and  

Porter counties, it is recommended to utilize existing facilities as opposed 

to building new Academic Medical Center for teaching and research. 

▪ It is recommended that a new Academic Medical Center NOT be created in 

Lake and Porter counties. However, a Graduate Medical Education (GME) 

program should be pursued using existing facilities. 

▪ A similar model is being pursued by IU School of Medicine Southwest in 

Evansville. 

▪ A Graduate Medical Education program providing up to 36 residency positions 

should be developed and established in Lake and Porter counties using 

existing facilities in a coordinated approach. 

 

 

In Conclusion 
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Next Steps 
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The timing of the next steps and ability to drive this long process are critically 

important to the healthcare needs of NWI residents.  Based on our experience, we 

find that studies of this magnitude need a champion who will develop a workplan 

and not only define accountability for all participant, but monitor and facilitate the 

process to ensure results.  The following six steps should be considered at the 

very conclusion of this project: 

 

1. Define Key Drivers for success, including: 

 Trauma 

- Given volume of trauma in Lake and Porter counties, consider at 

least 2 Level III trauma centers initially 

- Create pathway to at least one Level I trauma center within 3-5 

years 

 Graduate Medical Education 

- Create up to 36 residencies within the next 5 years 

- Employ a consortium approach and provide medical education at 

existing hospitals in Lake and Porter counties 

 Interconnectivity/Consideration 

- Graduate Medical Education should be provided, preferentially, at 

those hospital(s) that also commit to developing trauma services 

 

2. Form Task Force or committee to begin discussing next steps to bring 

designated trauma and graduate medical education to Lake and Porter 

counties. 

 

3. Perform further analysis on which specialties should be the initial focus of the 

GME program. 

 

Immediate Next Steps 
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4. Task Force or committee to include: 

 

- Retired community business leader – Chair 

- Regional Development Authority 

- Methodist Hospitals 

- Community – Munster 

- Porter Regional Hospital 

- Franciscan Alliance 

- IU School of Medicine Northwest 

- IU School of Medicine Indianapolis 

 

5. Task Force or committee should also include members from 3-5 of the largest 

employers in the market: 

- Approach large employers regarding funding assistance for the 

programs 

- By helping to provide graduate medical education, residents may staff 

satellite locations such as employer and community based wellness 

centers 

 

6. Task Force or committee should work with the Indiana State Medical 

Association and other appropriate lobbying organizations to help further 

legislative bill(s) related to state funding of graduate medical education. 
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Recommended Timeline 

Example 

Timeline 
2014 2015 2016 2017-18 

Trauma Care 

Activities 

• Report 

distribution 

and 

discussion 

• Confirmation 

of trauma 

status any 

planning 

efforts 

• Level 3 

certification 

achieved by at 

least one 

facility in each 

of Lake and 

Porter County 

• Level 3 

certification 

pursued by 

additional 

facilities 

• Level 1 or 2 

certification 

achieved by 1 

facility in Lake 

and Porter 

County 

Graduate 

Medical 

Education 

Activities 

• Report 

distribution 

and 

discussion 

• Financial 

evaluation by 

hospitals 

• Socialization, 

identification  

of candidate 

preceptors 

• Formal 

coordination 

with IU School 

of Medicine 

• Consortium 

development 

to coordinate 

GME efforts 

• Consensus on 

residency 

spots by 

specialty and 

initial phasing 

• Creation of 

residency 

program 

infrastructure 

• IU School of 

Medicine NW 

facility 

planning, RFP 

• Residency 

infrastructure 

validated; 

spots 

approved 

• Training sites, 

preceptors 

formally 

designated 

• Level 3 

Trauma 

centers 

prepare for 

resident 

staffing 

• IU School of 

Medicine 

selects path 

for teaching, 

research 

facility 

requirements 

• First residents 

start at initial 

training sites 

• IU School of 

Medicine 

initiates facility 

plan 

(construction, 

if required) 

We recommend a Task Force or committee be created to formally coordinate 

the efforts of the various parties: Hospitals, IU School of Medicine, Physicians, 

civic leaders, and key business leaders. One of the first tasks will be to 

establish a vision and consensus on implementation phasing. An example 

timeline of major activities and milestones is shown here: 

Exhibit 34 
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Appendix 





The Feasibility and Need of a Trauma Center in Northwest
Indiana

KSM Consulting
Indianapolis, IN

Abstract

Background. The Northwest Indiana Regional Development Authority (NIRDA) seeks to un-
derstand the necessity of, and associated options for a trauma center in Northwest Indiana
(NWI). Following a thorough analysis of treatment incidence data and publicly available trans-
portation, population, and infrastructure data, we developed a mathematical framework for ad-
dressing the questions posed by the NIRDA. Methods. We built a mapping interface capable
of displaying NWI ZIP codes and nearby hospitals and trauma centers, both in Indiana and
Illinois. Upon surveying academic literature, we compiled average activation, response, and on-
scene times for incidents, and added accurate transit times to generate heatmaps of care access.
We analyzed diagnosis data to classify incidents as trauma and created a scoring metric to infer
the severity of trauma cases. Our analysis of travel times in the region led us to construct a
graph-based model for optimal site selection, and we ranked potential locations by proprietary
utility scores. Results. The population of NWI sustains 6,000 trauma cases on average per
year, with one third of those being severe. We found that 2% of the NWI population is capable
of reaching trauma care by ambulance in 45 minutes or less. Traumas treated in Illinois are
classified as severe twice as often as those treated in Indiana. Annually, an average of 10% of
financial charges from trauma cases occurring among NWI residents flow to Illinois hospitals.
Conclusions. Most of the 7-county NWI region remains outside of a viable time window for
trauma care.

1 Introduction

Our team sought a data-driven understanding of the current healthcare system in NWI in order to determine
whether or not an additional trauma center is needed. By relying upon literature-supported methods, healthcare
industry facts, and empirically tested hypotheses, we were able to conduct our analysis with a focus on rigor and
actionable insight. We conducted our analysis in two parts, and used the results from the first part to critically
evaluate conclusions drawn from the second. In the first step, we gathered appropriate data to model the present
state of the NWI healthcare delivery system, paying particular attention to the coverage afforded to the NWI
population relative to the volume and severity of incidents. The second step involved discovering the social and
fiscal impact that a new trauma center would have with respect to the improvement of trauma care access for NWI
residents as well as the costs and benefits thereof. We will expound on these two steps after brief explanations of
our methodology and supplementary data.

We included five neighboring counties of Lake and Porter in our analysis (LaPorte, Starke, Newton, Jasper, and
Pulaski) to get a better sense of patient flows in the NWI region, and to have a more complete idea of how health
coverage differs between regions. As a common metric for care access, we used the so-called “golden hour,” a
common rule of thumb in healthcare which states that, in general, outcomes for trauma care will be best if a patient
receives care within one hour. The golden hour we used was inclusive of activation, response, on-scene and transit
times, rather than being merely a multiple of the time needed to transport a trauma victim to adequate care.

In addition to using the datasets acquired from the Indiana Hospital Association (INHA) and the Illinois Hospital
Association (ILHA), we integrated publicly available data, including: real-world travel times from the Google

1



Maps API; access to major highways and interstates from the Indiana Department of Transportation (INDOT);
population and demographic information from the U.S. Census Bureau; and the mean amount of time necessary
for each of the activation, response, and on-scene components of the total prehospital time from the Journal of
Prehospital Care [1].

The first step of our analysis concerned the ability of NWI residents to access trauma care, in terms of prehospital
time, population effects of lack of care, and coverage gaps that exist in the region. We also researched the trends
associated with healthcare system utilization in NWI, and computed statistics for the out-of-state trauma center
usage by the NWI population. We used patient diagnosis data to deduce trauma severity and annual volume figures
to assess the stress placed on the healthcare system as a whole. This allowed us to have a complete picture of the
present set of circumstances surrounding the NWI healthcare system, and provided a baseline for the following
analysis on how to improve them.

The second step had two goals, each using aspects of the definitions and data described above. We began by
selecting a list of ZIP codes as potential locations for a new trauma center, with a stipulation that those ZIPs must
provide the highest possible population coverage within the golden hour. We then created another list of ZIP codes
in which the transportation infrastructure contained in each allowed both in- and out-of-state travelers to access
trauma care within the golden hour. Finally, we compared a list of hospitals that could viably be converted into
trauma centers with our lists of location ZIP codes, and ordered these hospitals’ locations by overall utility. The
goals of this portion of our analysis stemmed from a basic principle: any location chosen to be the site of a new
trauma center must improve the overall ability of NWI residents to obtain trauma care.

2 Current Access to Trauma Care in Northwest Indiana

2.1 Ground and Air Travel Time Distribution

Upon reviewing the problem statement in the request for proposal (RFP), we initially studied how those living
in NWI obtain trauma care. In particular, we were interested in how the amount of time needed to reach a
trauma center changed based upon location within NWI, for both ambulatory and helicopter services. Given the
importance placed on understanding the regional dynamics underpinning the NWI healthcare system, we decided
that an interactive map would be the most appropriate way in which to represent the areas served by medical
ground and medical air transport. In addition to creating our own mapping interface, we also used maps generated
by the University of Pennsylvania Cartographic Modeling Laboratory website, TraumaMaps.org [2]. By working
with both mapping systems we were able to get a clear sense of care access for NWI.

Some explanations should be made about the assumptions underlying our analysis. First, none of the data from the
INHA or the ILHA contained information on incident location. The only geospatial data were ZIP codes of patient
residence; patient address was therefore used as the indicator for incident location. This implicitly assumed that
the distribution of cases occurred in the ZIP codes inhabited by NWI residents [5]. Next, we assumed that cases
involving non-NWI residents occurred evenly along highways, most likely while commuting or traveling through
the Chicago area. We also assumed that the implicit severity associated with outpatient incidents was lower than
for inpatient cases. After inspecting the outpatient data, which was only available for Indiana, we decided it was
not a necessary component for our study. From our investigation of the data we found that 2% of inpatient and
0.58% of outpatient cases were treated in Indiana trauma centers, nearly a fourfold difference in magnitude. Due
to the fact that the primary concern of the RFP was to determine the viability of a new NWI trauma center rather
than a non-trauma certified hospital, we favored the inpatient dataset as the principal means to model and visualize
patient flows for care.

The following figures were produced with TraumaMaps.org’s mapping utility, and were used to understand the
ease with which cases originating in NWI may be transported to nearby trauma centers. All figures referenced
herein are located in the Appendix following this report.

Figures 2 through 4 show the areas from which patients can reach trauma centers by helicopter within 45 and 60
minutes; these times are inclusive of activation, response, on-scene, and transit time to trauma center. Recalling
the consequence of safely transporting a trauma victim to a trauma center within the golden hour, it is notable that
a large section of NWI remains outside of the possible areas serviced by helicopter quickly.

Figures 5 through 7 show access to adult trauma centers by ambulance within 45 and 60 minutes. Figure 7 is
the same as Figure 6 except it also has the locations of general hospitals plotted. INHA data are consistent with
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the patient flows implied by these maps. For instance, the vast majority of Indiana trauma cases were treated at
non-trauma centers (13,322 out of 13,900 traumas, or 95.8%), but many of them (7,356 out of 13,900 total Indiana
trauma cases, or 52.9%) were not classified as being severe.

Another important aspect to consider with respect to treatment and outcomes concerns access to pediatric care,
shown in Figures 9 through 11. While there are areas in NWI capable of reaching a pediatric trauma center,
coverage gaps do exist in Newton and Jasper counties to such an extent as to make quick transit to pediatric
care impossible for all but the northernmost portions of those counties. Furthermore, being in close proximity to
Chicago (in cities such as Gary, Hammond, Portage, and north Merrillville) almost entirely determines the ability
to reach a pediatric trauma center within an hour. If we restrict the available or desired trauma centers to those
located solely in Indiana, as in Figure 11, we can see that nearly the entire 7-county region comprising NWI exists
outside of the one-hour time window necessary to get to a trauma center with pediatric specialists on staff.

2.2 Coverage Gaps

When viewing the ambulance access maps in Figures 5 through 8, it is easy to get an idea of how difficult it is to
transport a victim to an appropriate care center in a timely manner. As an example, consider Hebron, IN, which
can be thought of as being located near the population centroid (center of mass) of the 7-county region comprising
NWI. Starting in Hebron, which is in southern Porter County, it takes 57 minutes to get to Advocate Christ Trauma
Center in Oak Lawn, IL and 1 hour 19 minutes to travel to Memorial Hospital in South Bend (Google Maps API).
From this basic approximation of incident location and the map in Figure 6, it is readily apparent that essentially
any incident occurring outside of Gary or Hammond will not reach a trauma center by ambulance within the
golden hour. These conclusions on care access are summarized succinctly in the following tables. We note that
these provide percentages for access to trauma care within 45 minutes, and that this time window is inclusive of
activation, response, on-scene, and transit times.

Table 1:
Population Percentage in 7-County Region with Access to Trauma Center via Ambulance in 45 Minutes

Name Total Population
Population Access
by Ambulance in
45 mins

Percentage

Lake 496,005 17,077 3.44%
Porter 164,343 0 0.00%
La Porte 111,467 0 0.00%
Newton 14,244 0 0.00%
Jasper 33,478 0 0.00%
Starke 23,363 0 0.00%
Pulaski 13,402 0 0.00%
Total 856,302 17,077 1.99%
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Table 2:
Population Percentage in 7-County Region with Access to Trauma Center via Helicopter in 45 Minutes

Name Total Population Population Access by
Helicopter 45 mins Percentage

Lake 496,005 490,608 98.91%
Porter 164,343 38,891 23.66%
La Porte 111,467 40,904 36.70%
Newton 14,244 0 0.00%
Jasper 33,478 0 0.00%
Starke 23,363 7,684 32.89%
Pulaski 13,402 0 0.00%
Total 856,302 578,087 67.51%

Table 3:
Historical Trauma Percentage in 7-County Region with Access to Trauma Center via Ambulance in 45 Minutes

Year Percentage
2012 5.18%
2013 4.75%

Table 4:
Historical Trauma Percentage in 7-County Region with Access to Trauma Center via Helicopter in 45 Minutes

Year Percentage
2012 25.8%
2013 25.1%

Our interactive visualization tool was also used to evaluate the prevalence of coverage gaps in NWI. By incorpo-
rating data retrieved from the Google Maps API, we obtained realistic transport times from ZIP code centroids to
trauma centers in Indiana and Illinois. As noted previously, we broke the total prehospital time into four sections:
activation, response, on-scene, and transport. Using mean values from the literature for the first three sections, we
added all four times together to get the total prehospital time from a particular ZIP code centroid to a hospital of
interest. Once this was complete, we added a capability of our mapping tool to plot heatmaps of total prehospital
times from ZIP codes to a hospital of interest. An example of this can be seen in Figure 14. Due to the fact that we
divided the total prehospital time into four segments using mean values, we often constrained the golden hour to
45 minutes. We asserted that the standard deviation of each time component would lengthen the prehospital time
and cause a one-hour limit to be biased downward. In other words, since we felt it was unrealistic to expect the to-
tal prehospital time not to take variability into account, we adjusted the timeline according to values corroborated
by the literature [1].

Based upon the time distribution maps in Figures 2 through 11, the maps generated by our mapping utility, and
state and national guidelines, it follows that for the majority of NWI residents the current trauma center locations
do not provide medically appropriate air and ground travel times. In fact, the figures show that residents who do
not live in Lake County are far less likely to be able to reach a nearby trauma center within the golden hour time
limit. Acknowledging that any trauma case necessitating the use of a helicopter is almost certainly severe, the
helicopter coverage maps show that few places in the region are able to receive timely helicopter service.

2.3 Population Effects

The detriment caused by coverage gaps is borne by different segments of the NWI population to varying degrees.
As noted in Flint, Buckley, and Spann, disparities in healthcare are worsened for racial subgroups residing in NWI
[1]. The authors note that in 2012 “transfers [out of NWI to receive trauma care] for African Americans [were]
more than triple their proportion of the region’s population” [1]. The literature also notes differences in mortality
rates between racial groups, with African Americans having the highest rate overall [6]. While African Americans
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account for only 17% of the total NWI population, several ZIP codes in Lake County have African-American
proportions exceeding 80 or 90% of the population (U.S. Census Bureau, 2012). Furthermore, most transfers out
of NWI were needed by African Americans [4]. Thus, a new trauma center placed in Lake or Porter County would
reduce or eliminate the need for many out-of-the-region transfers, and would ameliorate the racial imbalance in
mortality rates.

For all of the ZIP codes that constitute NWI, we acquired summary demographic data from the Census Bureau’s
2012 American Community Survey. We specifically gathered information on educational attainment, median
age, median household income, median gross rent, income inequality (Gini coefficient), and total population with
counts by race. Once these data were compiled, they were added back into the inpatient dataset as quantiles. A
quantile is simply a division of data into equal pieces, each containing the same fraction of the total set. For our
purposes we used quartiles, which split the data evenly into 4 groups or quarters. For example, consider actual
data for total patient charges in Indiana. The first quartile ranges from the minimum value, $6,835, to the first
quartile’s value, $15,734. Any case with a total charge falling in this range would be sorted into the first charge
quantile. The second quartile, or 50th percentile, is also the median. Any value falling in between the 25th and
50th percentiles was grouped into the second charge quantile. This process was completed for each ZIP code’s
demographic data, resulting in pieces of information that were easy to work with, understand, and compare.

Using the interactive mapping tool that we built, ZIP code demographics may be viewed simply by hovering over
areas of interest. If, for example, the travel time distribution for a particular trauma center is plotted, the users can
look at an individual ZIP code’s demographic profile, conveniently placed into quantiles for intuitive comparison
with neighboring ZIPs. The mapping tool provides a way to view the areas in NWI best positioned to obtain
trauma care, and which population subgroups are affected when care is inaccessible.

3 Trends in Healthcare Utilization by NWI Residents

3.1 Healthcare Utilization Trends

An integral part of our analysis centered on the “load” or “strain” placed on the NWI healthcare system, and how
utilization of the system changed over time. As a first step, we sought a concise answer to the following question:
How many NWI residents were treated in Indiana and Illinois trauma centers during the period, and where did they
come from? To address this question we used our interactive map to plot trauma centers as points, then rendered
heatmaps of patient volume by ZIP code for each trauma center. Additionally, we plotted other NWI hospitals
that treated trauma cases, and included ZIP-level information to produce heatmaps. We also generated data tables
with summary statistics, which are located in the Appendix.

We note that our analysis was based on data for 9 out of the 10 trauma centers in Indiana, 4 of which had a
significant patient population from NWI. The years for which we had data were also different between Indiana
and Illinois. Data from Indiana did not have patient charges for the final quarter of 2013. For that same period, data
from Illinois was missing entirely. We extrapolated charges for Indiana during 2013Q4 using a seasonal ARIMA
model, yielding the total annual inpatient and trauma charges by year. The same technique was applied to the
missing Illinois data to arrive at annual figures for incidents, traumas, and charges. In addition, we extrapolated
Indiana charges at the county level for high-level statistics of the NWI region.

We must also mention that while there were visitors to Indiana trauma centers who did not live in Indiana, the vast
majority of trauma cases were for NWI residents (12,005 NWI resident trauma cases from 2012-2013 / 13,789
total trauma cases in Indiana during those years, or 87.1%). These out-of-region residents were counted in sum
totals on a per-trauma center basis. As we studied the volume and severity of trauma cases that originated in NWI,
we assumed that cases occurred in NWI ZIP codes when the residents were in NWI, and assumed that cases for
non-NWI residents occurred evenly along highways, as done in Section 2. We used the total trauma cases for all
residents to get an idea of patient volume and case severity in the NWI region.

3.2 Classification of Trauma Cases

A significant challenge we had to address was the lack of an explicit field in the data that denoted an incident as
being a trauma case. By extension, we had no information on the severity of cases, even if they were traumas.
Typically, healthcare practitioners classify a case as major or minor trauma using the Injury Severity Score (ISS)
[3]. In this trauma grading system, any case with an ISS of 15 or greater is considered a major trauma [3]. With
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no fields in the data corresponding either to ISSs or traumas outright, we introduced a derived variable for each.
Using the diagnosis codes (ICD-9s) and the Indiana Trauma Registry Inclusion/Exclusion Criteria as defined by
the Indiana State Department of Health, we were able to classify incidents as being traumas for both Indiana and
Illinois. Any case that had at least one of its diagnosis codes in the inclusion criteria was classified as a trauma.
Inferring the severity of cases, however, relied upon a more sophisticated methodology.

To create a proxy for the severity of a trauma case, we computed a severity score using quantile ranges for age,
total charges, and length of stay. Possible values for quantiles ranged from 1 to 4, i.e.

q ∈ [1, 2, 3, 4]

as done with the demographic data detailed in Section 2. For Indiana the trauma severity score was of the form

sIN = qstay · qcharge · (1 +
1

qage
+ bcritical)

where “q” denotes the quantile (first, second, third, or fourth) in which the variable in the subscript falls for a
given case, and “b” denotes a binary for whether or not the trauma victim spent at least one day in critical care.
This accomplished a regularization of the scores and also bounded them on the interval [1.25, 48].

The score for Illinois was

sIL = qstay · qcharge · (1 +
1

qage
)

since Illinois’s data did not contain a field for whether or not a patient entered critical care. Illinois’s score was
bounded on the interval [1.25, 32]. To compare the severity scores between Illinois and Indiana, both ranges were
compressed to lie on the interval [1, 10]. While it may seem at first that the term for critical care in the Indiana
severity score would lead to more cases being labeled as having a higher severity, in practice this was not the case
(Figs. 12 and 13). The additional term in Indiana’s score equation only led to the range on scores being higher;
a greater percentage of trauma cases in Illinois, not Indiana, hospitals were labeled as severe. In fact, nearly two
thirds of trauma cases treated in Illinois were severe, while roughly one third of those treated in Indiana were
severe.

Once each trauma case was scored, a machine learning algorithm called a self-organizing map was applied to
uncover clusters of severity scores within the trauma data. These clusters were then used to impose bounds on the
severity score for classification purposes. For instance, if the severity score for a certain trauma case was below
a given threshold, it would not be classified as severe, and vice-versa. Figures 12 and 13 show the histograms of
severity scores for Indiana and Illinois, respectively. What can be seen from these histograms is that most trauma
cases fall below a certain threshold for severity and are not counted as being severe. There is in each state’s data,
however, a clear distribution of cases for which the severity score is well above the overall mean. Some scores are
not possible due to the underlying algebra of the severity scoring metrics.
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3.3 Indiana Trauma Center Utilization

For the two-year span of 2012-2013, NWI residents primarily sought care near where they lived, either in Indiana
or Illinois. Memorial Hospital of South Bend was the most frequented Indiana trauma center by NWI residents
(Figure 15), followed by Riley Hospital for Children in Indianapolis (Table 5). See Table 12 for a summary of the
four most frequented Indiana trauma centers, and Table 5 for annual aggregates.

Table 5: Incidents by Year, Treated in Indiana

Year Inpatients Trauma Cases Severe Trauma Cases Trauma Rate
per 1000 Incidents

Percent of Traumas
Classified as Severe

2012 128,847 7,069 2,674 54.9 37.8%
2013 121,041 6,720 2.048 55.5 30.5%

3.4 Illinois Trauma Center Utilization

From 2012 to 2013Q3, Illinois’s trauma centers received 5,176 patients who lived in NWI, while Indiana trauma
centers received 5,078. Table 15 contains summary statistics for Illinois trauma centers from 2011 to 2013Q3,
and Table 6 has Illinois’s data in annual figures.

Again, it should be noted that we did not have information on the location of incidents. It is entirely possible,
therefore, that cases in which NWI residents were treated in Illinois trauma centers were partly the result of
commuting individuals who work near the Chicago area. In other words, commuters may have access to trauma
centers because of their commute, not because they live in close proximity to them. On weekends, for example,
the commuting population of NWI would likely be less able to receive prompt trauma care.

Table 6: Incidents by Year, Treated in Illinois

Year Inpatients Trauma Cases Severe Trauma Cases Trauma Rate
per 1000 Incidents

Percent of Traumas
Classified as Severe

2011 2,923 274 174 93.7 63.5%
2012 2,937 326 202 111.0 62.0%

2013* 2,914 391 239 128.4 61.1%

* 2013’s values during Q4 were extrapolated from previous years’ data
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4 Improving Trauma Center Access

In this section we develop a rigorous quantitative methodolgy for determining an optimal location for a trauma
center to serve the residents of Northwest Indiana and relieve pressure on existing healthcare resources. A 2012
study presented at the annual meeting of the Indiana Academy of the Social Sciences [4] raised the following
findings: (1) patient volumes of the region’s hospitals clearly warrant the creation of a regional trauma center;
(2) 23.8% of patients transfered to trauma centers outside the region were non-region residents involved in severe
motor vehicle crashes on interstate highways; (3) most region residents live outside the “golden hour” radius,
which is a clinical guideline for the maximum transit time a trauma victim can sustain to achieve an optimal
medical outcome.

These results motivated our analysis to achieve the following goals: (1) select ZIP codes for the location of either
one or two trauma centers that will provide maximal population coverage under the golden hour rule; (2) select ZIP
codes with sufficient transportation infrastructure to reach a maximal number of interstate and regional highways
to improve ground-transit time for region residents and out-of-state residents. ZIP codes constitute the highest
level of geospatial granularity for which robust population demographics and economic data are readily available,
therefore our analysis concludes with a list of trauma center location ZIP codes ranked by the extent to which they
satisfy the stated objectives.

4.1 Optimal Trauma Center Site Selection

Our analysis began by obtaining a list of ZIP codes contained in Jasper, Lake, LaPorte, Newton and Porter counties
as well as adjacent areas. Using the API provided by the Census Bureau, we were able to obtain population counts
as of 2011 for each location. With the Google Maps API, we determined the geographic coordinates of the centroid
of each ZIP code as well as the pairwise distance and minimum ground-transit time between them.

An in-depth overview of the mathematical methods involved in this portion of our analysis may be found in the
Appendix.

Table 7: Top Five ZIP Codes Ordered by Connectivity

Connectivity ZIP Code City County
78 46307 Crown Point Lake County
78 46341 Hebron Porter, Jasper, Lake, La Porte
75 46355 Leroy Lake County
75 46325 Hammond Lake County
75 46308 Crown Point Lake County

Table 8: Bottom Five ZIP Codes Ordered by Connectivity

Connectivity ZIP Code City County
20 46601 South Bend St. Joseph County
21 46985 Star City Porter, Jasper, Lake, La Porte
21 46960 Monterey Pulaski
23 47948 Goodland Newton
25 47951 Kentland Newton

These locations are clearly clustered in Lake County, which is due to the high number of smaller, more easily
reachable ZIP codes relative to other parts of the region. This is further emphasized by the high ranking of
Leroy and Hebron, rural areas with small populations and insufficient economic and transportation infrastructure
to support a major trauma center but are reachable within an hour from a large number of ZIP codes; results
suggesting that reachability is proportional to but not directly suited for application as a suitability function for
site selection in this application.

The results demonstrated in Table 9 show a clear preference for population centers as potential trauma center
locations. Because of the relatively continuous distribution of locations, we decided to augment our utility score
by a factor the captures the existing ground transit infrastructure for each ZIP code. In order to obtain this variable,
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we manually tabulated the number of major state roads and interstate highways intersecting each ZIP code in our
set. We analyzed the distribution of highway and interstate counts and determined that a simple multiple of the
two was a sufficient scoring metric. Table 11 captures these results.

Table 9: Top Five ZIP Codes Ordered by Utility

Utility ZIP Code City County
1703803 46307 Crown Point Lake
1435326 46350 La Porte LaPorte
1399347 46368 Portage Porter
1373899 46360 Michigan City LaPorte
1359429 46383 Valparaiso Porter

Table 10:
Bottom Five ZIP Codes Ordered by Utility

Utility ZIP Code City County
16104 46379 Sumava Resorts Newton
21819 46960 Monterey Pulaski
24452 46985 Star City Porter, Jasper, Lake, La Porte
25869 46376 Schneider Lake County
29516 46393 Wheeler Porter

Table 11:
Top Five ZIP Codes by Population Utility and Transitability

Utility ZIP Code City County
7524027 46350 La Porte LaPorte
5954981 46360 Michigan City LaPorte
5662909 46368 Portage Porter
5059427 46304 Chesterton Porter
3664386 46307 Crown Point Lake
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Appendix A Mathematical Derivations

Let us begin by defining the following quantities:

Transit Time ∆t(i, j) : a function for the minimum transit time between ZIP codes i→ j

Population ||i|| : the population at ZIP code i

Following the golden hour rule, ∆t(i, j) < 1 hour, let us define a matrix A whose elements ai,j are defined as
follows:

ai,j =

{
1 if ∆i,j(t) ≤ 1 hour
0 if ∆i,j(t) > 1 hour

This matrix, known from Graph Theory as an adjacency matrix , enumerates all possible pairs of ZIP codes that
are both reachable and unreachable by ground transport within a one hour window. With this structure we can
quickly identify the set of nodes (ZIP codes) that are most central to the network, thus providing maximal golden
hour coverage to the network as a whole.

46402

46303

46311

46307 46320

46143

Figure 1: Graphical depiction of the ZIP code node reachability network. Lines between nodes represent values
ai,j = 1, or paths between nodes reachable within one hour.

This selection corresponds with the solution of the first-degree connectivity equation in i ∈ S, the set of all ZIP
code nodes:

f(i) = max
i∈S

∑
j∈S

ai,j

The above equation solves the centrality problem by identifying the most directly reachable node in the network.
Table 7 shows the connectivity score and locations of the top five most reachable ZIP codes.

We must shift our thinking about suitability to a question of reachability for the maximum number of people, a
measure better suited to the task of optimizing for healthcare access to the largest population.

Let us define a weight wi,j on choosing of choosing site i , where ||j|| represents the total population of location
j as reflected in the 2011 community survey.

wi,j = ai,j · ||j||

We can measure the total benefit of location i (number of people with access) simply by summation over j in the
set of all potential locations S. The ranked list of locations following this metric are shown in Table 9

f(i) = max
i∈S

∑
j∈S

wi,j = max
i∈S

∑
j∈S

ai,j · ||j||
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Table 16:
Total Inpatient Charges by Year, Indiana

Year Total Charges
2012 $3,657,409,792
2013* $3,604,190,522

Table 17:
Total Inpatient Charges by Year, Illinois

Year Total Charges
2011 $201,040,280
2012 $205,774,904
2013* $200,800,094

Table 18:
Total Trauma Charges by Year, Illinois

Year Total Charges
2011 $21,291,560
2012 $32,239,247
2013* $33,126,091

Table 19:
Total Trauma Charges by Year, Indiana

Year Total Charges
2012 $258,414,100
2013* $264,334,007

* 2013 values from Q4 were extrapolated from past data
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Table 20:
Per Capita Trauma Rate in 2012-2013 for 7-County Region

County 2012
Traumas Cases

2012
Population

2012
per capita

trauma rate

2013
Traumas Cases

2013
Population

2013
per capita

trauma rate
Lake 4094 495,230 8.27 3906 491,456 7.95
Porter 1053 164,386 6.41 989 166,557 5.94
La Porte 789 111,335 7.09 772 111,281 6.94
Newton 68 14,087 4.83 66 14,087 4.69
Jasper 259 33,369 7.76 230 33,389 6.89
Starke 129 23,310 5.53 129 23,197 5.56
Pulaski 95 13,395 7.09 97 13,007 7.46
Total 6487 855,112 7.59 6189 852,974 7.26

Appendix C Figures

Figure 2:
Access to Illinois or Indiana Adult Trauma Centers by Helicopter in 45 Minutes or Less
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Figure 3:
Access Only to Indiana Adult Trauma Centers by Helicopter in 45 Minutes or Less
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Figure 4:
Access Only to Indiana Adult Trauma Centers by Helicopter in 60 Minutes or Less
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Figure 5:
Access to IL or IN Adult Trauma Centers by Ambulance in 45 Minutes or Less
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Figure 6:
Access to IL or IN Adult Trauma Centers by Ambulance in 60 Minutes or Less
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Figure 7:
Access to IL or IN Adult Trauma Centers by Ambulance in 60 Minutes or Less,

Regular Hospitals Overlaid for Comparison
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Figure 8:
Access to IL or IN Pediatric Trauma Centers by Ambulance in 60 Minutes or Less
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Figure 9:
Access to IL or IN Pediatric Trauma Centers by Helicopter in 60 Minutes or Less
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Figure 10:
Access to IL or IN Pediatric Trauma Centers by Helicopter in 45 Minutes or Less
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Figure 11:
Access to Indiana Pediatric Trauma Centers by Helicopter in 60 Minutes or Less
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Figure 12:
Histogram of Trauma Scores for Illinois
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Figure 13:
Histogram of Trauma Scores for Indiana
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Figure 14:
Distance from NWI ZIP Codes to Memorial Hospital of South Bend
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Figure 15:
Heatmap of NWI Patients for Memorial Hospital of South Bend
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Figure 16:
Adjacency Score by ZIP Code
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Figure 17:
Transit Score by ZIP Code
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Figure 18:
Utility Score by ZIP Code

36



References

[1] Carr, Brendan G., Joel M. Caplan, John P. Pryor, and Charles C. Branas. “A Meta-Analysis of Prehospital
Care Times for Trauma”. Prehospital Emergency Care, Vol. 10, No. 2, pp. 198-206. 2006.

[2] Carr, Brendan G. and C. Branas. TraumaMaps.org Trauma Center Maps. University of Pennsylvania Carto-
graphic Modeling Laboratory. Trustees of the University of Pennsylvania, 2006.

[3] Copes, W.S., H.R. Champion, W.J. Sacco, M.M. Lawnick, S.L. Keast, and L.W. Bain. “The Injury Severity
Score Revisited”. The Journal of Trauma, Vol. 28, No. 1, pp. 6977. 1988.

[4] Flint, S., F. Buckley, and C. Spann. “The Incidence of Unmet Trauma and Pediatric Intensive Care Needs in
Northwest Indiana”. School of Public and Environmental Affairs, Indiana University Northwest. 2012.

[5] Sadilek, Adam, and John Krumm. “Far Out: Predicting Long-Term Human Mobility.” Microsoft Research.
2012.

[6] Satcher, D., G.E. Fryer, J. McCann, A. Troutman, S.H. Woolf, and G. Rust. “What If We Were Equal? A
Comparison of the Black-White Mortality gap in 1960 and 2000”. Health Affairs, Vol. 24, No. 2, pp. 459-464.
2005.

37





 

 
 
 
 
 
 
 
 
 
 
 

 
 

 

 

Facility Requirements Assessment for 

Level I Trauma Center 

Northwest Indiana 
 

 
 
 
 
 
 
 

Prepared for:  
 

Mike Gizzi 

Manager, Healthcare Resources 

800 East 96th Street, Suite 500 

Indianapolis, IN 46240 
 
 

  

7/30/2014 
 

 
 

 
 
 
 
 
 

3939 Priority Way South Drive, Suite 400    Indianapolis, Indiana 46240   Telephone  317 844 6777   Facsimile  317 706 6451  
www.cripe.biz  

P I C:  014323-10000  



 

TABLE OF CONTENTS 
 
 
 

Executive Summary  

 Findings .................................................................................................................. 1 

 Objective Summary Table .................................................................................. 2 

 Subjective Summary Table ................................................................................. 3 

Introduction 

 Scope ..................................................................................................................... 4 

 Intent ..................................................................................................................... 4 

 Method .................................................................................................................. 4 

 Benchmarking ....................................................................................................... 5 

 Glossary of Terms............................................................................................... 7 

Facility Evaluations ..................................................................................................................... 9 

 Community Hospital – Munster 

  Evaluation Narrative .............................................................................. 15 

  Subjective Metrics .................................................................................. 17 

 Porter Hospital - Valparaiso 

  Evaluation Narrative .............................................................................. 19 

  Subjective Metrics .................................................................................. 21 

 Methodist Hospital - Gary 

  Evaluation Narrative .............................................................................. 23 

  Subjective Metrics .................................................................................. 27 

  

Appendix 1:  Surveys .................................................................................................................. 34 

Appendix 2:  Building Information 

Appendix 3:  References 

Appendix 4:  Cost Estimate Support 

Appendix 5:  Freestanding Functional Program 

 



P a g e  | 1 

EXECUTIVE SUMMARY 

Findings 

The following report shows that any of the 3 hospitals studied have the ability to become Level I 

Trauma Centers.  Each hospital also has limiting factors that will require building improvements 

and meeting necessary requirements.  Maintaining necessary patient volumes and meeting 

staffing requirements may be the greatest challenge for any of the facilities. 

None of the hospitals have the strong academic affiliation or presence at their facility that is 

required for a Level I center.  All are equal on the academic parameter and therefore we did not 

attempt to determine what should be added to achieve teaching, office or on-call space within 

or adjacent the buildings. The academic options require a much more extensive programmatic 

study with operational plans, before assessing physical space capabilities. 

Each individual assessment section highlights the weaknesses found and in most cases, the 

leadership groups for those facilities have plans to strengthen those weaknesses. This study focuses 

on identifying weaknesses, but the many strengths at each facility provide a great foundation for 

any new programs. 

 

 

 

 

 

 

Community - Munster, IN    Porter – Valparaiso, IN 

 

 

 

 

 

 

Methodist, Southlake – Gary, IN   Methodist, Northlake – Gary, IN 
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INTRODUCTION 

Scope 

The Hospital Assessment and Evaluation was conducted using a combination of subjective and 

objective criteria. The criteria were created by standards set in the most recent “Guidelines for 

Design and Construction of Health Facilities” published by The Facility Guidelines Institute and 

American College of Surgeons recommendations. This guideline is the standard that JCAHO 

and the ISDOH apply to designation levels, and the recommendations of the American College 

of Surgeons form the basis for Level I accreditation. 

The Guideline and Recommendations both stress that specific requirements are minimum 

requirements and that all spaces and designs must meet the requirements of the specific 

program, including services and equipment being used at the individual facility. Since a full 

operational program has yet to be developed, our facility assessment and program are based 

upon code requirements, in addition to space needs and criteria for similar Trauma programs.  

The capacity of any ED/Trauma Department is impacted by many factors in addition to the 

number of visits. Downstream department capacity can greatly influence the operational 

efficiency for moving patients through the ED area. Although information was gathered related 

to the capacity and issues with the ICU, Imaging, Surgery, and Cath Labs; analyzing any causes 

or corrections to capacity issues in those areas was beyond the scope of this analysis. 

The Capacity for the hospitals’ ED was based upon current census numbers and recognized 

throughput challenges.  The impact of Trauma designation on ED patient volumes deserves 

further analysis, but is not explored within this evaluation. All hospitals are continually impacted 

by the opening or closing of services within the service area and final design of a new Trauma 

unit should reflect corporate processes for expanding and contracting in a modular design and 

staffing plan. 

As a point of comparison, a new freestanding ED option is also presented.  This is a complicated 

prospect as the functional program must assume a number of important operational criteria.  

Variables such as patient volume, acuity distribution, regional census influences, and related 

services have a significant influence on the sustenance of a new provider in the region and the 

health of existing providers.  Traffic generated and inpatient admissions need to be 

accommodated.  Expensive imaging and surgical facilities need to be utilized for a reasonable 

return on investment.  This is an expensive and complicated option and the solution presented 

here would require significant additional communication, feasibility, and design effort to 

validate.   

Intent 

As part of an effort to identify what would be required to establish a Level I Trauma program in 

northwest Indiana, Cripe|Architecture + Interiors was contracted to evaluate the impact to 

physical facilities.  The anticipated approach would involve engagement with an existing 
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trauma program, with the intent to incentivize and facilitate the measures required to attain 

Level I designation.  This study engaged three existing hospitals, all currently providing 

emergency services within northwest Indiana, as directed by Katz Sapper & Miller.  

Method 

Engagement involved a web-based fact gathering platform (on-line survey) to establish certain 

characteristics, as well as in-person discussions.  Each facility was visited in person by Mr. Doug 

Morris and Mr. Frank Hindes of Cripe|Architecture + Interiors in late June/early July of 2014.  

Representatives from each facility were made available for a focused discussion on-site.  In all 

instances, the facilities were very welcoming, accommodating, and helpful with regard to the 

inquiries.   

Cripe thanks all those who contributed time and input to this effort including Mr. Mike Gizzi 

from Katz Sapper & Miller. A list of those involved from each location is provided here.   

NAME FACILITY ROLE 

Valerie MacCartney Community Assistant Nurse Manager, ED 

Anne Yakubik Community Assistant Nurse Manager, ED 

Rob Hoskins Community Nurse Manager, ED 

David Otte Community Vice President of Engineering 

John Olmstead Community Director of Emergency & Surgical Services 

   

Michael Woods, MD Porter ER Interim Medical Director 

Brenda Rogers Porter Director Emergency Services 

Christian Goss Porter Director of Engineering 

Kelly Credit Porter Director System Strategy& Marketing 

Taffy Arias Porter Chief Nursing Officer 

David Cummins, MD Porter EMS Medical Director 

   

Shelly Major Methodist Chief Nursing Officer 

Jennifer Mullen Methodist Trauma Program Coordinator 

Dan Plank Methodist Director of Facilities 

Reuben C. Rutland, MD Methodist Trauma Director 

Benchmarking 

Various high level benchmarks are documented in current research for the appropriate size 

and number of beds for an emergency department and trauma center. The operational plan 

and flow among the ED and all related departments can have a considerable impact on the 

efficiency and therefore the system needs to be studied as a whole. 

This study provides a benchmark range that gives an indicator of how each current emergency 

department fits along the benchmark spectrum. Being high or low is not a direct indicator of 

the ED’s capacity or ability to become a trauma center. Many existing hospitals and trauma 
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centers are undergoing Lean planning to improve and therefore may find additional capacity 

through more efficient utilization in departments that seem undersized. 

The objective metrics used for this evaluation are defined and explained further in the 

evaluation section of this report.   

With the objective data, the subjective assessment of systems and processes is also a valuable 

indicator of suitability.  This report has utilized a weighted scoring approach to quantification of 

the subjective assessments.  This is also defined and explained further in the evaluation section 

of this report.   

Methodology of the Cost Opinion 

The cost opinions for each facility are based upon unit costs.  The unit costs come from national 

hospital projects, but are normalized to the Indiana environment Q1 2015. Within the range of 

costs, we have used the 75 percentile for a new acute care hospital construction.  The 

components have been further broken down to the specific area being considered. 

 

This early analysis is a high level assessment and therefore associated comments will be 

provided noting assumptions made.  We have applied the unit costs uniformly across each 

facility to assure consistency in the assessments.  

 

Required renovations have been assigned the fit out costs for each specific department, and 

then classified into four levels weighting the intensity of renovation required. 

 

Level 1 – Cosmetic renovations that pertain mostly to finishes although may include 

replacement of cabinets and countertops. This work would be 18%-20% of a complete 

rebuild. This level would not include any changes to the wall layout. 

 

Level 2 – Minor alterations to the functional layout of the department with limited 

modifications required for Heating Ventilation and Air Conditioning (HVAC). The 

estimated cost of this work would be 20% - 30% of a complete rebuild. 

 

Level 3 – Moderate renovations to the department with some significant changes to the 

functional layout and relocation of walls requiring more significant modifications to the 

HVAC systems in the area with some structural and plumbing modifications. The cost of 

this work would range from 30% - 50% of a complete rebuild. 

 

Level 4 – Major Renovation to the department that would include a near total 

demolition of the internal space and systems. The cost of this work would range from 50% 

- 75% of a complete rebuild. 

 

  



P a g e  | 7 

Glossary of Terms Related to This Report:  Borrowed from Frank Zilm & Corlett Orr (Abridged 

here) 

EMERGENCY: Emergency admissions apply to medical conditions or acute trauma such that 

life, limb, or the body function of the patient depends on the immediacy of medical treatment. 

In an emergency admission, the condition requires immediate medical attention and any time 

delay would be harmful to the patient. The patient does not have to be admitted via the 

Emergency Room to be considered an emergency admission.  

URGENT: Urgent admissions involve medical conditions or acute trauma such that medical 

attention, while not immediately essential, should be provided very early in order to prevent 

possible loss or impairment of life, limb, or body function. This group includes those cases where 

very early medical evaluation or treatment is necessary because the patient has either serious 

disease or injury or symptoms of such disease or injury. A true emergency does not exist but the 

physician considers the patient must have the next available bed.  

ASSIGNABLE SQUARE FEET: The sum of all areas on all floors of a building assigned to or available 

for assignment to an occupant, including every type of space functionally useable by an 

occupant (except custodial, circulation area, and mechanical).  

BED: Any bed that is set up and staffed for use for inpatients is counted as a bed in a facility. In 

the National Master Facility Inventory, the count is of beds at the end of the reporting period; 

for the American Hospital Association, it is of the average number of beds during the entire 

period. The World Health Organization defines a hospital bed as one regularly maintained and 

staffed for the accommodation and full-time care of a succession of inpatients and situated in 

a part of the hospital where continuous medical care for inpatients is provided.  

LICENSED: the number of beds a hospital is allowed to maintain, as determined by a 

governmental regulatory agency, usually of the state.  

STAFFED: the number of beds the hospital is able to adequately service, depending upon the 

size of staffing.  

CONSTRUCTION COST ESTIMATE: includes cost of new construction or renovation. Does not 

include local responsibility costs such as those for site acquisition, site development and 

parking; costs of equipment and furnishings not in contract; professional fees; or planning cost 

budget. 

DEPARTMENTAL GROSS SQUARE FEET (DGSF): the space inside the centerline of the walls 

separating the department from other areas and includes internal walls, internal corridors, etc.  

GROSS SQUARE FEET (GSF): the sum of the floor areas included within the outside faces of 

exterior walls for all stories or areas which have floor surfaces.  

GROSSING FACTORS: multiplication factors applied 1) to net areas for each room or element 

within a department, and 2) to gross departmental areas. These factors allow for space 

requirement not included in original net measurements.  
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HOSPITAL: According to the American Hospital Association (AHA) and National Master Facility 

Inventory (NMFI), hospitals are institutions licensed as hospitals whose primary function is to 

provide diagnostic and therapeutic patient services for medical conditions and which have at 

least six beds, an organized physician staff, and continuous nursing services under the 

supervision of registered nurses. AHA data differ slightly from those of NMFI, since data from 

NMFI reflect osteopathic hospitals as well as hospitals not register with AHA. Non-AHA hospitals 

comprise 5-10 percent of all hospitals in the country. The World Health Organization considers 

an establishment a hospital if it is permanently staffed by at least one physician, can offer 

inpatient accommodation, and can provide active medical and nursing care. Hospitals may 

be classified by type of service, ownership, and length of stay.  

INTENSIVE PATIENT CARE: patient care requiring intense nursing care, special monitoring, or 

equipment. Typically the nurse:patient ratio is 1:2 in an ICU, compared to 1:5-6 on a general 

acute unit.  

INTERMEDIATE PATIENT CARE: a patient requiring patient monitoring or nursing care at a level 

higher than provided on an acute nursing unit, but less than an ICU.  

NET AREA, NET DEPARTMENTAL AREA: measurements used in space tabulation. The net area for 

a room or element is measured to the interior finished surfaces of all walls and partitions. No 

deduction is made for columns and small duct and similar spaces within each room. The net 

area for a department or component, or for a service space, is the total of all the rooms or 

elements within it. It excludes interior partitions, exterior walls, corridors within the department, 

and general circulation areas. It also excludes other unlisted items in space tabulation, such as 

large ducts, telephone alcoves and electrical closets.  

NET SQUARE FEET (NSF): the space within the walls of a room, or the useable floor area assigned 

to a function in an open ("landscape") design.  

OCCUPANCY: The National Master Facility Inventory and American Hospital Association define 

hospital occupancy rate as the average daily census divided by the number of hospital beds 

during a reporting period. The occupancy rate for other facilities is calculated as the number of 

residents reported at the time of the interview divided by the number of beds reported.  
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Evaluations: 

The findings noted here are a summary of the more detailed information gained from data 

gathering and surveys completed by hospital personnel, and site visits.  

The findings for each hospital surveyed will be presented in the following manner: 

Overview – Provides a statement as to whether the existing hospital’s facility meets the 

minimum requirements of a Level I trauma center, and if not what would be needed to 

achieve that level. 

Metrics – Compares the facility against national benchmarks for the department’s 

capacity. There are no standard metrics for gross square footage per bed or number of 

treatment stations necessary within an emergency department or trauma center. 

Published data from numerous sources has been used to develop a range within which 

many facilities operate. This gauge is presented as a guide for determining the capacity 

of each emergency department. These benchmarks are also used for determining the 

ability for absorbing and treating a larger number of patients, if the designation as a 

trauma center projects added volume. Other departments or operational processes 

may also affect the department’s capacity. If we have identified problems or 

opportunities it is noted in this section. 

Improvements – Identifies the weaknesses within the existing facility that should be 

addressed to strengthen the hospital’s ability to function at the new trauma level. 

Costs – Lists the capital improvements needed or suggested with the anticipated cost of 

each. The findings for each hospital surveyed will be presented in the following manner: 
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OBJECTIVE METRICS 

The metrics in the table below were used as a common baseline for assessment. 

 Community Hospital  Trauma Center 

Annual Visits Per Bed or 

Treatment Station 
2000 1700 1500 1300 1100 

Gross Department Square Feet 

Per Bed 
600 650 750 900 

Single Exam Room Size 120 sf min. 

Bariatric Exam (Minimum 1) 200 sf min. 

 

These metrics impact the suitability as a Level I trauma center in many interactive ways, but a 

summary of why these metrics were selected is provided below. 

Annual Visits Per Bed 

or Treatment Station 

This metric is indicative of the capacity of the ED to receive patients on 

a regular basis.  Lower numbers may indicate more availability, or 

shorter wait times.  Lower numbers may also indicate higher volumes of 

low acuity patients.  Higher numbers may indicate less availability at 

peak periods and/or longer boarding times. 

Gross Department 

Square Feet Per Bed 

This metric is indicative of the density of the ED related to treatment 

spaces and provider spaces.  Room size and circulation have significant 

impact on this metric.  Higher numbers may indicate larger treatment 

spaces or more comfortable circulation, but may also indicate greater 

provider support spaces.  Higher numbers may also indicate more 

opportunity for internal reorganization to accommodate required 

improvement.  Lower numbers may indicate a limited ability to expand 

within the current ED boundaries.  As with all data, context is important. 

Single Exam Room 

Size 

There is a minimum required exam room size.  The metric presented will 

be representative as each room will be slightly different, but will give a 

good idea of the current design parameters.  This metric in context of 

those above will shed additional insight into departmental density and 

ability to accommodate improvements.   

Trauma Room Size There is a minimum required trauma room size.  The metric presented will 

be representative as each room will be slightly different, but will give a 

good idea of the current design parameters.  This metric in context of 

those above will shed additional insight into departmental density and 

ability to accommodate improvements and best practices. 
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SUBJECTIVE METRICS - TRAUMA CENTER COMPONENT CHARACTERISTICS 

For the purposes of this analysis, each component is given a subjective value from “-3” to “3” 

representing its impact on the capacity and quality of the ED and future Trauma Unit. If a 

characteristic is neutral to that component’s impact, it has a “0” value. As some characteristics 

have greater impact on the overall success, or whose impact is transferred to other 

components, it is given a higher weight factor from 1 to 3 in order to achieve an overall 

weighted value.  The weighted value is calculated using the following formula: 

(Score) * (Weight + 3) = Value 

A value of three is added to the weight factor to soften the overall effect of the weighted 

calculation.   A weight of 3 is not necessarily 3 times more important than a weight of 1.  In the 

final analysis this study will assume that the minimum necessary components will be achieved at 

each facility considered and the scoring will highlight the weakness or strength in achieving 

that end result and the quality and strength of that achievement. The study and evaluation will 

focus on the building and assume that all hospitals being considered will achieve the physician, 

staffing, training and operational requirements. 

 

CHARACTERISTIC:  Hospital ED 

Description: The hospital Emergency Department is one key entry point to the 

hospital’s services. Most people in the community know that if they are concerned 

about any urgent healthcare issue, they will find help at the closest ED. The capacity 

and current issues within the existing hospital department form the core to 

determining capacity for expanding the program into a Level I Trauma Center. 

Importance: This study will assess that the building meets all minimum requirements 

and if not, what is needed and the difficulty of achieving the minimum needs. The 

performance metrics of the existing ED will highlight the weaknesses or strengths of 

the hospital’s current facility and operating processes. Not all performance 

weaknesses shown in the ED are directly a result of this department’s performance 

and therefor, similar performance assessments are checked in related departments 

for a high level view of overall hospital capabilities and weaknesses. 

Criteria:  

  Physical Space 

 Gross Department Space per bed 

 Number of visits per emergency bed 

 Door to Physician time 

 Left Without Being Seen 

 Outstanding deficiencies 
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CHARACTERISTIC:  Hospital Surgery 

Description: It is assumed that all hospitals considered in this study have a surgery 

department and the necessary support services. The surgery capacity and issue 

review focuses on services required to support the expanded needs of a trauma unit. 

Importance: A trauma hospital needs to have 24-hour surgery capability 7 days a 

week for trauma use. The hospital will need to establish a staffing plan to achieve the 

requirement.  This analysis will focus on the current utilization of operating rooms and 

the building’s physical capability to meet the requirements. While most hospitals have 

processes to get an OR when needed, the requirements for a Trauma Center insist 

that the process must be more formalized and tested regularly. 

Criteria: 

 Physical space 

 Current OR utilization 

 Proximity to the ED 

 

CHARACTERISTIC:  Hospital ICU / CCU 

Description: Having ICU capabilities is a basic requirement for being a Trauma 

Center. All hospitals being reviewed have at least one unit with staffing / utilization for 

their current patient load. 

Importance: The evaluation in this study is just to see if the current hospital has 

capacity problems or conditions that would be compounded if a trauma unit were 

established, and might also create upstream problems for patient movement to 

appropriate care. 

Criteria: 

 Staffed beds 

 Daily and annual utilization 

 Condition 

 Current deficiencies  

 

CHARACTERISTIC:  Hospital Imaging Capabilities 

Description: Complete imaging capabilities are a necessity for any hospital, which 

rise to a higher importance when the hospital serves a Trauma Center. 

Importance: Imaging has always been very important to the ED with advanced 

imaging continually gaining in importance. CT, MRI and Interventional Radiology are 

becoming standard for trauma units. These services need to be available in the 

hospital and the closer to the Trauma Center the better. New emergency 
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departments are being constructed with essential services within the department. 

Criteria: 

 Current imaging equipment 

 Equipment proximity to the ED 

 Equipment current utilization 

 

CHARACTERISTIC:  Hospital Laboratory 

Description: A hospital lab provides essential analysis for caregivers to make critical 

treatment decisions throughout the hospital and possibly for other organizations.  

Importance: In an Emergency and Trauma situation it is extremely important to have 

the analysis immediately available. The study checks the capacity and ability to 

meet increased needs of a trauma facility. 

Criteria: 

 24 hr. analysis of blood, urine and other body fluids 

 Microsampling capabilities 

 

CHARACTERISTIC:  Hospital Blood Bank 

Description: The hospital’s blood bank is where blood products are stored and may 

also include a collection area. Many times the blood bank is included as a portion of 

the lab and in addition to collection and storage, will perform blood typing, cross 

matching, coagulation studies etc. 

Importance: A very high importance for a trauma center to have an available supply 

of blood and it is critical to have 24/7 capabilities for stat typing and matching.  

Criteria: 

 Capabilities 

o Blood typing 

o Cross matching 

o Coagulation studies 

o Blood gasses 

o Microbiology 

 Storage 

o Red blood cells 

o Fresh frozen plasma 

o Platelets 

o Cryoprecipitate 

o Coagulation factors 
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CHARACTERISTIC:  Hospital Infrastructure 

Description: For the purposes of this study, the infrastructure being considered is the 

main utilities and mechanical systems supporting the hospital. Although not normally 

noted as a utility, for this study we will include street access and emergency vehicle 

including helicopter access. 

Importance: All hospitals require a high level of reliability for their utility systems and 

support mechanisms, but at a Level I Trauma Center, the ED will be the center of a 

response mechanism that will need to be available in a disaster situation where 

normal utility systems may be disrupted.  

Criteria: 

 Utilities 

o Water 

o Sewer 

o Electricity 

o Gas 

 Hospital Systems 

o HVAC 

o Oxygen 

o Medical air 

o Vacuum 

 Patient access 

o Street access 

o Ambulance access 

o Helicopter access 
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COMMUNITY HOSPITAL – MUNSTER 

Overview 

The Community Hospital’s physical structure meets the minimum requirements to achieve Level 

I Trauma Center status. The Emergency Department was renovated and opened in January 

2009 and meets all the requirements in the “Guidelines for Design and Construction of 

Healthcare Facilities”. In June of 2014 the hospital completed construction of a vertical 

expansion above the ED creating new floors of inpatient beds; although not increasing the 

overall number of staffed beds in the hospital. 

The metrics indicate that the number of visits per treatment station is at the very high end of the 

benchmark scale. With numbers in this range it is expected that there will be times of backup 

within the department. The metrics also show the department has a positive Treatment/DGSF 

that could allow for renovations to create additional treatment stations. 

Hospital representatives have recognized that when delays occur for treatment stations, it 

seems beds are full with patients no longer needing that space for care delivery. The hospital 

has an ongoing Throughput Committee to improve hospital efficiency. A possible solution may 

involve a discharge pending space to make treatment space more quickly available for 

incoming patients.  Leadership of the department has recognized both of these needs and has 

indicated a desire to seek corrections for these conditions with or without designation as a 

trauma center. 

The hospital’s helipad location is very poor for support of a trauma center. The current helipad 

is located on an adjacent parking garage with patients being moved a considerable distance 

through corridors to reach the ED. This location has been acceptable for transporting patients 

out of the facility but is not acceptable for trauma. With a proper transport plan from the pad 

to the ED, this weakness would not eliminate this site as a Trauma Center although it would still 

not be desirable. 

Emergency Department Metrics 

 36,640 Department Gross Square Footage (DGSF) 

 30 Treatment stations. 

 2011: 59,982 ED Visits 

 2012: 63,532 ED Visits 

 2013: 61,677 ED Visits 

Annual Visits per bed or Treatment Station 

Benchmark: Trauma 1,100 -1,300 – 1500 – 1700 - 2000 Community ED 

Community is currently operating at 2,056 visits per station 

The high volume per treatment station indicates a high number of cases, many of which 
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may be of low severity. With this volume and only 30 treatment stations, there will be 

increased pressure to maximize a fast track processes and to utilize a discharge holding 

area to free up treatment capacity. 

Gross Department Square Feet per Bed 

Benchmark: Community ED 600 - 650-750 – 900 Trauma 

Community has 1,221 DGSF/ Treatment Bed 

The DGSF/Treatment bed is good and indicates there may be some space within the 

existing emergency department for developing treatment beds, fast track services or 

discharge holding to ease congestion when volume surges. A workflow study should be 

considered to determine which options best handle future growth. 

This very high level assessment of the department’s physical size indicates it has the DGSF to 

handle the anticipated needs of a trauma unit with the current number of visits, but the 

treatment beds are a limiting factor. This capacity assessment does not confirm that the space 

is adequately designed to maximize the efficiency of the department. 

Improvements 

It would be most desirable to have a new helipad constructed on top of the recent addition 

with an elevator from the ED extended to the roof. Other alternatives for an improvement 

might be possible at a lower elevation to the west of the ED with connection to the existing unit, 

but flight paths may be restricted due to significant electrical lines just north of the hospital. 

Renovation of the ED for fast track, discharge holding and additional treatment beds or a 

combination of these will help manage the current volume and future growth. 

Costs 

The cost for capital improvements could vary considerably depending upon the final design 

solutions. This section has briefly described some options and cost ranges for each. 

Helipad 

 Options: 

Roof mounted with an elevator extension 

$1,250,000  to  $2,000,000 

 Slightly elevated west of the ED  

$350,000  to  $1,000,000 

Additional treatment rooms 

 Renovation of the existing ED 

$1,341,024  to  $2,011,536 

 

Totals:  $1,446,024  to  $4,011,536  
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PORTER REGIONAL HOSPITAL 

Overview 

Porter Hospital is a new facility that was recently completed in August 2012 on a green field site 

at the intersection of US highway 6 and IN highway 49 north of its previous location in 

Valparaiso, Indiana. The Emergency Department meets all the building requirements for an ED 

and a Trauma Center. The hospital’s new design has placed all required services in good 

proximity to the ED recognizing current best practice in facility design with Radiology, CT and 

MRI immediately adjacent the department. 

The only noted shortfall was identified relating to the hospital experiencing several diversions 

from the ED when ICU beds were not available. The hospital’s leadership has already 

recognized the need for additional beds and has an expansion project in the planning phase. 

The hospital was planned for Level II Trauma designation so there are no substantial facility 

issues that would preclude moving toward Level I Trauma designation. 

Emergency Department Metrics 

 24,600  Department Gross Square Footage (DGSF) 

 30 Treatment stations. 

 The number of visits prior to 2013 is not relevant since this location opened in August of 

2012. 

 2013:  40,000 ED Visits 

Annual Visits per bed or Treatment Station 

Benchmark: Trauma 1,100 -1,300 – 1500 – 1700 - 2000 Community ED 

Porter currently operating at 1,333 visits per station 

Porter’s new design provides good triage and fast track options in addition to two 

designated observation rooms in the middle of the ED that help them manage surge 

volumes. 

Gross Department Square feet per bed 

Benchmark: Community ED 600 - 650-750 – 900 Trauma 

Porter has 820 DGSF/ Treatment Bed 

In addition to being within the department size to meet trauma service, it is also of note 

that none of the ED square footage included imaging. 
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Improvements 

The new facility has no identified deficiencies requiring correction, and the ED has capacity for 

growth if there in an adequate number of inpatient beds. The hospital is planning for another 

floor to double the number of intensive care beds from 32 to 64. The additional floor will be 

approximately 23,921 GBSF  

Costs 

The portion of the existing building above the two-story ED and ICU was designed for vertical 

expansion.  There is a complexity of construction over a functioning ED and ICU as well as some 

economies. Our cost projection is between $4,305,600 and $5,908,240 for a vertical expansion 

of this size.  Final design and construction sequencing could have significant impact on the 

cost. 

If built new as an adjacent addition our cost projection is between $6,601,902 and $8,970,000.  
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METHODIST HOSPITAL – NORTHLAKE CAMPUS 

Overview 

The Methodist building can meet the requirements of a trauma center. It is evident that through 

the years, Methodist’s facility has suffered deferred maintenance, but has made recent strides 

to reverse that trend. Ongoing infrastructure improvements are being made and the hospitals’ 

leadership has identified preliminary plans for improvements to resolve the weaknesses 

identified in this study.  

One of the greatest weakness for this facility functioning as a trauma center is the distance a 

patient travels for a CT scan. The CT room is on the same level but not immediately adjacent 

the Emergency Department, requiring that patients be transported some distance using public 

corridors. The CT unit is currently being replaced, but the location will remain the same. CT 

usage is becoming increasingly more important for trauma care. Since renovation plans are still 

in conceptual stages, incorporation of CT into the emergency department should be 

considered. 

The facility currently uses a mobile decontamination unit but has incorporated a space for this 

function into the renovation plans. 

Intensive care beds were also noted as a weakness but there are plans for renovating the 

current unit immediately adjacent the emergency department and building another patient 

floor in a vacant portion of the hospital. 

Surgery is adjacent the Emergency Department for easy transport of patients. 

No building infrastructure deficiencies we noted that would affect the department’s 

performance as a trauma center. 

Emergency Department Metrics 

 21,063 Department Gross Square Footage (DGSF) 

 24 Treatment stations. 

 2013: 35,000 ED Visits 

Annual Visits per bed or Treatment Station 

Benchmark: Trauma 1,100 -1,300 – 1500 – 1700 - 2000 Community ED 

Methodist currently operating at 1,458 visits per station 

This ratio is in the benchmark’s midrange for treatment station capacity.  
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Gross Department Square feet per bed 

Benchmark: Community ED 600 - 650-750 – 900 Trauma 

Methodist has 877.6 DGSF/ Treatment Bed 

The area per treatment bed seems at a high level, but there are two imaging rooms and 

an interior corridor that reduces efficient space utilization for other emergency 

department functions. Hospital leadership has plans for renovation to improve efficiency 

and to move from cubicle treatment spaces to enclosed treatment rooms. 

Improvements 

 ED Renovation 

This renovation would include enclosing the treatment stations, creation of a 

decontamination area and streamlining the flow of ambulatory ED patients. It is also 

assumed that all finishes and minor system improvements will be made at the same time. 

 ICU Renovation 

The existing ICU will be fully renovated with the creation of individual rooms thereby 

reducing the number of rooms from 12 to 8 and upgrading all building and medical 

systems. 

 New ICU in Renovated Space 

This project will be a renovation of a second floor space for a new 12 bed ICU.  This will 

be completed prior to the renovation of the current ICU.  When complete, the two units 

will offer a total of 20 ICU beds. 

 New CT in existing location 

The hospital already has this equipment replacement in process. 

Costs 

The cost for capital improvements could vary considerably depending upon the final design 

solutions. This section has briefly described some options a cost ranges for each. 

 ED Renovation (22,474 sf of Level 3 renovation) 

$1,348,440  to  $2,247,400 

 ICU Renovation (4,475 sf of Level 4 renovation) 

$554,900 to  $827,875 

 New ICU in Renovated Space (6,712 sf of Level 4 renovation) 

$832,288 to $1,241,720 

 New CT in existing location (446 sf of Level 1 renovation) 

$42,370 to  $47,276 

Totals:  $2,777,998 to $4,364,271
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Methodist Hospital –  SouthLake Campus 

Overview 

The South Lake ED building seems undersized to meet the requirements of a trauma center but 

could support the Gary facility. The ED at this facility is fairly small but does use a fast track unit to 

handle low intensity cases. There is a ground level helipad immediately adjacent the ED that 

could facilitate transfers of patients when additional inpatient capacity is needed. 

The requirements for a level I trauma center requires all essential functions be on one campus, but 

for capacity and support such as rehab, patient may utilize another facility. In combination with 

the North campus, SL may provide a good combination for servicing the NW area. 

Radiology department is adjacent to the ED, but the patient must be transported through several 

corridors to get to the necessary imaging rooms. Surgery is on the same level of the emergency 

department but it is not adjacent and requires transport some distance to the operating rooms. 

No building infrastructure deficiencies we noted that would affect the department’s 

performance. 

The characteristics of this facility are combined with Northlake for the purpose of the assessment 

as the two facilities function as a single entity.  They are however on two detached campuses 

and patient transfer is required to maximize efficiency.  This is primarily as a patient is admitted.  If 

bides are not available at one campus, the patient may be transferred to the other.  It is not 

practical to upgrade both facilities to Level I Trauma, so improvements are directed to Northlake 

campus where upgrade is more practical.  Patient transport would coordinate trauma delivery to 

Northlake for severe trauma. 

Emergency Department Metrics 

 8,641 Department Gross Square Footage (DGSF) 

 13 Treatment stations. 

 1,000 DGSF Fast Track Area 

 2013: 32,000 ED Visits 

Annual Visits per bed or Treatment Station 

Benchmark: Trauma 1,100 -1,300 – 1500 – 1700 - 2000 Community ED 

Methodist currently operating at 2,462 visits per station 

The high volume per treatment station indicates a high number of cases, many of which 

may be of low severity. With this volume and only 13 treatment stations, there will be 

increased pressure to maximize the fast track processes and to utilize a discharge holding 

area to free up treatment capacity. 
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Gross Department Square feet per bed 

Benchmark: Community ED 600 - 650-750 – 900 Trauma 

Methodist has 742 DGSF/ Treatment Bed 

This space indicates that with using the combined fast track space, the department has 

adequate department space for the number of treatment beds. 

Improvements 

No improvements have been identified at this campus.   
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Freestanding Trauma Center 

Overview 

The following functional program is an estimation of the spaces required to support a full function 

Level I Trauma Center if built as a new construction.  The program drives the building area (in 

square feet).  The building area drives the construction cost (in dollars per square feet).  

Construction costs-per-square-foot is presented in quartiles and additive multipliers are applied to 

accommodate equipment and general cost associated with new construction.   

A large range of cost is presented due to the uncertainty surrounding the operational and 

functional plan of a projected new facility.  The operational program of a new facility is a 

complicated task that has been abbreviated here to facilitate a point of comparison. 

  



P a g e  |  3 0  

  



P a g e  |  3 1  

  



P a g e  |  3 2  

  



P a g e  |  3 3  

 

 

  



P a g e  |  3 4  

APPENDIX 1 

SURVEYS 

BUILDING INFORMATION 

 PLANS 

 AERIALS 

REFERENCES 

COST SUPPORT 

FREESTANDING TRAUMA CENTER PROGRAM 

 





1 

 

MEMORANDUM 

DATE: June 3, 2014 

RE: RDA Feasibility Study 

Questions Presented:  

1- Given the current inventory of health resources in and around Northwest Indiana, 

whether a new academic medical center in Northwest Indiana represents the most 

sustainable way to provide needed medical care and alleviate access disparities in 

the area.  If so, whether constructing a new academic medical center in Northwest 

Indiana is practically and financially feasible.  If so, whether budgetary pressures or 

pressure from funding sources will affect the location of the new academic medical 

center.  

2- Considering the medical capabilities of current Northwest Indiana hospitals, 

whether constructing a new trauma center in Northwest Indiana represents the best 

method for improving trauma care in the area.  Whether, or to what extent, a new 

trauma center would affect currently existing Northwest Indiana hospitals. 

Considering the impact of the Patient Protection and Affordable Care Act on 

trauma centers, whether constructing a new trauma center in Northwest Indiana is 

practically and financially feasible.   

 

Academic Medical Center 

I. Access Disparities  

 In order to fully ascertain whether the proposed Academic Medical Center will alleviate 

access disparities in Northwest Indiana, it is necessary to identify the extent of the access 

disparities that currently exist.  It appears two major access disparity issues currently plague 

Northwest Indiana.  First, multiple parts of Northwest Indiana are medically underserved, 

meaning citizens living in certain areas of Northwest Indiana do not have basic access to needed 

medical care.  Second, many individuals within Northwest Indiana are either uninsured or 

underinsured.  However, the Patient Protection and Affordable Care Act’s (ACA) mandate 

requiring virtually every citizen to obtain health care insurance may address this second category 

of access disparity.  

A. Current Access Disparity Issues in Northwest Indiana 

 With regard to the concern that certain areas of Northwest Indiana are medically 

underserved, a Purdue University study analyzing health care access in Indiana offers intriguing 

insight.
1
  In 2008, the Purdue University Center for Regional Development used state and federal 

                                                 
1
 Purdue Center for Regional Development. Healthcare Access in Indiana. Available at: 

http://www.pcrd.purdue.edu/documents/publications/PCRD-R-5.pdf 
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data to examine how health care access in Indiana differed by county.   First, the study generally 

observed that Indiana ranks below the national average in providing health care services to its 

citizens.  Specifically, Indiana offers only 213 practicing physicians per 100,000 residents.  Only 

11 states featured a lower physician-to-resident ratio.  An Indiana University Center for Health 

Policy project suggested Indiana needs 5,000 more physicians statewide in order to adequately 

care for the state’s population.
2
  The Purdue study explained that the United States Department 

of Health and Human Services (HHS) designated numerous areas within Indiana as Health 

Professional Shortage Areas (HPSA).
3
  A HPSA is essentially an area where the resident to 

primary care professional ratio falls below 1:3,500, or where the ratio is closer, but the need for 

medical service in the area is greater.  With specific regard to Northwest Indiana, HHS 

designated portions of Newton, Lake, and Jasper Counties as Health Professional Shortage 

Areas.  The Purdue study also ranked each county within Indiana in terms of access to physicians 

and access to health care services.  Newton County ranked as the seventh worst county in terms 

of access to physicians.  Newton County also ranked as one of the worst counties in terms of 

access to health care services.   However, Lake and Porter Counties ranked among the top ten 

counties in the state in the same category (attached hereto as Appendix A).  Ultimately, the 

Purdue study concluded that where an Indiana citizen lives within the state determines what kind 

of medical care that citizen obtains. 

 Research from County Health Rankings and Roadmaps, which is underwritten by the 

Robert Wood Johnson Foundation and the University of Wisconsin’s Population Health Institute, 

seems to support the Purdue study’s conclusion that an Indiana citizen’s ability to access health 

care may depend on the citizen’s location within the state.
4
  Lake and Newton Counties ranked 

as two of the worst six counties in the state in terms of “Overall Health Factors.”  Porter County, 

conversely, ranked as the 12
th 

best county in the state under the same category.  More relevantly, 

under the subcategory “Access to Care,” Newton Country ranked 87
th

, while LaPorte and Lake 

Counties ranked near the bottom half.  Porter and Jasper Counties ranked 9
th

 and 36
th

 

respectively.  Likewise, a search of Indiana’s Medically Underserved Areas, as determined by 

HRSA, shows that areas in LaPorte, Lake, Newton, Jasper, and Porter Counties are medically 

underserved.
5
  A graph from the Indiana State Department of Health also suggests that portions 

of Newton, Lake, and Porter Counties are medically underserved (attached hereto as Appendix 

B).  Collectively, these reports and studies indicate that, to a varying degree, citizens in each 

county within Northwest Indiana lack needed access to medical care.   

 A look at the current inventory of health care resources in and around Northwest Indiana 

also reveals a shortage of health care professionals in the area.  As part of its 2008 series 

studying Indiana’s health care system, the Indiana University Center for Health Policy examined 

                                                 
2
 Indiana University Center for Health Policy. Critical Shortage of Physicians and Nurses Projected for Indiana 

(June 2008). Available at: 

http://www.healthpolicy.iupui.edu/PubsPDFs/Critical%20Shortage%20of%20Physicians%20and%20Nurses.pdf 
3
 Purdue Center for Regional Development. Healthcare Access in Indiana. Available at: 

http://www.pcrd.purdue.edu/documents/publications/PCRD-R-5.pdf 
4
 County Health Rankings & Roadmaps. Indiana. Available at: 

http://www.countyhealthrankings.org/app/#!/indiana/2014/overview 
5
 Health Resources and Services Administration. Find Shortage Areas: MUA/P by State and County. Available at: 

http://muafind.hrsa.gov/index.aspx 
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the projected physician and nurse shortage in Indiana.
6
  The study provided a county-by-county 

analysis of Indiana physicians and nurses. The study showed that while Lake County serves as 

home to over 495,000 citizens, there were only 121 family medicine physicians, 18 general 

internal medicine physicians, 8 general pediatric physicians, 95 osteopathic physicians, and 70 

nurse practitioners practicing in Lake County in 2008.  Porter County, with a population of over 

165,000 residents, featured only 41 family medicine physicians, 38 general internal medicine 

physicians, 10 general pediatric physicians, 30 osteopathic physicians, and 20 nurse 

practitioners.  LaPorte County, with its population of over 111,000 citizens, featured 34 family 

medicine physicians, 1 general internal medicine physician, 10 osteopathic physicians, 17 nurse 

practitioners, and no general pediatric physicians.  Similarly, Jasper County is home to over 

33,000 residents, but there were only 15 family medicine physicians, 2 general internal medicine 

physicians, 1 osteopathic physician, and 4 nurse practitioners in Jasper County in 2008.  There 

were no general pediatric physicians in Jasper County.  While Newton County only has around 

14,000 residents, it also only had 1 family medicine physician, 1 general internal medicine 

physician, 1 osteopathic physician, and 3 nurse practitioners in 2008.  There were also no general 

pediatric physicians in Newton County.  As aforementioned, due to the insufficient amount of 

health care resources, portions of Lake, LaPorte, Porter, and Newton Counties have been 

designated as medically underserved.     

 Furthermore, issues of race and poverty in Northwest Indiana present more complex 

issues of access disparity in the area.  In 2011, the Indiana Minority Health Coalition (IMHC)—

an organization generally dedicated to eliminating health disparities among racial and ethnic 

minority populations in Indiana—published a detailed study entitled “Addressing Indiana’s 

Health Disparities[.]”
7
  While focusing on the IMHC’s role in eliminating health care disparities, 

the study examined the factors impeding certain citizens’ access to health care.  In relevant part, 

the IMHC stated, “Current information available from the Indiana State Department of Health 

demonstrates that minority populations in Indiana experience health disparities[,]” including 

disparities in access to care.  Specifically, the IMHC remarked that, “The adequacy of the health 

care delivery system exerts a huge impact on the health of minority populations in Indiana.”  

Similarly, the IMHC maintained that there are “racial/ethnic disparities among the uninsured in 

Indiana.”  In 2012, the Henry J. Kaiser Family Foundation reported that over 13 percent of 

Indiana citizens were medically uninsured, and EnrollAmerica indicates that over 25 percent of 

Lake County residents under 65 are uninsured.
8
  The IMHC’s study found that Black/African 

Americans, Latinos/Hispanics, and Asians/Pacific Islanders in Indiana were uninsured at higher 

rates than Whites.
9
   

                                                 
6
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(June 2008). Available at: 
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 Cities within LaPorte and Lake Counties feature diverse populations, suggesting that 

citizens within those counties may be disproportionately uninsured.  For instance, over 84 

percent of the citizens living in Gary in 2012 were “Black or African American[,]” and over 37 

percent of the city’s residents lived below the poverty line.
10

  Given the correlation observed by 

the IMHC, many of Gary’s citizens are likely uninsured.  While the ACA’s mandate requiring 

nearly every Indiana citizen to obtain health insurance will likely decrease the amount of 

uninsured citizens in Indiana, the effectiveness of the ACA in achieving its goal remains to be 

seen.  Even if the ACA is ultimately successful, it may take years before all of Indiana’s citizens 

become medically insured.  Furthermore, evidence from the Robert Wood Johnson Foundation 

suggests that 8.2 percent of Indiana children, aged 18 and younger, are still without health care 

coverage.
11

  As the Coalition suggested, one option for eliminating the health disparity issues in 

Indiana may be to “eliminate the shortage of . . . medical . . . health provides [sic]” or “increase 

access to care.”
12

 

 B. Ability of Proposed Academic Medical Center to Alleviate Access Disparities  

Given the major access disparity problems currently existing in Northwest Indiana, the 

question then becomes whether the proposed Academic Medical Center could alleviate any of 

these access disparity issues.  As a One Region discussion of health care in Northwest Indiana 

explained, “We can guess at regional effects and disparities and their causes, but we do not have 

hard data on which to base policy and action.”
13

  The Association of American Medical Colleges 

(AAMC) maintains that teaching hospital staff members “provide the full range of patient care to 

those in need—from routine hospital services to critical procedures and treatments—and all to a 

degree greatly disproportionate to their numbers.”
14

  First, teaching hospitals may help combat 

the increasing physician shortage by providing hospitals with new, well-trained doctors.  AAMC 

contends that “[b]y 2015, the shortage will reach 62,900 physicians in all specialties; 91,500 

doctors by 2020.”  AAMC projections hypothesize that many specialties will face nationwide 

shortages by 2025.  Thus, AAMC argues that more physicians are needed to meet the nation’s 

increasing health care needs.  Teaching hospitals help train and educate future physicians.  In 

training future physicians, teaching hospitals also account for a substantial percentage of all 

hospital care in the country.  According to AAMC, while AAMC-member teaching hospitals 

comprise only 6 percent of all hospitals in the country, they account for over 20 percent of all 

hospital care.
15

  Given their ability to handle complex injuries and illnesses, AAMC-member 

teaching hospitals also receive 40 percent of all transferred patients.   

                                                 
10
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 Additionally, because “a substantial percentage of doctors end up practicing where they 

did their residency training[,]” constructing a new teaching hospital or implementing a new 

residency training program in the area may also help keep more physicians in Northwest 

Indiana.
16

  While only 39 percent of doctors practice in the same state where they attended 

medical school, 48 percent practice in the state where they completed their graduate medical 

education.  Indiana ranks above the national average, as over 50 percent of Indiana medical 

school graduates remain in the state.
17

  In fact, Indiana ranked as the sixth best state in the 

country in terms of retaining graduating physicians.  However, because there is no teaching 

hospital in Northwest Indiana, it is unclear how many graduating physicians choose to practice in 

Northwest Indiana.  Theoretically, a new teaching hospital in Northwest Indiana may incentivize 

physicians to remain in the area after graduating, which may help curb the area’s physician 

shortage problem.  

 With regard to care for the uninsured or underinsured, AAMC contends that teaching 

hospitals also provide a great deal of charity care throughout the nation.
18

  Specifically, while 

AAMC-member major teaching hospitals comprise only 6 percent of all hospitals in the nation, 

they account for 41 percent of the charity care costs.  This suggests that teaching hospitals 

frequently serve charity patients—patients from which no payment is expected—and offer 

needed care to the medically uninsured or underinsured.   Indeed, “a substantial percentage of the 

46 million Americans who lack health insurance and the 48 million children, adults, seniors, and 

disabled Americans covered by Medicaid programs turn to [teaching hospitals] for medical 

care.”  AAMC’s figures suggest that teaching hospitals’ burden for caring for charity patients 

rose within the last decade.
19

  In 2007, teaching hospitals spent over $12 billion in providing 

charity care.  Again, the ACA may help negate the need for charity care.  If the ACA is effective, 

teaching hospitals will no longer have to bear the burden of providing such extensive charity care 

to uninsured patients.  

 In sum, research regarding access disparities in Northwest Indiana revealed two main 

issues.  First, numerous areas within the region are medically underserved, meaning citizens 

within those areas lack access to needed care.  Second, pending data analyzing the effectiveness 

of the ACA, it appears a number of Northwest Indiana citizens may also be uninsured or 

underinsured.  Studies from AAMC indicate that teaching hospitals may be useful in resolving 

both of the main access disparity issues currently plaguing Northwest Indiana citizens.  First, 

teaching hospitals train new professionals, which may ultimately help alleviate the physician 

shortage in the area.  Additionally, teaching hospitals also provide a disproportionate amount of 

medical care.  Second, AAMC statistics revealed that teaching hospitals also deliver a large 

portion of the nation’s charity care to uninsured patients.  Consequently, it appears the proposed 

Academic Medical Center in Northwest Indiana could potentially alleviate the access disparities 

that current exist in the area.    

                                                 
16
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 Although largely unrelated to access disparity issues, teaching hospitals may also provide 

certain economic benefits.
20

  In 2008, “AAMC members accounted for more than 3.3 million 

full-time jobs” and $512 billion.  AAMC members in Indiana generated close to $8 billion in 

overall revenue and supplied over 52,000 jobs.  The economic benefit teaching hospitals offer 

may provide a further incentive to construct a new teaching hospital in the area.   

II.  Practical Feasibility 

 If the proposed Academic Medical Center can, in fact, alleviate access disparities in 

Northwest Indiana, the relevant inquiry then becomes whether constructing the proposed 

Academic Medical Center is practically and financially feasible.  In order to operate as a legal 

and reputable academic medical center, the proposed Academic Medical Center will likely need 

to seek accreditation from multiple medical accreditation organizations.  

A. Accreditation Council for Graduate Medical Education (ACGME) 

Accreditation Requirements 

The Accreditation Council for Graduate Medical Education (ACGME) is a private 

organization that accredits residency education programs and institutions in the United States and 

Canada.  The language in 42 U.S.C. §256h(j)(1)(B) suggests that in order for a teaching hospital 

to receive Medicare or Medicaid payments, the teaching hospital must meet the accreditation 

criteria established by ACGME.  Specifically, the statute directs the Secretary of the U.S. 

Department of Health and Human Services to make payments “for direct expenses and for 

indirect expenses to qualified teaching health centers that are listed as sponsoring institutions by 

the relevant accrediting body for expansion of existing or establishment of new approved 

graduate medical residency training programs.”
21

  The statute later defines “approved graduated 

medical residency training programs” as those that meet the “criteria for accreditation (as 

established by the Accreditation Council for Graduate Medical Education, the American 

Osteopathic Association, or the American Dental Association).”
22

  The language of the statute 

indicates, therefore, that each teaching hospital must meet ACGME’s accreditation standards, or 

the standards of other accrediting bodies, in order to receive funding.  Furthermore, an 

instructive guide issued by the Association of American Medical Colleges (AAMC) states that 

Medicare funding is limited only to those programs that have been approved by ACGME, the 

American Osteopathic Association, the American Dental Association, the American Podiatric 

Medical Association, or the American Board of Medical Specialties.  Because the indication here 

is that the proposed Academic Medical Center will not specialize in osteopathy, dentistry, or 

podiatry, this portion of the memorandum will focus on the ACGME accreditation process.  

While the ACGME accreditation process appears to be fairly complex, the ACGME 

website attempts to break down the accreditation process into six simplified steps.
23

  Step 1 of 

the accreditation process requires the applying entity to determine whether its sponsoring 

institution has previously obtained institutional accreditation through ACGME.  Before ACGME 

                                                 
20
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 42 U.S.C. §256h(a)(1)(B) (2014). 
22
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approves a residency education program, ACGME must first approve the sponsoring institution.   

If the sponsoring institution has already obtained institutional accreditation from ACGME, then 

the applying entity may proceed to Step 2.  However, if the sponsoring institution is not 

accredited by ACGME, it must apply and obtain institutional accreditation before proceeding.  

For instance, ACGME awarded the Indiana University School of Medicine (IUSM) continuing 

institutional accreditation in 2009.
24

  Consequently, if IUSM sponsored the proposed Academic 

Medical Center in Northwest Indiana, assuming IUSM continues to comply with ACGME’s 

accreditation requirements, it appears no further institutional accreditation would be needed.  

Conversely, if a different entity sponsored the proposed Academic Medical Center, and ACGME 

had not yet institutionally accredited that sponsoring entity, the entity would need ACGME 

institutional accreditation before any residency training program could be approved.  In order to 

obtain ACGME institutional accreditation, the sponsoring entity would have to comply with each 

of the institutional requirements listed on the ACGME website.   Because the requirements for 

institutional accreditation seem very stringent and detailed, finding a sponsoring institution that 

already has ACGME institutional accreditation will be important.  

After the sponsoring institution has obtained ACGME institutional accreditation, the 

focus of the accreditation process turns to the specialty or subspecialty of the residency training 

program.  ACGME generally divides specialty programs into three general categories: (1) 

Hospital-Based Specialties, (2) Medical Specialties. (3) Surgical Specialties.  The ACGME 

website provides a list of ACGME-accredited specialties and subspecialties.  If the entity 

applying for program accreditation is applying for a subspecialty program, the sponsoring 

organization must confirm that it “sponsors an ACGME-accredited program with a status of 

Continued Accreditation in the core specialty.”  If the sponsoring organization does sponsor an 

ACGME-accredited program in the core specialty, then the application process moves to Step 3.  

Step 3 provides two further sets of program accreditation requirements: (1) institutional 

requirements and (2) specialty program requirements.  The specialty program requirements vary 

based on the chosen specialty.  The specialty requirements are extremely detailed.   For instance, 

the document explaining the Adult Cardiothoracic Anesthesiology requirements, which 

constitute only a portion of the entire Anesthesiology specialty requirements, is twenty-three 

pages long.
25

  

Step 4 requires the applying entity to determine the relevant deadline for submission.  

The relevant deadline for submission depends largely on whether an on-site visit from an 

ACGME representative is needed.  For those programs requiring an on-site visit, the visit must 

occur before the ACGME Review Committee can review the application. The visits are 

scheduled at least four months in advance, and the Review Committee must receive the Site Visit 

Report two months before it meets to discuss the program’s accreditation.  Consequently, it 

appears the application process may be particularly lengthy if an on-site visit is required.  

However, if the program does not require an on-site visit due to the specialty or subspecialty of 

the program, the application is due approximately two months before the Review Committee 

meeting.  

                                                 
24
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Step 5 requires the sponsoring institution’s Designated Institutional Officer (DIO) to 

initiate the application for a new program through the ACGME website.  After the DIO begins 

the application and designates a new program director for the proposed program, the program 

director must complete the application through the ACGME website.  

Finally, Step 6 instructs the applicant to contact the relevant Review Committee staff 

member.  Different Review Committee staff members are assigned to each specialty, and each 

member is apparently able to answer specific questions regarding the application process within 

that particular specialty.  This suggests that the application process is an ongoing and interactive 

one.  A Review Committee staff member could also likely answer any informal questions 

regarding the status of a submitted application.  

B. Association of American Medical Colleges (AAMC) Accreditation 

Requirements 

The proposed Academic Medical Center should likely also seek membership with the 

Association of American Medical Colleges (AAMC), or its subsidiary organization, the Council 

of Teaching Hospitals and Health Systems (COTH).  COTH currently represents and serves over 

400 of the nation’s teaching hospitals and health systems.
26

  COTH provides its members with 

numerous benefits, including: “legislative and regulatory monitoring of federal health issues 

impacting hospital and physician payment, biomedical research, technology, medical education, 

and the physician workforce; representation and testimony at key congressional hearings; access 

to the AAMC's numerous databases; and staff support in the interpretation and analysis of 

national policy issues[.]”  However, only organizations affiliated with medical schools accredited 

by the Liaison Committee on Medical Education (LCME) are eligible for COTH membership.
27

  

The only Indiana medical school accredited by LCME is the Indiana University School of 

Medicine (IUSM).
28

  Seven Illinois schools have either obtained LCME accreditation, or are 

currently awaiting accreditation.  Applying organizations usually must also “sponsor or 

participate significantly in at least four approved, active residency programs.” If the proposed 

Academic Medical Center wished to become a COTH member, it appears the proposed Center 

would likely apply for COTH’s Individual Teaching Hospital Membership.
29

  The COTH 

Administration Board must approve any organization’s application for membership before the 

organization becomes an official COTH member.  

More generally, it appears that membership with COTH may include membership with 

AAMC.  Indeed, AAMC and COTH’s requirements for membership appear to be identical.
30

  

AAMC represents and serves 141 accredited member schools, 128,000 faculty members, 83,000 

medical students, and 110,000 resident physicians.  AAMC members “enjoy benefits that include 
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professional groups and meetings, valuable data, service programs, and numerous publications.”  

IUSM is an AAMC member.
31

   

III. Financial Feasibility  

 While the practical feasibility of the proposed Academic Medical Center likely depends 

on the ability of the proposed Center to obtain needed accreditation, the Center’s financial 

feasibility depends largely on the availability of federal and state funding.  While several federal 

funding opportunities exist, state funding sources appear limited.   

 A. Medicare and Medicaid Funding  

 As aforementioned, new teaching hospitals may receive certain Medicare and Medicaid 

payments.  In 2012, AAMC issued an informative guide detailing how certain teaching hospitals 

may receive Medicare funding.
32

  The guide explains that new teaching hospitals may receive 

two different types of Medicare payments.   

However, before investigating the Medicare and Medicaid funding requirements, it is 

first necessary to discuss whether the proposed Academic Medical Center would constitute a 

“new” teaching hospital for the purposes of Medicare funding.  The AAMC guide clarifies that 

transferring an existing residency program from one hospital to another would not qualify the 

hospital receiving the existing residency program for Medicare funding.
33

  However, the Centers 

for Medicare and Medicaid Services (CMS) may also look beyond whether the program merely 

transferred from another hospital.  Indeed, CMS may consider: “whether the program director is 

new; whether the teaching staff is new; whether the residents have come from an existing 

residency program; the relationship between the hospitals; the degree to which the hospital with 

the original program continues to operate its own program in the same specialty; whether the 

program has been relocated for a hospital that closed; if the program was relocated from a closed 

hospital, whether the program was part of the closed hospital’s full time equivalent (FTE) 

resident cap determination; and whether the program is part of any existing hospital’s FTE cap 

determination.”  CMS makes this determination—whether the program is “new” for the purposes 

of Medicare funding—on a case-by-case basis.  Also, as discussed above, a teaching hospital 

may receive Medicare funding only if it conducts an approved medical training program.  Again, 

this requires accreditation from ACGME, the American Osteopathic Association, the American 

Dental Association, the American Podiatric Medical Association, or the American Board of 

Medical Specialties.   

If CMS determines that the residency program is eligible for Medicare funding, the 

institution may be eligible for two different types of payment.  First, Direct Graduate Medical 

Education (GME) payments cover Medicare’s share of the teaching hospital’s costs directly 

                                                 
31
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related to educating residents.
34

  These direct educational costs may include: “resident stipends 

and fringe benefits, salaries and fringe benefits of supervising faculty, other direct costs, and 

allocated overhead costs.”   The amount of GME funding afforded to each teaching hospital 

depends on a calculation of “a hospital-specific per resident amount (PRA), a measure of [the] 

hospital’s Medicare utilization, and the count of residents the Medicare program will fund.”  So, 

if CMS sets the proposed Academic Medical Center’s PRA at $100,000 and the Center’s 

Medicare share is 40 percent, then the Center would receive $40,000 in GME payments per 1.0 

FTE resident.  However, it should be noted that most residents do not equate to a full 1.0 FTE 

since many residents conduct their training at multiple hospitals and some of their time will not 

count toward the hospital’s total FTE count.  Submitting accurate resident costs initially is 

important, because after CMS initially establishes the PRA, the PRA becomes permanent.  As 

discussed below, it is also important to determine the projected scope and size of the residency 

program because after a five-year window expires, Medicare sets a permanent cap on the number 

of FTE residents a hospital may claim.  Additionally, President Obama's FY2013 Budget called 

for an increase of $14.6 billion during the next decade to train more healthcare providers with 

more than $5.2 billion going to a competitive GME program to incentivize training of PEPS. 

Second, teaching hospitals also receive Indirect Medical Education (IME) payments to 

help offset the increased costs that accompany medical teaching programs.
35

  The purpose of the 

IME payments is generally to compensate teaching hospitals for treating severe and unwanted 

patients, and to help offset large overhead costs.  The IME payment amount, as dictated by 42 

CFR §412.105, depends partially on the hospital’s resident-to-bed ratio.  A multiplier set by 

Congress is used to help determine the final IME payment amount.  IME payments are made as a 

“percentage add-on” to basic Medicare payments.  The Medicare program spends billions of 

dollars annually on IME payments to teaching hospitals nationwide.  However, it should be 

noted that President Obama’s FY 2013 Budget proposed to cut IME payments by 10 percent, and 

his FY 2015 Budget “includes $14.64 billion in reductions to Medicare IME payments.”
36

  IME 

and GME payments appear to be the largest sources of funding available to new teaching 

hospitals.  

However, the Medicare program only pays for a particular resident for a set period of 

time.
37

  Indeed, for GME payments, Medicare will count a resident at a teaching hospital as a 1.0 

FTE resident only for the “Initial Residency Period” (IRP).  The IRP, which is determined by 

referencing the ACGME program requirements, varies based on the resident’s particular 

specialty.  For example, “[t]he IRP for internal medicine is three years.”  The maximum amount 

of time Medicare counts any resident as a 1.0 FTE resident is five years.  For GME payments, if 

a resident trains beyond the resident’s IRP, Medicare will only count the resident as a 0.5 FTE 
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resident for any time beyond the IRP.  However, for IME payments, residents continue to count 

as 1.0 FTE residents even if they train beyond their respective IRPs.   

Moreover, Medicare also limits the number of “FTE residents each hospital may claim 

for GME and IME purposes.”
38

  Initially, Medicare assigned each hospital a permanent resident 

cap based on the amount of residents the teaching hospital claimed during the hospital’s first 

three years of operation.  However, the American Osteopathic Association indicates that the 

window for establishing a resident cap was recently extended to five years.
39

  The “resident cap 

will equal the sum, for all programs, of the largest number of FTE residents in any post-graduate 

year (PGY) during the [fifth] year of the cap-building window, multiplied by the IRP for that 

residency program.”
40

  While a teaching hospital can add residents to its program and exceed the 

cap established in the initial five-year window, Medicare will only pay for the amount of 

residents within the cap.   Thus, teaching hospitals must exercise foresight when beginning a new 

teaching hospital program.  If a teaching hospital operates initially on a small-scale basis and 

Medicare sets the teaching hospital’s cap at a relatively low number of residents, the teaching 

hospital will not be able to receive Medicare funding for new residents if it later wants to expand 

its program.  A hospital’s FTE count is not subject to a cap within the five-year window.  GME 

caps are often higher than IME caps because GME resident training time is counted differently 

than IME training time.
41

   

B. National Institutes of Health (NIH) Funding  

The National Institutes of Health (NIH), the world’s largest source for medical funding, 

also provides federal funding opportunities for various new teaching hospitals.  Specifically, NIH 

provided over $24 billion in funding to various research projects and programs throughout the 

nation in 2013.
42

  The NIH website claims the organization offers “almost 50,000 competitive 

grants to more than 300,000 researchers …”
43

  In order to obtain NIH funding, an applicant must 

apply for a specific type of grant.  Because NIH generally focuses on medical research projects 

and programs, the proposed Academic Medical Center here would likely have to prove that its 

training program could be used to conduct certain research projects in order to be eligible for any 

NIH funding.  Depending on the nature of the training programs offered by the proposed 

Academic Medical Center, it appears the proposed Center may be eligible for various NIH 

grants.  For instance, the NIH Exploratory/Developmental Research Grant Award “[e]ncourages 

new, exploratory and developmental research projects by providing support for the early stages 

of project development[,]” and the award is occasionally used to fund “pilot and feasibility 
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studies.”
44

  The proposed Center may also be eligible for NIH’s Education Grant, which provides 

funding “to develop and/or implement a program as it relates to a category in one or more of the 

areas of education, information, training, technical assistance, coordination, or evaluation.”
45

  

NIH also offers non-profit entities certain Construction Grants.
46

  If awarded, an NIH 

Construction Grant may be used to fund the construction of new buildings.  However, it should 

be noted that NIH “lost $1.7 billion during sequestration and has seen a 25 percent reduction in 

overall funding since 2003.”
47

  This suggests that the proposed Center may face competition in 

securing NIH’s increasingly limited funding.    

C. Teaching Health Center Graduate Medical Education Funding  

Pursuant to 42 U.S.C. §293l-1, federal funding for the proposed Academic Medical 

Center may also be available through the Teaching Health Center Graduate Medical Education 

program (THCGME).  The statue authorizes the U.S. Department of Health and Human Services 

(HHS) to award grants “to teaching health centers for the purpose of establishing new accredited 

or expanded primary care residency programs.”
48

  HHS, through its Health Resources and 

Services Administration agency (HRSA), further clarifies “[t]he THCGME program is a $230 

million, five-year initiative which began in 2011 to support an increased number of primary care 

residents and dentists trained in community-based ambulatory patient care settings.”
49

  

According to subsection (b) of the statute, the grants may be used for three years and may 

provide up to $500,000 in funding.
50

  Funding from the THCGME program can be used to cover 

costs associated with operating a medical training program, including: “(A) curriculum 

development; (B) recruitment, training and retention of residents and faculty: (C) accreditation 

by the Accreditation Council for Graduate Medical Education (ACGME), the American Dental 

Association (ADA), or the American Osteopathic Association (AOA); and (D) faculty salaries 

during the development phase.”
51

  In order to receive a grant, the applying entity must be a 

community-based ambulatory patient care center that operates a primary care residency 

program.
52

  The applying entity must also be accredited by ACGME or another accreditation 

body listed in 42 U.S.C. §256h.  HRSA administers the THCGME program.  In 2013, the 

THCGME program received $12 million to aid 32 teaching hospitals in 21 different states.
53
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D. Department of Agriculture Funding 

The U.S. Department of Agriculture also offers Community Facility Grants to eligible 

entities.
54

  The grants are designed to “assist in the development of essential community facilities 

in rural areas and towns of up to 20,000 in population.”  Grant funding can be used, in part, to 

construct new health care facilities.  The grant amount varies based on the median income and 

population of the relevant community, but grant assistance “may be available for up to 75 

[percent] of project costs.”  As aforementioned, however, only communities with less than 

20,000 citizens are eligible for these grants.  Consequently, it appears that Newton County, with 

its population of around 14,000 citizens, would be the only Northwest Indiana county eligible for 

a Community Facility Grant.  Because Newton County is likely not the ideal location for the 

proposed Academic Medical Center, and because the U.S. Department of Agriculture appears to 

favor smaller communities, this source of funding may not be particularly valuable.   

E. State Funding 

While state funding for the proposed Academic Medical Center is theoretically available, 

whether such funding is actually obtainable is unclear.  Ind. Code §21-44-5-7 directs IUSM to 

“establish a plan for statewide medical education.”  Under this plan, “[m]edical institutions 

throughout Indiana may apply for grants-in-aid to the [Medical Education Board] or the Indiana 

University School of Medicine for financial support of personnel or programs. The grants may 

permit funding of programs not affiliated with Indiana University School of Medicine.”
55

  While 

Ind. Code §21-44-5-11 appears to provide funding opportunities for certain medical institutions, 

there is no indication that any Indiana medical institution has actually obtained funding through 

this statute.  Indeed, the IUSM website contains no information regarding the application process 

or the existence of a grant-in-aid program.  Likewise, the Indiana State Department of Health 

website also makes no mention of the program.  In fact, the Indiana State Department of Health 

website, which lists all of the State Medical Boards, fails to recognize the existence of a Medical 

Education Board.  Thus, while the proposed Academic Medical Center may theoretically be 

eligible for state funding, the process for obtaining such funding remains unclear.  It is important 

to recognize, however, that the proposed Center would not need an affiliation with IUSM in 

order to qualify for funding under Ind. Code §21-44-5-11.   

IV. Effect of Funding Sources on Location of Academic Medical Center  

 If constructing the proposed Academic Medical Center is practically and financially 

feasible, a discussion regarding the proposed Center’s location appears relevant.  The 

aforementioned funding sources, in combination with various budgetary pressures, may impact 

the location of the proposed Academic Medical Center.  In order to understand how certain 

federal, state, and local budgetary pressures may potentially affect the location of the proposed 

Academic Medical Center, it is necessary to detail the nature of the current budgetary pressures.   

 A. Federal and State Budgeting Pressures 

                                                 
54

 U.S. Department of Agriculture: Rural Development. Community Facility Grants. Available at: 

http://www.rurdev.usda.gov/had-cf_grants.html 
55

 Ind. Code §21-44-5-11 (2014).  



14 

 

 First, much of the evidence regarding state budgetary pressure focuses on Indiana’s 

recent cuts in certain state-run health care programs.  For instance, “the state cut Medicaid 

hospital payment rates by five percent in November 2009, held payments to Medicaid and CHIP 

plans at previous levels through June 2011, and cut payments to its enrollment broker, 

MAXIMUS, reportedly by 10 percent to 15 percent. In addition, the state in 2010 reduced the 

scope of services and eligibility for Care Select, Indiana’s care management program for its 

Medicaid aged, blind and disabled population (exclusive of dual eligibles and the nursing home 

population), leading to a significant drop in enrollment from about 73,000 to 32,000 people.”
56

    

State budgetary pressures, in combination with federal health care spending cuts, have forced 

Indiana hospitals to terminate the employment of hundreds of employees.  A USA Today article 

noted that the Indiana School of Medicine laid off 900 workers in 2013 in an effort to trim its 

budget.
57

  Moreover, the Indiana State Department of Health’s (ISDH) Biennium Budget 

experienced a six million dollar cut in 2012, and further cuts are planned in 2014.
58

  More 

generally, the Washington Post noted that Indiana is one of seven states expected to miss its 

respective budget forecast this year.
59

 Because Indiana is not expected to meet its FY 2014 

budget, and because Indiana has already shown a willingness to cut certain medical expenses, 

funding for the proposed Academic Medical Center may be difficult to obtain at the state level, 

regardless of location.   

 

 Federal budgetary pressures also indicate that funding at the federal level may be difficult 

to obtain.  Through sequestration, President Obama recently authorized numerous federal health 

care budgetary cuts.  For instance, recently approved federal cuts include a two percent reduction 

in Medicare payments to hospitals.
60

  Because many hospitals rely on Medicare reimbursements 

to stay financially viable, these Medicare cuts may result in hospital closings or an increase in 

hospital employee lay-offs.   In his FY 2015 budget, President Obama proposed cutting a further 

$400 billion from Medicare spending over the next decade.
61

   Other potential federal funding 

sources, like NIH, have also experienced budget cuts as a result of the federal government’s 

efforts to cut overall health care spending.  In 2012, NIH lost $1.71 billion in federal funding 

through sequestration, which ultimately means less funding for health-related research projects 

and grants.
62

  Thus, it appears that federal and state budgetary pressures may impact not only the 

location of the proposed Academic Medical Center, but perhaps its presence in Northwest 

Indiana in general.  
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 B. Local Budgeting Pressures 

 

 However, in determining the effect that state and federal funding sources may have on 

the ultimate location of the proposed Academic Medical Center, it may also be necessary to look 

at the financial situations of the proposed locations.  First, the Indiana School of Medicine’s 

Northwest branch is located in Lake County, making Lake County a logical location for the 

proposed Academic Medical Center.  Furthermore, major highways also run through Lake 

County, meaning any medical center in the area would likely be easily accessible.  However, 

Lake County’s well-documented financial struggles may present a few challenges.  In 2012, 

Lake County’s poverty rate was 19.6 percent, ranking it highest in that category among the 

potential locations.
63

  While this may show a need for an Academic Medical Center, as teaching 

hospitals frequently provide treatment to the uninsured or underinsured, the high poverty rate 

may make building a new hospital in the area financially difficult.  Earlier this month, the Gary 

School Board voted to close six schools due to $27.3 million budget hole, further indicating the 

financial instability of the area.
64

  In an effort to reduce a $60 million revenue shortfall, Lake 

County also recently enacted a 1.5 percent tax on personal income tax for all Lake County 

residents and workers.
65

  Furthermore, over 20,000 Lake County citizens remain unemployed.
66

  

However, of the Northwest Indiana counties examined, Lake County does maintain the largest 

total budget.
67

   

 

Nearby LaPorte County’s poverty rate was 17.1 percent in 2012, and close to eleven 

percent of its citizens remain unemployed.
68

  Porter County, while providing its citizens with the 

best access to health care services, is not without problems of its own.  The Porter County 

Council recently instructed all Porter County government department heads to cut their 

department’s respective budgets by 10 percent to help make up for a $5 million budget 

shortfall.
69

  Newton County may be a logical location for the proposed Academic Medical 

Center, as its citizens currently have the least amount of access to health care services.  In fact, 

Newton County is one of only sixteen counties in the state without a hospital.
70

  Newton 

County’s budget, however, pales in comparison to the respective budgets of the other Northwest 
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Indiana counties.
71

  Thus, despite Newton County’s need for increased medical services, it is 

unclear whether Newton County could afford to implement a hospital.  Furthermore, because it is 

largely a rural county, it may not be an ideal location for an Academic Medical Center.   

 

 If the proposal for a new Academic Medical Center is approved, Northwest Indiana 

politicians will likely make the ultimate decision about the location of the Center.  The counties 

that appear to be the most in need of health care services (Lake, LaPorte, and Newton) each have 

their own respective budgetary issues.  Because state and federal funding may be limited, due 

mostly to recent widespread health care cuts, the financial well-being of the proposed location 

may be determinative.  While Porter County’s financial situation appears relatively favorable, 

due to its low poverty and unemployment rates, the need for an Academic Medical Center in the 

area is not as strong as the need in the other Northwest Indiana counties.    
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Trauma Center 

I. Improvement of Trauma Care in Northwest Indiana 

 A. Current Trauma Care Issues in Northwest Indiana  

The statistics regarding the importance of quality trauma care are both plentiful and 

staggering.  “[N]early 45 million Americans do not arrive at a Level I or II trauma center within 

one hour of being injured. As a result, injury remains the leading cause of death among 

individuals under age 44.”
72

  A 2013 American Journal of Public Health article similarly 

indicates the importance of local and accessible trauma care.  The article details the effect of 

“trauma deserts”—areas where no trauma center is within a certain amount of miles—on trauma 

patients in Chicago.
73

  After reviewing trauma care data supplied by the Illinois State Trauma 

Registry from 1999 to 2009, the article concludes that decreased access to immediate care 

adversely affected mortality rates for gunshot wound victims.  Importantly, the article noted that 

“each additional mile from a trauma center increases transportation times by 1.5 minutes.”  

Consequently, delays in treatment “contribute[ ] to mortality rates of about 21 percent in areas 

where there are trauma center deserts.”  Simply put, “[h]aving access to level one trauma 

[centers] does increase survival rates.” 

Unfortunately for Northwest Indiana residents, the closest trauma center may be in a 

different state.  As a Times of Northwest Indiana (Times) article clarified, because of the lack of 

trauma care centers in the area, “region hospitals send their most critical patients to trauma 

centers in Chicago, Indianapolis and South Bend.”
74

  For many trauma victims, that means 

traveling over an hour before receiving needed treatment.  Indeed, Indiana only features two 

Level I trauma centers in the entire state, and both are located in Indianapolis.  It would take a 

patient over two hours to travel from Gary to a Level I trauma center in Indianapolis.  The 

Loyola University Medical Center, Illinois’s only Level I trauma center verified by the American 

College of Surgeons (ACS), is located almost an hour away from Gary.
75

  The University of 

Chicago’s Comer Hospital, a Level I trauma center, is close to thirty minutes away from Gary, 

but it is not ACS-verified.  Even the closest Indiana Level II trauma center, South Bend’s 

Methodist Hospital, is around an hour away from Gary.  

Occasionally, Northwest Indiana patients who need trauma center care seek care at the 

Methodist Hospital in Gary (Gary Methodist Hospital).  Gary Methodist Hospital is not a 

certified trauma center, yet it is often obligated to provide services to patients in need of trauma 

care because of the lack of other trauma center options in the area.  This may prove costly for the 
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patients, as ACS found “victims of traumatic injury who obtain access to a Level I trauma center 

are 25% more likely to survive than those treated at a general hospital.”
76

  

B. Improving Trauma Care through New Trauma Center 

 1. Financial Benefits  

The question then becomes how to best improve trauma care in Northwest Indiana.  

While continuing to send or transfer trauma patients to general hospitals and other states’ trauma 

centers is seemingly the least costly and most convenient response, such a view appears 

misguided.  First, establishing the proposed Trauma program may be the most financially viable 

option for improving trauma care in Northwest Indiana.  As ACS contends, “Research has 

documented that trauma care is more cost effective than many other treatment modalities in 

terms of productivity and life years saved parameters.”
77

  Becker’s Hospital Review similarly 

observes hospitals with trauma centers may receive disproportionate funding from Medicare.
78

  

Likewise, Becker’s Hospital Review also claims that if a hospital is designated as a trauma 

hospital, the hospital can then “actually bill and collect for certain activation fees that are paid 

both by Medicare and other private insurance companies.”  Information from both Texas and 

Montana also suggests that trauma centers may use Medicare funding to help cover trauma-

related costs.
79

  Moreover, Becker’s Hospital Review hypothesizes that because the ACA 

reinstated the National Trauma Stabilization Act, more government funding should become 

available for trauma centers.  As addressed below, while the Affordable Care Act did authorize 

increased funding for trauma centers, the federal government has not yet appropriated any money 

for the approved programs or grants.   

   

Additionally, if a hospital is completely unable to provide care to a patient due to the 

patient’s injury, the hospital may have to transfer the patient to the closest trauma center.  This 

may be an expensive endeavor.  As Dr. Michael McGee, the chief medical director of emergency 

medicine at Methodist Hospitals, explained, “The cost of airlifting a patient to the University of 

Chicago Medical Center is about $7,000, and ambulance transfers cost about $1,500.”
80

  In 

addition to high transportation costs, transferring patients may also negatively affect Northwest 

Indiana’s economy.  If Northwest Indiana trauma patients were able to receive trauma care 

within Northwest Indiana, health care money currently being spent in Illinois may instead remain 
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in Northwest Indiana.  Gary’s State Representative, Charlie Brown, maintained that the area was 

“losing $2 billion annually that goes over into Illinois for overall healthcare.”
81

   

 2. Health Benefits  

More importantly, the proposed Trauma Center would also offer undeniable health 

benefits to Northwest Indiana citizens.  A Times article offers a relevant example.  The article 

explains that “[o]n a recent Saturday night . . . EMTs wheeled four badly injured patients into the 

Gary emergency room. They had been in a head-on collision, and two of the adult patients 

needed orthopedic or reconstructive surgery. Because there were no specialists on call, the 

patients waited until Monday for surgery.”
82

  In 2011, a Gary woman’s 13-month-old son died 

after being shot.  Gary Methodist Hospital was not equipped to handle the child’s injuries, and 

the child died before he could be helicoptered to Chicago. 
83

  In Illinois, a teenaged gunshot 

victim recently died after he was forced to travel between 30 and 45 minutes before reaching the 

closest trauma center.
84

 Based on ACS data, a closer, more accessible trauma center may result 

in fewer trauma-related deaths in the Northwest Indiana region.   

Indeed, the potential increase in health outcomes, offered through a more local trauma 

center, is perhaps the strongest argument in favor of constructing the proposed Trauma Center in 

Northwest Indiana.  As ACS states, “[t]he care provided by trauma centers, their specialist 

physicians and the supporting trauma team has a dramatic impact on subsequent quality of life . . 

..”
85

  Gary’s homicide rate has been well-documented, but a closer look at the statistics provides 

a compelling case for the construction of the proposed Trauma Center.  In October 2013, Gary’s 

homicide rate, 53 per capita, equaled one homicide victim for every 1,900 residents.
86

  “In 2007 

and 2008, more than half of the [Methodist Hospitals’] severe trauma patients suffered gunshot 

wounds or stabbings.”
87

  Furthermore, over 16,000 automobile collisions occurred in Lake 

County in 2011, making it the county with the second highest collision total in the state.
88

  Of 

those collisions, 39 caused fatal injuries and 2,801 caused other, non-fatal injuries.  Over 15 fatal 

crashes occurred in both Porter and LaPorte Counties as well.  Whether a more local and 
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accessible trauma center could have prevented some of these homicide deaths or fatal automobile 

injuries is unknown.  However, as stated above, the importance of immediate trauma care has 

been established and generally accepted.  As the Centers for Disease Control and Prevention Fact 

Sheet states, “getting care at a Level I trauma center can lower [a severely injured patient’s] risk 

of death by 25 percent.”
89

  Art Logsdon, the assistant commissioner for the Indiana Health and 

Human Services Commission, noted that ACS recommends that Indiana have 15 or 16 trauma 

care centers.
90

  Currently, Indiana only has 12.  In bringing Indiana closer to ACS’s total goal, a 

new trauma center would likely offer needed health benefits to the Northwest Indiana 

community. 

 3. Public Policy Benefits 

Finally, there may also be certain public policy arguments for constructing a new trauma 

center in Northwest Indiana.  As Gary’s State Representative, Charlie Brown, argued “It's 

unconscionable that all of these years, all of these decades, there has not been a trauma center in 

all of Northwest Indiana, and we have to rely on emergency services in Illinois for people that 

live here."
91

 According to data from 2010 and 2011, over 1,000 patients were transferred from 

Northwest Indiana hospitals for trauma care.
92

  While the exact amount of patients transferred to 

Illinois is unknown, because the trauma center in Illinois is one of the closest options, it is 

reasonable to assume that a fair percentage of these patients were transferred to Illinois for 

treatment.  The inability to treat Indiana patients in Indiana arguably reflects poorly on Indiana’s 

health care system.  In fact, a doctor at Gary Methodist Hospital, who had previously worked in 

Chicago, noted that other states or areas do not simply send trauma victims to the nearest 

hospital.  Rather, he argued that Northwest Indiana was the only place in the country that still 

operated in that fashion, maintain that the practice “really sets [Northwest Indiana] back in the 

times.  It’s almost embarrassing.”
93

   

C. Improving Trauma Care through Existing Hospitals  

However, construction of an entirely new facility may not be completely necessary or 

preferable.  For instance, representatives at Gary Methodist Hospital appears willing to expand 

their current services to include trauma  care .   Initially, the Times reported that Gary Methodist 

Hospital was seeking to become a Level II trauma center, and that the hospital planned to submit 

an application to ACS in 2009.  When the state of Indiana created a formal trauma network, that 

likely required hospital leadership to refocus their efforts on meeting the state standards.  

Whether Gary Methodist ever submitted an application to either ACS or ISDH is unknown, but it 

appears the hospital refocused its efforts and now is seeking designation as an Indiana Level III 
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trauma center.
 94

  In anticipation of a trauma center designation, Gary Methodist recently named 

a trauma medical doctor and a trauma nurse specialist.  Franciscan Hospitals in Dyer and Crown 

Pointe are also awaiting decisions on pending trauma center applications. Transforming an 

existing hospital into a trauma center may represent a cost-effective way to bring trauma care to 

Northwest Indiana, although the project would still require considerable funding.   Because 

trauma centers require certain equipment and staff members, adding a trauma center to an 

existing hospital may still prove costly.  

However, while a Level III trauma center would certainly be a step in a positive 

direction, there appears to be a real need for a Level II or Level I trauma center in Northwest 

Indiana.  According to ACS, Level III trauma centers “demonstrate[ ] an ability to provide 

prompt assessment, resuscitation, surgery, intensive care and stabilization of injured patients and 

emergency operations.”
95

  However, these hospitals are not able to treat all trauma patients.  

Consequently, depending on the nature of the patients’ injuries, a Level III trauma center may 

still be required to transfer trauma patients to Level I or Level II trauma centers.  Level II trauma 

centers can “initiate definitive care for all injured patients[,]” while Level I trauma centers are 

“capable of providing total care for every aspect of injury – from prevention through 

rehabilitation.”  Consequently, even if Gary Methodist obtains a Level III trauma center 

designation, Northwest Indiana’s aforementioned medical needs may still require a Level I or II 

trauma programs in the area.  The hospital may pursue an incremental approach in which Level 

II or higher is sought after Level III is obtained.  Movement on such an investment continuum 

will likely depend on the need for trauma care and available funding.    

Hospitals will seek state level designation first.  Where there is no state trauma system, 

ACS verification was important.  Now, the states have essentially incorporated by reference the 

ACS standards.  If you meet a state’s level II, you likely meet ACS level II.  Not a given, but 

very likely that everyone has a similar playbook.  State designation has the added benefit (over 

ACS) of mandating EMS routing.  

  

II. Effect of New Trauma Center on Existing Hospitals  

 As detailed above, Northwest Indiana hospitals, none of which are currently have 

designated trauma  programs , are often tasked with treating trauma patients strictly out of 

necessity.  While construction of a new trauma center would likely cause the overall amount of 

trauma patients admitted to other Northwest Indiana hospitals to decline, financial data and 

various comments from hospital representatives suggest the drop may be welcome.  Indeed, 

caring for trauma patients without the requisite resources appears to be a financial and stressful 

burden for Northwest Indiana hospitals. 

 A trauma center cannot exist in isolation however and it must have an attached hospital 

of significant size and scope. While current providers may welcome the decrease in 

uncompensated trauma care, the services of a new provider would not be limited to only trauma.  

                                                 
94

 Renderman, Vanessa. The Times of Northwest Indiana. Trauma Center Efforts Advance (Jan. 15, 2014).  

Available at: http://www.methodisthospitals.org/trauma-center-efforts-advance.aspx 
95

 American Trauma Society. Trauma Categorization Explained.  Available at: 

http://www.amtrauma.org/resources/trauma-categorization/index.aspx 



22 

 

The existing hospitals would face competition in several service lines that would likely dilute 

their profitability.  This, in turn, may have the undesired effect of forcing the existing hospitals to 

decrease their subsidy of necessary but low-margin services such as emergency care and charity 

care.  

 The comments from Gary Methodist physician, Dr. Nick Johnson, epitomize the benefit 

area hospitals may receive if Northwest Indiana adds a new trauma center.  In discussing Gary 

Methodist’s current practice of treating various trauma patients despite being ill-equipped to do 

so, Johnson stated, “When I first started here four years ago, I was terrified when I came into 

work because I was so worried that a trauma patient would have some injury that I couldn’t do 

deal [sic] with and needed specialty care or some definitive care that I wouldn’t be able to at 

least arrange for the patient in this hospital[.]”
96

  Similarly, Dr. Ahmed Zegar, an ER doctor at 

Gary Methodist, commented that he “worries that not having a certified trauma center nearby 

diminishes a patient’s chance of survival.”
97

 The doctors’ respective comments imply that 

currently existing Northwest Indiana hospitals are not equipped to handle trauma patients, and 

that the doctors employed in these hospitals recognize this inadequacy.  Dr. Johnson added, 

“When I came [to Gary Methodist Hospital] and I learned that trauma patients, no matter where 

you were in Northwest Indiana, no matter what type of injury you had, were brought directly to 

the closest hospital, it surprised me[.]  I didn’t think anywhere in the country still operated like 

that, and it really sets us back in the times. It’s almost embarrassing.”
98

  Northwest Indiana 

doctors do not appear to be alone in their desire for better trauma programs.  Emory Garwick, the 

Emergency Medical Services Coordinator at Methodist Hospitals, also believes the area needs 

“to develop a facility to treat severe trauma.”
99

  Dr. McGee, chief medical director of emergency 

medicine at Methodist Hospitals, observed that the lack of trauma programs  in Northwest 

Indiana means transfers to outside trauma center are common.  Dr. McGee essentially argued 

that this practice burdened the other trauma centers “because they have their own patient 

populations.”
100

  

   

Consequently, whether a new trauma center in Northwest Indiana will significantly 

impact existing hospitals in the area likely depends on the extent to which the existing hospitals 

value the revenue gained by treating trauma patients.  Undoubtedly, the creation of a new trauma 

center will result in fewer trauma patients for currently existing Northwest Indiana hospitals.  

And while the loss of revenue from trauma cases may be manageable, the introduction of a new 

hospital would fundamentally alter the competitive landscape for all regional providers.   

III. Practical and Financial Feasibility 

A. Federal Funding   

                                                 
96

 Puente, Michael. Chicago Public Media: WBEZ 91.5. Northwest Indiana’s Trauma Dilemma (Nov. 4, 2011). 

Available at: http://www.wbez.org/content/northwest-indianas-trauma-dilemma 
97

 Id.  
98

 Id.  
99

 Id.  
100

 Tompkins, Sarah. The Times of Northwest Indiana. Northwest Indiana May Get Its First Trauma Center (Nov. 8, 

2009). Available at: http://www.nwitimes.com/news/local/northwest-indiana-may-get-its-first-trauma-

center/article_266bb66a-c053-5502-898c-da9b84df42f7.html 



23 

 

First, the federal government, or at least representatives within the federal government, 

recognized a need to build and fund new trauma centers throughout the United States.  ACS, 

represented by Senators Jack Reed and Patty Murray, helped draft a letter to Kathy Sebelius, the 

former Secretary of the U.S. Department of Health and Human Services (HHS), highlighting the 

need for increased federal funding for new trauma centers.
101

  Specifically, the letter asked 

Sebelius to “prioritize funding for trauma and emergency medical services (EMS) programs in 

fiscal years 2013 and 2014.”  Unfortunately, however, when asked about how HHS currently 

operates the federal grant programs authorized under the Public Health Service Act, Sebelius 

responded that HHS had not received any appropriations to fund the federal grant programs.  

Sebelius instead pointed the ACS to HHS’s increased emphasis on state and local coalitions and 

preparedness.  While relevant, her response offered little in the way of suggesting possible 

sources of federal funding.  

Theoretically, Sections 1201-4, 1211-32, 1241-46 and 1281-2 of the Public Health 

Service Act authorize federal funding efforts for new trauma centers.  However, despite 

consistent efforts from ACS, it appears the Public Health Service Act currently provides little 

financial help for new, or existing, trauma centers.  Specifically, under the ACA, HHS may use 

$100 million to fund the Trauma Care Center program, which allows federal funding to be given 

to “trauma centers to allow them operating funds to maintain their core missions, to compensate 

them for losses from uncompensated care, and to provide emergency awards to centers at risk of 

closure.”
102

  The ACA also authorizes HHS to use $100 million to fund Trauma Service 

Availability Grants, which are grants that can be “channeled through the States and used for a 

number of activities to address shortfalls in trauma services and improve access to and the 

availability of these essential life-saving services.”  The Trauma Care System Grants, which are 

similarly approved by the ACA, can be used to fund “state development of trauma systems.”  

Finally, the Regionalization of Emergency Care Pilots project is intended to fund at least four 

multi-year projects involving “innovative models of regionalized emergency care systems.”  The 

ACS, in coordination with other emergency health care groups, requested $11 million in Trauma 

Care Center Grants, $11 million in Trauma Service Availability Grants, $3 million for Trauma 

Systems Planning Grants, and $3 million for Regionalization of Emergency Care Pilots in 

2014.
103

  While the Affordable Care Act authorizes a total of $224 million in funding for these 

programs, there is no indication that any money has been appropriated for these programs.  In 

fact, a letter from Sebelius strongly suggests that these programs have received no federal 

funding.
104

   

If ACS is successful in its efforts to convince HHS to appropriate the money as 

authorized, then it appears the proposed Trauma Center in Northwest Indiana could be eligible 

for funding through these programs.  At minimum, it appears the proposed Trauma Center may 

be eligible for the Trauma Care System Grants initially, and possibly the Trauma Service 

Availability after opening.  However, it appears ACS, in coordination with other trauma or 
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emergency service groups, has consistently requested federal funding for these programs with no 

success.  Consequently, the proposed Trauma Center likely should not rely on federal funding 

from these programs.   

B. State and Local Funding  

Unfortunately, the state funding outlook is equally bleak, and local funding opportunities 

appear limited.  While the Indiana State Department of Health formed a task force in 2004 to 

“develop, organize, and maintain a state trauma system[,]” it appears this was a largely fruitless 

endeavor.
105

  While many states use state funding to help create a coordinated statewide trauma 

system, Indiana currently has no such system in place.  According to the chief medical doctor at 

Methodist Hospitals, Dr. Michael McGee, “Indiana is one of about two states of the 50 states 

without trauma coordination.”
106

  Indiana House Bill 1215, which would have authorized 

funding support for trauma centers, was defeated and never became a law.
107

  According to a 

2009 Indiana State Department of Health study, Indiana ranked as the worst state in the nation 

for per capita public health funding.  The study also noted that no trauma-specific federal 

funding or state funding source existed.  The Indiana State Department of Health website 

similarly states, “Indiana currently has no state funding for trauma system development and 

infrastructure support.”
108

  The Indiana State Department of Health alleges that it has used some 

federal and Indiana Criminal Justice System funding to begin the development of a trauma 

system in the state.  However, how the Indiana State Department of Health actually uses this 

funding is unclear.  There is no indication that any funding is available for new trauma centers.   

Locally, the Northwest Indiana Regional Development Authority (RDA) provides 

funding, in part, to “economic development initiatives to attract business and jobs to the 

region.”
109

  While the RDA formerly focused its funding efforts on different priorities, it appears 

the RDA now gives top funding priority “to job-creating economic development proposals.”  

Because constructing a new trauma center would likely create jobs in Northwest Indiana and 

stimulate the area’s economy, it appears the trauma center may be eligible for RDA funding.  

However, in order to obtain RDA funding, the group seeking funding for the trauma center 

would first need to submit a one-page letter of inquiry to the RDA’s President and CEO.
110

  If 

the applicant receives a Notice to Proceed from the President and CEO, the applicant must then 

submit a full application online.  After receiving the online application, the RDA staff checks the 

application for completeness and the RDA President and CEO make a recommendation 
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regarding “acceptance” to the RDA Board.  The RDA Board subsequently decides whether to 

grant the project funding.   

C. General Hospital Funding  

While federal or state trauma-specific funding appears limited, the proposed Trauma 

Center may also apply for general hospital funding.  The Health Care and Other Facilities 

Construction Program provides multi-million dollar funding, in part, for the construction of new 

hospitals.
111

  In order to obtain funding from the Health Care and Other Facilities Construction 

Program the proposed Trauma Center would need to apply for funding and comply with the 

relevant rules.  The Program allows funds to be used for new construction, with or without 

equipment, so long as funded project complies with federal, state and local laws, rules, and 

ordinances.  However, the Program is limited only to the “entities and purposes defined in the 

annual HRSA appropriation.”  The NIH also offers certain construction grants to non-profit 

entities.
112

  Because the NIH funds mostly research-based projects, the proposed Trauma Center 

would likely need to demonstrate the trauma facility would be used, in part, to conduct certain 

research program activities.   

Other federal funding programs also exist, although varying restrictions may limit their 

applicability here.  For instance, the Community Facility Grants could provide funding for the 

construction of a new hospital, but only areas with less than 20,000 people are eligible.  While 

counties may apply for the grant, it appears only Newton County (around 14,000 residents) 

would be eligible for the grant here.  As aforementioned, despite its eligibility for possible 

federal funding, Newton County does not appear to be an ideal location for the proposed Trauma 

Center.  

Finally, the Hospital Financial Service Corporation administers a privately funded Trade 

Grant program that provides funding to hospitals that decrease energy consumption and increase 

efficiency in accordance with the program’s guidelines.
113

  Specifically, the Corporation offers a 

maximum of $2 million in funding for hospitals participating in its Energy Conservation Roofing 

or Energy Conservation Flooring programs.  While completed projects and projects already 

under contract are not eligible for the funding, neither requirement appears to be an issue here.   

The proposed Trauma Center, however, would have to complete a seven-step application in 

order to obtain any funding.  

D. Private Funding 

 In addition to obtaining funding through various federal or state funding sources, the 

proposed Trauma Center may also seek funding from private sources.  Large companies or 

organizations headquartered in Northwest Indiana may find funding the proposed Trauma Center 

worthwhile for various reasons.  First, by funding the proposed Trauma Center, private 

organizations may further strengthen their ties to the area.  Indeed, private organizations may 
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view this funding opportunity as a chance to generate positive publicity or increase 

organizational exposure.  For instance, after a private foundation agreed to fund state-of-the-art 

trauma centers at certain United States military bases, the New York Times published an article 

detailing the foundation’s fundraising efforts.
114

  More locally, Peyton Manning received 

numerous public accolades after partially funding a children’s hospital in Indianapolis.
115

  Here, 

the potential for positive public relations may similarly entice private organizations or companies 

to make considerable donations to the proposed Trauma Center.   Furthermore, the desire to 

provide employees living in the area with better access to care may compel private companies to 

fund the proposed Trauma Center.  As mentioned above, citizens in Northwest Indiana lack 

access to trauma care.  Therefore, employees of large companies in the area may frequently 

travel outside the area to receive trauma care.  Large companies committed to operating in the 

area may view funding the proposed Trauma Center as a chance to help better the quality of life 

for their employees.  Moreover, potential employees may consider the lack of health care access 

in the area when determining whether to work for a company located in Northwest Indiana.  

Thus, local companies may benefit from a trauma center in the area, as the potential for increased 

access to care may help the companies recruit or retain employees.  

In order to better understand the private funding landscape in Northwest Indiana, 

examining potential private funding sources appears necessary.  Given the aforementioned 

benefit a trauma center may provide workers employed in Northwest Indiana, large private 

companies in the area may help fund the proposed Trauma Center.  In 2010, Cleveland State 

University’s College of Urban Affairs conducted a regional analysis of Northwest Indiana.
116

  As 

part of the project, the study ranked Northwest Indiana’s fifty largest employers.  ArcelorMittal, 

NiSource, Weil-McLain, and various Northwest Indiana casinos each ranked in the top twenty 

five.  NiSource, a company located in Merrillville, ranked as one of the Indiana’s fifteen Fortune 

1,000 companies.  While not listed, United States Steel also conducts significant business in the 

area.  The study also referenced a list of the nation’s fastest growing private firms.  The list 

mentioned three Northwest Indiana firms, Trai-Cor Processing, ESW, and Dekker Vacuum 

Technologies.  For varying reasons, each of the aforementioned companies may provide funding 

for the proposed Trauma Center.   

First, the Trauma Center may seek private funding from the area’s largest employer, 

ArcelorMittal.  While headquartered in Luxembourg, ArcelorMittal operates North America’s 

largest steelmaking facility in East Chicago, Indiana.
117

  According to the company’s website, 

the 3,100-acre East Chicago plant employs 4,900 hourly employees and 777 salaried employees.  

The Cleveland State University study similarly indicated that the company employed around 

6,000 individuals in East Chicago in 2010, ranking it first among all Northwest Indiana 
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companies.
118

  Northwest Indiana’s second largest employer, as determined by the study, only 

employs 3,000 individuals.  Given its large presence in the area and the amount of Northwest 

Indiana workers it employs, ArcelorMittal may find value in funding the proposed Trauma 

Center.  ArcelorMittal’s financial well-being may also allow it to help fund the proposed Trauma 

Center.  In 2013, the multinational company earned over $79 billion in total revenue.
119

   

Additionally, recent fatal accidents involving ArcelorMittal employees may also motivate 

the company to contribute to the construction of the proposed Trauma Center.  In November 

2013, a Northwest Indiana resident working as a contractor for ArcelorMittal died in a work-

place accident at the East Chicago steel mill.
120

  The local coroner suggested blunt force trauma 

caused the man’s death.  The accident also critically injured two additional ArcelorMittal 

employees.   In February 2014, an ArcelorMittal employee sustained severe injuries after falling 

into scalding water while working at the East Chicago plant.
121

  Despite six weeks of care at the 

University of Chicago Medical Center, the man failed to overcome his work-place injuries and 

died.  Admittedly, nothing definitively indicates that a more local trauma center could have 

saved either employee.  However, both employees apparently died due to trauma-related injuries 

sustained on the job.  Given ACS’s statistics regarding the importance of obtaining immediate 

trauma care, a trauma center in Northwest Indiana may have increased the employees’ chances 

of survival.  Instead, the lack of trauma care in the area likely forced the employees to seek care 

elsewhere.  For instance, the second employee obtained trauma care in Chicago.  Due to the 

nature of the work conducted at ArcelorMittal’s East Chicago plant, similar injuries may occur in 

the future.  If ArcelorMittal seeks to avoid similar fatal results, it may choose to help fund the 

proposed Trauma Center.   

Similarly, NiSource, a regulated energy company headquartered in Merrillville, may also 

serve the proposed Trauma Center as another source of private funding.  In general, NiSource 

“engage[s] in natural gas transmission, storage and distribution, as well as electric generation, 

transmission and distribution[,]” while servicing over 3.8 million customers.
122

  NiSource’s 

consolidated operating earnings totaled over $1 billion in 2012, and the company reported net 

operating earnings of over $258 million in the first quarter of 2014.
123

  Although NiSource 

enjoys a status as one of the nation’s Fortune 500 companies, the company maintains significant 

ties to Northwest Indiana.  In addition to operating its corporate headquarters in Merrillville, 

NiSource also controls the Northern Indiana Public Service Company (NIPSCO).  NIPSCO, one 
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of the state’s largest natural gas and electric distribution companies, “provides Northern Indiana 

with safe reliable gas and electric services.”
124

  NiSource employs around 1,000 workers in 

Northwest Indiana.
125

  Given its strong presence in the region and its financial well-being, 

NiSource may consider funding the proposed Trauma Center.  Indeed, NIPSCO’s alleged 

commitment to the Northwest Indiana region suggests NiSource may help fund the proposed 

Trauma Center.  Specifically, NIPSO’s website states, “NIPSCO is committed to supporting and 

enhancing the quality of life through community partnerships, volunteering, charitable giving 

and economic development throughout northern Indiana.”  According to numerous studies, 

adding a new trauma center in Northwest Indiana would enhance the quality of life in the area.  

Consequently, if NIPSCO, through its parent company NiSource, is genuinely committed to 

Northwest Indiana, it may help fund the proposed Trauma Center.    

 Furthermore, United States Steel has also shown a strong commitment to Northwest 

Indiana.  According to the company’s website, U.S. Steel operates four plants in Northwest 

Indiana, with the largest plant located in Gary.
126

  While the Cleveland State University study 

failed to mention U.S. Steel as one of the region’s top employers, U.S. Steel apparently employs 

around 5,800 employees at its Gary plant alone.
127

  A Times article asserted that “[m]ore than 

6,000 people work for U.S. Steel in Northwest Indiana.”
128

  Considering the top employer on the 

study’s list, ArcelorMittal, only employs 6,000 workers, it appears the study likely overlooked 

one of the area’s largest employers.  If U.S. Steel is committed to bettering the quality of life for 

its employees in Northwest Indiana, the company has the financial means to help fund the 

proposed Trauma Center.  In 2010, U.S. Steel earned over $17 billion in total revenue.
129

  With 

regard to charitable donations, U.S. Steel “provide[s] support in a planned and balanced manner 

for educational, scientific, charitable, civic, cultural and health needs . . .” through its U.S. Steel 

Foundation.  Specifically, the Foundation, through the “Safety, Health, and Human Services” 

division of its grant program, offers “a limited number of direct capital and operating grants to 

health and human service providers in U.S. Steel’s operating areas.”
130

  Consequently, the 

proposed Trauma Center appears eligible to receive funding from the Foundation.  Given U.S. 

Steel’s presence in and commitment to the Northwest Indiana region, if the proposed Trauma 

Center applies for funding from the Foundation, U.S. Steel may financially contribute to the 

proposed Trauma Center.  

                                                 
124

 NIPSCO. Our Services. Available at: https://www.nipsco.com/our-services 
125

 Austrian, Ziona, Ph.D., et. al. Cleveland State University’s Maxine Goodman Levine College of Urban Affairs. 

Northwest Indiana Regional Analysis: Demographics, Economy, Entrepreneurship and Innovation (Jan. 2011).  

Available at: http://urban.csuohio.edu/publications/center/center_for_economic_development/Northwest_Indiana_ 

Consolidated_Final.pdf 
126

 United States Steel Corporation. Facility. Available at: http://www.ussteel.com/uss/portal/home/aboutus/history 
127

 Pete, Joseph. The times of Northwest Indiana. Steelmaking Idled at Gary Works. Available at: 

http://www.nwitimes.com/business/local/steelmaking-idled-at-gary-works/article_089e0dcf-c395-5d95-b151-

457d90c23839.html?print=true&cid=print 
128

 Tweh, Bowdeya. The Times of Northwest Indiana. Coats Praises U.S. Steel’s Commitment to NWI (Sep. 24, 

2012). Available at: http://www.nwitimes.com/news/local/lake/gary/coats-praises-u-s-steel-s-commitment-to-

nwi/article_bd0ec90a-4815-5ad7-acae-ce8cda7b7f61.html?print=true&cid=print 
129

 United States Securities and Exchange Commission. 2010 Form 10-K, United States Steel Corporation. 

Available at: http://www.sec.gov/Archives/edgar/data/1163302/000119312511042228/d10k.htm 
130

 United States Steel Foundation, Inc. Grant Application Guidelines. Available at: 

http://www.ussteel.com/uss/wcm/connect/17ab6c9d-ef66-4985-8c66-

bc35c0a73c64/Final_Grant+Guidelines_Jan.+2013+rev+4_.pdf?MOD=AJPERES&CACHEID=17ab6c9d-ef66-

4985-8c66-bc35c0a73c64 



29 

 

While operating on a smaller scale, Weil-McLain also maintains noteworthy ties to the 

Northwest Indiana area.  According to its website, “Weil-McLain is a leading designer, 

manufacturer and marketer of gas and oil-fired hot water and steam boilers for space heating in 

residential, commercial and institutional buildings.”
131

 The company employs around 600 

workers at its Michigan City plant.
132

  While Weil-McLain recently opened an administrative 

office in Illinois, the company still operates a facility and a customer service center in Michigan 

City.
133

  Weil-McLain’s parent company, SPX Corporation, “posted revenues of $1.6 billion in 

2011[,]” meaning the company has the financial ability to help fund the proposed Trauma 

Center.
134

  However, because SPX is only loosely connected to Northwest Indiana, the parent 

company may be less inclined to fund the proposed Trauma Center.  

Northwest Indiana casinos also employ thousands of Northwest Indiana workers.  For 

instance, the Horseshoe Casino in Hammond employs 2,200 workers, while the Blue Chip 

Casino in Michigan City and the Ameristar Casino in East Chicago each employ 1,800 

workers.
135

   The aforementioned casinos rank as three of Northwest Indiana’s top ten employers.  

Moreover, while the casinos only operate as subsidiaries of larger entertainment companies, each 

casino’s parent company enjoys billions of dollars in revenue each year.  Furthermore, each 

parent company appears willing to help fund community projects.  For instance, Blue Chip 

Casino’s parent company, Boyd Gaming, insists that the company “is committed to improving 

the quality of life of the communities in which [the company’s employees] live and work.”
136

  In 

support of this position, Boyd’s website allows groups to request charitable donations.
137

  

Pinnacle Entertainment, which owns and operates the Ameristar Casino, avows a similar 

commitment to local communities.  According to the company’s website, “At the core of 

Pinnacle Entertainment, Inc.’s corporate philosophy is a commitment to the communities in 

which [the company] operate[s] — not only as a major employer, but as a significant contributor 

to local schools, infrastructures and charities.”
138

  Pinnacle Entertainment’s website also allows 

groups to submit charitable donation requests, but the company generally refuses to fund capital 

projects.
139

  While these parent entertainment companies seem generally committed to 

supporting local communities, their willingness to fund an extensive local project, like the 
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proposed Trauma Center, is unclear.  The websites for the respective parent companies seem to 

champion smaller charitable causes.  However, the possibility of generating positive publicity by 

funding the proposed Trauma Center may entice the respective parent companies to contribute to 

the Center’s funding.  

While Trai-Cor Processing, ESW, and Dekker Vacuum Technologies each employ less 

than 100 workers, the Cleveland State University study included all three companies in its list of 

Northwest Indiana’s fastest growing private firms.
140

  Trai-Cor and ESW both earned around $5 

million in total revenue from 2004 to 2007, while Dekker earned around $12.1 million during the 

same time frame.  While these revenue numbers are modest compared to those of ArcelorMittal 

or U.S. Steel, each of these companies experienced considerable growth.  Thus, these companies 

may represent funding opportunities for the proposed Trauma Center in the future.  Moreover, 

because these smaller companies may seek increased recognition or exposure in the Northwest 

Indiana area, they may help fund the proposed Trauma Center.  

At first glance, the private companies operating Northwest Indiana’s toll roads also 

appear to be logical sources for private funding.  However, the private operators’ severe financial 

troubles may preclude the companies from funding the proposed Trauma Center.  According to a 

Times article, the operators struggled to meet their interest payment in December 2013, and the 

Toll Oversight Board recently inquired about the June 2014 interest payment that the operators 

apparently cannot make.
141

  Moreover, according to one of the operators, “[s]ome $3.9 billion of 

debt matures in 12 months and will have to be refinanced by June 2015 . . ..”  The Times article 

suggested that the companies may not operate the Toll Road much longer.   

IV. Impact of Patient Protection and Affordable Care Act on Trauma Care  

As mentioned in the “Federal Funding” subsection above, the Affordable Care Act 

significantly affected the funding available for certain trauma centers or programs.  Specifically, 

the Affordable Care Act authorized the U.S. Department of Health and Human Services (HHS) 

to use a total of $224 million to fund four trauma-related programs.  Again, the Affordable Care 

Act authorized $100 million to fund the Trauma Care Center Grants, which “provide operating 

funds that enable trauma centers to maintain their core missions[,]” “compensate trauma centers 

for losses from uncompensated care[,] and provide emergency awards to centers at risk of 

closure.”
142

  HHS may also use $100 million to fund Trauma Service Availability Grants, which 

“are intended to be channeled through the states and used for activities that address shortfalls in 

trauma services and improve access to and the availability of these essential lifesaving services.”  

The Affordable Care Act authorized HHS to use $24 million to fund the Trauma Care Systems 

Planning and Development Act “to support state development of trauma systems.”  Finally, the 

Affordable Care Act also directed HHS to “incorporat[e] of a new Regionalization of Emergency 
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Care Pilot Program.”  Unfortunately, despite the Affordable Care Act’s authorization, it appears 

the federal government has not actually appropriated any money to fund these programs or 

grants.   

Some health care scholars have argued that the Affordable Care Act may “purify” the 

patient mix at trauma centers, meaning because virtually every citizen will have health care 

insurance, fewer patients will seek to use trauma centers for primary care.  However, whether 

this opinion is supported by reputable data is unclear.  Hospitals in Arkansas, for instance, 

reported that emergency room visits in the state are down by 2 percent, and emergency room 

visits by uninsured patients are down 24 percent.
143

  A study conducted by the Center for 

Healthcare Research and Transformation in Michigan revealed that “[t]en percent of the 

uninsured use the hospital emergency department for routine primary care, compared with 3 

percent for those with insurance[.]”
144

  However, the Journal of American Medical Association 

downplayed the frequency of emergency room visits for primary care purposes, contending that 

“only 6.3 percent of emergency department visits were determined to have ‘primary care 

treatable’ discharge diagnoses.”
145

  Moreover, a survey conducted by the American College of 

Emergency Physicians demonstrated that the volume of emergency room patients rose in 43 

percent of hospitals, while declining in only 23 percent of hospitals during the first three months 

of 2014.
146

  Of the physicians employed in hospitals experiencing a decline in emergency room 

visits, only 13 percent believed the decrease was due to more patients going to primary care 

physicians.  Additionally, 96 percent of the surveyed physicians answered that they expected the 

volume of emergency room visits to increase or remain the same over the next three years.  

Primary care physicians also reported that new patients accounted only for 17 percent of their 

primary care visits in the first months after the ACA’s implementation.  Multiple sources suggest 

that some hospitals may be experiencing an increase in emergency room visits simply because 

the shortage of physicians forces patients to seek primary care through emergency room visits.
147

  

While this data mostly analyzes emergency room visits, and not trauma center visits necessarily, 

it should be noted that the Affordable Care Act may not “purify” the patient mix in trauma 

centers as anticipated. 

 Because EMTALA requires hospitals receiving Medicare to at least screen and stabilize 

all patients, it appears some patients seek medical care at hospitals simply because EMTALA 

assures they will receive some degree of medical attention.  Additionally, because EMTALA 

requires hospitals to assess and stabilize all patients seeking care, the patient mix at trauma 

centers may never be truly “purified.”  Similarly, prior to the Affordable Care Act, some private 

health insurance companies would select a network of approved emergency care providers, 
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meaning a patient would often incur significant costs if the patient was forced to seek emergency 

treatment from an unapproved emergency care provider.
148

  However, the Affordable Care Act 

“prevent[s] health plans from requiring higher copayments or co-insurance for out-of-network 

emergency room services. The new rules also prohibit health plans from requiring you to get 

prior approval before seeking emergency room services from a provider or hospital outside your 

plan’s network.”  If the fear of incurring out-of-network emergency room costs is removed, more 

patients—including patients seeking only primary care—may seek care in emergency rooms or 

trauma centers.   

Moreover, while some prognosticators maintained that the Affordable Care Act’s 

mandate requiring nearly all citizens to obtain health care insurance would financially benefit 

trauma centers, a 2010 study found that the benefits of the Affordable Care Act on trauma 

centers depends largely on the nature of the reimbursement provided.
149

  The study concluded 

that “compensation for the care of uninsured trauma patients at Medicare or Medicaid rates will 

lead to continuing losses for trauma centers.”  Thus, if current compensation systems operate 

similarly to Medicare or Medicaid, then the effect of the Affordable Care Act on trauma centers’ 

bottom lines may not be as favorable as anticipated.  
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