
NURSING HOME BOARD OF DIRECTORS 
AGENDA 
County of Champaign, Urbana, Illinois 
Monday, June 10, 2013 – 6:00pm 

 
 
In Service Classroom, Champaign County Nursing Home 
500 S. Art Bartell Road, Urbana  

 
CHAIR: Catherine Emanuel 
DIRECTORS: Peter Czajkowski, Lashunda Hambrick, Josh Hartke, Mary Hodson, Gary 

Maxwell, Robert Palinkas 
 

 
 

ITEM 

I. 
 

CALL TO ORDER 

II. 
 

ROLL CALL 

III. 
 

APPROVAL OF AGENDA 

IV. 
April 8, 2013 
APPROVAL OF MINUTES 

 
V. 

VI. 

PUBLIC PARTICIPATION 
 
OLD BUSINESS

VII. 

 
 

Management report 
NEW BUSINESS 

Operations (Management Report) 
Cash Position 

Management Update 
Strategic Objectives 

 
VIII. 

IX. 

OTHER BUSINESS 
 

July 8, 2013 – 6:00pm 
 

NEXT MEETING DATE & TIME 

X. ADJOURNMENT 
  
Attachments: Management Report, Management Update 
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Board of Directors 
Champaign County Nursing Home 

Urbana, Illinois 
May 13, 2013 

 
 

Directors Present: Czajkowski, Emanuel, Hartke, Hodson, Maxwell, Palinkas 
 
Directors Absent/Excused: Hambrick 
 
Also Present: Busey, Gima, Noffke 
 
1. Call to Order 
 
The meeting was called to order at 6:00 pm by Chair Emanuel 
 
2. Roll Call 
 
Busey called the roll of Directors. A quorum was established. 
 
3. Agenda & Addendum 
 
Agenda was approved (motion by Palinkas, second by Hartke, unanimous). 
 
4. Approval of Minutes 
 
The open session minutes of April 8, 2013 were approved as submitted (motion by Hartke, 
second by Czajkowski, unanimous). 
 
5. Public Participation 
 
6.  Old Business 
 
7. New Business 

 
a. Operations (Management Report) 

 
Gima reviewed the statistics and financials for March 2013. The average daily 
census decreased from 185.2 in February to 181.7 in March. All admissions, 
Medicare admissions and hospital referrals remain strong. The decline in census is 
due to a high number of residents being sent home, in particular short-term 
Medicare discharges home. This has resulted in the Medicare census falling from 
23.5 in February to 13.3 in March. Between February and March, Medicaid 
census has increased from 98.6 to 101.4 and private pay has increased from 63.1 
to 67.0. 
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In the past three out of four years, there has been a downturn in census at CCNH 
in the spring months, with a rebound in census in the summer through the fall 
months. CCNH is seeing the same pattern with a high census in November, 
followed by the current decline in census. 
 
The payor mix showed the following changes between February and March: 
Medicare fell from 12.7 percent to 7.3 percent; Medicaid increased from 53.3 
percent to 55.8 percent; and private pay increased from 63.1 to 67 percent. 
 
March showed a net loss of -$70k. On a cash basis (adding back depreciation 
expense), CCNH showed a small cash loss of -$9k. On a YTD basis, CCNH 
shows a net loss of -$84k, but positive cash of $160k. 
 
Operating revenues increased from $1.053 million in February to $1.119k in 
March. Medicaid revenues increased by $58k and private pay revenues increased 
by $87k. Medicare revenues fell by $89k. 
 
Operating expenses increased from $1.168 million in February to $1.276 million 
in March. Wages increased by $80,248. Half of the increase was the change from 
a 28 day month to a 31 day month. There were two TOPs payouts of $6,700 and 
$5,000. A snow day on 3/25 resulted in $2,600 in overtime. 
 
Agency expenses fell from $40,693 in February to $35,383, a new monthly low. 
 
There was a discussion of the Alzheimer’s labor expense being over budget. Gima 
explained that the budget figures for 2013 were based on 2012 actual expenses 
and open positions were not taken into consideration. Since January, 10 open 
positions have been filled. Filling these open positions has resulted in a 
corresponding reduction in agency costs. 
 
Food costs were over budget by $6k and food service professional services were 
over budget by $9,000 as a result of the dietary consultant filling in as the interim 
Food Service Director. Knoffke explained the changes being implemented by the 
new Food Service Director to address food quality and dining experience. These 
changes will be implemented and rolled out over the next two weeks. 
 

b. Cash Position 
 
No major changes in the cash position. Between February and March, cash has 
increased from $1.060 million to $1.185 million. Accounts receivable increased 
from $3.479 million to $3.641 million. The IGT which is payed out on a quarterly 
basis is the main contributor to the increase. Accounts payable decreased from 
$1.579 million to $1.568 million. 
 
Medicaid payments continue on a regular basis. 
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c. Other Management Issues 
 
An offer has been made for the Adult Day Care Director’s position. The Director 
of Nursing position remains open with a couple of applicants being interviewed.  
The compliance program Board Resolution was presented to the Board of 
Directors. The resolution was approved (motion by Hartke, second by Maxwell, 
unanimous). 
 
Gima provided an update on the compliance program implementation. MPA and 
CCNH are currently working on establishing policies and procedures that address 
the 10 major risk areas. MPA and CCNH Compliance Officer, Drake, have 
conducted compliance training to all CCNH managers. Employee training was 
conducted on April 26th. MPA and CCNH will develop web-based training videos 
for additional training sessions. The web-based training videos will also be used 
to provide compliance training to the Board of Directors. 
 
Gima reviewed the strategic objectives that were presented to the Board of 
Directors on August 2011. Gima also reviewed the current changes in the health 
care/long term care environment and the Federal and State initiatives to address 
fragmentation of care, quality of care, excessive Medicaid and Medicare 
spending. Gima discussed the three major areas to be addressed by the strategic 
objectives, including medical management, nursing management, outcome 
measurements. Emmanuel added a fourth area, financial performance. 
 
Maxwell suggested a special board meeting specifically to discuss strategic 
objectives and MPA’s performance. The BOD agreed to use the July BOD 
meeting. Maxwell also suggested addressing how the board can be more engaged 
and will follow up with individual board members. Maxell discussed timely 
updates on census, payor mix and referrals. In the discussion between board 
members, the need to have the most recent month’s census figures in the 
management report. Gima will determine if the most recent month’s census can 
be added to the management report. 
 

8. Next Meeting Date 
 

Monday June 10, 2013, 6:00 p.m. 
 
9. Adjournment 
 
Chair Emanuel declared meeting adjourned at 7:20 pm. 
 
Respectfully submitted 
 
Scott T. Gima 
Recording Secretary 
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To:  Board of Directors 
  Champaign County Nursing Home 
 
From:  Scott Gima 
  Manager 
 
Date:  June 5, 2013 
 
Re:  Statistical and Financial Management Report 
 
 
April’s census was unchanged at 181.7, the same average seen in March. The Medicare census in 
May was 12.9, down slightly from 13.3 in March. In April, 218 private pay days were converted 
to Medicaid days. As a result, Medicaid increased from 101.4 to 109.1 in April, and private pay 
fell from 67.0 to 59.7 between March and April. 
 
May’s statistics show an averaged ADC of 178.9. But Medicare increased from 12.9 in April to 
14.5 in May. The Medicaid ADC was 108 and private pay was 56.4. There were 339 Medicaid 
pending conversion days in May representing two Medicaid applications. The first case was 
retroactive to August 2012 and the second case went back to October 2012. While the overall 
census is down, Medicare census to date is 17.8, which continues to exceed the 2012 average of 
15.1. 
 
The table below summarizes admissions and discharges. May’s admissions totaled 25, including 
14 Medicare.  
 

Admissions and Discharges 
December 2012 to May 2013 

 
 Medicare 

Admits 
Non-Medicare 

Admits Total Admits Discharges Expirations 
Total 

Discharges/Expirations 
Dec 12 23 3 26 19 15 34 
Jan 11 11 22 24 11 35 
Feb 16 7 23 18 13 31 
Mar 12 14 26 25 8 21 
Apr 15 8 23 21 8 29 
May 14 11 25 21 8 29 

 
21 discharges were seen in May with a monthly average of 24 between January and May. 
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In FY2012, monthly admissions averaged 22.2 per month. Through May FY2013, the average is 
24.2 per month. The chart below shows monthly admissions between December 2011 and May 
2013. Over this time period, there is a slight positive trend in monthly admissions. This is a clear 
indication that there has been no drop off in admissions. 
 

CCNH Admissions 

 
 
Discharges, however, have been occurring at a high pace compared to FY2012. In FY2012, the 
average monthly discharges was 15.7, ranging between 8 and 22. The current monthly average is 
19.7 through May. The majority of the discharges are to home. 
 

CCNH Discharges in Calendar Year 2012 
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The Medicare payor mix went from 7.3 percent in March to 7.1 percent in April. The Medicaid 
pending conversion days caused Medicaid to increase from 55.8 percent to 60 percent and 
private pay fell from 36.9 percent to 32.9 percent. 
 
The April revenue and expense highlights are summarized below. 
 

· April’s net income of $220,737 reflects the County’s forgiveness of the $333k loan. A 
separate memo summarizes the history of the loan. The loan forgiveness of $333k is 
reflected as a prior period revenue adjustment, resulting in the $221k net income. 
 
Backing out the $331,142, CCNH showed a net loss of $112,405. On a cash basis, 
operations showed a cash loss of -$51,309. 
 

· Operating revenues fell from $1,119,412 to $1,072,089, a decrease of $47,323 between 
March and April. The majority of the decrease (estimated at $35k) is due to the change 
from a 31 day month in March to a 30 day month in April. Between these two months, 
Medicare revenue increased from $188k to $192k. Medicaid revenue increased from 
$457k to $472k. Private pay revenue fell from $415k to $348k. The revenue changes in 
private pay and Medicaid are due to the adjustment of Medicaid pending days. The 
adjustment accounts for the additional $12k drop in revenue between March and April. 
 

· Operating expenses did not change drastically between March and April. March expenses 
totaled $1,275,676. April expenses totaled $1,271,218, a decrease of $4,458 (-0.35%). 
 

· Wages/salaries fell by 2.2%, from $538,378 in March to $526,744 in April. Wages per 
day increased slightly from $95.58 to $96.61 per day, a little over a buck. 
Taxes/Insurance/IMRF expenses increased from $185,884 in March to $200,928 in April. 
These expenses which include workers’ compensation and health insurance in addition to 
IMRF, are expenses that are out of management’s control. On a per day basis, these 
expenses increased from $33 per day to $36.85 per day. 
 

· Non-labor expenses decreased from $549,214 in March to $542,970 in April. On a per 
day basis, non-labor costs increased from $97.50 to $99.59. 
 
Major items include: 
 
· Administration. There were a few one-time annual expenses. Audit and Accounting 

included $5,460 fee for the completion of the 2012 Medicaid cost report. A $2k 
charge in photocopying. $3k charge in engineering fees for work on the 
kitchen/laundry boiler. 
 

· Environmental supplies remained high at $5,368. Laundry supplies totaled $2,900 in 
April, up from $398 in March. There may be some catch up in laundry supplies. 
Nonetheless, purchasing is being investigated. 
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· Nursing services. Operational supplies increased from $11,461 in March to $13,353 
in April, but April expenses are $1,887 below budget. 
 
Professional service expenses remain high due to the use of temporary staff for the 
Director of Nursing and Assistant Care Plan nurse positions. No offers were made to 
the two applicants that were being evaluated last month. We are now working with a 
second recruiting firm, but no applicants have been forwarded to date. 
 
Pharmacy charges totaled $19,583. Down slightly from March but still over budget 
by $6,134. The Medicare pharmacy agreement was changed from a per diem to a per 
medication charge that is based on the Medicaid fee schedule. The per diem rate was 
very successful in holding down pharmacy costs. However, the average cost of the 
per diem was falling below Medicaid pharmacy rates. Federal Medicare and Medicaid 
regulations prohibit pharmacy rates that pay less than Medicaid rates. As a result, we 
were forced to change our agreement in order to be compliant with Medicare statutes, 
resulting in higher pharmacy costs. 
 
Medical/dental/mental health includes medical director fees which total $3,400 a 
month, which is the correct amount. The budget expense of $1,616 was off target. 
 
Equipment rentals totaled $9,960 due to some back billing by Carle Medical. This 
expense was over budget by $5,600. A large portion of the monthly rentals is due to 
specialty beds. We are in the process of purchasing some of these beds which will be 
a cost savings over time. 
 
Medicare regulations require the nursing home to pay for physician, hospital, 
outpatient services rendered during a SNF Medicare stay. These expenses are found 
in Medicare medical services. April had $11,164, which was $4,914 over budget. 
This reflects a single immunoglobulin injection that was given in at Carle Hospital as 
an outpatient. The cost to us for the drug was $9,212, after a 30% discount. Nursing 
management evaluates every Medicare admission for current and future high cost 
drugs, supplies and other services, but it is impossible to predict future physician 
behavior. These incidents are rare, but obviously, very painful. 
 

· Food service. Food costs totaled $42,025, which was $5,900 over budget. 
Professional services dropped from $11,640 in March ($9,000 over budget) to $8,857 
in April ($6,200 over budget). This reduction is due to the ramp down in the use of 
the dietary consultant as the interim manager. Changes in the kitchen and dining 
services are being made. 

 
· Social Services professional fees fell from $11,951 in March to $725 in April as 

anticipated. 
 

Page 8 of 58



S um m ary 
 
The census has been around the 180 mark for three months. Census remains low in the county. 
Referrals and admissions have continued, which is a good sign. The primary driver of the low 
census is discharges. We have been seeing a higher number of discharges to home since the 
beginning of the year. The weekend of May 26th provides a perfect example. Five admissions 
were taken that weekend, but five residents also went home. The percentage of residents that 
become long term residents cannot be predicted. At some point, hopefully, in the near future, we 
will go through a period of low discharges, which will then result in a higher census. 
 
Overall expenses increased by approximately $6 per day. Wages increased by $1 per day – not 
bad considering the census level. Benefits accounted for $3. Non-labor expenses accounted for 
the remainder of the increase. Nursing related expenses and food service are the two main 
contributors. Nursing non-labor expenses had unforeseen Medicare related expenses. Food 
service is being addressed. 
 
A recent conversation between a Health Alliance Case Manager and management indicated that 
Health Alliance is pleased with the care at CCNH. At this juncture, controlling discretionary 
expenditures is the message communicated to all department managers.  
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Take a  look at the figures in bold type-face as they represent significant changes 
from  prior m onths. (Figures will not add to 100 percent.) In April, the Medicare venue mix totaled 
18 percent, a slight increase from 16.9 percent in March. Medicaid increased to 44 percent, while 
private pay fell to 32 percent. Both reflective of Medicaid pending conversions. 
 

 

Jan-13 

As % of 
Pt. 

Revenue Feb-13 

As % of 
Pt. 

Revenue Mar-13 

As % of 
Pt. 

Revenue Apr-13 

As % of 
Pt. 

Revenue 
Medicare A $296k 24.5% $277k 26.4% $188k 16.9% $192k 18.0% 
         
Medicaid $502k 41.6% $398k 37.9% $457k 40.9% $472k 44.1% 
         
Pvt Pay $365k 30.3% $329k 31.3% $415k 37.2% $348k 32.5% 
Misc Revenue and Property Taxes excluded from calculation 

 
In the chart below, census began to rebound in May of 2012. This rebound has not occurred yet 
through May. 
 

 Sept 12 Oct 12 Nov 12 Dec 12 Jan 13 Feb 13 Mar 13 Apr 13 May 13 
ADC 210.5 211.9 205.2 204.8 195.1 185.2 181.7 181.7 178.9 
 Sept 11 Oct 11 Nov 11 Dec 11 Jan 12 Feb 12 Mar 12 Apr 12 May 12 
ADC 195.7 194.6 201.1 199.7 197.8 194.2 190.7 191.1 198.7 

 
The following chart also shows that the overall census inFY2013remains below FY 2011 and 
2012 averages. 
 

Average Daily Census by Fiscal Year 
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The chart below shows the Medicare census trend since May 2010. The sliver of good news in 
May is a small increase in Medicare census, increasing from 12.9 in April to 14.5 in May. 
 

Medicare A Census (including Medicare Advantage) 
May 2010 thru May 2013 

 
 

The next chart summarizes the average monthly Medicare revenue. 2010 had an average over 
$320k per month and an average per diem of $457. In 2011, the monthly revenue fell due to a 
drop in Medicare census despite a per diem of $539 per day. 2012 numbers were down due to the 
combination of Medicare rate cuts (12 percent) that were implemented on October 1, 2011 and 
the severe census slow down in the spring and early summer of 2012. 2012 finished with the 
average monthly revenue of $214k and a per diem is of $458. The FY2013 average has fell from  
$266k in March to $251k in April. The April Medicare per diem averaged $447 per day in April. 

 
Medicare A Revenues 

Monthly Average By Fiscal Year 
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In FY 2012, Medicaid revenues averaged $519k per month. The implementation of the “fully 
funded” Medicaid rate in April 2012 pushed the monthly revenue above the $500k mark. In FY 
2013, the Medicaid revenue is averaging $473k per month through April. 
 

Medicaid Revenues 
Monthly Average By Fiscal Year 

 
 
 
 

Med B revenue was $39k in April, which is slightly higher compared to March’s total of $38k.. 
 
The comparative revenue payor mix summary shows a decline in the Medicaid mix between 
2008 and 2010. With the higher Medicaid reimbursement rate, the Medicaid revenue mix is now 
over 47% in 2012 but remains well below 2008 levels. The high Medicaid revenue mix in 2008 
corresponds to a high Medicaid census. 
 
The FY 2013 payor mix based on revenue reflects the decrease in Medicaid census and slightly 
stronger Medicare census compared to 2012. 
 

Comparative Revenue Payor Mix FY 2008 – 2013 
Payor Mix 2008 2009 2010 2011 2012 2013 
Medicaid 57.6% 47.7% 40.0% 42.0% 47.4% 43.3% 
Medicare 18.3% 21.9% 28.6% 25.2% 19.6% 23.0% 
Private Pay 24.0% 30.4% 31.4% 32.8% 33.1% 33.8% 

 

Page 12 of 58



The table below summarizes the monthly census payor mix for FY 2012 and FY 2013. A 
decrease in private pay and corresponding increase in Medicaid in April and May is due to the 
conversion of private pay days to Medicaid. 

 
Payor Mix by Resident Days FY 2013 

 
 
 

Payor Mix by Days FY 2012 
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Overhead Allocated Monthly 
   

 

     
 

 
Dec-12 Jan-13 Feb-13 Mar-13 Apr-13 

 
     

Medicare A $301,248 $295,937  $277,220 $188,321 $192,160 
Medicare B $18,755 $28,429 $30,091 $37,847 $38,973 
Medicaid $537,381 $501,772 $398,469 $456,539 $471,542 
Pvt Pay $391,185 $364,838 $328,549 $415,104 $347,588 
Adult Day-Private $3,704 $4,935 $5,690 $5,660 $7,155 

Adult Day-TXX $9,968 $10,128 $9,999 $11,557  
 

$12,508 

Miscellaneous $2,880 $2,328 $3,505 $4,503 $335,489 
Property Tax $86,531 $86,531 $86,53  $86,522 $86,540 

      
All Revenues $1,351,652 $1,294,898 $1,140,045 $1,206,053 $1,491,955 

      
All Expenses $1,271,877 $1,361,847 $1,167,695 $1,275,676 $1,271,218 

      
Net Income/(Loss) $79,775 $(66,640) $(27,650) $(69,623) $220,737 

      
Add Back Depr $60,639 $60,640 $60,640 $60,640 $60,641 

      
Cash $140,414 $(9,309) $32,990 $(8,983) $281,378 

      
Census 6,349 6,047 5,185 5,633 5452 
Change 3.2% -4.8% -14.3% 8.6% -3.2% 
ADC 204.8 195.1 185.2 181.7 181.7 
Change -0.2% -4.8% -5.1% -1.9% 0% 

      
FTE’s Paid 187 189 187 193 198 
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The following graphs provide a comparative statement of position for CCNH for FY 2013. 
 
Census 
 
Fiscal 2010 ended with an ADC of 196.5. The ADC in FY2011 was 193. The FY2012 ADC was 
199.7. The YTD ADC for FY2013 is 191.9. This chart does show historical pattern of dropping 
census during the spring months. 
 

Monthly ADC Since January 2010 

 
 

The chart below shows the history of the ups and downs in monthly census. 2011 and 2012 show 
a trend of lower census in the spring months followed by a gradual increase. In 2013, this cycle 
pattern is repeated but with dramatic highs in the fall of 2012 followed by the current steep 
decline. Reversal of the decline will depend on reducing discharges with a higher percentage of 
admissions that become long term residents. 
 

ADC by Month 
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Revenues 
 
In FY 2011, patient care revenue averaged $1.176 million per month. For FY 2012, the monthly 
average was $1.158 million, a 1.5 percent decrease from 2011. The critical factor was Medicare 
revenue. In FY 2011, Medicare averaged $277k per month. In 2012, the monthly Medicare 
average revenue was $214k, a 23 percent decline from 2011. Through April, 2013 monthly 
patient service revenues have fallen below 2012 levels by 1.5 percent. The average monthly 
Medicare revenue is 17.1 percent above the 2012 average. remain higher than the 2012 average, 
and the average monthly Medicare revenue is 24 percent higher compared to 2012. 
 

Average Patient Service Revenue and Medicare Revenue By Month 

Year 
Patient Service 

Revenue Annual % Change 
Medicare 
Revenue Annual % Change 

FY 2008 $1,064,788  $180,184  
FY 2009 $1,250,614 14.8% $251,796 39.7% 
FY 2010 $1,188,863 (4.9)% $320,298 27.2% 
FY 2011 $1,175,737 (1.1)% $277,308 (13.4)% 
FY 2012 $1,158,606 (1.5)% $214,245 (22.7)% 
FY 2013 $1,140,649 (1.5)% $250,977 17.1% 

 
When one compares CCNH’s current performance against historical performance, the Medicare 
drop has been significant and it has had a telling impact on revenues. Through March of FY 
2013, the monthly average patient service revenue is the same compared to FY2012. The 
monthly average Medicare revenue is up by 17 percent compared to FY2012. 
 

Medicare Average Census Days 
Period     Days/month 

     
    FY 2008     479 
    FY 2009     595 
    FY 2010     701 
    FY 2011     515 
    FY 2012     460 
    FY 2013     539 
    Pct Change (2012 vs. 2013)   17.1 pct 
 
The average monthly Medicare days are 17 percent higher compared to 2012. 
 
The table below summarizes the Medicare data by fiscal year. It clearly shows that 2010 was a 
good Medicare year. The national average Medicare rate cut was about 12 percent in October 
2011. In 2012, CCNH’s average revenue per day is 15 percent less compared to 2011. So far in 
2013, Medicare census is up by the per diem is lower compared to 2012. 
 

Medicare Revenue Per Month 
FY 2008 – YTD 2013 

 2009 2010 2011 2012 YTD 2013 
Revenue Per Month $251,796 $320,298 $277,308 $214,245 $250,977 
Days Per Month 595 701 515 460 556 (thru April) 
Revenue Per Day $434 $457 $539 $458 $451 
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The following charts summarize the long term revenue trends. 
 

Revenue from Patient Services by Month 

 
 
 

Medicare A Revenues by Month 

 
 

Medicaid Revenues By Month 
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Medicare B Revenues By Month 

 
 

Private Pay Revenues By Month 

 
 

All Revenues By Month 
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The following charts summarize the monthly revenues trends for FY 2012 and FY2013. 
 

Revenue from Patient Services by Month – FY 2012 & FY 2013 

 
 

Medicare A Revenues by Month – FY 2012 & FY 2013 

 
 

Medicaid Revenues By Month – FY 2012 & FY 2013 
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Medicare B Revenues By Month – FY 2012 & FY 2013 

 
 

Private Pay Revenues By Month – FY 2012 & FY 2013 

 
 

All Revenues By Month – FY 2012 & FY 2013 
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E xpenses 
Expenses in April totaled $1,271,218, down slightly from $1,275,676 in March. 
 

Monthly Expenses – FY2012 & FY2013 

 
 
 

The chart below summarizes the monthly expenses per resident day. It clearly shows that as the 
census fell between March and May of 2012, the costs per day increased dramatically. We are 
seeing the same trend in early 2013 as the census fall. Expenses per day have not increased 
significantly between January and March, the period of falling census, however, April has 
broken that trend with a spike to $233. 
 

Monthly Expenses per Resident Day – FY2012 & FY2013 
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The following graph illustrates agency expense since December 2008. $32k in April, again 
another all-time low but not a significant difference compared to $35k in March. 
 

Agency Nursing Costs – Dec 2008 thru May 2013 

 
 

 
An increase in TOPS usage usually corresponds with an increase in agency expense. The chart 
below shows the change in TOPs hours by payroll period for FY 2013 and FY 2012. TOPs hours 
increased in the second pay period in May, which will increase labor costs in the May financials. 
 

TOPS Hours by Payroll Period – FY 2013 
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TOPS Hours by Payroll Period – FY 2012 

 
 

The table below summarizes the average monthly operating expenses since FY 2008. Except for 
the 9 percent increase between 2008 and 2009, there has been little growth in expenses. 
Expenses have increased by less than one percent annually since 2011. Expenses in 2013 have 
not increased significantly. However, with the lower census, additional expense reductions are 
needed. 

 
Monthly Average Operating Expenses 

Year 
Operating 
Expenses Annual % Change 

FY 2008 $1,241,775  
FY 2009 $1,357,833 9.3% 
FY 2010 $1,249,738 (8.0)% 
FY 2011 $1,259,420 0.8% 
FY 2012 $1,267,833 0.7% 
FY 2013 $1,272,026 0.3% 
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The following graph profiles the long term expense trend for CCNH. The figures since October 
09 reflect the elimination of the transfer expense associated with IGT program. Expenses did not 
increase in 2013. 
 

All Expenses Including County Overhead 

 
 

The chart below shows the long-term expenses per day trend. It clearly shows a higher cost per 
day.; 

 
All Expenses Per Resident Day – Including County Overhead 
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The trend in wages since December 2007 is graphically summarized below. It shows a gradual 
positive slope. 
 

Salaries by Month 
 

 
 

 
But, when salaries are calculated on a per day basis, a declining trend is seen over the past five 
years. 
 

Salaries Per Resident Day by Month 
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The chart below summarizes the salaries per day for FY 2012. In the low census months in April, 
May and June, salaries per day increased. Since then, coinciding with the census growth, the 
salaries per day has shown a declining trend – a positive sign. In the past three months, a sharp 
increase has been seen. However, the salary costs per day is right at the levels seen in May and 
June of 2012. The big difference is that in May and June of 2012, the census was just under 200. 
 

Salaries Per Resident Day by Month – FY2012 and FY2013 

 
 
 

The table below shows that salary costs per day was lower in 2012 compared to 2011. As of 
April, the average salary costs per day is higher than the 2011 and 2012 averages. 
 

Salaries Per Resident Day By Fiscal Year 
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The last graph below compares CCNH salaries to agency expenses. Since May of 2010, agency 
costs have been drastically reduced while salary costs per day have remained in check. 

 
CCNH Salaries Per Resident Day vs Agency Expense 

May 2010 thru April 2013 
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To:  Board of Directors 
  Champaign County Nursing Home 
 
From:  Scott T Gima 
  Manager 
 
Date:  June 5, 2013 
 
Re:  Cash Position  
  Sources & Uses of Anticipated Funds 
 
 
Attached are the exhibits showing CCNH’s cash position as of the end of April. 
 
The ending cash balance decreased from $1.185 million in March, to $1,056,751 in April, a 
reduction of $128k. The forgiveness of the $333,141 loan is found in the monthly statement of 
cash flow in the section titled “Cash Flow from Financing Activities” as a decrease in “due to 
general corporation fund” in the amount of $333k. In the balance sheet, current liabilities – “due 
to general corporate fund” has been reduced from $333,142 (March balance sheet) to zero (April 
balance sheet). 
 
Accounts receivable increased by $49k, from $3.641 million in March to $3.690. Accounts 
payable decreased by $81k, from $1.568 million in March to $1.487 million in April. 
 
Medicaid payments continue on a regular basis, two months in arrears. No changes are foreseen 
through the end of June, the end of the State fiscal year. 
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To:  Board of Directors 
  Champaign County Nursing Home 
 
From:  Scott T Gima 
  Manager 
 
Date:  June 5, 2013 
 
Re:  Management Update  
 
 
This is the fifty-eighth in a series of updates designed to keep you current on developments at 
CCNH. 
 
Open Manager Positions 

The Adult Day Care Director position has been filled. The new Director, Christine Rittman, 
RN will start on Monday, June 10. 
 
Two applicants have been interviewed for the Director of Nursing position, but no offers 
were made. A second search firm has been contacted to hopefully provide additional 
applicants. The DON position continues to be covered with an interim. 

 
County Loan Forgiveness 
 

Between March 2007 and June 2008, the Champaign County Board approved four loans to 
CCNH totaling $1,333,142. The loans covered operational cash shortfalls with the exception 
of the $61k, which was used to pay for furnishings. 
 
 March 29, 2007  Resolution #5891  $300,000 
 July 26, 2007   Resolution #6073  $61,015 
 December 18, 2007  Resolution #6330  $380,000 
 June 19, 2008   Resolution #6583  $592,127 
 
In August of 2009, The Champaign County Board used the proceeds from the HVAC 
settlement from Farnsworth Group, Inc. to forgive $1,000,000 of the $1,333,142 loan. Since 
2009, CCNH has been carrying the $333,142 liability on its’ balance sheet. No payments 
have been made by CCNH to the County. 
 
On February 21, 2013, the Champaign County Board passed a motion to forgive the 
$333,142 loan. The accounting of this transaction required an income statement adjustment 
in the form of an inter-fund transfer that shows up as a non-operating income item under 
Miscellaneous NI Revenue on the last page of the income statement. As a result, the net 
income is $220,737. However, no cash transfers occurred and this is merely an accounting 
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entry to both the income statement and the balance sheet (as noted in the cash flow 
memorandum). 

 
MMAI Update 
 

The implementation of the Medicare Medicaid Alignment Initiative (MMAI) or dual eligible 
managed care program has pushed back to 2014. Voluntary enrollment will begin in January 
of 2014 to be followed with mandatory enrollment starting April 1, 2014. The current hold 
up is the development of the three-way agreement between CMS, the State of Illinois and the 
health plans. The major issue is the level of payments from Medicare and Medicaid to the 
health plans. The health plans have acknowledged that the details of their services cannot be 
structured until they know what they are going to be paid. 
 
In the meantime, the health plans have been pushing for execution of provider agreements. 
We have taken the position that no contracts will be signed until details of the program are 
available. In the interim, CCNH has executed letters of agreements with both Health Alliance 
and Molina Healthcare. These LOAs allow us the flexibility to negotiate a contract in the 
future and does not tie us to any future health plan policies and procedures. 

 
Preserving the IGT in the MMAI Program 
 

In the MMAI program, provider payments will be made by the health plans directly to the 
providers. Payments will not come directly from the State or from the Medicare. MPA made 
inquiries to HFS in early 2012 questioning the ability to receive IGT payments in the MMAI 
program. In those conversations, it was clear that HFS did not consider the issue. 
 
Over the past few months, MPA has been working with a coalition that includes Life 
Services Network, the County Nursing Home Association and Metro Counties to collective 
discuss and formulate a solution. In the past two months, we have had two conference calls. 
In the first conference call, HFS stated that this issue was an “unintended consequence” of 
the MMAI program and verbalized their support to work towards a solution. In the most 
recent conference call, HFS believes that they have found a mechanism that will allow the 
continuation of the IGT that will be approved by CMS (Center for Medicare and Medicaid 
Services). 
 
Here is a recap of how the IGT currently works. HFS uses our certified Medicaid cost reports 
as a basis of federal matching dollars. CCNH’s base Medicaid rate without the IGT is 
$129.41. CCNH’s current certified cost rate is $194.91. HFS uses the $194.91 to get federal 
matching dollars and receives $97.46. If HFS used the base rate of $129.41, the federal 
match would be $64.71. 
 
The difference between the certified cost rate of $194.91 and the $129.41 base rate is called 
the CEA rate - $65.50. The additional IGT payment that CCNH receives is 27.5 percent of 
the CEA ($65.50 x 27.5%) or $18.01 per Medicaid day.  
 
The basic concept of the IGT in the MMAI program is as follows: 
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1. HFS will include the county homes certified cost rates in its capitated payments to the 
health plans. 
 
2. HFS will require health plans to pay county homes its certified cost rate. In turn, the 
health plans would pay $194.91 per day to CCNH. 
 
3. CCNH will make a transfer payment to HFS equaling 72.5% of the CEA or $47.49 per 
day. 
 
4. CCNH retain 18.01, or 27.5 percent of the CEA. 
 

The delay in the startup of the MMAI program does provide more time to work out the details of 
the MMAI IGT program. HFS has agreed to get things in place prior to the startup of the MMAI 
program. CCNH receives over $650,000 in IGT revenue annually. Because HFS ultimately 
wants to have all dual eligible recipients in the MMAI program, preservation of the IGT is a high 
priority. 
 
RUGS IV Medicaid Reimbursement Methodology 
 
Our current Medicaid rates are currently frozen until a new methodology is implemented. 
Politics have delayed the implementation of a new Medicaid reimbursement methodology. The 
original implementation date was July 1, 2012. The Smart Act delayed implementation until 
January 2014. Since then, the for-profit nursing homes have been working to further delay 
implementation in an effort to hold off Medicaid revenue losses that would occur in a large 
number of Chicago area nursing homes. 
 
An amendment to Senate Bill 26 (the Medicaid expansion bill) included an agreement between 
LSN and the other stakeholders to implement the new methodology over two years starting on 
January 1, 2014. In 2014, nursing homes will be paid 88% of the RUGS IV rate and 18% of their 
current rate. In 2015, homes will be paid 100% of the RUGS IV rate. A fully implemented RUGs 
rate would increase CCNH’s Medicaid revenue by approximately $300,000 annually. 
 
This legislation guarantees that the new system will be put into effect next year, which will be a 
significant benefit to CCNH. 
 

****** 
 
As always, give me a call (314-434-4227, x21) or contact me via e-mail at 
stg@healthcareperformance.com. 
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To:  Board of Directors 
  Champaign County Nursing Home 

 
From:  Scott Gima 

 
Date:  June 5, 2013 
 
Re:  Compliance Program Update 
 
 
MPA continues to work with CCNH to implement its compliance program. 
 
The Compliance Program development is divided into six stages: 
 

1. Assessment of Compliance Status 
2. Compliance Program Document Development 
3. Development of Compliance Policies and Procedures 
4. Training and Education 
5. Auditing and Monitoring 
6. Updates and Improvements 

 
Stages 1) Assessment of Compliance Status; and 2) Compliance Program Document 
Development are complete. MPA and CCNH continue to implement the new policies and 
procedures in the Compliance Program Documents.  
 
Stages 3) Development of Compliance Policies and Procedures and 4) Training and Education 
are now in progress, as follows: 
 
Stage 3) Development of Compliance Policies and Procedures 
 
MPA and CCNH continue to work together to establish policies and procedures addressing the 
following compliance areas of risk: 
 

· Quality of care 
· Resident rights and safety 
· Employee screening 
· Billing and claims submission 
· Cost reporting 
· Kickbacks, inducements, and self-referrals 
· Creation and retention of records 
· HIPAA 
· Anti-supplementation 
· Medicare Part D plan selection 
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CCNH has updated its employee screening processes with the use of software, and is in the 
process of updating corresponding policies and procedures. A HIPAA security risk assessment is 
underway, and the County IT staff is contributing to this effort. MPA and CCNH are on track to 
put policies and procedures in place for all of the above risk areas by the end of June. Once 
implementation of Stage 3 is complete, MPA and CCNH will move on to Stage 5) Auditing and 
Monitoring. This will involve putting in place a system to audit and monitor each area of 
compliance risk in order to keep the compliance program current and effective. 
 
Stage 4) Training and Education 
 
Employee compliance training continues to be addressed for existing and new employees. 
 
Board members should soon receive an email from MindFlash.com regarding Annual 
Compliance Education (if you have not received one already). This education session was 
created by MPA to inform the Board of the compliance effort at CCNH. It is in the format of a 
PowerPoint presentation with audio, and should take you no more than 45 minutes to complete. 
After viewing the education session, you will be guided through a short 2-question survey. MPA 
invites you to complete the survey so that we may provide the Board with meaningful 
compliance education in the future. 
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To:  Board of Directors 
  Champaign County Nursing Home 
 
From:  Scott T Gima 
  Manager 
 
Date:  June 5, 2013 
 
Re:  Summary of Strategic Objectives  
 
 
At last month’s Director’s meeting, I provided an overview of the changing health care 
environment at the State and Local levels. This memo summarizes the issues that were reviewed. 
 
This month, we will begin the review and update of the August 2011 strategic objectives. We 
ended last month’s discussion with four key areas of focus as listed below. 
 

1. Medical management 
2. Nursing management 
3. Outcomes measures 
4. Financial performance 

 
I am currently adding current updates to the August 2011 strategic objective review that was 
provided in the board packets last month. A copy will be distributed prior to Monday’s Board 
meeting. 
 

******* 
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Champaign County Nursing Home 
Environmental/Market Changes 
 
1. Changing Environment 

a. Declining SNF census 
 

b. Alternatives to SNF placement has been a huge push by the Feds and State 
i. Assisted living 
ii. Supportive living 
iii. Home and community based services 

 
c. SNF case mix/acuity is increasing. 

i. SNFs losing higher functioning or more independent residents 
ii. SNFs are slowly turning into sub-acute care facilities 

 
d. Reimbursement rate cuts and/or smaller annual increases 

i. Medicare rate increases of 2 to 3% annually are gone 
ii. No substantial Medicaid rate increases. Illinois did increase Medicaid rate but as a 

direct result of the new bed tax, resulting in a small net increase in Medicaid revenue. 
iii. Expect little or no increases in rates. Illinois’ new Medicaid RUG system will result 

in a rate increase. 
 

e. State and Federal Changes/Initiatives 
i. Feds – Affordable Care Act 

(1) A large number of Medicare payment initiatives 
(a) Bundled payments 
(b) Shared savings 

ii. State – Medicare Medicaid Alignment Initiative (MMAI) – dual eligible managed 
care. 
(1) Health plan will be paid a capitated rate (per member per month) to provide all 

health care services to the dual eligible recipient. 
iii. Focus of these initiatives 

(1) Eliminate fragmentation of payment system. Physicians, hospitals, SNFs, home 
health are paid separately 

(2) Improve care coordination. Fragmented payment system promotes a lack of care 
coordination between providers 

(3) Improve quality of care 
(4) Reduce Medicare and Medicaid spending 

iv. Overall goals are to use financial incentives to promote cost savings and improve the 
quality of care. 
 

2. Initiatives that Directly Impact CCNH 
a. Medicare Medicaid Alignment Initiative (MMAI) 

i. Medicare (Feds) and Medicaid (Illinois) will contract with managed care health plans 
to provide health care services to individuals who qualify for Medicare and Medicaid. 

ii. Providers including CCNH will contract with the health plans for both Medicare and 
Medicaid services. Medicare and Medicaid will no longer pay CCNH for services. 
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iii. Over half of CCNH’s residents are dual-eligible. 
iv. Illinois wants half of the dual eligibles in a managed care plan by January 2015. They 

would like to have all duals in a managed care plan by that date if possible. 
v. The health plans are responsible for coordinating the care 
vi. Health plans have financial incentives to reduce costs and improve quality of care 

(1) Incentives to move residents out of the nursing home 
(2) Incentives to reduce rehospitalization rates. 

 
b. Christie Clinic Accountable Care Organization (ACO) 

i. Provides care to about 6,000 Medicare patients, not dual eligibles. 
ii. The ACO is responsible for coordinating services including, primary care, specialists, 

pharmacy, hospitals, rehab, behavioral services, home care, SNF, preventative care 
and wellness programs. 

iii. A shared savings program, where the payment system does not change but savings is 
expected by preventing unneeded care and emphasizing wellness and preventative 
care. 
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