
NURSING HOME BOARD OF DIRECTORS 
AGENDA 
County of Champaign, Urbana, Illinois 
Monday, May 13, 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 
Compliance Program Resolution (action required) 
Strategic Objectives 

 
VIII. 

IX. 

OTHER BUSINESS 
 

June 10, 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 
April 8, 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 Maxwell, unanimous). 
 
4. Approval of Minutes 
 
The open session minutes of March 11, 2013 were approved as submitted (motion by Maxwell, 
second by Hartke, unanimous). 
 
5. Public Participation 
 
Denny Inman voiced his thanks in the care provided by the staff of CCNH in the care of his 
mother and reviewed is views of the positive changes that have occurred with CCNH over the 
past few years. 
 
6.  Old Business 
 
7. New Business 

 
a. Operations (Management Report) 

 
Gima reviewed the statistics and financials for February 2013. The average daily 
census was 185.2 in February, down from 204.8 in December and 195.1 in 
January. Medicare census was 23.5 in February, up from 21.6 in January. Private 
pay increased from 61.4 to 63.1. The Medicaid census fell from 112 in January to 
98.6 in February. 
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In February, CCNH showed a net loss of -$28k, which is a smaller in comparison 
to January’s net loss of -$67k. 
 
Revenues fell from $1.2 million in January to $1.05 million in February. 
Medicare revenue fell from $296k t $277k due to a smaller percentage of rehab 
days resulting in the per diem falling from $438 per day in January to 4410 per 
day in February. Private pay revenue fell from $365k to $329k and Medicaid 
revenue fell from $502k to $395k. 
 
Operating expenses fell from $1.36 million in January to $1.17 million in 
February. Wages fell by $88k. Benefits decreased by $33k. Non-labor expenses 
fell b y $73k. February’s agency expenses totaled $24.4k, the smallest figure 
since moving into the new facility. 
 
Maintenance and repairs was the only expense that was significantly high for the 
month, due a number of repairs. 
 

b. Cash Position 
 
The ending cash balance for February was $1.1 million, down by $81k from $1.14 
million in January. Accounts receivable increased from $3.34 million to $3.48 
million, and accounts payable increased from $1.47 million to $1.58 million 
during the same period. 
 
The cash flow projection was updated through March 20th. The long term cash 
projection for the end of December 2013 has decreased from $2 million to $1.9 
million. This reflects the lower revenue seen in January and February. The change 
is not significant. Medicaid payments continue without change or any notification 
from the State of any pending changes. 
 

c. Respiratory Therapy 
 
The respiratory therapist started on March 21st with 8 residents currently been 
followed in the program. With the program starting back up, we will work to 
implement the pulmonary clinic program. 
 

d. Open Management Positions 
 
The Food Services Director will start on Wednesday, April 10th. We have three 
Director of Nursing candidates and one for the Adult Day Care Director position. 
 

e. Bad Debt 
 
$292,586 in bad debt will be written off in FY 2012. These receivables are for the 
years 2009 and 2010. The amount equals 2 percent of revenues. The industry 
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comparison ranges from 0.5 percent to 3 percent of revenues. A plan has been put 
into place for approximately one year to achieve an annual write-off of 0.5 
percent by 2015.  
 

f. Corporate Compliance Program 
 
Gima reviewed the Corporate Compliance Board resolution, Compliance Program 
Policy/Code of Conduct, Compliance Officer and Committee Policy, compliance 
Program Training and Education Policy, and Responding to Non-compliance and 
Taking Corrective Action Policy. The resolution formally adopts the CCNH 
Corporate Compliance program. The Board discussed and directed Gima to 
amend the documents to remove the name of the Corporate Compliance Officer. 
The name will be clearly displayed at CCNH and on the county website. 
 
 

8. Next Meeting Date 
 

Monday, May 13, 2013, 6:00 p.m. 
 
9. Adjournment 
 
Chair Emanuel declared meeting adjourned at 7:30 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:  May 7, 2013 
 
Re:  Statistical and Financial Management Report 
 
 
March’s census averaged 181.7, which is a further decline from 185.2 in February. Referrals and 
subsequent admissions continue at a regular pace. Expirations fell in March, but discharges 
remain high. The majority of discharges were in Medicare, whose census fell from 23.5 in 
February to 13.3 in March. 
 

 
Medicare Admits 

Non-Medicare 
Admits Total Admits Discharges Expirations 

Total 
Discharges/Expirations 

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 

 
Medicare discharges to home bode well from a quality of care standpoint, providing a strong 
indicator of success in rehabbing residents so they can return home. With the rollout of the dual-
eligible managed care program, the health plans want to see a high rate of discharges to home. 
However, these strong outcomes have an obvious negative impact on the census. The other two 
payor sources showed an increase in census between February and March. Medicaid census 
increased from 98.6 to 101.4 and private pay increased from 63.1 to 67.0. 
 
The payor mix in March showed the following changes from February. The Medicare mix fell 
from 12.7 percent to 7.3 percent. The Medicaid mix increased from 53.3 percent to 55.8 percent. 
The private pay mix increased from 34.1 percent to 36.9 percent. 
 
The preliminary statistics for May show no significant changes. The census is currently 181 with 
15 Medicare and Medicare Advantage residents. 
 
The March revenue and expense highlights are summarized below. 
 

· March shows a net loss of -$70k. On a cash basis, operations showed a net cash loss of 
-$9k. On a YTD basis, CCNH has a net loss of -$84.4k but positive cash totaling $160k. 
 

· Operating revenues increased by $66k, from $1.053 million in February to $1.119k in 
March. Medicaid revenue increased by $58k and private pay revenue jumped $87k. 
Medicare revenues fell by $89k. 
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· Operating expenses increased from $1.168 million to $1.276k between February and 
March, an increase of $108k. 
Wages/salaries increased from $458,130 to $538,378, an increase of $80,248. The 
average salary per resident day increased from $88.36 to $95.58. Approximately $40k of 
the increase is due to the 31 day month in March compared to the 28 day month in 
February. 
 
There were two TOPs payout in March, $6,700 in dietary and $5,000 in the ALZ unit. 
The snow day on 3/25 resulted in $2,600 in overtime pay for staff that worked per the 
union contract. The remaining increase was probably attributable to nurse staffing not 
flexing down completely in line with the drop in census. But agency costs fell in March 
to another all time low. Agency usage has been $76,604 in December, $68,537 in 
January, $40,693 in February and $35,383 for March. Agency costs per resident day fell 
from $7.85 to $6.28, a $1.57 drop, which offsets some of the nursing increase. 
 
Benefits showed little change, totaling $183,845 in February and $188,084 in March.  
 
Alzheimer’s labor expenses, benefits and taxes are all over budget for the month and on a 
year to day basis. This looks like it is an issue of a low budget allocation and not an 
overage issue. Census has been stable, while the rest of the facility has seen a decline in 
census. The 2013 budget was based on actual 2012 wages, but the Alzheimer’s unit had 
significant staff vacancies and related high usage of agency staff. Since December, the 
number of staff has increased by about 10 employees and vacancies are down. At the 
same time, agency expenses have fallen ($23k in December versus $10.5k in March), 
which is what should be expected. 
 
Non-labor expenses increased by $23.5k, from $525,721 in February to $549,214 in 
March. On a per day basis, non-labor costs declined from $101.39 per day to $97.50, 
which reflects the decrease in census. 
 
Major items include: 
 
· Food costs were over budget by $3,000. This is one of the issues that will be reviewed 

by the new Dietary Director. 
· Food service professional services totaled $11,640 in March ($9,000 over budget) up 

from $3,079 in February. This is due to the use of the dietary consultant as the interim 
manager while we were in the process of recruiting and hiring the new Director. 

· Nursing home equipment and nursing home building repairs were over budget due to 
the kitchen water heater/laundry boiler work. 

· March will be the last month for the Social Services interim Director expense that 
shows up in social services professional services. 

 
S um m ary 
 
The census has fallen from a 205 average in December to a March average of 182. In past years, 
there is an annual trend of declining census in the spring with a rebound in the summer and fall 
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months. Because referrals and admissions continue without significant change, also taking into 
account that hospital census has also been down; this drop in census is a cyclical phase. 
 
While the net loss was -$70k, after adding back depreciation, the cash loss for the month was 
only $8.5k and for the year, the cash contribution from operations is a positive $160k. This is an 
indicator that CCNH is getting through this down period in good shape. 
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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 March, the Medicare revenue 
percentage fell to 16.9 percent from 26.4 percent in February. Medicaid increased from 37.9 
percent to 40.9 percent. Private pay increased from 31 percent to 37.2 percent. 
 

 

Dec-12 

As % of 
Pt. 

Revenue Jan-13 

As % of 
Pt. 

Revenue Feb-13 

As % of 
Pt. 

Revenue Mar-13 

As % of 
Pt. 

Revenue 
Medicare A $301k 23.9% $296k 24.5% $277k 26.4% $188k 16.9% 
         
Medicaid $537k 42.6% $502k 41.6% $398k 37.9% $457k 40.9% 
         
Pvt Pay $391k 31.0% $365k 30.3% $329k 31.3% $415k 37.2% 
Misc Revenue and Property Taxes excluded from calculation 

 
In the chart below, census is compared to the prior year period. 2012 showed a diminishing 
census trend starting with a high of 211.1 in November 2011 and a fall down to 190.7 in March 
2012. A repeat of this pattern is emerging in 2013 after hitting an all time high of 211.9 in 
October 2012 down to the current census of 181.7 in March. If this trend holds true, census will 
show a rebound heading into June. 
 

 July 12 Aug 12 Sept 12 Oct 12 Nov 12 Dec 12 Jan 13 Feb 13 Mar 13 
ADC 199.5 203.6 210.5 211.9 205.2 204.8 195.1 185.2 181.7 
 July 11 Aug 11 Sept 11 Oct 11 Nov 11 Dec 11 Jan 12 Feb 12 Mar 12 
ADC 187.1 188.8 195.7 194.6 201.1 199.7 197.8 194.2 190.7 

 
The following chart also shows that the overall census is lower so far in FY2013 compared to 
FY2012 and FY 2011.  
 

Average Daily Census by Fiscal Year 
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The chart below shows the Medicare census trend. Medicare remains strong through February 
followed by a steep drop in March. Referrals and new admissions remain strong and I see no 
indication of any change in hospital referrals. The primary cause of the drop in Medicare is a 
high number of home discharges.  
 

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

 
 
 
 

Referrals and new admissions remain strong and I see no indication of any change in hospital 
referral patterns. CCNH continues to capture a large percentage of hospital referrals. The number 
of referrals is dependent on the fluctuations in hospital Medicare census. Over the past few 
months, hospital census in Champaign has been low, but CCNH is still getting a steady number 
of admissions. 
 

Admission by Month 

 
 
 

Page 9 of 63



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 fallen 
from $298k per month through February down to the current average of $266k through March. 
March’s per diem was $456, which is up from $422 in February. 

 
Medicare A Revenues 

Monthly Average By Fiscal Year 

 
 

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 $474k per month through March. 
 

Medicaid Revenues 
Monthly Average By Fiscal Year 
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Med B revenue was $38k in March, up from $30k in February. 
 
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 mix reflects the decrease in Medicaid census and stronger Medicare census 
compared to 2012. However, the March drop in Medicare has reduced the Medicare revenue mix 
from 26 percent as of February to 24 percent through March. 
 

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% 42.5% 
Medicare 18.3% 21.9% 28.6% 25.2% 19.6% 23.8% 
Private Pay 24.0% 30.4% 31.4% 32.8% 33.1% 33.7% 

 
The table below summarizes the monthly census payor mix for FY 2012 and FY 2013. In March, 
the private pay and Medicaid mix is up. 

 
Payor Mix by Days FY 2013 

 
 

Payor Mix by Days FY 2012 
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Last Five Months w/Property Tax and County  
 

 
Overhead Allocated Monthly 

   
 

     
 

 
Nov-12 Dec-12 Jan-13 Feb-13 Mar-13 

 
     

Medicare A $184,115 $301,248 $295,937  $277,220 $188,321 
Medicare B $35,605 $18,755 $28,429 $30,091 $37,847 
Medicaid $534,016 $537,381 $501,772 $398,469 $456,539 
Pvt Pay $392,469 $391,185 $364,838 $328,549 $415,104 
Adult Day-Private $5,948 $3,704 $4,935 $5,690 $5,660 

Adult Day-TXX $9,787 $9,968 $10,128 $9,999 $11,557  
 

Miscellaneous $3,178 $2,880 $2,328 $3,505 $4,503 
Property Tax $76,412 $86,531 $86,531 $86,53  $86,522 

      
All Revenues $1,241,531 $1,351,652 $1,294,898 $1,140,045 $1,206,053 

      
All Expenses $1,312,045 $1,271,877 $1,361,847 $1,167,695 $1,275,676 

      
Net Income/(Loss) $(70,514) $79,775 $(66,640) $(27,650) $(69,623) 

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

      
Cash $(9,875) $140,414 $(9,309) $32,990 $(8,983) 

      
Census 6,155 6,349 6,047 5,185 5,633 
Change -6.3% 3.2% -4.8% -14.3% 8.6% 
ADC 205.2 204.8 195.1 185.2 181.7 
Change -3.2% -0.2% -4.8% -5.1% -1.9% 

      
FTE’s Paid 200 187 189 187 193 
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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. The trend line indicates a long term positive movement. I see no reason why the current 
short term decline is nothing more than just a short term fluctuation. 
 

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. Despite the recent census decline, 
revenues 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 $1,158,330 0.0% $265,682 24.0% 

 
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 24 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     599 
    Pct Change (2012 vs. 2013)   30.2 pct 
    Pct Change (2010 vs. 2013)   (14.5) pct 
 
The average monthly Medicare days are 30 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 $265,682 
Days Per Month 595 701 515 460 599 
Revenue Per Day $434 $457 $539 $458 $444 
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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 
March expenses totaled $1.276 million, which is up from $1.168 million in February, but well 
within the range seen in previous months. 
 

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. On a positive note, expenses per day have 
not increased significantly as the census has fallen from 195 in January, 185 in February and 182 
in March. 
 

Monthly Expenses per Resident Day – FY2012 & FY2013 
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The following graph illustrates agency expense since December 2008. Another all-time low as 
reached in March - $35k. 
 

Agency Nursing Costs – Dec 2008 thru February 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. We are 
currently in the months of low TOPs usage. Hours will ramp up as we enter the summer months. 
 

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. So far in 2013, expenses 
remain in check compared to 2012 and previous years. 

 
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 $1,272,228 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. 
 

All Expenses Including County Overhead 

 
 
 

The chart below shows the long-term expenses per day trend. The IGT expense was eliminated 
in October of 2009. The long term trend indicates costs per day have showed improvement. 

 
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. The increase in November 2012 is 
due to the payout of two holidays resulting in a sharp increase. December’s per diem fell to 
$82.73 per day. 
 

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. Through 
March, salary costs per day is slightly higher than the 2012 average. 
 

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. Over the 
past 4 months, nursing has filled 10 open positions for the Alzheimer’s units. 

 
CCNH Salaries Per Resident Day vs Agency Expense 

May 2010 thru February 2013 
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To:  Board of Directors 
  Champaign County Nursing Home 
 
From:  Scott T Gima 
  Manager 
 
Date:  May 8, 2013 
 
Re:  Cash Position  
  Sources & Uses of Anticipated Funds 
 
 
Attached are the exhibits showing CCNH’s cash position as of the end of February. 
 
The ending cash balance increased from $1.060 million in February to $1.185 million in March, 
an increase of $125k. Operations provided a negative cash contribution of $8.5k. Accounts 
receivable increased by 162k, from $3.479 million in February to $3.641 million in March. 
Accounts payable decreased by $11k, from $1.579 million in February to $1.568 million in 
March. 
 
Medicaid payments continue to be made monthly. I am not hearing of any pending delays in 
payments. With payments from the state looking solid, I am not including an update on the cash 
projections this month. 
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To:  Board of Directors 
  Champaign County Nursing Home 
 
From:  Scott T Gima 
  Manager 
 
Date:  May 8, 2013 
 
Re:  Management Update  
 
 
This is the fifty-seventh in a series of updates designed to keep you current on developments at 
CCNH. 
 
Open Manager Positions 

The Director of Nursing and Adult Day Care Director positions remain open. An offer 
has been made to an applicant for the Adult Day Care Director position. There have been  

 
Compliance Program Resolution 

As discussed last month, the name of the compliance officer has been removed from the 
Board resolutions and Compliance Program/Code of Conduct policy. The revised resolution 
and Compliance Program/Code of Conduct policy as well as the other three policies are 
included in this update. The resolution expresses approval for the Compliance Program/Code 
of Conduct and a CCNH Compliance Officer and the other policies. 
 

1. Board Resolution 
2. Compliance Program/Code of Conduct Policy. This document provides the policy 

and procedures on general compliance requirements and principles. This document 
also includes an employee acknowledgement form that every employee, director, 
contractor, and others will be required to sign after reviewing the Compliance 
Program document. 

3. Compliance Officer and Committee Policy. This document summarizes the 
responsibilities of the Compliance Officer and the Compliance Committee. 

4. Compliance Program Training and Education Policy. This document addresses 
CCNH’s commitment to compliance education and training. 

5. Responding to Non-Compliance and Taking Corrective Action Policy. This document 
addresses the guidelines for investigating and responding to possible incidents of non-
compliance. 

 
Compliance Program Update 
 

The Compliance Program development is divided into six stages: 
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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 are working 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 

 
Employee Screening and HIPAA are being addressed first. CCNH is in the process of 
completing a current HIPAA Security Risk Assessment. It is also improving its employee 
screening processes with the use of software. Once these risk areas are addressed, MPA and 
CCNH will move on to the other areas. The goal for completing Stage 3 is June 20, 2013. 
 
Stage 4) Training and Education 
 
Andrew Buffenbarger and Josh Drake conducted compliance training for all CCNH 
managers on April 9, and held three compliance training sessions for remaining employees 
on April 26 at 7 a.m., 3 p.m., and 11 p.m. The Compliance Program Policy and Code of 
Conduct were distributed to employees at these training sessions. CCNH will collect signed 
acknowledgments from employees, in which they state they will follow the Compliance 
Program, at the subsequent paycheck distribution. Additional training sessions will be 
provided in the upcoming months, and new employees will receive compliance training as a 
part of orientation. 
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The Board of Directors requires compliance education. MPA is working with the County to 
setup a web-based training session that the Board members can log on and watch at their 
convenience. 

 
****** 

 
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 T Gima 
  Manager 
 
Date:  May 8, 2013 
 
Re:  Strategic Objectives  
 
 
A review of the past strategic objectives requires an updated review by the Board of Directors. 
The last time this issue was addressed was in August of 2011.  
 
There have been significant changes in the health care landscape since 2011. Over the past 
months, we have discussed changes in Medicare and Medicaid that have been driven by the 
Affordable Care Act. Medicare has dozens of demonstration programs that move away from 
existing per diem reimbursement methods to quality incentive based payments and payment 
penalties for high hospital re-admission rates. 
 
The State of Illinois is rolling out the Medicare Medicaid Alignment Initiative that is a capitated 
managed care program that will address the medical and behavioral health needs of the dual 
eligible senior population. This was discussed at the March 2013 meeting including slides from 
MPA’s seminar on managed care. These changes or pending changes have been the drivers to 
address the medical care, nursing care, quality measures, and customer service measures at 
CCNH. 
 
The strategic objectives from August 2011 are included for your review. Discussion of the 
strategic objectives is planned for the June Board of Directors’ meeting. I have also included a 
case management approach document that was provided in the October 2012 management 
report. It provides a good summary of the care issues and the Federal/State initiatives that are 
currently being looked at to improve care. 
 
I would encourage all Board members to contact me by email or by phone with any questions in 
preparation for the discussion on strategic objectives in June. 
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For Fiscal 2011 Update 
 
Continuing Strategic Objectives 
 
Quality of medical services 

 
a. Integrate Medical Director into daily operations at CCNH; move as many 

residents as possible to direct supervision by Medical Director 
(consolidate medical direction. 
 
The goal is to get Dr. Thakkar to care for as many residents as possible. 
With consolidated medical direction, CCNH is in a better position to not 
only manage the care process, but also to advance it, particularly in terms 
of reducing unnecessary hospitalizations and of doing a better job of 
managing chronic conditions within the nursing home. 
 
There is no cost to this initiative beyond the existing contractual 
obligation to Dr. Thakkar ($1,800 per month). 
 

Status July 2011: We need to re-direct our efforts. Dr Thakkar is still functioning 
as Medical Director. His interests in gerontology appear to have waned as he has 
elected to head in a new specialty direction. We are not making sufficient 
progress increasing the number of patients under his care nor is it likely that we 
will. The current number of residents that he sees is 28. 

 
 

b. Develop a sub-acute service or its equivalent 
 

 Advancing our capabilities in rehab will require a physician with 
rehabilitation skills, i.e., a physiatrist or the equivalent. This physician 
will serve as rehab director; compensation for administrative services will 
likely be in the range of $1,500 - $2,000 per month. On the clinical side, 
the rehab director will attend patients, will see them once weekly while 
they are receiving rehab care, and provide a higher level of service than 
what CCNH is currently able to provide. (Patients have the right to be 
followed in rehab by their own physicians in the event they do not want to 
be care for by the rehab director.)  
 
The rehab director bills for clinical services, which are distinct from 
administrative duties. The primary payer is Medicare. Facilities that have 
employed this approach report better use of therapy and significant 
improvements in relationships with residents and their families. 
 

Status July 2011: Dr McNeil is on board as Rehab Director. She is overseeing 
rehab services beginning with the development of a new rehabilitation program  
quality assurance and improvement initiative. Dr. McNeil is working in concert  
with Andrew, Karen, and our rehab coordinator Nicole to develop a set of quality 
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indicators that will give us an ongoing sense of the effectiveness of our therapy  
department. Data beginning July 1st will be collected and reviewed at least  
monthly. Quality indicators include measuring the timeframe from admission to  
therapy evaluation to therapy treatment, progress toward patient goals, and the 
accuracy of discharge planning done at admission. In addition, we are making 
overtures to improve our relationships with the Christie Clinic and with Provena. 
This has been slow going initially. 

 
Marketing  
 

Develop state-of-the-art dementia program; position CCNH as market leader in  
dementia (programming, media, community education, client service) 

 
a. Move dementia marketing to the community through education and support 

groups 
 

CCNH is off to a good start rejuvenating its dementia program. Gail Shivers has 
taken on a significant increase in responsibility and has been equal to the 
challenge. One of operational difficulties is that the understanding of the disease 
progression. In some cases, families are reluctant to see their residents 
transferred from the dementia program to the general unit. This dilemma presents 
an immediate opportunity to educate families about the disease and a broader 
opportunity to do the same thing in the community at-large. 
 
Speaking to civic church groups seems to be a logical starting point to experiment 
with marketing the CCNH dementia program. Education about what to expect in 
dealing with dementia, the disease progression, and how the CCNH program 
responds to the different levels of dementia can prepare the way for better family 
experiences at CCNH. More to the point, though, this type of education should 
position CCNH as the first top-of-mind response in the community’s dementia 
options. 
 
There is no additional cost to do this. We do need to develop presentation 
materials and identify support resources for Gail. 

 
Status July 2011: No progress on the specific objective. Gail has been involved in 
training staff and in dealing with turnover on the dementia unit. She has made good 
progress in building a team that is much improved in that they are dedicated to dementia 
care. CCNH’s dementia program was in need of a sea change. Gail also has been 
qualified as an MDS Coordinator, a process which took several months. She participates 
in the Alzheimer’s Support Group. We have scheduled September as the month for Gail 
to start her public speaking.
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 Continuing Operating Objectives 
 
Human resources 
 

Advance the skill level of CCNH supervisors through management development and on-
the-job experience; specific emphasis shall be placed on verbal and written 
communication skills, documentation of events worthy of either discipline or recognition, 
and consistent, even-handed enforcement of CCNH policies. 
 
The department managers continue to receive training and education on supervision, 
communication, and documentation. Costs are built in to the CCNH operating budget. 
Manuals, webinars, and seminars targeted to the needs of the long-term care industry 
have been successful. Performance improvement plans have also been employed. 

 
Status July 2011: Probationary and annual evaluations are a much better reflection of 
employee work performance than we had seen prior to this effort. The volume of 
discipline, unrelated to absenteeism, is significantly lower as managers are developing 
stronger work teams as a result of improved hiring processes. The employee recognition 
committee continues to work on creative ways to recognize employees doing a great job. 
Most recently giving a stack of poker chips to managers to give out when an employee 
makes a resident smile. Those poker chips can be redeemed for snacks and drinks.  
There is still significant work to do in this area.  
 

Improve IDPH regulatory position 
 
 CCNH shall receive no citations under F 323 (Accidents & Supervision). 
 
 
 Status July 2011: So far, so good 
 
Customer Service 
 

a. Commit to Quality program continues 
 
Commit to Quality, with its department-specific measurement system, has been moved 
into CCNH’s daily operating routine. Recent experience indicates that some 
measures might be more effective if monitored more often. For example, only a small 
percentage of rooms were inspected under Environmental Services; CCNH might 
have better customer satisfaction results if a higher number – say 25 percent – of all 
rooms were inspected. Commit to Quality is off to a good start and will respond to 
adjustments throughout the year. 

 
Status July 2011:  Our Commit to Quality effort grew significantly with the addition of 
management work teams in the dining process and neighborhood assignments. 
Additionally, our rehabilitation Quality effort is launched effective July 1st and we will  
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spend the next 2-3 months working with our physician Rehabilitation Director to refine 
our rehab programs.  
 
b. Pinnacle scores at 4.5 or better each month 

 
There is not much to add to develop this objective. CCNH is not where it should be. 
Department managers are being evaluated on their ability to provide good customer 
experiences.  

 
Status 2011: This objective has received major emphasis so far this year. In particular, 
management is determined to improve the dining experience. The dining room setting has 
been improved and the management staff is assisting in the meal service. April scores 
jumped nicely; May’s retreated; June was better at 4.2. CCNH remains far too 
inconsistent in customer service but the line managers are getting the idea and are 
energized. 
 

Training/education for clinical coding skills; organize nursing to function without the MDS 
Coordinator position 
 

Most skilled nursing homes employ MDS Coordinators. These positions are usually filled 
by RNs with special certification in the Resident Assessment Instrument. Their coding 
skills represent a specialty that is in high demand but in short supply. CCNH is like most 
other homes in this regard in that it is holding its breath until the MDS Coordinator turns 
over. 
 
The MDS Coordinator is not a required position. Clinical skills are required in order to 
understand the relationships built into the Minimum Data Set (MDS). However, nurses 
with a good working knowledge of the MDS should be able to do the job provided that 
CCNH employs the logic checks available with the CareWatch software. Organizing the 
work flow to concentrate around the Unit Manager rather than the MDS Coordinator 
becomes the immediate task at hand. 
 
There is no program development cost to this initiative, but it is clearly longer in horizon 
and dependent upon being able to stay the course in re-organizing nursing 
documentation activities. 
 
Status July 2011: One Unit Manager recently received her MDS coding certification, the 
RAC-CT, and we can begin to move forward on this objective. The Unit Managers 
participating in the project require specialized training to be able to lead clinical teams 
through the data collection and coding process. The training is significant and only 
offered periodically, making the test process slow. Over the coming months we will train 
and practice completing the MDS without the MDS Coordinator to see if we can 
decentralize the entire process.  

 
 
 
 
 

Page 56 of 63



 
Improve financial position 
 

a. Cash 
b. ADC 
c. Payer mix 
d. Profitability 
 
These objectives are circular in that CCNH’s financial position depends upon payer mix, 
volume, and payment. If we have the volume and mix right, we’ll be profitable; if we 
resolve the IGT deal, we’ll have the cash. 

 
Status July 2011: The results for the fiscal year-to-date are disappointing. Census for the 
first quarter was at our target level of 195; for the second quarter (March-April-May) it 
tanked. Census started re-building in late June and has been in the high 180s – but still 
below our target level. During this period of low census, expenses have been well 
controlled. Net income through June is $(73,100) excluding the extraordinary settlement 
payment. 
 
Payer mix has stabilized at 36 percent Pvt Pay, 53 percent Medicaid, and 11 percent 
Medicare. This is a good mix, but CCNH cannot deliver the performance we want with 
low census and with low Medicare. 
 
Because a resolution to the IGA is imminent, CCNH is likely to finish the fiscal year in a 
profitable position and with much improved cash flow.
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New Initiatives 
 
Institute a regulatory compliance program  
 
That the regulatory environment is becoming more complex is a given. Under the Deficit 
Reduction Act of 2005, facilities with more than $45 million in Medicaid receipts are required to 
have compliance plans in place; CCNH does not meet this requirement yet, but it is close. The 
recent health reform legislation requires compliance plans of all providers; they are to be in 
place by 2013. It is unlikely that this requirement is removed. 
 
The primary purposes of a compliance plan are to assure the governing body that management 
is taking prudent steps to: 
 

· Secure the privacy of protected health information 
· Reduce the risk of identity theft 
· Record clinical documentation accurately and in accord with resident needs 
· Submit claims for services that are accurate 
· Train and educate the workforce on fraud & abuse and its detection/prevention 
· Provide a protected format for employees to report suspected incidents of fraud 
· Identify areas needing improvement and implement corrective action 

 
Information technology plays a pivotal role in developing compliance skills. Medicare claims 
involve two separate forms – the MDS and the Uniform Billing Form 04. The UBWatch software 
provides a ready format for matching up the information in the UB04 and the MDS and 
screening for inconsistencies. Actually getting usable information from our current IT vendor, 
MDI, to make UBWatch functional is proving to be difficult. We continue to work towards a 
resolution. 
 
Medicaid claims are census-based, for now. However, reimbursement is moving towards a 
needs-based system. Eventually, clinical documentation and billing data will need to match. 
Right now, CCNH checks for accurate Medicaid census counts, accurate resident claim 
numbers, and timely submittals of the MDS, without which reimbursement denials can result. 
 
One of the goals of a compliance program is to reduce work processes to the minimum essential 
steps necessary to accomplish the work and to provide a basis for auditing its effectiveness. 
Standardizing procedures among several homes – in this case County homes – also provides for 
stronger reviewability, for better ability to replicate results, and for a common support group. 
 
The cost of implementing a compliance plan can range from $75,000 to $100,000 if a facility 
elects to implement and supervise the program on its own. MPA is working on a shared format 
for compliance programs where the cost is reduced considerably to a range of $35-$40k. 
 
Time frame for implementation should be by mid-2011 or as soon as operating abnormalities 
with the current IT vendor are rectified. 
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Status July 2011: This program is on track and ready to implement pending resolution of the 
IGA. 
 
 
Develop protocols for providing more advanced nursing care for congestive heart failure (CHF) 
and Chronic Obstructive Pulmonary Disease (COPD); work with local hospitals to institute the 
protocols at CCNH. 
 
The current industry environment drives this objective as it focuses on better management of 
chronic disease at the SNF level. Readmissions to the hospital are being targeted by CMS and 
bundled reimbursement is on the horizon. Under bundled reimbursement, CMS would reimburse 
the hospital for all services associated with a Medicare episode of care. If skilled nursing 
services were part of the Medicare episode, the nursing facility would be paid by the hospital, 
not by the Medicare program as is currently the case. In the same thought process, if the hospital 
is at risk for an episode of care, it will seek to have that care provided in the least costly setting – 
for example, outpatient rather than inpatient, skilled rather than hospital inpatient. Under 
bundled payment, cost will emerge very quickly as a driving factor. 
 
Low-tech chronic diseases are good candidates for evaluation in a skilled setting. Congestive 
Heart Failure (CHF) and Chronic Obstructive Pulmonary Disease (COPD) are two prime 
diseases where CCNH might be able to make a difference for the hospitals. There are sure to be 
more. 
 
Program implementation requires, first, an approved protocol. Dr. Thakkar is working with us 
on that now. A major factor in his review is how CCNH should integrate its services with the 
hospital. Second, clinical staff may need to be trained in new techniques involving IV medication 
administration, electrocardiograms, and blood gases. Third, some clinical testing equipment will 
likely be required to do some basic blood analysis and cardiac testing; any equipment investment 
is budgeted not to exceed $50k. 
 
 
Status July 2011: Protocols are finished 
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The following was included in the October 2012 Management Report 
 
Case Management Approach to Nursing Care 
 
Background 
 
Problem – Fragmented Care 
Symptom – High rate of re-hospitalizations 
Results – lower quality of care, loss of census/revenue 
 
Cost 

· MEDPAC – 12.5% of CHF patients are readmitted within 15 days 
· Costs to Medicare $590 million 

 
Medically Complex Patients 

· Comorbidities 
· Sicker and discharged earlier 
· Hospital length of stay shorter 

o 1993-1994 8.6 days 
o 2005-2006 6.4 days 

 
Primary Reasons for Rehospitalizations (MEDPAC) 
 

CHF 
Dehydration/electrolyte imbalance 
Respiratory 
Sepsis 
UTI 

 
Multiple Federal and State Efforts to Address – Quality/Cost Problem 
 
Nursing Home Value Based Performance (NHVBP) Purchasing Demonstration Program – CMS 
Aligning payment incentives with quality improvement measures: 
 

· Staffing  - 30% 
· Clinical outcomes – 20% 

      Long Stay Residents 
  ADL decline, pressure ulcers, catheters, physical restraints 
      Short Stay 

Improved ADL functioning, % of residents who fail to improve bladder 
incontinence 

· Survey – 20% 
· Potentially Avoidable hospitalizations – 30% 

 
Care Transitions Program – Affordable Care Act – Oct 2010, Section 3026 
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· Tests community based organization (CBOs) models for improving care transitions from 
the hospital to other settings and reducing readmissions for high-risk Medicare 
beneficiaries. 

· Program launched in 2011 and will run for 5 years. 
· One all-inclusive rate per eligible discharge. 
 

Initiative to Reduce Avoidable Hospitalizations Among Nursing Facility Residents 
· 7 non-nursing facility organizations (referred to as “enhanced care & coordination 

providers - ECCP”) selected at the end of September 2012.  Each ECCP will implement 
interventions with at least 15 partnering nursing facilities. 

 
Advancing Excellence in America’s Nursing Homes 
 Quality of care program 
 
Medicare-Medicaid Alignment Initiative Proposal (Managed Care Program) 

A State of Illinois initiative to address the fragmented care dual eligible beneficiaries 
often receive and the high cost of providing care to this population. 
 

Issues/Problems 
 

· Poor collaboration/communication with hospital 
· Poor identification of changes in condition or signs and symptoms 
· Poor internal communication between staff and/or between shifts 
· Poor communication with medical providers 
· Poor follow-up – interventions or results of interventions 

 
Operational Strategies 
 
Identify resident with a high risk of re-hospitalization – Existing Residents and New Admissions 

· Potential for complications 
· Likelihood of change 
· High risk factors 
· Acute conditions 
· Sub-acute conditions 

 
Admission process 

· Identify co-morbidities 
· Review hospital care plan 
· Collaboration with hospital personnel 
· On-site assessment 

o Co-morbidities 
o Medication review 
o Preparation and needs 

 
Develop A Better Relationship/Partnership with Hospitals 

Page 61 of 63



· Communication of patient care/condition/medications 
· Collaboration on strategies 

 
Internal Strategies 

· Statistics – <30 day readmission rate 
· Identify root causes of transfer. 
· Identify common threads in avoidable hospitalizations 

o Staffing levels, specific staff members, specific days, shifts, times of the day. 
Skills training needs 

 
Education/tools to identify subtle changes in resident 

· Communicates less than usual 
· Need more help with ADLs 
· Participation in activities is less 
· Eating less 
· Agitated or nervous 
· Confused, drowsy 
· Change in skin color 
· Change in output 
· Changes in breathing patterns 

 
Tools to communicate changes to doctors. 

· What is the situation 
· What is the background 
· What is the assessment or observation of the problems 
· What is the request or need? 

 
Tools to elicit quality documentation and support critical thinking skills (PIE) 
     Problem 
 Subjective 
 Objective 
    Intervention 
 After assessment/observation 
 Plan/what was done about it 
    Evaluation/follow-up 
 What is the outcome? 
 
Clinical Strategies/Daily Clinical Routine 

· Knowledge of conditions and medication regimen 
· Communication with staff 
· Communication with resident 
· Daily rounds 
· Discharge planning 
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Case Management Approach 
No One is Managing the Care of Each Resident? 
 

· 5 separate units with a total of 243 beds 
· Dedicate a RN to each unit 
· Coordinates/Facilitiates/Communicates/Educates 
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