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• Iron County Medical Center (ICMC) is an independent, 15-bed, not-for-profit Critical Access 
Hospital (CAH), providing acute care, swing bed, emergency medicine, surgery, rehabilitation and 
ancillary services, in addition to primary care services through the Rural Health Clinic (RHC), to 
the Pilot Knob, MO community and the surrounding areas within Iron County

• In addition to the services listed above, ICMC operates a robust specialty clinic on the ICMC 
campus

• ICMC has sustained a significant negative operating margin since FY 2014 driven by poor 
historical performance under prior management, which has contributed to near depletion of 
cash reserves and steady increases in accounts payable

• Since March 2017, new leadership has been committed to improving ICMC’s critical 
financial position as seen by a 40% improvement in operating margin between FY 2017 and 
2018 annualized

• Effective February 2018, ICMC has filed for Chapter 9 bankruptcy as a means to relieve 
financial pressure associated with significant levels of debt, which allows ICMC time to build 
financial stability 

• ICMC receives .5% sales tax revenue from Iron County, and a County vote is scheduled for 
April to increase the sales tax revenue to 1.0%, an increase of an estimated $400K annually

Project Overview Service Area OpportunitiesFinancial Summary
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• The Affordable Care Act (ACA) was passed in 2010 and upheld by the U.S. Supreme Court in 2012 
and 2015; despite attempts to repeal in 2017, the ACA remains largely intact

• With a majority of significant provisions, such as payment, insurance, and delivery-system 
reforms currently being implemented, the healthcare industry is moving to address future 
market changes including:

• Payment systems transitioning from volume-based to value- and population-based
• Quality/patient safety as new drivers of hospital market share
• Payment cuts that are real, forcing increased efficiency    

• It is uncertain how the current administration will affect reform measures that are 
underway  

• Regardless of the shift in government power, rural hospitals and providers must 
position themselves for the new market-based competitive environment through the 
pursuit of strategies that consider the delivery system and payment system transition 
towards population based payment which includes, but not is not limited to the 
following: sound financial and operational management, adoption of technology, 
pursuit of high quality care, alignment with primary care providers, and development 
of future affiliation strategies

• Recommendations in this report are made in the context of best positioning ICMC for the rapidly 
evolving healthcare market, while recognizing ICMC’s current financial challenges

Project Overview Service Area OpportunitiesFinancial Summary
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• Overview
• ICMC engaged Stroudwater Associates through a grant provided by the Delta Region Health 

System Development Project to complete a financial and operational assessment for the 
purpose of:

• Answering financial, operational, and industry-specific questions presented by administration
• Helping to identify top opportunities that will result in improved financial and operating 

performance
• Best-positioning ICMC for success in the rapidly evolving healthcare market, including new 

payment and delivery care models, and to promote value within a population health management 
system 

• Purpose
• To identify performance-improvement opportunities that will result in increased financial 

stability, with areas to address including:
• Evaluation of historic/potential demand for clinical services
• Identification of opportunities to appropriately address clinical service line gaps
• Reimbursement and cash flow with emphasis on selected service lines 
• Hospital expense analysis
• Organizational architecture and management principles
• Strategic direction 

*Please note that this report was based on our determination of the highest value opportunities for ICMC as identified during the site visit. 
Additional opportunities may exist for performance improvement that were not reported or detected during the visit.

Project Overview Service Area OpportunitiesFinancial Summary
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• Methodology
• Gather and review pertinent market, clinical service line, and financial data, including:

• Detailed inpatient utilization data 
• Detailed outpatient utilization data for all outpatient revenue centers (e.g., rehab, lab, radiology, 

etc.) 
• Recently-filed cost reports
• Latest provider statistical and reimbursement reports
• Historical and most recent audited financial statements
• Financial and utilization (inpatient and outpatient) projections

• Conduct an intensive one-day site visit
• Interviews with board members, CEO, CNO, controller, senior leadership team members, clinical 

operations, and selected department managers
• Preview findings and preliminary recommendations prior to site visit departure

• Prepare final report and recommendations
• Action planning
• Follow up as required

Project Overview Service Area OpportunitiesFinancial Summary
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• Operating Revenue increased approximately 37% between FY15 and FY18 due to an increase in inpatient 
volume (swing bed) and improved revenue cycle functions

• Gross charges within the first six months of FY18 increased approximately 30% from FY17 driven by an 
increase in ICMC’s chargemaster, aligning charges with cost and becoming competitive to peer rural 
hospitals

• Operating Expenses increased approximately 18% between FY15 and FY18
• Reported ICMC implemented a hiring freeze on non-essential positions in March 2017 and has been 

working to identify additional cost savings throughout the organization in an effort to reduce expenses

Project Overview Service Area OpportunitiesFinancial Summary
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• Days Cash on Hand decreased from 31 days in FY15 to 13 days in FY18 due to a continued negative operating 
margin requiring incurred debts, loans, grants, sales tax revenue and miscellaneous non-operating income to 
remain financially solvent

• Days cash on hand is below the US median level of 76 days

• Average Payment Period increased significantly from 41 days in FY15 to 70 days in FY18 due to limited cash 
resources and funding of ongoing losses through debt and accounts payable

• ICMC is above best-practice rural hospital target of 35 days or below in AP

• Net Days in A/R decreased from a high of 52 days in FY15 to 36 days in FY18, due to improved revenue cycle 
oversight driven by improved optics on performance

• ICMC’s days in net A/R is below best-practice peer rural hospitals of 45 days in AR
Project Overview Service Area OpportunitiesFinancial Summary
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• Overall Condition
• ICMC has sustained a significant negative operating margin since FY 2014, but has recently 

achieved improved performance between FY 2017 and FY 2018 driven by new leadership 
committed to improving ICMC’s critical financial position 

• Ongoing operating losses incurred between FY2014 and FY 2017 have resulted in 
essentially no organizational liquidity, thus requiring ICMC to declare bankruptcy protection 
to allow time to improve financial performance

• Opportunities currently underway by management and as outlined in this report will result in 
significant improvement in financial performance   

• All efforts to improve financial performance must focus on low cost, high return initiatives

• Conclusions and Recommendations
• Use the strategies discussed in this report to target a positive operating margin and 

improved organizational liquidity
• These goals will be achieved through volume and revenue growth driven by acute volume 

increases, increases in related ancillary services, cost report improvements, re-alignment of 
specialty clinic under the rural health clinic, full adoption of 340B program, passage of additional 
sales tax, and overall business growth through increased primary care alignment

• ICMC must ensure long-term financial viability by continuing the following activities: 
• Pursuing careful expense management, increased revenue for services provided, and volume 

growth 
• Leveraging Chapter 9 bankruptcy filing to to improve financial and operational performance while 

pursuing a long-term partner through either an affiliation or acquisition of ICMC
• Making the longer term transition to a primary-care-network-focused system

Project Overview Service Area OpportunitiesFinancial Summary
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ICMC is the only hospital in the 
service area, which is comprised 

of seven ZIP codes.
The service area was determined by looking at 
contiguous ZIP codes where ICMC had 10% or 

greater Medicare market share in 2016 or had a 
significant amount of Medicare cases for FY2016.

Service Area Overview

Project Overview Service Area OpportunitiesFinancial Summary

Primary Service Area
Critical Access

Short Term Acute
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Service Area Population

Project Overview Service Area OpportunitiesFinancial Summary

• The 2017 Total Service Area population was approximately 10,285
• 46% of the population resides in the Ironton ZIP code
• Note: Pilot Knob (63663) is designated as a PO Box or Large Volume Customer. This is not a geographic 

area like a normal ZIP code, but rather a point that lies inside a larger geographical area 63650 (Ironton)

• The comparative ICMC service area population distribution by cohort is as follows:
• The under 18 age cohort has a smaller percentage of people (21%) compared to the State (23%) and the 

United States (23%)
• The 18-44 age cohort has a smaller percentage of people (30%) compared to the State (35%) and the 

United States (36%)
• The 45-64 age cohort has a larger percentage of people (29%) compared to the State (26%) and the 

United States (26%)
• The 65+ age cohort has a larger percentage of people (21%) compared to the State (16%) and the United 

States average (15%)
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• The Total Service Area population is projected to decline 2% over the next five years (236 people) 
• The hospital’s home ZIP code of Ironton is expected to decrease by 2% (109 people) over the next five 

years
• All ZIP codes in the service area are expected to decline in population over the next five years

Service Area Population Growth by ZIP Code

Project Overview Service Area OpportunitiesFinancial Summary
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• 100% of all growth in the total 
service area is projected to come 
from those in the 65+ cohort 

• The 65+ cohort is expected to 
grow 10%, gaining 204 people 
over the next 5 years

• All ZIP codes are expected to 
contribute growth in the 65+ 
cohort 

• The 0 – 17 age cohort is projected 
to decrease by 5% (98 people) 

• All ZIP codes are expected to 
decline in growth in the 0-17 
cohort

• The 18 – 44 age cohort is projected 
to decrease by 3% (102 people)

• The 45-64 age cohort is projected 
to decrease by 8% (240 people)

• All ZIP codes are expected to 
decline in growth in the 45-64 
cohort 

Population Change by Age

Project Overview Service Area OpportunitiesFinancial Summary
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• Median household incomes for the 
service area are 89% of the State of 
Missouri median and 78% of the US 
median

• The weighted median household 
income for the service area is the sum 
of each ZIP code income times the ZIP 
code population divided by the total 
service-area population

Population Household Income

Project Overview Service Area OpportunitiesFinancial Summary
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• ICMC’s Medicare market share decreased from 12% in 2012  to 8% in 2015, and increased to 10% in 
2016 

• Parkland Health Center increased Medicare market share by 2% points and Missouri Baptist Medical Center 
increased Medicare market share by 4% points, while Mercy Hospital Jefferson decreased Medicare market 
share by 6% points between 2012 to 2016

• Total Medicare discharges decreased by 226 cases (21%) since 2012

Source: Medicare Data file

Medicare Market Share – 2012 - 2016

Project Overview Service Area OpportunitiesFinancial Summary
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• Market Service Area
• Based on 2017 population estimates, the current adjusted market service area, as defined 

below, is 9,425
• The 2021 estimated population is 9,209 based on a 2% projected service area decline over the next 

5 years 
• To plan for needed services and to avoid developing excess capacity, Stroudwater adjusts the total 

service area population based on the market and service area analysis

• Quantitative: Inpatient Medicare market share
• Qualitative: Hospital Service Area (Pilot Knob), Primary Care Service Area 

(Fredericktown/Ellington/Piedmont/Farmington), proximity of competitors, services offered 
at ICMC, and field experience of Stroudwater consultants

Sources: Truven Health Analytics (Population)
CMS (IP Discharges) 

Market Service Area Calculation

Project Overview Service Area OpportunitiesFinancial Summary
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• Conclusions
• The 2017 service area weighted population of 9,425 is a small but adequate population base 

to support rural hospital operations
• The service area is projected to decline 2% over the next five years

• The 65+ age cohort (primary users of rural hospitals) is expected to grow by 10% from 2017 
to 2022, gaining 204 people and comprising 100% of the service area growth

• Total service area inpatient Medicare market discharges declined by 21% from 2012 (1,078) 
to 2016 (852)

• Given the decline in inpatient admission, it will be important to focus developing outpatient 
services to offset potential further decline of inpatient admissions

• ICMC’s Medicare market share has decreased from 12% in 2012  to 8% in 2015, and 
increased to 10% in 2016 

• Parkland Health Center captured 17% inpatient Medicare market share and Missouri Baptist 
Medical Center captured 13% inpatient Medicare market share in 2016

• ICMC’s inpatient Medicare market share in the Ironton ZIP code (63650) was 8% in 2016
• Peer best-practice rural hospitals target a dominant inpatient market share of 40% to 45% within 

the hospital’s home ZIP code
• ICMC must focus on strategic volume growth initiatives, with an emphasis on the 65+ age cohort, 

in order to continue to grow market share

Project Overview Service Area OpportunitiesFinancial Summary

Market Service Area Conclusion
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Population Health Transition Framework

• This strategic framework is designed to assist organizations in transitioning from a payment system dominated 
by the FFS payment model to one dominated by population-based payment models

• Delivery system addresses strategic imperatives for providers to transform their delivery system
• Payment system addresses strategies for providers to influence the evolution of the payment system in 

their market
• Population health/care management requires creation of an integrating vehicle so that providers can 

contract for covered lives, create value through active care management, and monetize the creation of 
that value

• Strategic imperatives drive the initiatives that must be designed and implemented to make the transition
• Each initiative is developed in phases that correspond to the evolution of the payment models
• Work on each initiative needs to begin now so they will be ready to implement when required

• This report highlights the initiatives in phase one of the transition framework throughout, emphasizing key 
recommendations for ICMC to begin transitioning
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• Findings and Analysis
• ICMC currently has a short-term strategic/financial plan that is focused on improving the 

financial state of the organization
• Reported that ICMC hopes to conduct their annual strategic planning session with the Board in 

January/February

• Healthcare reform has created new market competition on patient value, which is especially 
relevant to rural hospitals 

• Important strategic opportunities that must be proactively addressed through new strategies 
include: 

• Improving operational efficiencies and financial viability
• Recognizing quality and patient safety as a competitive advantage
• Medical staff recruitment, stabilization, and alignment
• Affiliation and alignment options with potential hospital partners 
• Development of care management strategies to address population health
• Proactive transformation of payment system from fee-for-service to population based 

• Recommendations
• ICMC should use this report to create a strategic plan, with particular focus on major 

strategic issues, including increasing interdependence with primary care providers, 
promoting high quality and patient safety scores to community, and increasing hospital 
efficiency and financial viability

• The strategic plan should focus on the importance of a partnership or affiliation with a healthcare 
system to improve the continuity of care and financial position of ICMC

Project Overview Service Area OpportunitiesFinancial Summary

Future of Rural Healthcare
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Provider Complement

• Findings and Analysis
• Primary Care current needs analysis, 

based on adjusted service-area 
population, indicates a shortage of (1.9) to 
(4.0) primary care provider FTEs

• Shortage of between between (3.8) 
and (5.1) primary care physicians is 
partially offset by a surplus of 
between 1.0 to 2.6 non-physician 
provider (midlevel) FTEs

• Reported the ICMC is actively recruiting a 
family practice physician 

• Best practice rural hospital peers 
are actively recruiting physician 
providers to meet service area 
population demand and create 
greater opportunities for primary 
care alignment due to the market 
factors highlighted in this section of 
the report

• Based on the specialty care needs analysis, 
opportunity exists to further develop 
complement of medical and surgical 
specialty provider relationships, especially 
in critical areas such as OB/GYN, 
orthopedics, general surgery, dermatology 
and neurology
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• Findings and Analysis (continued)
• Primary Care Providers (PCPs) in the service area consist primarily of the following:

• ICMC operates the ICMC Family Care Clinic, a provider-based rural health clinic (PB-RHC), located 
1.0 mile from the hospital campus

• The clinic is staffed with Dr. Rains (T, W) and two Advanced Practice Providers (APPs), Susan 
Byerley (M, T, TH, F) and Jennifer Savage (M, T, W, TH)

• Clinic volume has increased approximately 99% between 2014 and 2016, but has 
decreased 10% in 2017 due to a new urgent care center opening just outside ICMC’s 
service area

• The clinic’s operating hours are M-F 9:00a-12:00p, 1:00p-5:00p; reported that current 
providers’ schedule time slots are frequently not filled

• Provider schedules include 30 minute time slot for new patient and 20 minute time 
slot for established patients, in addition to walk-in clinic time slots 

• Best practice peer rural hospitals will look to extend clinic hours to accommodate the 
patient population who need after hour access 

Project Overview Service Area OpportunitiesFinancial Summary

Provider Complement
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• Findings and Analysis (continued)
• Primary Care Providers (PCPs) in the service area (continued):

• Independent provider clinics in the service area include:

• Missouri Highlands Healthcare, a Federally Qualified Health Center (FQHC) adjacent to 
ICMC, with multiple clinic locations throughout Missouri, includes one physician, Dr. 
Harness and one APP, Judith Medley

• Reported that Missouri Highlands providers are supportive of ICMC services and 
specialists

• Opportunities exists to further align with Missouri Highlands Healthcare through 
contractual, functional, and governance relationships; see Physician Alignment 
section of this report

• Arcadia Valley Family Clinic in Pilot Knob includes one APP, Rosalie Benz, who is on the 
medical staff at Madison Medical Center in Fredericktown

• It is unclear how supportive Rosalie Benz is of ICMC’s services, but opportunity exists 
to conduct outreach and establish relationship

Project Overview Service Area OpportunitiesFinancial Summary
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• Findings and Analysis (continued)
• Specialty Care

• ICMC provides access to medical and surgical specialty services in the following areas: cardiology, 
general surgery, nephrology, gastroenterology, orthopedics, rheumatology, pain management (Dr. 
Glanton) and podiatry (Dr. Yankowitz)

• Reported that Dr. Ahmad serves as ICMC’s Chief of Medical Staff
• According to service-area-based benchmarks, additional part-time medical and surgical specialty-

service growth in ICMC covered and non-covered specialty services could be supported by the 
service area population

• All specialists, except for podiatry which is located in the PB-RHC, have clinic space within ICMC
• Reported that ICMC has previously evaluated the feasibility of consolidating the PB-RHC with the 

specialty clinic, but felt that recommendation was unsatisfactory 
• Stroudwater completed a comprehensive clinic options analysis for ICMC (reference 

separate document) which showed a favorable consolidation and a $XXX gain

Project Overview Service Area OpportunitiesFinancial Summary
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• Findings and Analysis (continued)
• Important to note that ICMC began incurring substantial financial losses with the expansion 

of specialty clinics during FY 2014 and these losses have continued through FY 2018
• During FY 2013, ICMC’s net income was nearly $500K

• Financial viability of each of the specialty clinics must be evaluated from a contribution margin 
basis 

• Recommendations
• Work with medical staff to offer expanded clinic hours to increase patient access and 

recapture lost clinic volume
• Target 7pm on the weekdays and offer Saturday morning clinic hours

• Engage all providers in the service area to increase reliance and utilization of services 
provided by ICMC

• Purse the consolidation of the PB-RHC and the specialty clinic, which has a positive $XXX 
impact to ICMC

• Evaluate FY 2014 strategy of specialty provider growth by performing a contribution margin 
analysis of each of the specialty service lines, considering direct costs and all incremental 
revenue associated with the individual providers

• Incorporate results of consolidating specialty clinic into PB-RHC into contribution margin analysis

• When determining cost-based hospital related revenue, use departmental ratio of cost to charges 
applied to incremental Medicare charges

Project Overview Service Area OpportunitiesFinancial Summary
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• Findings and Analysis

• Acute ADC decreased from 1.3 days in 2014 to 0.8 days in 2016 due to a decrease in 
admissions from the Emergency Department (ED) driven by the contracted ED/Hospitalist 
group, Schumacher Clinical Partners, not keeping appropriate patients at ICMC and 
transferring approximately 8% of total ED visits

• Total admissions from the ED have historically been  3-4% of ED visits, but have since increased to 
approximately 5% in 2017, contributing to the 2017 increase to 1.4 acute ADC driven by the 
addition of a NP Hospitalist in August 2017

• ICMC uses InterQual admission criteria to determine necessity, but reported that providers could 
use additional training

Project Overview Service Area OpportunitiesFinancial Summary

Inpatient Services

Department
YTD 2018 ADC 

(8 months 
annualized)

Acute 1.5

Swing Bed 2.2
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• Findings and Analysis (continued)
• Observation ADC decreased from 0.5 in 2014 to 0.1 days in 2016, but increased to 0.2 days 

in 2017 due to Hospitalist coverage, while observation days as a percent of acute days 
decreased from 35% to 15% over the measured period 

• Best practice peer rural hospitals target 15-25% observation days as a percentage of total acute 
days

• Swing-bed volume increased from 2.2 days in 2013 to 3.9 days in 2016 due to actively 
promoting the swing-bed program, but volume declined in 2017 to 2.5 days due to ICMC 
decreasing outreach efforts

• ICMC had made investments in the swing-bed program by having a swing-bed coordinator; 
however, this position was discontinued 

• Reported that ICMC does track patient transfers to ensure patient return to ICMC if swing-
bed services are appropriate

• At this time ICMC is not listed as a preferred provider for swing-bed services with area 
hospitals and ICMC does not have access to area hospital discharge patient data to screen 
for potential swing-bed patients

• Best practice peer rural hospitals target swing-bed ADC at a minimum of 4.0, as swing-bed services 
provide an important care resource for rural patients and a volume growth opportunity for the 
hospital

Project Overview Service Area OpportunitiesFinancial Summary
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Swing-Bed Financial Opportunity
• The following financial analysis 

entails the establishment of a 
base-case cost structure that is 
used to project contribution 
margin impact associated with 
incremental inpatient volume 
growth

• Model A base case analysis 
of 2017 cost structure 
indicates a loss of 
approximately $150K on a 
fully allocated cost basis

• Model B analysis projects a 
contribution margin opportunity 
from Model A through census 
growth of Swing Beds

• Analysis shows inpatient 
Swing Bed unit census 
growth of 1.8 days has the 
potential to yield a 
contribution margin 
opportunity estimated at 
approximately $131K

Project Overview Service Area OpportunitiesFinancial Summary

Inpatient Services – Incremental Revenue
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• Findings and Analysis (continued)
• Inpatient staffing: (24/7 coverage)

• Reported that inpatient staffing is two RNs (or one RN and one LPN) and one CNA 
• Reported that an additional RN will cover the mid-shift (11a-11p), who is also shared with 

the ED

• Volume-based benchmarks of the inpatient unit indicate staffing capacity to support 
incremental volume increases and ICMC may want to consider opportunities to match 
staffing to demand

• Hospitalist coverage is provided by Brandi House, NP, who covers inpatient 8:00a-
4:30p (M-F)

Project Overview Service Area OpportunitiesFinancial Summary

Inpatient Services
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• Recommendations
• Target growth in inpatient admissions and set expectation with providers on admission to 

either observation or acute, utilizing appropriate admission criteria guidelines
• Set target at 8-10% combined ED admission rate (acute and observation) 

• Work with medical staff to define acute service guidelines of the organization to determine which 
patients could receive care at ICMC and which patients should be transferred 

• Work with Schumacher Clinical Partners to provide additional training on admission criteria to ED 
providers

• Reinitiate strategic priority of increasing swing-bed volumes and target a swing bed ADC of 
4.0 by year-end through the following activities:

• Implement a defined process to pursue swing-bed patients and increase overall inpatient volumes

• Begin to actively market swing-bed services again and pursue swing-bed patients by 
targeting area providers, hospitals, and case managers

• The ICMC case manager should be contacting other facilities daily to pursue swing bed 
patients or gain access to discharge software

• Establish relationships with area hospitals so that ICMC is the first hospital called when a 
patient needs swing bed services 

Project Overview Service Area OpportunitiesFinancial Summary
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• Findings and Analysis
• ED visits have decreased between 2016 and 2017 and total admissions have increased

• ICMC reports that ED admissions as a percentage of ED visits have historically been at 
approximately 3-4%, but have since increased to approximately 5% in 2017 due to the 
addition of a NP Hospitalist  

• Peer rural hospitals target ED admission rates (acute and observation) between 8% and 10%; look 
at all ED transfers for appropriateness to determine if patients can be treated at the facility, and 
track ED admission rate by ED provider and use information to reduce inconsistencies 

• ED transfers as a percentage of ED visits was at approximately 8% in 2016 and 2017 
• ICMC is tracking and reviewing all ED transfers, and auditing of ED transfers began in December due 

to high transfer rates driven by ED physician group 

Project Overview Service Area OpportunitiesFinancial Summary

Emergency Department (ED)
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Emergency Department (ED)

• Findings and Analysis (continued)
• ED is staffed with contracted ED physician group, Schumacher Clinical Partners (24/7), nurse 

staffing includes 1 RN (12-hour shifts), 1 RN or paramedic (11a-11p)
• Reported that a nurse from Med/Surg will float to the ED if needed

• Volume-based benchmarks indicate that the ED is efficiently staffed 

• ICMC experiences a significant percentage of non-emergent, high-utilizer patients in the ED 
• Potential plans to relocate PB-RHC on campus and extend clinic hours will address non-emergent 

care needs

• Best practice rural hospitals partner with providers to develop solutions to better manage 
non-emergent care utilization to include an ED redirect program

• Medically screen all presenting patients and focus on education of non-emergent patients 
regarding payment options for continuation of treatment within the ED, or redirect them to a 
more appropriate OP clinic care setting

• ICMC’s ED space consists of 4 bays, including a trauma room, with a shared central nursing 
station with Med/Surg 

• Reported that often non-emergency patients or visitors will access the hospital through the ED 
doors, which can be problematic if ED is busy
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Emergency Department (ED)

• Recommendations
• Continue to track and monitor KPIs related to the ED to drive improvement efforts, including 

ED admissions (acute/observation) as a percentage of ED visits to between 8% and 10%, 
transfer rates as a percentage of ED visits, as well as patient throughput metrics to improve 
bed utilization and ED quality 

• Implement systems to ensure that patients meeting admission criteria for observation or 
acute are admitted to the hospital, or are transferred if ICMC is unable to provide 
appropriate care 

• Develop strategies to better manage demand for non-emergent care to include the 
following:

• Explore development of an ED redirect program in partnership with providers

• Accelerate plans to move PB-RHC to ICMC campus and expanded clinic hours through existing ICMC 
clinic infrastructure

• Educate public on the appropriate use of the ED to reduce the number of non-emergent visits

• Enroll patients with a primary care provider or direct them to a more appropriate level of care 
setting

• Consider putting a notice/sign for the public at the ED to direct visitors to the main entrance
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Surgery

• Findings and Analysis
• Surgical services at ICMC include general surgery, orthopedic, podiatry, gastroenterology, and 

pain management

• Overall surgical volume at ICMC has decreased by approximately 23% driven by the loss of 
surgical offerings and reduction of need

• Reported that in 2017, ICMC lost an orthopedic surgeon (who has since been replaced), ENT service, 
and GYN services due to low volume, and reduced GI to 2x/month from 4x/month

• New orthopedic surgeon is still building practice, but at the same time the former orthopedic surgeon 
is pulling patients from the ICMC market 

• Opportunity exists to add additional surgical offerings (GYN, orthopedics and general surgery) at 
ICMC to meet the needs of the community

• See Provider Complement section of report
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Surgery

• Findings and Analysis (continued)
• The surgical department consists of one operating room, one procedure room and five 

pre/post operative beds
• Surgeries are performed on Tuesday (ortho), Wednesday (general surgery and GI) and Friday (pain 

management), with providers holding clinic on the same surgical days

• Current surgery department staffing consists of the following:
• 1 RN in the OR (3 12-hour shifts), 1 OR tech, 1 circulator, PRN RNs on surgical days; CRNA is a 

contracted service
• When there are no surgeries scheduled staff will cover other areas of the hospital to 

supplement hours
• Volume-based benchmarks indicate that the surgery department has opportunities to 

improve staffing efficiencies by either further developing surgery volume or reducing staff to 
meet reduced surgical demand (see department staffing analysis section of this report noting 
limitations of using departmental staffing benchmarks)

• Recommendations
• Proactively market new orthopedic surgeon to the community and local providers to assist in 

ramping up practice
• Develop strategic priorities around meeting the needs of the local community, as indicated by 

the Physician Complement section, to offer additional surgical specialties including, GYN, 
orthopedics, and general surgery
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• Findings and Analysis
• ICMC provides multiple imaging service modalities including: diagnostic X-ray, CT (16-slice), 

ultrasound, mammography, bone density and mobile MRI

• Overall imaging volume has increased approximately 1% between 2016 and 2017
• ICMC offers digital mammography with ICAD technology, which contributed to a 37% increase in 

volume between 2016 and 2017; reported that ICMC is making strides to grow a women’s health 
program with the assistance of a grant

• Mobile MRI was historically offered on Thursday afternoon and volume was approximately 
30/month, now MRI is available on Friday afternoon (4:30p), and volume has been reduced to 15-
20/month

• Often MRI will not show up on time; ICMC believes current contract is through 2020

Project Overview Service Area OpportunitiesFinancial Summary

Imaging
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• Findings and Analysis (continued)
• ICMC reports that imaging is supported by community providers, but is stagnant due the 

limited number of providers within the service area 
• Reported that the cardiologist will refer for ultrasound services and the majority of x-ray and CT is 

generated through the ED

• Best performing peer rural hospitals frequently conduct outreach to area providers to build 
awareness of service offerings as well as to foster strong customer service 

• Imaging is staffed with 2 FTE x-ray/CT techs, 1 FTE ultrasound tech, and 1 FTE mammo tech, 
who also cover all modalities (M-F 7a-3p), with all techs on call for the evenings

• 1 FTE x-ray tech covers weekends (7a-7p)

• Volume-based benchmarks of the imaging department show opportunities to improve staffing 
efficiencies by either further developing imaging volume or matching staffing to demand

• ICMC utilizes radiologist services through Cape Radiology (24/7), who also provides 
nighthawk coverage 

• Reported ICMC has a PACS system through Cape Radiology 

• Recommendations
• Conduct promotion activities to include regular outreach to area providers with an emphasis 

on imaging services, similar to the outreach done with mammography service
• Consider looking at alternative mobile MRI vendors that offer more favorable availability to 

recapture lost volume 
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• Findings and Analysis
• ICMC offers physical therapy (PT), occupation therapy (OT) and speech therapy (ST) services to 

outpatients, inpatients and swing-bed patients

• Outpatient rehabilitation volume has decreased approximately 23% between 2016 and 2017 
driven by the 51% decrease in OT due to limited availability of OT

• Reported that ICMC receives referrals from “everywhere,” despite limited marketing efforts and no 
process that tracks referrals 

• Best performing peer rural hospitals frequently conduct outreach to area providers to build 
awareness of service offerings as well as to foster strong customer service 

• Additional opportunities for service expansion include
• Balance and Vestibular Therapy Program, given potential need due to frequent referrals for program
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• Findings and Analysis (continued)
• Current rehab department staffing includes two FTE PT, one PRN PT, one PT OT (2x/week), and a 

contracted PRN ST
• Reported that one PT (PRN) is nearing retirement and succession plans have not been considered
• Volume-based benchmarks indicate that the physical therapy department could handle incremental 

volume gains at current staffing levels

• PT spends approximately 2-3 hours/day at ICMC with swing-bed patients and inpatients
• Reported that PT is involved in swing-bed admissions and is part of the discharge planning team

• Reported that the outpatient clinic is open Monday-Friday, 7a-4:30p and staff see approximately 
8-10 patients/day, typically one patient every hour

• Best practice peer rural hospitals typically will schedule patients in 45 minute time increments, with a 
15 minute overlap 

• Recommendations
• Increase outreach to area providers in an effort to increase volumes and reliance on the services 

provided
• Implement a process in which referrals are tracked to allow for strategic decision making 

• Pursue opportunity to capture additional volume with a focus on special service (vestibular 
therapy program)

• Coordinate succession planning efforts in conjunction with PT nearing retirement to ensure 
seamless continuity of care

• Consider scheduling patients in 45-minute increments, while maintaining patient satisfaction

Rehabilitation Therapies
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• Findings and Analysis
• Overall lab volume increased approximately 1% between 2016 and 2017

• ICMC’s laboratory volume is supported by ICMC’s Family Care Clinic, the specialty clinic and one area 
nursing home, for which ICMC is the reference lab and completes lab draws

• ICMC laboratory only started capturing volume in February 2016 and does not track referral 
information 

• Reported that ICMC has done limited outreach to area providers and the community; 
potential opportunity exists with the Baptist Home, an assisted living facility 

• Service hours are 24/7, offering chemistry, immunology, hematology, coagulation, urine, 
transfusion services, and pathology

• ICMC lab is fully accredited though CLIA and the State of Missouri
• Reported ICMC uses Quest Diagnostics as a reference lab
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• Findings and Analysis (continued)
• Department staffing includes 4 FTE techs, 1 FTE phlebotomist (6a-2:30p M-F), 1 PRN 

phlebotomist and 1 manager
• All staff is certified through the American Society for Clinical Pathology 

• Pathologist/Medical Director is Dr. Weldon Schott with WCP Pathology

• Volume-based benchmarks indicate the lab could handle incremental volume increases at 
current staffing levels

• Recommendations
• Increase outreach to area providers in an effort to increase volumes and reliance on the 

services provided
• Reach out to The Baptist Home as a prospective entity to for whom to provide laboratory services 

• Implement a process in which referrals are tracked to allow for strategic decision making 
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Cardiopulmonary 

• Findings and Analysis
• ICMC offers respiratory therapy, sleep studies, Electrocardiograms (EKGs), PFTs, 

Echocardiogram (Echo), holter monitors, echo/treadmill stress tests and cardiac rehab, which 
is a contracted service

• Overall (IP and OP) cardiopulmonary services have increased minimally between 2016 and 2017; 
reported that PFT and sleep study volume have decreased since the pulmonologist left in June 2017

• Reported that department has done some outreach to area providers promoting 
cardiopulmonary services and equipment demos of the portable sleep studies

• Reported that outreach to the primary clinics further south could be an opportunity 
• Best performing peer rural hospitals conduct regular outreach to area providers to support customer 

service and build awareness of offerings 
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• Findings and Analysis (continued)
• Current cardiopulmonary staffing consists of 1 FTE RRT 4 days/week (7a-5:30p), 1 FTE certified 

RT 3 days/week (6:30a-7:30p) and 1 PRN RRT on weekends
• Dr. Ahmed, cardiologist is onsite 2 days/week (1 day in the clinic, 1 day performing treatments) 
• Volume-based benchmarks indicate department is understaffed by approximately 2.4 FTEs relative to 

2017 department volume

• Recommendations
• Increase promotion and outreach efforts to area providers to ensure strong customer service 

and grow services
• Explore outreach opportunities to primary care providers south of ICMC
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• Findings and Analysis
• The 340B program has proven highly beneficial to rural hospital peers with outpatient clinics

• The 340B Drug Pricing Program allows CAHs to benefit from reduced drug costs and profit from 
contracted retail pharmacy program revenues

• For CAHs, the 340B program is available to provider-based clinics (PBC) and provider-based rural 
health clinics (PB-RHC) 

• Reported that ICMC has just started participating in the 340B program contracted retail 
pharmacy February 1st, with an opportunity of $414k 340B incremental revenue based off 13k 
RHC and PBC visits in 2017

• Potential 340B program benefit analysis shown below is based on Stroudwater experience with the  
340B program CAHs (340B revenue forecasting is complex, so use the estimate below as a guideline)

• Recommendations
• Target $350-450k in net proceeds per 10k clinic visits from the 340B program and develop 

strategies to maximize financial opportunity of the 340B program
• Establish channel partnerships with local area retail pharmacies, or develop in-house retail 

pharmacy operation 

340B Drug Pricing Program

ICMC Clinic
Visits

ICMC Medicare 
and 3rd Party 

Payer %

ICMC 340B
Eligible 
Visits

Avg. RX per 
Visit

Total 340B 
RXs

Avg. per Rx 
340B

Increase

340B 
Incremental

Benefit

13k 85% 11k 1.5 16.6k $25.00 $414k
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• Findings and Analysis 
• U.S. Department of Health and Human Services Hospital Compare website data compares 

hospitals on HCAHPS patient-satisfaction scores and overall star rating. ICMC’s internal HCAHPS 
scores were used, as there was no data available on Medicare’s Hospital Compare website

• Star ratings provide a snapshot of the patient experience of care by combining all 11 HCAHPS measures 
into a single, comprehensive metric

• ICMC began measuring patient satisfaction for inpatient and ED utilizing Press Ganey as a third-
party administrator of patient satisfaction surveys in 2017

• ICMC is currently at 63% for overall patient satisfaction on publicly reported HCAHPS scores, 
which is below both the state and national averages

• Des Peres Hospital and St. Francis Medical Center are ICMC’s biggest competitors in terms of quality 
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• Findings and Analysis 
• U.S. Department of Health and Human Services Hospital Compare website data comparing 

ICMC and competitor hospitals on publicly-reported core measure scores

• ICMC currently does not report Medicare Beneficiary Quality Improvement Project (MBQIP) 
measures, due to difficulty with utilization of the CMS Abstraction & Reporting Tool (CART)

• Reported that ICMC participates in a quarterly MBQIP meeting through the MO Hospital 
Association

• Best-practice peer rural hospitals track Core Measure data and use the information to make 
systematic and operational changes to improve overall quality and patient outcomes
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U.S. HHS Hospital Compare Measures
National 

Avg.
MO 

Average

Iron 
County 
Medical 
Center

Parkland 
Health 

Center-
Farmington

Missouri 
Baptist 
Medical 
Center

Mercy 
Hospital 

Jefferson

Barnes-
Jewish 

Hospital

Mercy 
Hospital 

Saint 
Louis

St 
Anthony's 

Medical 
Center

Des Peres 
Hospital

Saint 
Francis 

Medical 
Center

Saint 
Alexius 

Hospital-
Broadway

Washington 
County 

Memorial 
Hospital

Reported Core Measures:
Timely Emergency Department Care
Avg. time patients spent in the ED, before 
admitted to the hosp. as IP 241 209 290 297 305 425 282 266 223 189 368 228

Avg. time patients spent in the ED after 
admit decision and arrival in IP room 58 58 60 121 120 206 114 162 78 47 92 77

Avg. time patients spent in ED before 
being sent home 112 109 176 200 191 300 172 184 145 139 163 102

Avg. time patients spend in ED before 
they were seen by a healthcare provider 18 18 34 39 16 110 30 14 16 18 45 23

Avg. time patients who came to the ED w/ 
broken bones had to wait for pain meds

49 48 72 32 59 61 36 44 63 58 91 42

Percentage of patients who left the 
emergency department before being seen

2% 2% 4% 2% 3% 7% 2% 1% 0% 1% 4% 2%

Preventive Care
Patients assessed and given flu 
vaccination 93% 95% 93% 99% 90% 97% 97% 98% 100% 100% 94% 80%

Healthcare workers given influenza 
vaccination 88% 93% 93% 96% 98% 97% 94% 93% 97% 98% 98% 87%
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• Findings and Analysis 
• ICMC quality, safety and performance improvement processes are priority areas, with quality 

staff working to integrate a quality improvement culture at ICMC; at the same time 
opportunities exists to increase involvement and accountability throughout the organization

• Quality metrics and patient satisfaction scores are not shared with all departments, reported that ICMC 
just started to bring survey results to nurse meetings

• Best practice peer rural hospitals will share metrics with all staff and utilize performance to drive 
improvement across the organization

• Reported that ICMC staff do not consistently understand how to interpret and respond to HCAHPS 
survey results

• Peer rural hospitals educate every employee about how patients perceive quality using the 
HCAHPS survey and implement systems to ensure patient expectations are exceeded

• ICMC holds a monthly Quality Assurance/Performance Improvement (QAPI) committee meeting
• Reported that QAPI meeting minutes and updates to initiatives are shared with the Board monthly

• Best practice peer rural hospital will hold monthly interdisciplinary quality committee meetings and will 
use dashboards or scorecards to drive focus and direction for the committee

• At this time ICMC does not promote quality scores publicly
• Given current quality scores below State and National averages, focus should be on presenting scores 

internally with the goal of engaging entire staff in their improvement

• Best practice rural hospitals leverage high quality and outcomes scores as a point of competitive 
differentiation for regional service marketing purposes and as a competitive asset
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• Recommendations
• Implement an organization-wide quality improvement culture as a strategic priority across 

all levels of the organization 
• Extend integration of quality improvement culture from hospital leadership to front line staff, and 

continue to engage the Board and providers
• Internal reporting, charting, and tracking of quality metrics must become a regular component of 

quality meetings and should be shared across the organization to grow quality improvement 
culture and encourage shared accountability

• Educate every employee about patient satisfaction with the goal of improving HCAHPS 
performance through the following:

• Begin education with the executive leadership team
• Hold organization-wide HCAHPS training
• Hold staff accountable
• Include medical providers in training

• Work the ED to improve CART utilization for submission of MBQIP measures 
• In partnership with QualityNet, ensure that quality scores are being submitted to public 

websites, Medicare’s Hospital Compare, to share with the public the level of quality at ICMC 
• Set a goal to be the top quality hospital in the region and begin to leverage quality as a 

strategic drive of market share
• Develop a marketing and community outreach plan to educate the community and region on the 

quality and competency of care at ICMC versus competitors, once quality scores improve
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• Findings and Analysis 
• Stroudwater believes successful hospitals of the future will leverage IT resources to deliver 

demonstrable quality, patient safety, and customer service in a secured network 
environment

• Reported that CPSI has been ICMC’s current EHR platform since 2014; however, ICMC reports that 
CPSI has caused significant issues and at this time is not sustainable

• ICMC has selected Athena Health as a replacement EHR platform and has a go-live data of 
June 12, and fully functioning by July 1, 2018

• Reported that certain security audits of ICMC’s IT infrastructure have been conducted and are 
ongoing processes i.e., high level security audit, HIPAA/HITECH audit, firewall and domain access

• Best practice rural hospitals will implement IT policies and procedures that protect the 
integrity of information and conduct annual IT risk assessments

• Reported that ICMC has not developed a formal IT strategic plan

• Best performing peer rural hospitals develop multi-year IT strategic plans that define how 
resources should be invested to develop integrated IT solutions that drive work flow 
efficiency and ensure seamless transfer of information across the care continuum  

• Recommendations
• Develop a multi-year strategic IT vision that leverages IT resources to create a high-quality 

culture of patient safety through system training and integration into clinical operations
• Recognize IT as a strategic asset, rather than an expense to be managed while ensuring ICMC IT 

systems 
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Findings and Analysis

• Departmental Staffing Analysis comparing 
ICMC’s paid FTEs for selected departments 
with peer benchmarks

• Note: Caution must be used when 
evaluating individual departmental 
performance relative to staffing 
productivity standards, as standards 
do not generally take into account 
stand-by capacity or specific nuances 
of each hospital’s operations such as 
low volume thresholds

• Overall staffing levels indicate some 
departments/units may have an excess or 
deficit in staffing capacity based on volume 
guidelines

• Reported that ICMC set a hiring 
freeze for non-essential position 
ineffective July 2017
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• Use volume-based staffing benchmarks to 
evaluate departmental staffing levels for 
possible inefficiencies

• Continue to monitor 
departments/units, recognizing that 
staffing maybe already be at a 
minimum threshold
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• Findings and Analysis
• A desk review of the FY 2017 filed cost report was completed to look for common errors in 

preparation or opportunities to enhance revenue or decrease expense 
• Medicaid Net Revenue

• Worksheet S-10 of the FY 2017 Medicare cost report is missing net revenue from Medicaid

• Medicare Bad Debt

• Cost report reflected approximately 2.8% of outpatient deductibles and co-insurance as 
Medicare allowable bad debt

• Best-practice peer hospitals establish policies and procedures to ensure that accounts 
with no payment activity are pulled back from collection agency, deemed 
uncollectible and written off

• Best-practice peer rural hospitals often report between 10% and 15% of outpatient 
deductibles and co-insurance as allowable bad debt on the cost report
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• Findings and Analysis (continued)
• Provider FTE Count

• Currently reporting 1.68 FTE MD in RHC, which reportedly is incorrect, indicating that non-
patient time was not accounted for and carved out. Adjustment to FTE calculation would 
garnish a $56K increase in reimbursement. 

• Peer rural hospitals typically report .75 to .8 FTE for a physician and .65 to .8 FTE for a 
NP/PA on the cost report

• Strategic Pricing Assessment

• Medicare coinsurance for outpatients of CAHs is calculated at 20% of Medicare outpatient 
charges, excluding laboratory charges

• Based on the FY 2017 cost report, this resulted in $1.1M (36%) of the total Medicare 
outpatient costs of approximately $2.9M being transferred to the patients or to secondary 
insurance

• Outpatient coinsurance amounts for PPS hospitals generally range between 18% and 22% 
of Medicare payments

• High co-insurance amounts can be a competitive disadvantage, as ICMC is essentially 
transferring 36% of unreimbursed OP costs to patients via Medicare co-insurance, which 
could drive patients to less expensive facilities  

• Reported that ICMC has since increased hospital charges in July 2017 to improve strategic 
pricing 
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• Recommendations
• Correct the missing net revenue from Medicaid on worksheet S-10
• Develop policies and procedures to ensure claims with no payment activity are pulled back 

from collection agencies on a timely basis, deemed uncollectible, and the Medicare claims 
placed on the cost report for reimbursement

• Peer hospitals often set the time period at 120-180 days with no payment activity

• Recalculate provider FTE count by carving out vacation time, non-patient time and CME; 
consider doing a time study to accurately calculate patient vs. non-patient time per provider

• ICMC should continue evaluating updated chargemaster to ensure pricing is strategic and 
certify the following:

• Charges reflect resources necessary to provide services with a reasonable mark-up

• Charge levels remain price-competitive with PPS hospitals and do not unnecessarily burden 
Medicare patients through shifting of co-insurance

• ICMC generates a fair profit on private, third-party payers
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• Findings and Analysis 
• Performance Measures/Management

• Contractual Allowances as a percentage of gross revenue increased from 37% in FY15 to 49% 
in FY18 driven by charge master increases and unfavorable commercial insurance contracts, 
which are currently being evaluated and renegotiated for more favorable rates

• Best practice peer hospitals create an active system for managing commercial contracts to be sure 
contracted rates cover the cost of provider service and renegotiate if necessary

• ICMC reports that there are additional opportunities to improve revenue cycle performance that will 
drive further decreases in C/A levels

• Bad Debt and Charity Care (combined) levels as a percentage of gross revenue decreased from 
9.0% in FY15 to 7.4% in FY18 due to improved revenue cycle processes and oversight

• Reported that ICMC utilizes Wakefield & Associates to manage both early out and bad debt accounts, 
but is unsure of agency’s performance, while agency is collecting 2% on bad debt
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• Findings and Analysis (continued)
• Performance Measures/Management (continued)

• Days Net Revenue in Net A/R has trended from median benchmark levels to below the 
25th percentile of peer rural hospitals for the measured period, representing excellent 
revenue cycle performance 

• 36 Days Net Revenue in A/R and 41 Days (internally reported) Gross Revenue in A/R  is at best 
practice levels when compared to peer benchmark standard of 45 days for both gross and net

• Key Performance Indicators (KPI): ICMC regularly tracks nine KPIs on a white board in the 
business office which is used to drive processes and outcomes

• Best-performing peer rural hospitals establish, target, track, and manage performance 
indicators, such as the following HFMA best-practice revenue-cycle metrics, in an effort to 
improve revenue cycle performance:
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• Cash collected and cash percentage  of net 
revenue

• Gross  and Net A/R and A/R days
• In-house and discharged not-final-billed 

receivables

• Cost to collect
• Bad debt and charity as a percent of gross 

charges
• Denials as a fraction of gross charges
• Point of service collections as a fraction of goal
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• Findings and Analysis (continued)
• Performance Measures/Management (continued)

• Reported that ICMC conducts a daily revenue cycle team huddle in the morning and 
utilizes the KPI dashboard to drive performance improvement of the tracked metrics

• Best practice peer rural hospitals have a revenue cycle team and use KPIs to drive revenue 
cycle performance and have a minimum of bi-weekly revenue cycle meetings, using KPIs to 
drive meeting agenda

• Patient Registration
• Reported the hospital does not pre-register all high-cost outpatient services, such as CT,  but receives 

prior authorizations prior to providing the service
• Best practice peer rural hospitals will pre-register all scheduled high-cost outpatient services, 

discuss copay/deductible fees with patient and request payment in advance of service 
provided 

• Reported that registration staff (ED, RHC, Outpatient) do not report to the Revenue Cycle Director
• Best practice peer rural hospitals with high performing revenue cycles include key revenue 

cycle departments such as scheduling, registration, financial counseling, billing and customer 
service 

• A “quick registration” is done for all patients in the ED and reportedly patients are treated regardless 
of whether they are deemed non-emergent, which has led to significant bad debt levels in the ED

• Best practice rural hospitals often create ED-redirect programs where patients that present in 
the ED are provided a full medical screening examination in accordance with EMTALA criteria, 
patients deemed non-urgent must make a down payment prior to receiving further services or 
a redirected to amore appropriate OP clinic care setting, while patients deemed urgent are 
immediately cared for regardless of method of payment
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• Findings and Analysis (continued)
• Point of Service (POS) Collections

• Reported that ICMC does actively pursue POS collections in the ED and clinics, however does not 
have a set target in place for staff to know how much they should be collecting from patients 

• Best practice peer rural hospitals monitor, target and track POS collection amounts 

• Third-party Contracts

• Reported ICMC has been working to catalog payer contracts and determine profitability of these 
contracts and renegotiate contracts where appropriate

• Reported that ICMC was successful in increasing rates with United Healthcare, but Anthem 
will not be increasing rates for ICMC at this time 

Revenue Cycle
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• Recommendations
• Performance Measures/Management

• Evaluate performance of Wakefield & Associates and consider separating early out and bad debt 
responsibilities 

• Continue best practice performance measurement and revenue cycle team huddles utilizing 
performance metrics and departmental goal-setting and the internal dashboard to drive meeting 
agenda

• Patient Registration
• Implement systems to ensure the pre-registration of all scheduled services at ICMC

• Consider having the registration staff report to the Revenue Cycle Director

• ICMC should evaluate ED-redirect strategy as a method for reducing both bad debt expense and 
unnecessary visits in the ED, by redirecting care to potential RHC on campus with extended hours

• Reach out to peer rural hospitals that have successfully implemented the program to better 
understand rules, regulations, and experiences, and to obtain potential scripts and policy 
and procedures

• Continue to monitor and track percent of POS collection amounts, establishing and setting target 
amounts for staff on POS cash collections amounts

• Third-party Contracts
• Continue to catalog and determine profitability of all major commercial payers, comparing 

payment to Medicare and seek contract increases aggressively if necessary

Revenue Cycle



62

• Findings and Analysis 
• ICMC had historically not involved department managers in operational financial 

management through departmental budget preparation and accountability for revenue and 
expenses due to leadership turnover

• Reported plans for FY 2019 budget will be to educate and engage department managers in the 
development of revenue and expense assumptions for the budget

• Reported that department managers do receive monthly financials with variance reporting 

• Best performing peer rural hospitals establish the following practices to foster a culture of 
accountability:  managers participate in budget development, financials are distributed 
monthly with expectation of variance monitoring/reporting, departmental performance 
dashboards are established, Department Operations Reviews (DORs) meetings are held 
monthly with managers  to ensure accountability for performance

• Recommendations 
• Establish a strong performance culture through the following:

• Engage department-level leadership in budget process and leverage departmental reporting to 
proactively create ownership and accountability for performance

• Continue to provide monthly budget to actual reports to all department managers and mentor 
them to improve financial understanding and commitment to accountability

• Develop process where department managers are required to prepare variance reporting for 
pre-determine variances from budget and plan monthly DOR meetings with CFO/CEO for 
overall financial/business mentoring 
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• Findings and Analysis
• ICMC has made some initial investments in developing its primary care network of providers 

as evidenced by its establishment of ICMC Family Care Clinic and employing one physician 
and two FNPs, but further alignment is critical

• Rural hospitals must develop alignment strategies with local primary care providers as the future 
success of rural hospitals will be directly related to the strength of these relationships

• In a budget- or population-based payment system, per capita patient revenue will be 
attributed to primary care providers, giving them tremendous potential value (estimate of a 
primary care clinic with one physician and one NP only):

• As population-based payment emerges, alignment with primary care providers is necessary and 
will require developing interdependencies through contractual, functional, and governance 
relationships with local providers as follows:

• Functional Alignment – shared medical records, admitting privileges, and joint development 
of evidence-based protocols

• Contractual Alignment – employment, contracted management services, lab services, 
radiology, contracted ER physicians

• Governance Alignment – possible shared board positions and senior team member 
participation 
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• Findings and Analysis (continued)
• ICMC has established limited interdependencies with select members of the medical staff through 

the following methods:

• Contractual – ICMC contracts with Schumacher Clinical Partners for ED coverage

• Governance – Dr. Ahmad serves as ICMC’s Chief of Staff

• Recommendations
• Given the future importance of primary care network development to developing payment 

systems, pursue increased interdependence with primary care providers in the service area 
through the following functional, contractual, and governance alignment strategies:

• Functional

• Pursue EHR interfaces with primary care practices (FQHC) to allow efficient transfer or data

• Establish care protocols with service area providers

• Contractual 

• Maintain contractual arrangement with a group to provide ED coverage

• Governance

• Consider provider representation on Board of Trustees

• Include Medical Director on Senior Leadership Team 
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• Findings and Analysis
• ICMC is currently an independent organization. At this time, ICMC does not have a long term 

strategy with regard to service area rationalization, nor have they looked at maximizing their 
value in conjunction with strategic partners.

• Best practice independent peer rural hospitals will evaluate partnership and affiliation 
opportunities based on the needs of the organization to solidify their position within the market

• Stroudwater developed the Affiliation Commitment Curve (Appendix I) as a tool to assist 
hospitals better position themselves for changes in the healthcare environment 

• Recommendations
• ICMC should evaluate the impact of a long-term partnership to maximize their value based 

on the Affiliation Value Curve with a focus on the following areas: 
• Improve physician and clinical integration throughout the service area and region

• Expand integrated and coordinate care management capabilities while establishing best practice, 
evidence-based medical protocols 

• Capital investments

• Expense reductions through administrative integration and group purchasing

• Technological integration and support
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• Findings and Analysis
• ICMC currently offers a high-deductible fully-funded employee health plan

• The plan does has a Flexible Spending Account option, and incentives for healthy behaviors such as 
discount for hospital services, gym membership discount and smoking cessation program 

• Increasingly, rural hospitals are adopting self-insurance and redesign these plans with appropriate 
incentives/disincentives for a healthier workforce; incentives include high deductible plans with 
employer sponsored Health Savings Accounts (HSA), higher premiums for poor health choices (e.g., 
smoking), and establishing targets for improved health (See Appendix IV for top 5 Benefits of 
Population Health Management Model)

• Commercial Insurance Incentives
• Reported that Anthem offers an incentive for population health to providers by paying ICMC’s 

Family Care Clinic a small PMPM case management fee, in addition to $100 per visit when 
documentation of patient care plans are updated on Anthem’s website

• Best practice peer rural hospitals look to maximize commercial incentives through the 
development and application of population health management practices

• Reported that providers are not currently conducting and billing for Transitional Care 
Management (TCM), Chronic Care Management (CCM) or Behavioral Health Management 
(BHM) services 

• Beginning in 2016, RHCs could bill for these services

• Best performing practices operated by CAHs consistently offer TCM, CCM and BHM services to all 
eligible patients and establish appropriate systems for coding and billing 
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• Findings and Analysis
• ICMC does not currently participate in an Accountable Care Organization (ACO) or other 

alternative payment system
• Best performing peer rural hospitals evaluate, and actively participate in alternate payment models, 

to include ACOs, when it is demonstrated to be advantageous

• Recommendations
• Continue offering custom health improvement plans while incorporating population health 

interventions, such as disease management programs to manage overall benefits costs, into 
the employee health plan and learn how to provide high-quality, low-cost health care to sell 
to external markets

• Continue to maximize commercial population health incentives and explore additional 
opportunities

• Develop process to consistently offer TCM, CCM, and BHM services, as well as the billing and 
coding function to ensure reimbursement

• ICMC should proactively develop a strategy to participate in a population health payment 
mechanisms, and consider an ACO model or alternative payment system option that meets 
the needs of ICMC

• Reach out to Caravan Health, a leader in alternative payment systems for rural 
providers 

Project Overview Service Area OpportunitiesFinancial Summary

Payment System Transformation



68

• Findings and Analysis 
• PCMH Development

• ICMC has not actively pursued Patient Centered Medical Home (PCMH) recognition of ICMC 
Family Care Clinic through NCQA or other certification bodies

• The PCMH framework promotes quality, greater utilization of existing EHR technology, and 
care coordination, and is an important step rural hospitals with aligned primary care 
networks can take to unlock their value

• PCMH recognition allows hospitals to be reimbursed at potentially higher levels for 
standard primary care through participation in per member per month (PMPM) or other 
payment incentives that some third-party payers have organized for PCMHs, or to negotiate 
such payment 

• Claims/Analytic Capabilities
• Reported ICMC has a fully-funded employee health plan and does not access employee claims 

data due to less than 100 employees enrolled in the plan
• Best-practice peer rural hospitals will pursue and conduct analysis on employee claims and 

begin to develop claims analysis capabilities and infrastructure to improve employee health 
outcomes

Project Overview Service Area OpportunitiesFinancial Summary

Population Health Management
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• Findings and Analysis 
• Care Management

• ICMC has begun to develop and implement some care management processes such as evidence-
based order sets (chest pain, child fever, toxicology) and the development of the Community 
Health Network

• The Community Health Network was started six months ago, participants include Missouri 
Highlands FQHC, Iron County Health Department, behavioral health and ICMC with the goal 
to reduce redundancy in care

• Best performing peer rural hospitals examine opportunities to adopt evidence-based 
protocols, as well as to implement care management processes that ensure discharge 
planning is consistently done for inpatients, transportation and home support are ensured, 
follow-up appointments are scheduled, and instructions on medications are given

• Reported that ICMC is notifying patients of their annual well women’s exam, but is not promoting 
the annual wellness exam to Medicare patients

• Peer rural hospitals reach out to Medicare patient and schedule an annual wellness exam, 
as an important tool for assessing and addressing a patient’s health risks and needs

Project Overview Service Area OpportunitiesFinancial Summary

Population Health Management
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• Recommendations
• Evaluate the Patient Centered Medical Home (PCMH) certification through NCQA or a 

PCMH-like structure as a key strategy for future population health positioning
• Negotiate with all third-party payers to recognize PCMH status and to be reimbursed for per 

member per month case management fees after obtaining PCMH recognition

• Examine patient panel, reach out to Medicare patients and schedule them for their annual 
wellness exam

• Continue the use of evidence-based protocols and care management processes in 
conjunction with the medical staff to ensure seamless and efficient quality care for all 
patients

• Gain access to claims data to better understand opportunities for improved health of the 
workforce and better efficiencies in plan design

• Implement a data analytics platform and use employee claims data, once received, as a proxy for 
a regional care plan to improve outcomes throughout the community  

Project Overview Service Area OpportunitiesFinancial Summary

Population Health Management
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Recommendations
• Financial Statement Conclusion

• Use the strategies discussed in this report to target a positive operating margin and improved 
organizational liquidity

• These goals will be achieved through volume and revenue growth driven by acute volume increases, 
increases in related ancillary services, cost report improvements, re-alignment of specialty clinic under 
the rural health clinic, full adoption of 340B program, passage of additional sales tax, and overall business 
growth through increased primary care alignment

• ICMC must ensure long-term financial viability by continuing the following activities: 
• Pursuing careful expense management, increased revenue for services provided, and volume growth 
• Leveraging Chapter 9 bankruptcy filing to  improve financial and operational performance while pursuing 

a long-term partner through either an affiliation or acquisition of ICMC
• Making the longer term transition to a primary-care-network-focused system

• Future of Rural Healthcare
• ICMC should use this report to create a strategic plan, with particular focus on major strategic 

issues, including increasing interdependence with primary care providers, promoting high quality 
and patient safety scores to community, and increasing hospital efficiency and financial viability

• The strategic plan should focus on the importance of a partnership or affiliation with a healthcare system 
to improve the continuity of care and financial position of ICMC

Recommendations Summary
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Recommendations
• Provider Complement

• Work with medical staff to offer expanded clinic hours to increase patient access and recapture 
lost clinic volume

• Target 7pm on the weekdays and offer Saturday morning clinic hours

• Engage all providers in the service area to increase reliance and utilization of services provided by 
ICMC

• Purse the consolidation of the PB-RHC and the specialty clinic, which has a positive $XXX impact 
to ICMC

• Evaluate FY 2014 strategy of specialty provider growth by performing a contribution margin 
analysis of each of the specialty service lines, considering direct costs and all incremental revenue 
associated with the individual providers

• Incorporate results of consolidating specialty clinic into PB-RHC into contribution margin analysis

• When determining cost-based hospital related revenue, use departmental ratio of cost to charges 
applied to incremental Medicare charges

Recommendations Summary
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Recommendations
• Inpatient Services

• Target growth in inpatient admissions and set expectation with providers on admission to either 
observation or acute, utilizing appropriate admission criteria guidelines

• Set target at 8-10% combined ED admission rate (acute and observation) 

• Work with medical staff to define acute service guidelines of the organization to determine which 
patients could receive care at ICMC and which patients should be transferred 

• Work with Schumacher Clinical Partners to provide additional training on admission criteria to ED 
providers

• Reinitiate strategic priority of increasing swing-bed volumes and target a swing bed ADC of 4.0 by 
year-end through the following activities:

• Implement a defined process to pursue swing-bed patients and increase overall inpatient volumes

• Begin to actively market swing-bed services again and pursue swing-bed patients by targeting area 
providers, hospitals, and case managers

• The ICMC case manager should be contacting other facilities daily to pursue swing bed 
patients or gain access to discharge software

• Establish relationships with area hospitals so that ICMC is the first hospital called when a patient 
needs swing bed services 

Recommendations Summary
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Recommendations
• Emergency Department

• Continue to track and monitor KPIs related to the ED to drive improvement efforts, including ED 
admissions (acute/observation) as a percentage of ED visits to between 8% and 10%, transfer 
rates as a percentage of ED visits, as well as patient throughput metrics to improve bed utilization 
and ED quality 

• Implement systems to ensure that patients meeting admission criteria for observation or acute 
are admitted to the hospital, or are transferred if ICMC is unable to provide appropriate care 

• Develop strategies to better manage demand for non-emergent care to include the following:
• Explore development of an ED redirect program in partnership with providers

• Accelerate plans to move PB-RHC to ICMC campus and expanded clinic hours through existing ICMC 
clinic infrastructure

• Educate public on the appropriate use of the ED to reduce the number of non-emergent visits

• Enroll patients with a primary care provider or direct them to a more appropriate level of care setting

• Consider putting a notice/sign for the public at the ED to direct visitors to the main entrance

Recommendations Summary
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Recommendations
• Surgery

• Proactively market new orthopedic surgeon to the community and local providers to assist in 
ramping up practice

• Develop strategic priorities around meeting the needs of the local community, as indicated by the 
Physician Complement section, to offer additional surgical specialties including, GYN, orthopedics, 
and general surgery

• Imaging
• Conduct promotion activities to include regular outreach to area providers with an emphasis on 

imaging services, similar to the outreach done with mammography service
• Consider looking at alternative mobile MRI vendors that offer more favorable availability to 

recapture lost volume 

• Rehabilitation Therapies
• Increase outreach to area providers in an effort to increase volumes and reliance on the services 

provided
• Implement a process in which referrals are tracked to allow for strategic decision making 

• Pursue opportunity to capture additional volume with a focus on special service (vestibular 
therapy program)

• Coordinate succession planning efforts in conjunction with PT nearing retirement to ensure 
seamless continuity of care

• Consider scheduling patients in 45-minute increments, while maintaining patient satisfaction

Recommendations Summary
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Recommendations
• Laboratory

• Increase outreach to area providers in an effort to increase volumes and reliance on the services 
provided

• Reach out to The Baptist Home as a prospective entity to for whom to provide laboratory services 

• Implement a process in which referrals are tracked to allow for strategic decision making 

• Cardiopulmonary

• Increase promotion and outreach efforts to area providers to ensure strong customer service and 
grow services

• Explore outreach opportunities to primary care providers south of ICMC

• 340B Pharmacy Program

• Target $350-450k in net proceeds per 10k clinic visits from the 340B program and develop 
strategies to maximize financial opportunity of the 340B program

• Establish channel partnerships with local area retail pharmacies, or develop in-house retail 
pharmacy operation 

Recommendations Summary
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Recommendations
• Quality Improvement

• Implement an organization-wide quality improvement culture as a strategic priority across all 
levels of the organization 

• Extend integration of quality improvement culture from hospital leadership to front line staff, and 
continue to engage the Board and providers

• Internal reporting, charting, and tracking of quality metrics must become a regular component of quality 
meetings and should be shared across the organization to grow quality improvement culture and 
encourage shared accountability

• Educate every employee about patient satisfaction with the goal of improving HCAHPS 
performance through the following:

• Begin education with the executive leadership team
• Hold organization-wide HCAHPS training
• Hold staff accountable
• Include medical providers in training

• Work the ED to improve CART utilization for submission of MBQIP measures 
• In partnership with QualityNet, ensure that quality scores are being submitted to public websites, 

Medicare’s Hospital Compare, to share with the public the level of quality at ICMC 
• Set a goal to be the top quality hospital in the region and begin to leverage quality as a strategic 

drive of market share
• Develop a marketing and community outreach plan to educate the community and region on the quality 

and competency of care at ICMC versus competitors, once quality scores improve

Recommendations Summary
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Recommendations
• Information Technology

• Develop a multi-year strategic IT vision that leverages IT resources to create a high-quality culture 
of patient safety through system training and integration into clinical operations

• Recognize IT as a strategic asset, rather than an expense to be managed while ensuring ICMC IT systems

• Staffing Benchmark Analysis
• Use volume-based staffing benchmarks to evaluate departmental staffing levels for possible 

inefficiencies
• Continue to monitor departments/units, recognizing that staffing maybe already be at a minimum 

threshold

Recommendations Summary
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Recommendations
• Cost Report

• Correct the missing net revenue from Medicaid on worksheet S-10
• Develop policies and procedures to ensure claims with no payment activity are pulled back from 

collection agencies on a timely basis, deemed uncollectible, and the Medicare claims placed on 
the cost report for reimbursement

• Peer hospitals often set the time period at 120-180 days with no payment activity

• Recalculate provider FTE count by carving out vacation time, non-patient time and CME; consider 
doing a time study to accurately calculate patient vs. non-patient time per provider

• ICMC should continue evaluating updated chargemaster to ensure pricing is strategic and certify 
the following:

• Charges reflect resources necessary to provide services with a reasonable mark-up

• Charge levels remain price-competitive with PPS hospitals and do not unnecessarily burden Medicare 
patients through shifting of co-insurance

• ICMC generates a fair profit on private, third-party payers

Recommendations Summary
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Recommendations
• Revenue Cycle

• Performance Measures/Management
• Evaluate performance of Wakefield & Associates and consider separating early out and bad debt 

responsibilities 

• Continue best practice performance measurement and revenue cycle team huddles utilizing performance 
metrics and departmental goal-setting and the internal dashboard to drive meeting agenda

• Patient Registration
• Implement systems to ensure the pre-registration of all scheduled services at ICMC

• Consider having the registration staff report to the Revenue Cycle Director

• ICMC should evaluate ED-redirect strategy as a method for reducing both bad debt expense unnecessary 
visits in the ED, by redirecting care to potential RHC on campus with extended hours

• Reach out to peer rural hospitals that have successfully implemented the program to better 
understand rules, regulations, and experiences, and to obtain potential scripts and policy and 
procedures

• Continue to monitor and track percent of POS collection amounts, establishing and setting target 
amounts for staff on POS cash collections amounts

• Third-party Contracts
• Continue to catalog and determine profitability of all major commercial payers, comparing payment to 

Medicare and seek contract increases aggressively if necessary

Recommendations Summary
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Recommendations
• Management Accounting

• Establish a strong performance culture through the following:
• Engage department-level leadership in budget process and leverage departmental reporting to 

proactively create ownership and accountability for performance

• Continue to provide monthly budget to actual reports to all department managers and mentor them to 
improve financial understanding and commitment to accountability

• Develop process where department managers are required to prepare variance reporting for pre-
determine variances from budget and plan monthly DOR meetings with CFO/CEO for overall 
financial/business mentoring 

Recommendations Summary



83

Recommendations
• Provider Alignment

• Given the future importance of primary care network development to developing payment 
systems, pursue increased interdependence with primary care providers in the service area 
through the following functional, contractual, and governance alignment strategies:

• Functional

• Pursue EHR interfaces with primary care practices (FQHC) to allow efficient transfer or data

• Establish care protocols with service area providers

• Contractual 

• Maintain contractual arrangement with a group to provide ED coverage

• Governance

• Consider provider representation on Board of Trustees

• Include Medical Director on Senior Leadership Team 

Recommendations Summary
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Recommendations
• Service Area Rationalization

• ICMC should evaluate the impact of a long-term partnership to maximize their value based on the 
Affiliation Value Curve with a focus on the following areas: 

• Improve physician and clinical integration throughout the service area and region
• Expand integrated and coordinate care management capabilities while establishing best practice, 

evidence-based medical protocols 
• Capital investments
• Expense reductions through administrative integration and group purchasing
• Technological integration and support

• Payment System Transformation
• Continue offering custom health improvement plans while incorporating population health 

interventions, such as disease management programs to manage overall benefits costs, into the 
employee health plan and learn how to provide high-quality, low-cost health care to sell to 
external markets

• Continue to maximize commercial population health incentives and explore additional 
opportunities

• Develop process to consistently offer TCM, CCM, and BHM services, as well as the billing and 
coding function to ensure reimbursement

• ICMC should proactively develop a strategy to participate in a population health payment 
mechanisms, and consider an ACO model or alternative payment system option that meets the 
needs of ICMC

• Reach out to Caravan Health, a leader in alternative payment systems for rural providers 

Recommendations Summary
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Recommendations
• Population Health Management

• Evaluate the Patient Centered Medical Home (PCMH) certification through NCQA or a PCMH-like 
structure as a key strategy for future population health positioning

• Negotiate with all third-party payers to recognize PCMH status and to be reimbursed for per member per 
month case management fees after obtaining PCMH recognition

• Examine patient panel, reach out to Medicare patients and schedule them for their annual 
wellness exam

• Continue the use of evidence-based protocols and care management processes in conjunction 
with the medical staff to ensure seamless and efficient quality care for all patients

• Gain access to claims data to better understand opportunities for improved health of the 
workforce and better efficiencies in plan design

• Implement a data analytics platform and use employee claims data, once received, as a proxy for a 
regional care plan to improve outcomes throughout the community  

Recommendations Summary
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• Affiliation benefits are arranged along a diverse continuum and mutual commitment from both 
partners is required to yield maximum benefit from an affiliation

Appendix I
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Appendix II
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Appendix III
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Appendix IV:
Benefits of Population Health Management

Top 5 Benefits of a Population Health Management Model

1. Average Year 1 insured group savings of 12.6% (source: RAND corporation)

2. Employee case management programs (source: MD Anderson)
• 80% improvement lost work days over 6 years
• 64% decline modified-duty days
• 50% reduction in workers’ comp insurance premiums

3. High-risk patient management (source: Harvard Business Review)
• 57% converted to low-risk over 6 months
• $1,421/participant claims reduction over 1 year
• $6 savings per $1 invested over 1 year

4. Wellness programs (source: Johnson & Johnson)
• 67% reduction smoking
• 50% reduction hypertension
• 50% increase in physical activity
• $2.70 savings per $1 invested (5 years)

5. Voluntary employee turnover reduction
• 9% vs. 15% (source: Towers Perrin study)
• 9% vs. 19% (source: Biltmore study)
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