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RANKL Executive Summary

Mission

RANKL Health System’s mission is to serve the community by delivering exceptional 

quality medical care with integrity and compassion. We are “Where Medicine Meets Quality,” 

delivering advanced health care in a healing environment. 

Overview

RANKL Organization is a not-for-profit integrated healthcare delivery system in Katy, TX 

made up of a one hospital and a 5 primary care clinics located in the Harris and Fort Bend 

County areas. The organization as a whole has 1,500 employees and 600 affiliated physicians. 

The hospital has 150 operating beds and 12 operating rooms. RANKL is known for high quality 

and patient-centered care. Currently, CMS payments make up 42% of RANKL’s payer mix and 

this is expected to grow in the next ten years.

Problem

Though all physicians currently receive payment in a discounted fee-for-service method, 

changing requirements from the Centers for Medicare and Medicaid Services (CMS) are 

forcing physicians to align their revenue cycle with a value-based reimbursement model. 

RANKL is not currently designed as an Accountable Care Organization and will have to align 

its’ payment systems with that of the new CMS regulations. 

Market Analysis

20% of the population in Katy, TX is 60 years of age and older and this is expected to 

grow to 30% in the next ten years. Currently, there are 3 Accountable Care Organizations in 

the Houston healthcare market, which includes over 8,000 physicians. As RANKL is already 
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well established in the Katy market and is reputed for its high quality care, transitioning into an 

ACO model will add value to the RANKL brand.    

Recommendations

 RANKL should align with the AMP track 3 as this provides the opportunity to receive a 

5% bonus.

 RANKL should utilize already existing very versatile and high quality EHR to collect data 

for the data collection initiatives required in the advanced payment model, as this 

technology has already been implemented across the hospital and 5 primary care 

clinics and has the capability to report the necessary data for CMS. 

 The physician’s organization can utilize the 5% bonus to incentivize performance 

improvement among the primary care physicians

Action Plan Overview

The action plan is broken down into four stages: immediate, 1 year, 3 years, and 5 years.

Immediate

Physicians should be educated on MACRA and quality reporting in the current 

Electronic Health Record technology as well as applying for the accountable care organization 

status through the Medicare Shared Savings Program track 3. 

Year 1

Reach out to Skilled Nursing Facilities in the area to partner with physicians who can 

send patients directly to SNFs in accordance with the 3-day waiver. Establish physician 

revenue incentives based on the 5% bonus.
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Year 3

Improve access to care by evaluating expansion of primary care physician network and 

aligning more clinicians. 

Year 5

Reevaluate the population’s needs and continue to expand facilities to meet the needs 

of the Katy population. 

Financial Benefit

Under MACRA, from 2019 - 2025, base payment rates will be frozen and physicians will 

be subjected to performance based adjustments. Under the APM, RANKL will qualify to 

receive a 5% lump sum bonus in addition Track 3 shared savings.

Under Track 3, RANKL will be offered a higher sharing rate, but are responsible for a greater 

percentage of costs in shared savings losses.

● Final sharing rate up to 75% based on quality performance

● Shared savings limit at 20%

● Shared losses cap at 15% 

● Minimum loss rate at between 0%-3%
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RANKL Business Plan

RANKL is a not-for-profit integrated delivery system in Katy, TX made up of one hospital 

and a 5 primary care clinics located in the Harris and Fort Bend County areas. The 

organization as a whole has 1,500 employees and 600 affiliated physicians. The hospital has 

150 operating beds and 12 operating rooms. Below are statistics for the Hospital in the year 

2015:

Admission - 6,678

Inpatient days - 27,249

Average length of stay - 3.28

Outpatient equivalent days - 29,579

Equivalent patient days - 58,348

ER visits - 29,523

Births - 1,785

RANKL Health System’s mission is to serve the community by delivering exceptional 

quality medical care with integrity and compassion. We are “Where Medicine Meets Quality,” 

delivering advanced health care in a healing environment. 

The Physician Organization employs 80 Primary Care Physicians and 160 Specialty 

Physicians who have admitting privileges in the hospital. These clinics are located in Cinco 

Ranch, a medical office building next to RANKL hospital, Fulshear, Sugar Land, and 

Rosenberg.  Physicians practicing in the clinics refer their patients to RANKL for procedures, 

as well. The Clinics had a total of 12,000 visits in 2015. The RANKL Hospital, as well as these 

5 clinics, bring in a total of $488,952,000.00 in revenue each year. 
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In Katy, TX, 20% of the population is 60 years of age and older. This percentage is 

expected to grow to 30% over the next ten years. Currently, Medicare makes up 33% of 

RANKL’s payor mix and this is also expected to increase in the next few years, due to the 

aging population as well as the overall population growth in Fort Bend and Harris counties. 

In order to comply with the new value-based reimbursement models required by the 

Centers for Medicare and Medicaid Services (CMS), the RANKL physician’s organization 

should align itself with the Medicare Shared Savings Program Track 3 as this will create the 

least amount of risk for RANKL. Additionally, this will provide a 3-day waiver allowing 

physicians to admit patients directly to a skilled nursing facility rather than admitting them to 

the hospital for 3-days, as previously required, which will decrease unnecessary hospital 

readmissions. The following plan will outline the resources already in place as well as the 

changes necessary to transition into an accountable care organization as outlined by the 

Medicare Shared Savings Program model.  

       Figure 1
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The US Healthcare system, along with our company RANKL has recognized the 

increasing need for movement from volume-based care to value-based care. RANKL’s current 

location of Katy and its surrounding area acknowledges the increased growth of the elderly 

population and usage of Medicare by the patients. Because of this, the payer mix is shifting in 

America towards government programs including Medicare. Figure 2 shows the projection for 

the payer shift in the future. The current state of Healthcare shows the projection from 2004 to 

2024, with Medicare moving from 25% to 32% and private health insurance shifting from 52% 

to 45%.

        

                                    
Figure 2
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As the entire nation focuses on restricting healthcare spending by increasing the 

importance of value, provider’s choice to price services is decreasing quickly. With this shift, 

health insurance companies such as Aetna, United Healthcare, Cigna and Humana will follow 

Medicare and continue to move towards alternative models focused on value-based payments. 

Mainstream private health insurance companies in the US such as those mentioned above will 

have between 50-90% value focused alternative models by 2020, similar to MACRA. 

Insurance companies are paying high prices based on what the providers are charging for 

visits and services, but patients keep bouncing back for readmission or continuous resistance 

to antibiotics due to lack of quality.

        According to the Texas Department of State Health Services, the Houston market 

(including the Katy area) employs over 8,000 physicians for the increasing population of 

730,000 individuals who are covered by payers with value-based deals. There are currently 

only 3 major Accountable Care Organizations in the Houston Area, which gives our 

organization RANKL more reason to apply as an ACO.

        In order for RANKL to build the value based care capabilities, our key strategy is to 

focus on our primary care physician network, patient access navigators, informatics foundation 

and patient commitment. This will help engage the physicians to help enhance patients’ 

experience, coordinate patient outreach to provide better health outcomes and use of the EHR 

to connect the physicians and the patients to include items such as health education and 

awareness. 

Opportunities

Through the Medicare Shared Savings Program (MSSP), RANKL will increase 

opportunities as it transitions from fee-for-service to an alternative payment model (APM). 
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MSSP Track 3 provides us the chance to qualify for the alternative payment model and receive 

a 5% physician bonus. Our organization will be clinically integrated through the use of 

MyLinks, an already implemented RANKL technology, which provides the physicians the 

chance to focus on quality and utilization reports. The growing Katy population and 

surrounding areas provide a significant market, which will include higher utilization and cost. 

                                                Recommendations

Choose Alternative Payment Model (AMP) with MSS Track 3 

Reasoning

Alternative Payment Models are a new approach for paying for medical care through 

Medicare Shared Savings Program (MSSP) that incentivizes quality and value. APM-

participating physicians will receive a 5 percent bonus incentive, as well as the gainsharing or 

increased revenue opportunities provided by APM. The bonus will affect last year’s fee for 

service payments for years 2019-2024 as well as receive a higher fee (7.5%) schedule update 

for 2026 and onward.  Timeline – Figure 3. At the organization level, basic payment is FFS, but 

all ACOs can earn bonuses.  AMP track participants are also exempt from MIP payment 

adjustments which make the APM track more stable.  For 2019, our ACO will have 50% of 

Medicare Part B payments flowing through APM which is one of the qualifying items under the 

new guidelines of MACRA. 

Under MACRA, if a physician participates in an advanced alternative payment model 

(aAPM), they will be exempt from the Merit-Based Incentive Payment System (MIPS), however 

they will still use quality measures such as: Certified EHR Technology, report quality measures 

comparable to measures under MIPS, and bear financial risk more than a nominal amount. 
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(Establish ACO) or is a Medical Home Model expanded under section of 1115A(c) of the law. 

Exhibit 2

The key is that this is prospective so we know what kind of patients we will be assigned 

in the ACO and can target them ahead of time. CMS sends claims data to provider 

organizations for this purpose. Track 3 also gives the organization a 3-day waiver on skilled 

nursing facility (SNF) admissions. For further explanation of the different tracks, please see 

appendix 3.

Actions

We recommend that the action plan be performed in four stages: immediate, 1 year, 3 

years and 5 years. We also recommend that each stage needs to be completed before the 

next one begins. 

Immediate

Choose a MACRA champion – this person will be up to date on all the changes 

associated with ever changing regulations and will communicate them to the leadership 

where the strategic planning can take place. This would be best accomplished if the 

champion is a physician.

Educate physicians on MACRA - monthly webinars, letters, and facts of the day on 

computer screens will give physicians a direction where the regulations are heading.

Revise and streamline reporting of quality data to address new measures - 2017 is a 

reporting year. 2018 - CMS analysis of the reported data is scheduled to take place. 

Since the organization acquired the new EHR 2 years ago this will be not require a lot of 

manpower.

Apply for Accountable Care Organization Status – RANKL with its primary 
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and specialty physicians, as well as one hospital will benefit further from the position.

1. Benefits to the patients.

● Open communication between physicians from different specialties within 

the same ACO 

●  Fewer medical tests ordered because doctors and hospitals will be able 

to see records of test previously done.

●  Reduced medical history paperwork because the information may be 

stored in the practice’s electronic health record (EHR)

●  Established single point of contact for all questions concerning care thru 

MY LINK

●  Centralized network of physicians for the patient, creating a team 

cooperating to deliver comprehensive care

2. Physician Benefits

●  Physician-led which will keep the focus on patient care by leveraging 

technology in a way that reduces cost and improves patient care.

● Physicians could increase their revenue thru bonuses by ensuring patients 

do not duplicate tests and are enrolled in best practice chronic disease 

management

● Improved work flow due to participation in population-based approach to 

healthcare

● Freedom to share best practices and treatment strategies with other 

members of their ACO.
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3. Benefits to the organization      

● Money that ACO saves Medicare is given back to the organization and it 

can further be invested in the frontline of patient care thru Primary Care 

physicians network

●  Establish an ACO governance body with a chair and four committees: 

finance, operations/management, quality, and physician review. Each of 

these committees will meet monthly to discuss progress and 

implementation strategies. The board should meet quarterly.

●  Update quality measures to comply with the new system (see appendix 1)

Patient/caregiver experience – already on the way thru patient 

survey

Care Coordination/patient safety – CMS claims and documented 

thru Group Practice Reporting Options (EHR)

Preventive Health -  documented thru Group Practice Reporting 

Options (EHR)

 At risk population - documented thru Group Practice Reporting 

Options (EHR)

1-year plan

This phase begins in 2018 and at this point the CMS will be holding our organization 

accountable for its performance. In this stage the most important plan is to educate physicians 

and assure they comply with the plan. We propose to address these simultaneously in 5 

sections: Primary Care physicians, Hospital, IT department and reach out to Skilled Nursing 

Facilities (SNF) in the area and reconsider contracts with physicians.
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Primary Care Physician in the community

1. Establish physician consulting group to help implement new requirements

2. Educate physicians on the new regulation

3. Engage physicians and establish revenue incentives

● Primary care physicians who meet quality goals will receive 2% of yearly 

salary as a bonus

● Primary care physicians who meet quality goals  + 25% will receive 3% of 

yearly salary as a bonus

● Primary care physicians who meet quality goals  + 50% will receive 4% of 

yearly salary as a bonus

● Primary care physicians who meet quality goals  + 75% will receive 5% of 

yearly salary as a bonus

● Specialty Physician group will be placed on hold for 3 years, or until more 

regulations are established 

4.  Help meet quality measure goals

● Enhance patient access by communicating with the physician via MY LINK

● Setup for virtual visits.

● E-scribing for prescriptions

● E-mails sent to patient after test and lab work informing them to view 

results in MY LINK

● Patient receive printed visit information with new medication instruction 

and care of plan
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Hospital - performance under Part B—particularly the resource utilization incentive will 

impact reimbursement under Part A as it may not be a passive participant in Medicare 

FFS.

1. Identify patients with chronic conditions thru EHR

2. Identify patients with high risk for readmissions and flags them in EHR

● Establish committee to provide a plan for chronic disease readmission  

program (CHF, COPD, ESRD, High Blood pressure)

5. Establish chronic disease and high risk patient post discharge call center 

(information taken from EHR where patients with chronic disease are flagged)

●  Ensure medication adherence

●  PCP appointment post discharge

Information Technology

1.  Predict and stratify Health Risk

2. Analyze resource utilization

3. Connect employed and aligned physicians

4. Collect data on quality measures

5.  Patient Access portal MY LINK.

Establish cooperation with Skilled Nursing Facilities with 3 stars and better rating (3-day 

waiver). Patients who meet criteria can be admitted to SNF for further care instead of 

admission to the hospital. This can be accomplished from ER, physician office as well 

as hospital.

Organization - reevaluate compensation and service agreements with physicians 
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3-year plan

MACRA is a new law and therefore in year 3 of our plan the only action we recommend 

is to improve access to care. This should be done by employing more Primary Care 

Physicians, aligning more Primary Care physicians as well as specialists, and employing more 

mid-level clinicians such as Physician Assistants and Nurse Practitioners. The midlevel 

employees are a cost effective alternative to a physician and should be utilize for simple visits. 

Also, at this point solo practitioners will be looking to join a bigger organization as MACRA 

regulations will make their practice unsustainable.

5-year plan

Evaluate the effects of the new regulations and consider expansion for Primary Care 

facilities as well as standalone Emergency Rooms based on population analysis.

 

Market Analysis Summary

The RANKL community in reference to the primary counties served (Fort Bend and 

Harris) spans approximately 2,565 square miles and contains an estimated population of 

5,077,247 residents. The overall area accounts for approximately 6,491,870. Harris accounts 

for an estimated 4.4 million community members, equating to approximately 68% of the 

service area and this significantly expanded between years 2000 and 2010. Fort Bend County 

experienced the most population growth between 2010 and 2015 at a rate of 16%. Between 

2015 and 2020, Fort Bend is expected to experience an 11% population increase. 

Katy is one of the most rapidly growing suburbs of Houston, Texas. 20% of the 

population in Katy is 60+ years old, in another 5-10 years this will increase to 30%, (see 
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Figure 5). In Katy, the remaining population is spread out with 31.5% under the age of 18, 

8.7% from 18 to 24, 30.9% from 25 to 44, and 20.7% from 45 to 64.   

Figure 5: Katy Population

The racial makeup of Katy is 83.98% White, 4.24% African American, 0.56% Native American, 

0.50% Asian, 0.04% Pacific Islander, 8.65% from other races, and 2.03% from two or more 

races. Hispanic or Latino of any race is 23.75% of the population (see Figure 6).

 Figure 6: Racial Makeup of Katy Area

There are approximately 13 skilled nursing facilities in the area (see Figure 7). 
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Along the I-10 Katy freeway, there are approximately 7 medical facilities- including a Cancer 

Center, Children’s Hospital, RANKL, and Trauma Services with several other physician offices 

and clinics in the area. 

Figure 7: Skilled Nursing Facilities

Katy’s economy is energy-oil and gas related with median income/ household of 

$63,000 (Katyedc.org, 2012), statistically the lowest 25% of the community would be averaging 

annual incomes of $31,500, more than other neighboring cities, suggesting Katy residents 

have private insurance and are self-paying. Texas has 11% of its population enrolled in 

Medicaid with a large portion of these being pregnant women and children (Nighohossian, 

Rittenmaier, Wang, 2013).
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It is important to note the insurance status of the population in the RANKL service 

region. In 2015, 11% of Fort Bend County and 16% of Harris County members were reported 

as uninsured. In 2015, approximately 11% of overall community members were enrolled in 

Medicare. With that, 57,838 residents of Fort Bend enrolled in Medicare which accounts for 

approximately 9% of the estimated Fort Bend population. Though only approximately 11% of 

community members are insured through Medicare, that population is expected to have the 

largest increase between 2015 and 2020. This directly correlates to the growth expected within 

the senior population as community members reach Medicare eligibility age. It is important to 

note Medicare benefits not only seniors age 65 and older but also those with disabilities and 

end stage disease states. The number of uninsured community members and members 

insured through Medicaid are expected to decrease between 2015 and 2020, while the number 

of members privately insured is expected to increase by 9%.

RANKL does not have direct competitors in the area. The competitor organizations 

located in Katy have cornered a market with a specific niche which is not in competition with 

RANKL. RANKL however is located 60 miles from largest Medical Center in the world and 

some patients with complicated health issues may choose to travel there.

RANKL has a competitive advantage in that it has an organizational brand known for 

quality and patient-centered care. In creating an ACO, RANKL can continue to promote its’ 

brand as a leader in quality throughout the Fort Bend and Harris County regions. Additionally, 

RANKL can use the existing allocated resources for advertising, but focus on promoting the 

brand as one of only a few accountable care organizations in the Houston area. We will also 

be able to promote our short wait times and high patient satisfaction.  As we will begin 

collecting quality metrics sooner than some healthcare organizations in the area, we will have 
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the data to show in our clinics and provide resources to our existing patient population about 

the high quality of our primary care physicians. As RANKL continues to align more primary 

care clinicians and partners with skilled nursing facilities, we will be able to utilize these 

resources as an avenue to promote the RANKL brand. 

Financial Summary

RANKL is at a breakeven point as of the current year, with the following financial ratios. 

 Current Year

CF Margin 8.64%

EBIDA to Assets 3.58%

EBIDA to Equity 5.46%

Days in patient accounts receivable 38 days

Complete financial statements are attached as Appendix 4

RANKL Clinics provides an average of 12,000 ACO attributed patient visits per year, 

with 12,000 current ACO attributed memberships. Patient growth is estimated to increase at a 

1.5% rate per year (see Figure 8). RANKL Clinics offers 10 levels of visits (5 for new patients 

and 5 for existing) with an average market price at $200 per visit. Revenue generated from 

ACO attributed visits is at 2.4 million dollars at Year 1 (see Figure 9).
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Figure 8: Number of ACO Attributed Patients

Figure 9: Revenue from Attributed Patient Visits

RANKL has 70 employed PCPs and 10 Hospital Aligned PCPs. The panel size for employed 

PCPs is averaged at 1250; panel size for Aligned PCPs is averaged at 1750.

● About 16% of the panel is Medicare FFS population, and 70% of that population will be 

attributed.

Year 1 Medical Expenses assuming $14,000 Medicare expenditure PMPY (not accounting 

variable cost, fixed cost, facility impact, and physician incentives) are:

Employed PCPs 

● 70 Employed PCPs * 1250 panel size * 16% Medicare FFS * 70% Attributed * $14000 

PMPY = $137.2M

Aligned PCPs:
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● 10 Aligned PCPs * 1750 panel size * 16% Medicare FFS * 70% Attributed * $14000 

PMPY = $27.4M

Total Year 1 Medical Expenses for attributed patients: $137.2M + $27.4M = $164.6M

The following table presents Medical Expenses of ACO Attributed Patients for Performance 

Year 1-5:

 Medical Expenses for ACO 

Attributed Patients (In Millions)

Hypothetical Medical Expense 

Benchmark 

Year 1 $164.6 $175

Year 2 $166.8 $176

Year 3 $169.3 $180

Year 4 $171.8 $184

Year 5 $174.4 $187

MACRA Incentives

To calculate incentives offered by MACRA with MSSP Track 3, RANKL will first need to 

establish benchmark on per-capita Medicare spending for attributed patients based on 3-year 

historical spending. Future spending is forecasted based on national growth in Medicare 

spending, with risk-adjustments applied. Benchmark of per-capita Medicare spending for 

RANKL is established at $175 million for Performance Year 1. Actual expenditure is estimated 

at $165 million, with cost savings estimated at $10 million (see Figure 8).
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Figure 10: Medicare Spending for Attributed 

Patients in Year 1

RANKL is assumed to meet 100% of quality goals in Year 1, 88% in Year 2, 75% in Year 3, 

72% in Year 4, and 76% in Year 5. The following table presents the Savings Distribution based 

on the quality goal assumptions. 

CMS Savings Distributions for Performance Year 1-5 are shown below.

 Percentages

Program Year RANKL CMS

1st Year 75% 25%

2nd Year 65% 35%

3rd Year 56% 44%

4th Year 54% 46%

5th Year 57% 43%

Performance payment limit for Track 3 is set 20% with Loss Sharing limit at 15%; the following 
table outlines the potential maximum impact of Shared Savings/Loss rate on RANKL.
 

Track 3 MSSP Potential Maximum Impact for Performance Year 1-5 (In Thousands)
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  Visits -15% -10% -5% 0 5% 10% 20%

Year 1 12,000 $(25,200) $(16,800) $(8,400) - $8,400 $16,800 $33,600

Year 2 12,180 $(25,578) $(17,052) $(8,526) - $8,526 $17,052 $34,104

Year 3 12,360 $(25,956) $(17,304) $(8,652) - $8,652 $17,304 $34,608

Year 4 12,546 $(26,347) $(17,564) $(8,782) - $8,782 $17,564 $35,129

Year 5 12,734 $(26,741) $(8,914) $(17,828) - $8,914 $17,828 $35,655

To receive the 5% APM bonus, RANKL will establish a quality team that enforces determined 

quality metrics, and overseeing RANKL’s quality development and performances.

● Salary expenses for Quality Team with one manager and one analyst: $142,600

RANKLE will also staff two care coordinators.

● Salary expenses for two Care Coordinators: $99,600

Total salary expenses for MACRA transition will be $242,200.

The following table outlines the financial data for Performance Year 1-5
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Year 1 Year 2 Year 3 Year 4 Year 5

Number of ACO Attributed 
Patients

12,000 12180 12360 12546 12734

Total benchmark expenditures 
minus total expenditures (Total 
Savings In Thousands)

$10,000 $9,300 $11,000 $12,400
 

$13,100

Final Sharing Rate 75% 65% 56% 54% 57%

RANKL Shared Savings (In 
Thousands)

$7,500 $6,045 $6,160 $6,696 $7,467

5% APM Bonus (In Thousands) $375 $302 $308 $335 $373

Salary Expenses for MACRA 
Implementation

($242) ($242) ($242) ($242) ($242)

Net Incentives Received (In 
Thousands)

$7,633 $6,105 $6,226 $6,789 $7,598

Loss Sharing Limit at 15% (In 
Thousands)

 
$(25,200)

 
$(25,578)

 
$(25,956)

 
$(26,347)

 
$(26,741)

Maximum Shared Savings at 20% 
(In Thousands)

 
$33,600

 
$34,104

 
$34,608

 
$35,129

 
$35,655
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Appendix 1
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Appendix 3

 (CMS, 2015)

MSR/MLR -minimum savings and loss rates (MSR/MLR),
Medicare Shared Savings Program (MSSP)
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Appendix 4
CONSOLIDATED BALANCE SHEETS (In Thousands) for current breakeven year

Assets   

Current Assets   

Cash and Cash equivalents  $14,291.00

Assets limited as to use  206,893.00

Patient accounts receivable, net  46,853.00

Inventory and other current assets  13,970.00

 Total Current Assets 282,007.00

Assets limited as to use, net of amounts required 
to meet current obligations

 

409,168.00

Property and equipment, net  480,495.00

Other assets  7,931.00

 Total Assets  1,179,601.00

Liabilities and Net Assets   

Current Liabilities   

Accounts payable and accrued 
expense

 79,149.00

Estimated third-party settlements  6,299.00

Short – term bond debt  278,750.00

 Total Current Liabilities 364,198.00

Long-term debt  29,709.00

Other long-term obligations, primarily related to 
self-insurance

 11,737.00

 Total Liabilities 405,644.00

Net Assets   

Unrestricted  725,045.00

Temporarily restricted  23,765.00

Permanently restricted  25,147.00

 Total Net Assets 773,957.00

 Total  Liabilities and Net Assets
 1,179,601.00
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CONSOLIDATED STATEMENT OF OPERATIONS AND CHANGES IN NET ASSETS (In Thousands)

Revenue   

Net patient revenue  475,114.00

Uncollectible  (25,558.00)

Net patient revenue  449,556.00

Other revenue  39,396.00

 Total Revenue 488,952.00

Expenses   

Salaries and wages, related 
personnel cost

 256,318.00

Supplies and pharmaceutical  94,901.00

Services and other expenses  95,499.00

446,718.00

 Earnings before interest, 
depreciation and 
amortization 42,234.00

Depreciation and amortization  39,132.00

Interest  3,102.00

  42,234.00

 Operating Income 0.00

 Excess of Revenue over 
Expense

0.00

Increase Unrestricted Assets  0.00

Increase Temporarily Restricted Net 
Assets

 7,689.00

Increase Permanently restricted Net 
Assets

 1,927.00

Increase in Net Assets 9,616.00

 Net Assets, Beginning of 
Year

764,341.00

 Net Assets, End of Year 773,957.00

CONSOLIDATED STATEMENT OF CASHFLOW (In Thousands)
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Operating Activities   

Cash from patient services  481,303.00

Other receipts from operations  41,444.00

Interest income, dividends and 
other income

 5,090.00

Cash paid to employees  (252,733.00)

Cash paid for supplies  (186,826.00)

Interest paid  (3,418.00)

 Net Cash Provided by 
Operating Activities

84,860.00

Investing Activities   

Purchase of property and 
equipment

 (32,648.00)

Purchases of investment  (458,823.00)

Sales of investment  427,128.00

 Net Cash Used in Investing 
Activities

(64,343.00)

Financing Activity   

Principal Payment on bond debt  (19,405.00)

Contributions to permanently 
restricted net assets

 2,150.00

 Net Cash Used in Financing 
Activities

(17,255.00)

 Net increase in cash and 
cash equivalents

3,262.00

 Cash and cash equivalents at 
the beginning of the year

11,030.00

 Cash and cash equivalents at 
the end of the year

14,291.00

 


