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Introduction

The Commission on Nonprofit Health and Human Services assembled four workgroups to investigate various aspects and conditions impacting the Nonprofit Health and Human Services Providers, the State, and the delivery of services.  The Private Provider Cost Increases, Nonprofit Agency Financial Condition and Sources of Revenue Workgroup was tasked with testing various financial conditions and evaluating the changing business environment.  The following report represents the findings of the workgroup and recommendations based on those findings.  We believe that a strong partnership between the State and the Nonprofit Providers is essential to the delivery of quality services to the citizens of our State.  The recommendations offered in this report highlight remedies in areas of concern and opportunities to improve service delivery.   The Workgroup appreciates the opportunity to work on such an important assignment and feels hopeful regarding the potential impact that implementation of the report's recommendations would have on improving the system.

 

Part 1

Task:  To analyze nonprofit private provider cost increases that represent costs increases that exceed the CPI or represent a larger percentage of a provider's budget than would normally be attributed in the CPI calculation.  

Method:   Research was performed on industry and governmental information regarding inflationary increases.  

Over the past several years there have been changes in the business environment faced by the Non-Profit Health and Human Services providers that have challenged the provider community to meet new mandates and inflationary increases for essential expenses that have far outpaced the normal inflationary increases and represent a larger percentage of the private provider budget than would normally be represented in a typical CPI calculation.  These are the type of expenses a nonprofit agency has little ability to control.  Although it may be within an agency's control to improve efficiencies or scale down the quality of a commodity or service, it would not be realistic to believe these expenditures could be eliminated.   

In the case of several of these expenses there is industry data for the State of Connecticut and the Northeast region of the country that indicates the inflationary increases in those sectors.  For the groups where the data is available we have looked at the period of time from 1999 to 2009 for comparison purposes.  Some of the items are too narrow in scope because of the specialized nature of the service or mandates imposed by the State and Federal government through licensing and new legal provisions to be able to apply actual industry inflation figures.  In those cases we have indicated the factors leading to inflationary increases over the normal CPI allocation.  

a. Health Care Benefits Premiums

From the period of 1999 to 2009, health care benefits have increased by 135% in the State of Connecticut.  With the COLAs the providers have received it is unlikely that the provider community has been able to sustain the same level health benefits the employees once had access to under the provider plans.  There are cases where the providers still allow their employees access to the higher levels of health insurance but the premium cost to the employees has become so high they can't afford to take advantage of the provider's plan.  There are a number of providers that have employees in the wage categories that make the employees eligible for inclusion in the Husky Plan.  Provider employees that are utilizing the Husky Plan for the health benefits represent an unintended and undocumented additional cost to the State of Connecticut. 

Source:  The Burden of Health Insurance Premium Increases on American Families, Executive Office of the President of the United States

b. Electrical Utilities

CL & P from the year 2000 to 2010 has increased rates 90.1%

UI from the year 2000 to 2010 has increased rates 87.3%

Due to the physical plant requirements of providers the CPI allotment doesn't entirely include these increases.

Source:  State of Connecticut - Department of Utility Control

c. Motor Vehicle Expenses

Motor vehicle expenses, including general motor vehicle upkeep costs, and the cost of fuel and insurance increased by 77% during the period between 1999 and 2009.  Providing transportation for clients is a higher percentage of operating expenses than the CPI would normally allow in its calculation.

Source:  US General Services Administration

f. Insurance:  Liability, and D & O -  These are types of insurance that are specific to the provider community in many cases and premiums have increased beyond normal inflation.  The increases by provider are too individual to document.  This expense is not within the provider’s control to economize.  

g. Maintenance of Technology, Staff Training and Billing - Over the past several years there have been many new requirements for data collection, billing, data encryption, etc., coming from various sources.  These are unfunded mandates and have been very expensive for the providers to managed and absorb.  The outcome of unfunded mandates being passed to the providers is either a reduction in the quantity or quality of services being provided, or to have a detrimental impact on the private providers' financial position. 
h. Property Maintenance and Repairs - This expense is once again too individual in nature to attach a specific inflationary increase to the expense.  Again this is an area where the private providers are very likely to have expenses that far exceed the CPI because of the nature of the business they engage in and the types of clients and services provided.  Grants have not historically been given allowances for these types of expenses.   

i. Wage Adjustments Below the CPI - During the period from 1999 to 2009, Human Services contracts were increased by approximately 23.9%.  The CPI increase from 1999 to 2009, has been 28.77%.  As we look at expenses that represent a large portion of a private provider’s budget and the requirement to absorb increases beyond the CPI, these factors are likely to impact the salary increases in a negative way causing private provider salary increases to not only not meet the CPI, but also not meet the State COLA percentage.  Private provider employees that are in the lower paying positions and are not receiving regular increases that keep pace with inflation have historically had higher turnover rates.  These employees are often represent the largest single group of the employees.  High turnover rates increase costs in staff training, recruitment, and since this group often has the most direct contact with the clients, it negatively impacts the quality of service and client continuity.

Part 2

Financial Condition of Agencies

Task:  To determine the financial condition of the State's Private Provider Community.

Method:  The workgroup researched and selected tools to produce a comprehensive view of the financial condition of the State's non-profit providers.   The workgroup selected a sample group of 101 from the 490 Health and Human Services providers with revenues over $300,000 who receive State funds.  The workgroup then proceeded with the calculation of various financial ratios specific to nonprofits to test the financial fitness of the sample group.  The results from the sample group were then compared with the Urban Institute's National Study of Nonprofit-Government Contracts and Grants:  Overview, from the National Study of Nonprofit-Government Contracting Survey Results (2009 Data), and found that the sample group and the Urban Institute's findings indicated similar results regarding the financial condition of the providers.  

The Workgroup split the stratified sample group into three categories for analysis purposes.  Group 1, as we will refer to it in our outcome analysis, is comprised of providers that had total revenue ranging from $300,000 up to $2,000,000, representing 31.68% of the total sample group or 32 agencies.  Group 2 is comprised of providers with revenues from $2,000,000 up to $10,000,000, representing 36.64% of the total sample group or 37 agencies.  Group 3 is the providers with total revenue over $10,000,000 representing 31.68% of the entire sample group or 32 agencies.  The decision to split the groups by these dollar values was made because large clusters of vendors clustered at midpoints in each group and became more sparsely spaced towards the group break points.   

The calculations were performed on the data taken from the in the private providers' audits, that were conducted by certified public accountants, and provided to the State of Connecticut, as per the State's contracting regulations.  The audit period used was SFY 2009.  The following are the outcomes of the financial ratio calculations:

The first group of ratios we tested was related to the liquidity of the Agencies and their immediate ability to meet expenses with the reserves on hand.

The first financial ratio we tested was the Defensive Interval (DI).

DI  = Cash + Marketable Securities +  Receivables / Average Monthly Expenses

This ratio score indicates how many months the organization could operate if no additional funds were received.  The Defensive Interval includes all funds, including funds that are being held for restricted purposes and may not be able to be accessed for certain operating expenses. 

Synopsis of Results:  The results indicate that with the inclusion of all funds, the Group 1 and Group 2 providers are in a similar financial condition with roughly 25% of those tested not having sufficient assets to cover one month of expenses without receiving more funds.  The Group 3 providers did score higher on this ratio with only 6.25% of the providers not having one month's worth of expenses available.  Overall 19% of all providers did not meet the minimum of one month's of expenses on hand.    

The second financial ratio tested against the sample group was the Liquid Fund Indicator.  

Liquid Funds Indicator (LFI) = Total Net Assets - Restricted Net Assets - Fixed Assets/Average Monthly Expenses

The liquid funds indicator is similar to the defensive interval in its use but is more conservative in removing assets with restrictions on them from the calculation.  It also determines the number of months of expenses that can be covered by existing assets.  The benchmark for a favorable rating is a minimum of 1 month assets or a LFI score of 1 or more.  This ratio has been used more often with non-profit providers because it does exclude restricted funds, that may not actually be available to cover operating expenses.  Restricted funds are more common in the non-profit environment than in the private sector in general because of restrictions set by donors and by the provider’s board.

Synopsis of Results:

The vast majority of providers do not have an acceptable level of assets to cover one month of operating expenses.  The results are somewhat effected because the audits were as of 6/30/2009 and the next quarter's allotment for State funding had yet to arrive.  With that said, this would be the financial situation the providers would find themselves in at the end of every quarter.  Only 22.77% of the entire sample group had an acceptable ratio score of over 1.0.  The smaller providers in Group 1 had a higher percentage of providers with acceptable scores.  Groups 2 and 3 both had poor results.  The difference between the DI and LFI results would indicate that Group 1 had fewer restricted funds than in Groups 2 and 3, changing the ranking of the Group results.  

The third financial ratio we tested was the Liquid Funds Amount (LFA).

.  

LFA= Dollar Value of Unrestricted New Assets - Net Fixed Assets + Mortgages and Other Notes Payable

The liquid funds amount is a common size value that quantifies the liquid unrestricted dollar amount that an organization has available to meet current obligations.

Synopsis of Results:  This ratio is difficult to assess en masse with a sample group.  To determine what is actually needed in liquid assets to be financially stable is highly individualize and based on the expenses of that particular provider.  It is safe to assume that providers with a negative balance are experiencing serious financial difficulty and this represents 33.66% of the providers tested.  With this ratio the providers in Group 1 seem to be in a better financial condition than the providers in Groups 2 and 3. 

The fourth financial ratio tested was the Operating Reserve Ratio (OR):

OR= Operating Reserves/Annual Operating Expenses

Operating Reserves are the portion of the unrestricted net assets that are available for use in cases of emergency to sustain financial operations or in the case of an unanticipated event of significant unbudgeted increases in operating expenses or losses in operating expenses.  An acceptable minimum OR score is 25%.  

Synopsis of Results:  

Groups 1 and 2 both had over 50% of their providers not meeting the 25% target for operating reserves.  Group 2 had over 70% of their providers not meeting the 25% reserve.  These are poor results and indicate the providers experience chronic cash shortages.  Organizations in this position can not engage in long range planning and opportunities, but rather are concerned with the current stability of the organization.  This negatively impacts the service network.

The fifth financial ratio tested was the Savings Indicator.

Savings Indicator (SI) = Revenue - Expense/Total Expense

The savings indicator measures the increase or decrease in the ability of an organization to add to its net assets.  

Synopsis of Results:  According to a study conducted by the University of Wisconsin-Milwaukee, values greater than one indicate an increase in savings.  The savings indicator is a simple way to determine if an organization is adding to or using up its net asset base.

There were no providers in the test group that achieved a score of 1 or higher.  The results indicate that all of the providers in the sample are being forced to use their net asset base to remain viable.  This is a very serious indicator of the Providers' future financial viability and of great concern.  
Further research has discovered that this ratio can be defined in different ways.  As indicated above the University of Wisconsin - Milwaukee has defined the ratio outcomes as scores below 1 indicate that the provider would not be able to save and would need to use their net base to remain viable.  The following example uses this definition:

Revenue - Expense/Total Expense or 100-50/50=1.  This would indicate that a provider would need twice as much revenue as they have expenses to be able to save.  

Guidestar offers the following definition for its use:

"The savings ratio reveals the rate of the nonprofit's savings in measuring the relationship between total annual savings and total expenses.  Although the savings ratios is an important component of longevity, high ratios may indicate excessive savings.  

The savings ratio should be considered in combination with the liquid funds indicator.  If the nonprofit has low liquid funds, a higher savings ratio may be desirable."

To test the Guidestar definition, a combined analysis of both the Operating Reserves (OR) Ratio and the Savings Indicator (SI) was conducted for each provider group.  The OR is being used for this analysis because there is a defined target of a score of 25% or more being a favorable rating.   A second analysis was performed combining the Liquid Funds Indicator (LFI) and the Savings Indicator (SI).  
Synopsis of Results:  The majority of providers in 2009 were not in a financial position that would allow them to take advantage of new business opportunities.  Since only one year was tested it is not known if 2009, represents a trend or just one year of poor performance.   The majority of the providers did not have the liquid funds or the savings capability to adequately support a meaningful strategic plan or demonstrate an ability to take advantage of business opportunities.  This means the State of Connecticut’s private provider community is working too close to the margin to be able to change and grow with the business environment and this will negatively impact the State’s ability to exploit revenue opportunities and changes to new proven service models.    

The sixth financial ratio we tested was the Debt Ratio.

Debt Ratio (DR) = Average Total Debt/Average Total Assets

The Debt Ratio measures the proportion of assets provided by debt.  High values indicate future liquidity problems or reduced capacity for future borrowing.

The higher ratios indicate the risk to potential lenders and would cause lenders to need to increase their rate of return to mitigate the risk.  Historically high risk borrowers have to pay higher interest rates if they can borrow at all.  Providers that have to pay high interest rates or can not borrow, makes it difficult for them to compete and certainly changing their payer mix would be very difficult for them to sustain.

If the ratio is less than 0.5, most of the provider’s assets are financed through equity. If the ratio is greater than 0.5, most of the company's assets are financed through debt. Organizations with high debt/asset ratios are said to be "highly leveraged," and have low liquidity.  An organization with a high debt ratio (highly leveraged) would find it difficult to continue to operate if creditors started to demand repayment of debt.

Synopsis of Results:  Overall slightly more than half of the providers tested had Debt Ratios over .5, making them less attractive for financing opportunities.  Group 1 once again, scored slightly better than Groups 2 and 3.  A high debt ratio coupled with not having a safe amount of operating reserves available would put a provider in a precarious financial position.  

The seventh ratio we tested was the Current Ratio (CR). 

CR = Current Assets/Current Liabilities

The current ratio is an indication of an agency's liquidity and ability to meet creditor's demands.   If an agency's ratio is below 1 it will have difficulty meeting its short term obligations.  A ratio of 2 is generally considered to be acceptable.

Synopsis of Results:

The Group 1 providers scores indicated that 40.63% would have difficulty meeting creditors demands, with nearly 75% of all the providers in Groups 2 and 3 having scores indicating they would have the same difficulty.   Group 3 only had 12.5% providers that would have difficulty meeting short term obligations, while 25% of Group 1 and 37.03% of Group 2 would have difficulty meeting their short term obligations. 

As indicated earlier in the report, the ratio results from the sample group were compared with the Urban Institute's National Study of Nonprofit-Government Contracts and Grants:  Overview, from the National Study of Nonprofit-Government Contracting Survey Results (2009 Data), and it has been found that the sample group and the Urban Institute's findings indicate similar results regarding the financial condition of the providers.  

The following are the findings of the Urban Institute’s National Study of Nonprofit-Government Contracting Survey Results (2009 Data) regarding the financial position of providers in the State of Connecticut:
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Ratio Analysis Conclusion:

The Workgroup's analysis, confirmed by the Urban Institute's report indicate that a large percentage of the Connecticut non-profit providers are in a financially precarious position, operating dangerously close to their margin and likely would not be able to maintain operations if they experienced unforeseen increases in expenses or a financially detrimental incident.   
The difference between smaller and larger community based nonprofit providers, as it pertains to financial fragility, requires more careful analysis given the significant variables between organization’s administrative costs, capital assets, fund development capacity, and ability to leverage debt. 

Years of operating without adequate funding have had the impact of eroding the capability to provide services.  Lack of adequate funding over time causes providers to forego strategic planning that would benefit the entire system in favor of attempting to maintain basic, current operations.  The outcome will be more providers will fall into the financially “unhealthy” categories and will not be able to make the required changes and advances that the system needs to achieve to remain viable. 

Part 3

Sources of Revenue

Task:  Explore the Nonprofit Providers current sources of revenue and potential future sources.

Method:  Four separate tracks of analysis were employed to provide a comprehensive picture including a.) the State funding of the nonprofit community during the past decade, b.) the current revenue funding mix,  c.) trends in philanthropy, and d.) possible future funding mixes.    

A.) During the period of 1999 to 2009, the State of Connecticut has applied a cumulative total of 21.7% in increases, (also known as COLA increases) to the private provider grant funded programs.  During that same of time, based on fiscal years, the CPI has increased by 27.7%. During this period of time there have been years where the State COLA did exceed the CPI for that year but because of a lack of keeping pace with the CPI in prior years, still resulted in the overall funding for each year being less than the CPI increase would have required.  As has been indicated previously in the report, the Consumer Price index does not adequately represent the expenses of the Nonprofit Private Provider community.  A more accurate indicator may be the Medical CPI that allocates increases to expenses that fall into a private provider’s operations.  The Medical CPI increased 42.2% during this same period of time.  The following is a comparison of the State COLA, the general consumer CPI against the Medical CPI:
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Medical Consumer Price Index: 
The Medical Consumer Price Index is one of the eight major spending groups that make up CPI. It is broken into two large categories; medical care services (MCS) and medical care commodities (MCC). MCS is the larger of the two, incorporating the costs of professional services, hospital and related services, and health insurance. MCC includes prescription/nonprescription drug costs and other medical supplies. Further details on the Medical Consumer Price Index are available at the Bureau of Labor Statistics website.
B.) The second part of the revenue analysis employed the use of the Revenue Ratio, providing information on the actual sources of revenues in the Private Providers community.  These results will be represented by percentages by sources and grouped in the same manner as the Financial Fitness portion of the report, with Group 1 consisting of 32 providers with revenue between $300,000 and below $2,000,000 in revenue.  Group 2 consists of providers with between $2,000,000 and below $10,000,000 of revenue consisting of 37 providers and Group 3 consists of 32 providers, with revenues over $10,000,000.  
Synopsis of Results:  
Group 1 had the highest percentage of Governmental Funding at 75.82%.  The Group 2 and 3 had very similar levels of Governmental Funding 64.00% and 62.08% respectively.  Another interesting similarity is that Groups 1 and 2 have the same exact percentage of funds coming from Philanthropy efforts at 9.5%, while Group 3 had a much lower percentage of funds from Philanthropy, with donated funds making up only 1.7% of their overall revenues. 
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C.) The Chronicle of Philanthropy reported on October 17, 2010, that donations had dropped 11% at the nation's biggest charities during this last year.  This is the worst decline in two decades, with this year’s decrease being four times as great as the next largest annual decrease that was recorded in 2001 at the rate of 2.8%.  

It has been reported that there are many factors leading to these nationwide decreases including unemployment rates, the economy at large, the impact of tax laws, and stock market losses impacting both corporate and private donors.  

Many donors are investors and have an investor mentality and if they begin to believe that the non-profits they have been supporting are no longer financially viable, there continued support becomes less likely.    

Investors are acknowledging the need for donations to sustain operations now rather than to support innovation as they had in the past, although they are often unhappy with the need to subsidize State grants because of a lack of adequate inflation in grant funding to continue to provide services.   

Locally, nonprofit providers that have merged with larger organizations have found that the merger often negatively impacts their community based image and the perception of local donors.  The perception becomes that the organization is larger and not in need of the donations, and donors are no longer interested in making donations because of concerns that the funds will no longer be used in the local community. 

D.)  There is the possibility of changing the funding mix for services, and exploring more Medicaid reimbursed services.  The following are opportunities and challenges that occur when switching the funding source from grant funding to Medicaid funding:    

Opportunities:

1.  The service being provided must be a medical model. 

2.  A rate of 50% reimbursement is available for the services being provided.

3.  These types of services utilize evidence based practices with a proven outcome record. 

4.  Medicaid Waivers can be established to provide services outside of the State plan to a specific group and contain costs. 

Challenges:    

1.  Changing to a medical model often requires the direct care provider have a higher level of credentials or licensing, which results in higher wages needing to be paid to the employees of the non-profits. 

2.  To be able to maintain the electronic records, reporting and billing requirements, expensive infrastructure changes need to be made by private providers.  Reporting requirements include time studies, detailed cost reports and precise recording requirements within the client record.  There is also an increased need for employee training.    

3.  Audits are performed on the providers by the Recovery Audit Contract (RAC) and on average require a reimbursement from providers of 15% to 20%, usually due to simple clerical errors or record omissions. 

4.  Interim rates are established, and then cost settled as a certified public expenditure.  

5.   Department of Administrative Services acts as the billing agent.   

6.  There is no reimbursement for the non medical aspects of the service including case management, travel time or other costs associated with client care that are required to provide the service but not the service itself, i.e., a prolonged intake process and meetings for a client returning to the State, etc..

The opportunity to receive reimbursement for provided services is a very attractive option but a cost benefit analysis should be preformed before a decision to change a service model from grant funding to a medical model that would be applicable for reimbursement.  The analysis needs to include all the new costs to the providers associated with the change, what parts of the service will no longer be funded but will still need to occur to be able to perform the service.  These expenses should be weighed against the projected income from the reimbursement of expenditures.  If reimbursements do not equal the additional costs and the potential grants necessary to continue to provide the non reimbursable portions of the service, it might not be financially advantageous to pursue changing the funding mix.   

Report Conclusions:
The Workgroup set out on this task with some impressions regarding the condition of nonprofit provider business environment.   Many times during our analysis we found ourselves surprised by the results and concerned about the future of the service delivery network.  We knew as we started our report that the State was under some of the most difficult economic and financial conditions that it had ever been presented with, making the services offered by the nonprofit community all that more important to the citizens of the State, but coupled with a lack of resources from the State to refresh and invest in the nonprofit community. The following recommendations are a balance between the two areas of concern, the need to keep this network of providers viable and the lack additional resources to support the network.  We looked at how delivery of services, administrative mandates and the payer mix can impact a provider and the actual cost of services with the hope of removing non-value added activities.  We looked at the combined costs of activities to both the State and the Nonprofits in service delivery.  We believe that to some degree the two entities have been considered separately, instead of as partnership that must be considered as a whole.  Consideration of how these recommendations might impact the entire system of care and all the costs associated with service delivery will lead us to wiser decision making and a better quality, more efficient service delivery system.  Our goal is to have a true partnership with a vehicle to create a planned structure for the delivery of services and shared implementation of changes in the service environment.   
Recommendations

1.   We believe it is important to have data over a period of time.  It is recommended that a retrospective calculation of financial ratios included in this report be conducted from 2007 to 2010, with the audits that are on hand at the OPM to determine if the results indicate trends.  It is further recommended that the financial ratios be completed on an on-going basis so trends in the private providers’ financial condition can be assessed over a period of time.  

2.  It is recommended that a special committee of providers and State officials, chaired by the Nonprofit Liaison to the Governor, be assembled to assess and report on financial trends and unforeseen expenses and analyze provider increases and fixed costs impacting the private providers' financial position and possible solutions.

3.  It is recommended that when system wide technical requirements are imposed or expected of Nonprofit providers that the State takes a lead role in assisting providers by investigating the options, initiating a bidding process to attempt to achieve savings and by providing technical assistance to providers.  The current method results in a duplication of effort and costs and often results in providers having not acquired the required product.  It also results in a system that makes communication with State agencies and other private providers inefficient which further burdens the system because of a lack of consistency amongst the State Agencies. 
4.  A cost benefit analysis should be conducted for all revenue producing initiatives including Medicaid services, waivers, and Private Non-Medical Institution. This analysis should be conducted with not only the State’s costs being considered but also the costs to private providers. It is recommended that the State be cautious in its attempts to change the payer mix.  If the new costs to the entire system, including both the State and the providers, are more than the State will receive in reimbursement it should be understood that this will not be a cost effective change for the State and may result in a need to continue to provide grant funding for non-reimbursable expenses.  When providers do not have the investment dollars to establish the infrastructure necessary to successfully make the change in the payer mix, it results in audit findings and significant repayment of funds only further jeopardizing the providers' financial condition.  
5.  It is recommended that mechanisms be developed to compensate not for profit providers doing business with the state for necessary costs that occur outside the control of the provider. These necessary costs most commonly occur due to vacancies, admission delays, discharge delays, transfer delays, or unfunded continued occupancy (aka overstays). 

6.  It is recommended that a break-even analysis be done when changing service models and funding streams to determine if the funding model matches the program type and size and that the census requirements are realistic for the provider to remain financially viable.  

Consideration should be given to the size of the program, turnover and average billable units of care.  The best practices movement to smaller settings may make previous rate setting and funding models less effective and appropriate than the larger services they were created for decades ago.  
Ratio Results Appendix:

Defensive Interval (DI)
DI scores for Group1:

N=32

Median:  3.08

Mean:  3.36

Percentage of Providers with Less than One Month in Reserves:  21.88%

DI scores for Group 2:

N=37

Median:  1.75

Mean:  2.50

Percentage of Providers with Less than One Month in Reserves:  27.03%

DI scores for Group 3:

N=32

Median:  1.91

Mean:  2.74

Percentage of Providers with Less than One Month in Reserves:  6.25%

Group 1, 2 and 3 Results:

N=101

Median:  1.49

Mean:  4.59

Standard Deviation:  2.68

Liquid Funds Indicator (LFI)

LFI Scores for Group 1

N=32

Median:  -0.08157

Mean:  0.536865359

Percentage of Providers with Negative Scores:  48.38%

Percentage of Providers with Scores over 1.0:  41.94%

Percentage of Providers below an acceptable range:  58.06%
LFI Scores for Group 2

N=37

Median:  -1.05154

Mean: -1.011010973

Percentage of Providers with Negative Scores:  62.16%

Percentage of Providers with Scores over 1.0:  21.62%

Percentage of Providers at or below an acceptable range: 78.38%

LFI Scores for Group 3

N=32

Median:  -0.26933

Mean: 0.032160038

Percentage of Providers with Negative Scores:  68.75%

Percentage of Providers with Scores over 1.0:  6.25%

Percentage of Providers below an acceptable range:  93.75%

Group 1, 2 and 3 Results:

N=101

Median:  -.84

Mean:  .71

Standard Deviation:  4.42

Liquid Funds Amount (LFA)

LFA Scores for Group 1:

N=32

Median:  $78,386

Mean: $136,122

Percentage of Providers with Negative Cash Balances:  22.58%

LFA Scores for Group 2:

N=37

Median:  $85,116

Mean: $414,048

Percentage of Providers with Negative Cash Balances:  39.47%

LFA Scores for Group 3:

N=32

Median:  $464,443

Mean: $3,850,644

Percentage of Providers with Negative Cash Balances:  37.50%

Operating Reserves Ratio (OR)

OR Scores for Group 1:

N=32

Median:  21.99%

Mean: 35.29%

Percentage of Providers with Scores of Less than 25%:  53.13%

OR Scores for Group 2:

N=37

Median:  18.62%

Mean: 34.93%

Percentage of Providers with Scores of Less than 25%:  56.76%

OR Scores for Group 3:

N=32

Median:  9.85%

Mean: 22.95%

Percentage of Providers with Scores of Less than 25%:  71.88%

Group 1, 2 and 3 Results:

N=101

Median:  12.27%

Mean:  31.25%

Standard Deviation:  .4215

Savings Indicator (SI)

Savings Indicator Scores for Group 1:

N=32

Median:  -0.0167

Mean: -0.039950702

Percentage of Providers with a Savings Indicator Score of 1 or Higher:  0%

Savings Indicator Scores for Group 2:

N=37

Median:  -0.000587

Mean: -0.046403845

Percentage of Providers with a Savings Indicator Score of 1 or Higher:  0%

Savings Indicator Scores for Group 3:

N=32

Median:  0.002631

Mean: -0.018584777

Percentage of Providers with a Savings Indicator Score of 1 or Higher:  0%

Group 1, 2 and 3 Results:

N=101

Median:  .00

Mean:  -.011

Standard Deviation:  .15573

Operating Reserves / Savings Indicator

Combination OR/SI

Group 1 had 17 out of 32 providers, or 53% of the providers, had the combination of an OR score below 25% and a SI score at or below .04.  

Group 2 had 21 out of 37 providers, or 57% of the providers, had the combination of an OR score below 25% and a SI score at or below .07.

Group 3 had 23 out of 32 providers, or 72% of the providers, had the combination of an OR score below 25% and a SI score at or below .04.  

Liquid Funds Indicator / Savings Indicator

Combination LFI/SI
Group 1 had 18 out of 32 providers, or 56% of the providers, had the combination of an LFI score below 1 and a negative SI score.  

Group 2 had 28 out of 37 providers, or 75% of the providers, had the combination of an LFI score below 1 and a SI score of score at or below .04.  

Group 3 had 29 out of 32 providers, or 90% of the providers, had the combination of an LFI score below 1 and a SI score at or below .07.  

Debt Ratio

Debt Ratio Scores for Group 1:

N=32

Median:  0.35539

Mean: 0.53457309

Percentage of Providers with a Debt Ratio Score of .5 or Higher:  41.94%

Debt Ratio Scores for Group 2:

N=37

Median:  0.536668

Mean: 0.59004512

Percentage of Providers with a Debt Ratio Score of .5 or Higher:  55.26%

Debt Ratio Scores for Group 3:

N=32

Median:  0.598468

Mean: 0.62736829

Percentage of Providers with a Debt Ratio Score of .5 or Higher:  65.63%

Group 1, 2 and 3 Results:

N=101

Median:  .54

Mean:  .58

Standard Deviation:  .388

Current Ratio

CR Scores for Group 1:

N=32

Median:  2.29

Mean: 9.29

Percentage of Providers with a Score Below 1:  25.00%

Percentage of Providers with a Score Below 2:  40.63%

CR Scores for Group 2:

N=37

Median:  1.32

Mean:  2.65

Percentage of Providers with a Score Below 1:  37.03%

Percentage of Providers with a Score Below 2:  75.68%: 

CR Scores for Group 3:

N=32

Median:  1.48

Mean: 2.11

Percentage of Providers with a Score Below 1:  12.50%

Percentage of Providers with a Score Below 2:  75.00%: 

Group 1, 2 and 3 Results:

N=101

Median:  1.49

Mean:  4.59

Standard Deviation:  13.7

Revenue Ratio

RR scores for Group 1:

N=32

Governmental Funding %: 75.82%

Philanthropy %:  9.5%

Other Sources %:  14.68%  

RR scores for Group 2:

N=37

Governmental Funding %:  64.00%

Philanthropy %:  9.5%

Other Sources %:  26.5%

RR scores for Group 3:

N=32

Governmental Funding %:  62.08%

Philanthropy %:  1.7%

Other Sources %:  36.22%

Group 1, 2 and 3 Results:

Governmental Funding

N=101

Median:  76.15%

Mean:  67.14%

Group 1, 2 and 3 Results:

Philanthropy

N=101

Median:  1.15%

Mean:  7.03%
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