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Work Group Charge: The Work Group will develop a series of payment reform and quality measurement 
recommendations to facilitate the transformation of our health care system.  To the extent practicable 
the Work Group will seek consistency with the reform imperatives of the MRT Phase 1 work, as well as 
the Patient Protection and Affordable Care Act (ACA).  

Federal health reform is commencing with a focus on the development of shared savings models, 
pioneer accountable care organizations, risk-sharing assumption demonstrations, clinical integration, 
and bundling of services and payment across traditional silos of delivery. Inherent in all of these 
emerging initiatives is a patient-centric focus on quality improvement and patient safety.  

In the context of the above, focused activities for the Payment Reform & Quality Measurement Work 
Group includes:  

  Recommend how New York State can encourage the development of innovative payment and delivery 
models. These may include: Accountable Care Organizations, Bundling, Gain Sharing, Clinical 
Integration, and other shared savings and/or risk-sharing arrangements. 

  Explore and identify evidence-based quality indicators to benchmark New York's Medicaid program 
and the provider delivery system. Performance goals will also be developed to inform future Medicaid 
policy.  

  Explore issues in the New York State Disproportionate Share Program and related indigent care 
funding mechanisms, including compliance with federal law and Health and Human Services/Centers 
for Medicare and Medicaid Services (HHS/CMS) requirements; consider recommendations for needed 
work to ensure long-term viability.  

  Consider criteria that can be used to identify "safety net" providers, and the implications of such a 
designation on local planning, financing, care delivery, and oversight.  

  Should time permit, the Work Group may also assess the implications of the product of other MRT 
Work Groups on: payment for workforce education, including graduate medical education; workforce 
shortages; IT investment; and opportunities for access to capital financing.1  

 

                                                            
1
 The Work Group decided not to pursue these additional topics in order to devote their limited time to the discussion and development of 

recommendations for their focused activities.  Given other opportunities, the Work Group will revisit these additional issues.   
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MEETING DATES AND FOCUS: 

 September 20: The Work Group met for the first time in Troy, New York.  The Work Group was 
provided with an overview of the MRT’s progress thus far and informed of the timeframe for 
completion of the Work Group’s objectives.  The Work Group reviewed and agreed upon its 
charge.  The Work Group then discussed and developed guiding principles, providing staff with a 
working draft of guiding principles that would be revised and presented at the next meeting.  
The Work Group agreed that flexibility was an important component to the development of any 
recommendations. The Chairs then provided a presentation on federal budget challenges (i.e., 
federal payment reductions, ACA’s impact on Medicare management, impact of federal deficit 
reduction/debt ceiling, Select Committee reduction options, and Medicare Recovery Audit 
Contractor) and innovative payment models (i.e., the role of the CMMI, available federal 
demonstration projects, CMS shared savings models, and New York MRT reform options). The 
Work Group discussed at length the expenditures and unique needs of New York’s dual eligible 
population (i.e., persons eligible for Medicare and Medicaid).  In addition, the Work Group spent 
some time discussing quality measures, with a particular emphasis on the distinction between 
science-based versus standard of care.  The Work Group also reviewed data on Medicaid 
patients that meet the federal definition for qualifying for health homes and sources of HCRA 
funding.  The Work Group requested additional information from the Department of Health on 
health homes and DSH/Indigent Care funding.  

 September 27: The Work Group met for the second time in Troy, New York.  The Department of 
Health provided further information on health homes and DSH/Indigent Care funding as 
requested at the September 20 meeting. The Work Group discussed the draft health home 
payments for sample populations and the role of potentially preventable admissions (PPA) and 
potentially preventable readmissions (PPR). The Department of Health presented on essential 
community providers.  The Work Group requested additional information from the Department 
of Health on how the various federal demonstrations and MRT program proposals presented at 
the first meeting would work together to improve patient care in New York’s health care system.  
The Work Group then reviewed and commented on the proposed guiding principles, providing 
staff with additional revisions for incorporation and presentation at the next Work Group 
meeting.  The Work Group also reviewed and commented on the first three proposed 
recommendations, providing staff with revisions for incorporation and presentation at the next 
Work Group meeting.      

 October 18: The Work Group met for the third time in New York City.  The Department of Health 
presented on how the Department of Health sees the federal demonstration projects and MRT 
program proposals working together to improve patient care in New York’s health care system.  
After the presentation, the Work Group reviewed and adopted the proposed guiding principles.  
The Work Group then began to review and revise the four proposed recommendations.  All four 
proposed recommendations were adopted by the Work Group.   
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Outside Experts Consulted with:  No outside experts were consulted or presented at the Work Group 
meetings; however, the Work Group was provided with comments and suggestions submitted by 
stakeholders and the public to the Payment Reform & Quality Measurement Work Group email address. 
To date, the Work Group has received approximately 25 submissions through its website. 

Brief Summary of Discussions that Led to Focus on Recommendations Included in this Report: It was 
particularly important to the Work Group that the concept of patient-focused and patient-centered care 
be the driving force behind any payment reform and quality measurement recommendations.  The 
Work Group took its responsibility to Medicaid beneficiaries/patients very seriously and tried to ensure 
that any recommendation they set forth would improve the New York State health care system while 
improving the overall health outcomes of its patients.  To this end, the Work Group felt it was important 
to establish a set of guiding principles to consider when developing recommendations. The guiding 
principles adopted by the Work Group are as follows: 

 Innovative payment models should: 

1) Be transparent and fair, increase access to high quality health care services in the 
appropriate setting, and create opportunities for both payers and providers to share 
savings generated if agreed upon benchmarks are achieved. 

2) Reduce fragmentation of health care services and promote fully integrated patient 
centered/directed models where possible. 

3) Be accountable for patient outcomes and improved health of the population being 
served. 

4) Be scalable and flexible to allow providers in all settings and communities (regardless of 
size) to participate, reinforce health system planning, and preserve an efficient essential 
community provider network. 

5) Allow for flexible multi-year phase-in to recognize administrative complexities, including 
network development and systems requirements (i.e., IT). 

6) Align payment policy with quality goals. 

7) Reward improved performance as well as continued high performance. 

8) Incorporate strong evaluation component and technical assistance to assure successful 
implementation.  
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 Quality measures should: 

1) Be transparent and fair, be based on a standard of care or evidenced based science,  
 and be cognizant of or align with nationally accepted measures. 

2) Include metrics to measure health outcomes of the population being served. 

3) Be flexible enough to recognize advances in medicine that will improve patient care. 

4) Include patient experience/satisfaction, access to care, and social/economic 
measurements where applicable.  

5) Seek to align quality measurement across payers including Medicare and others. 

6) Be appropriately risk-adjusted, including socio/economic and cultural competence 
metrics, especially when used to compare providers or make incentive payments. 

7) Align with appropriate payment models and incentivize providers across the continuum 
of care. 

8) Promote patient participation and responsibility in health care decision-making. 

9) Incorporate strong evaluation component and technical assistance to assure successful 
implementation.  

10) Include a public reporting process on measures and outcomes. 

The Work Group also recognized that the New York State health care system is on the verge of a major 
reconfiguration.  Governor Andrew Cuomo’s call to have virtually all Medicaid recipients enrolled in 
some form of care management, as well as the immediate need to bend the New York State Medicaid 
cost curve, was duly noted. The Work Group discussed reform opportunities at both the federal and 
state level, with a particular emphasis on the ability of such reform opportunities to work cohesively to 
align payment methodologies, improve the provision of health care services in New York State, and 
increase patient satisfaction.  
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SUMMARY LISTING OF RECOMMENDATIONS: 

1) Pursue partnership agreement with CMS to integrate Medicaid & Medicare service delivery and 
financing for the dual eligible population.  

GOALS: 

 Achieve “triple aim” as defined by CMS:  Improve patient care experience; improve the health of 
populations; and reduce the per capita cost of health care. 

 Create opportunities for providers/payors/patients to realize financial benefits and improved 
outcomes as system efficiencies are achieved and quality benchmarks attained.  

 Promote improved patient care.  

 Secure investment of resources from CMS which are required to implement this 
recommendation.  Such funds need to be flexible and could be used for continued funding of 
care management (Health Homes) beyond the two year incentive period; HIT; ACO or Medical 
Home development; shared savings initiatives; other innovative initiative development; and 
transition of all patients into care management with a focus on patient-centered/patient- 
focused approaches.  

2) Adopt a series of accepted performance measures across all sectors of health, aligning measures 
already being collected in New York in Medicaid managed care, including managed long term care 
with federal requirements.  

GOALS: 

 Need to utilize a core set of measures that are flexible to address the evolving delivery systems 
and tailored to the setting and population served. 

 Be based on a standard of care or evidence-based science. 

 Implement public reporting process on measures and outcomes. 

 Reward providers for improved and/or continued high performance.   

 Take into consideration differences in clinical conditions as well as social conditions in 
measuring outcomes when the data is available. 

3) Develop general principles that can be applied towards revising the New York State DSH/Indigent 
Care program. 

GOALS: 

 Develop a new allocation methodology consistent with CMS guidelines to ensure that New York 
State does not take more than its share of the nationwide reduction.   

 Fair and equitable approach to allocate funds across hospitals with a greater proportion of funds 
allocated to those hospitals that provide services to un/underinsured. 

 Simplify allocation methodology and consolidate pools. 
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4) Create financing mechanisms that strengthen the financial viability of New York’s essential 
community provider network.  

GOALS: 

 Ensure patient access to provider services that may be otherwise jeopardized by the provider’s 
payer mix or geographic location. 

 Focus should be on essential providers that are not financially viable, provide a disproportionate 
level of care to financially vulnerable populations, provide essential health care services, and 
provide a high fraction of health services in their market area. 

 Provide supplemental financial support to ensure the long-term viability of designated 
providers. 

 Reinvest a portion of savings generated from reforms and downsizing within an impacted 
community to maintain that community’s health care delivery system.  

 Implement review process for designated providers for administrative/operational efficiencies, 
quality standards, provision of essential services, and potential for integration or collaboration 
with other entities. 

At the October 19 meeting, the Work Group approved each of the above recommendations by a vast 
majority.  The concerns of those few who dissented are articulated in this report or in white papers and 
presentations included as attachments to this report.  
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Medicaid Redesign Team 
Payment Reform & Quality Measurement Work Group  

Final Recommendations – November 1, 2011 
 

Recommendation Number:   1 

Recommendation Short Name:  Pursue partnership agreement with CMS to integrate Medicaid & 

Medicare service delivery and financing for the dual eligible population. 

Program Area: CMS Waiver 

Implementation Complexity:   High 

Implementation Timeline: The Department of Health needs to begin discussions with CMS immediately 

in order to ensure that timeframes for achieving full integration of the Medicaid and Medicare programs 

can be achieved within 3-5 years.   

Required Approvals:   Administrative Action    Statutory Change 

 State Plan Amendment  Federal Waiver 

Proposal Description: There are approximately 

700,000 individuals in New York State that are eligible 

because of their age or disability for coverage under 

both the Medicare and Medicaid programs.  The 

expense to care for this population is enormous: DOH 

estimates that within New York State this population 

consumes approximately 45% of Medicaid ($23.4B) 

and approximately 41% of Medicare ($11.3B) 

spending.2  New York recognizes that there is an 

opportunity to optimize care and reduce costs for this 

population by restructuring the system in which they 

receive care. 

     

 

 

                                                            
2 It should be noted that DOH is working with CMS to review these New York State estimates.  Nationally, the dual 
eligible population in 2008 consumed $250 billion – 1/4 of Medicare spending and nearly 1/2 of Medicaid pending. 
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Governor Andrew Cuomo, through the work of the MRT, has set as a goal that virtually every member of 
the Medicaid program be enrolled in some kind of care management organization within the next 3-5 
years.  New York sees full capitation as its preferred financial arrangement, but is open to other 
financing systems in the interim.  The Department of Health recognizes that reaching full capitation 
where acute, behavioral health and long-term care services are all coordinated by a single accountable 
entity will take years to develop.   

New York has spent considerable time developing managed long term care plans that integrate 
Medicare and Medicaid.  New York’s enrollment in Programs of All-Inclusive Care for the Elderly (PACE) 
is the highest in the nation and the Medicaid Advantage Plus (MAP) program was one of the first in the 
nation to integrate care through a managed care plan that participates in both Medicare and Medicaid.  
Nevertheless, each of these models has limitations and enrollment has grown slowly.  

Under this recommendation, New York would seek a waiver from CMS that would redefine the 
relationship between the two largest public health care programs by taking on risk for the delivery and 
financing of Medicare services for dual eligibles in New York.  In turn, New York would partner through 
“sub-capitation arrangements” with health plans and/or integrated provider groups (ACOs) that have 
sufficient network capacity and are capable of delivering care and assuming risk for the full spectrum of 
Medicare and Medicaid covered services. 

 It will be important to work with health plans and providers in considering inclusion of risk adjustment 
and other measures into capitation or sub-capitation arrangements. 

The dual-integration initiative will be a key component of a CMS waiver.  New York will seek to secure an 
investment of federal resources.  New York is optimistic it can secure waiver approval because such 
investments will generate additional returns and the Federal government will realize significant savings 
from Phase 1 of New York’s Medicaid redesign plan ($18.8 billion over 5 years).   

Financial Impact:  This proposal will coordinate the care of approximately 700,000 dual eligible 
beneficiaries who spend a combined total of almost $34.8 billion in Medicaid and Medicare per year.  
There is the potential to generate significant savings through the improved management of this 
population and alignment of billing practices.  

Health Disparities Impact:  Dual eligibles are more than twice as likely to be members of racial and 
ethnic minorities (42% compared to 16% of non-dually eligible Medicare beneficiaries).  They are more 
than four times as likely to have a cognitive or mental impairment as non-dually eligible Medicare 
beneficiaries and 60% have a limitation in at least one activity of daily living.3   

Integrating Medicare and Medicaid services will allow for program design features that recognize the 
unique demographics and needs of New York’s dual eligible population. 

                                                            
3 Source:  National Academy for State Health Policy; Making Medicaid Work; Issue Brief #6; December 2004. 
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Benefits of Recommendation: This proposal creates a potential WIN-WIN-WIN. 

 Members win because they will have access to better coordinated health care services. 
 

 The Federal government wins because it has generated savings. 
 

 New York State providers/health plans win because of simplified administration and the 
opportunity to share in savings that result from care integration. 

By locking in on a guaranteed funding stream, New York can work with the provider/plan community to 
manage resources and may mitigate the impact of additional federal Medicare cuts beyond those 
currently programmed through sequestration.  

 Waiver funds could be used for the implementation/development of Health Homes, 
Accountable Care Organizations, Patient Centered Medical Homes, Clinical Integration, 
Shared Savings, and/or Gainsharing. 

The current system is complex.  Patients and providers are forced to navigate a variety of plan and 
program types.  There are inconsistent rules and processes that confuse and frustrate patients and 
providers alike.  These complexities and inconsistencies deter participation by providers and decrease 
patient satisfaction.  A single integrated entity will reduce administrative burdens on providers and 
patients, resulting in a better overall experience for providers and patients.   

Most importantly, a single integrated entity will improve patient outcomes through effective care 
management.  The dual eligible population has a high utilization rate of health care services.  
Establishing a single entity to oversee the care of these patients will ensure that these patients receive 
the right care at the right time and in the right setting.  

 

Concerns with Recommendation:  If the New York State health care system does not perform and 

generate savings under the capitation payment, it could put New York at financial risk for any losses. 

 It is clear that for this effort to be successful, New York will need a strong partnership with 
the provider community to work together (to truly bend the cost curve).  Through care 
management and proper financial incentives the reward should far outweigh the risk.  
 

 Moreover, the Department of Health will develop a risk sharing process and phase-in 
whereby the State will only accept Medicare capitation payments for members in those 
regions of the State where adequate plan capacity exists.  Careful implementation will 
significantly curb risk for both the State and plans/providers.  
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Key to the success of their efforts, the State and CMS need to develop option(s) that allow for the full 
integration of Medicaid and Medicare programs – both financially and programmatically – while 
preserving members’ freedom of choice. Furthermore, the State needs to work aggressively with CMS to 
remove current barriers to the growth in existing programs such as PACE and Medicaid Advantage Plus, 
add integrated programs for custodial nursing home residents, and develop criteria for potentially new 
area coordination entities, as appropriate.  
 
There was some discussion regarding the speed, process and design of the waiver initiative New York 
State is pursuing in order to achieve full integration of the dual eligible population.  Specific concerns 
raised related to the state going at risk for such a large and needy population in light of the State’s 
current fiscal status and its capability to simultaneously assume responsibility for Medicare risk.  
 
Work Group members also expressed concern that as operational efficiencies are achieved through 
improved health care systems there is the potential that savings will leave the health care system: 
Funding could exit the State to the extent for-profit commercial plans withdraw funds from the system.  
To address this concern, the Department of Health will continue to work with plans and other 
stakeholders to develop shared savings or other models (e.g., bundled payments, gainsharing, etc.) that  
will measure system efficiency (e.g., reduce ED use, avoidable hospital admissions, etc.) at the 
community level and reinvest these savings equitably among accountable entities.   

Impacted Stakeholders:  Medicare and Medicaid beneficiaries; health care providers who care for 
Medicare and Medicaid beneficiaries; health insurance companies who provide services to Medicare 
and Medicaid beneficiaries; not-for-profit organizations that currently assist persons eligible to receive 
Medicare and Medicaid benefits apply for and navigate the Medicare and Medicaid programs.    
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Medicaid Redesign Team 
Payment Reform and Quality Work Group  

Final Recommendations – November 1, 2011 
 

Recommendation Number:   2 

Recommendation Short Name:   Quality Measurement 

Program Area:  Quality 

Implementation Complexity:   Mid to High 

Implementation Timeline:  Continue to collect quality data on Medicaid managed care and Managed 
long term care (MLTC); begin measurement of Health Home populations in 2012-2013; begin 
measurement of mental health/substance abuse in 2012; begin measurement of long term care (outside 
of MLTC) in 2012; expand measurement of mental health/substance abuse in 2013-2014; expand 
measurement of long term care in 2013-2014. 

Required Approvals:   Administrative Action    Statutory Change 

     State Plan Amendment  Federal Waiver 

Proposal Description:   Adopt a series of accepted performance measures across all sectors of health 
care, aligning measures already being collected in New York in Medicaid managed care (including 
managed long term care (MLTC) with federal requirements. To the extent that quality measures are 
used as incentives or penalties in reimbursement, they should be aligned across the managed care and 
fee-for-service systems to the extent feasible (e.g., preventable admissions).  

Governor Cuomo and the MRT have set a goal to not only reduce the cost trend of the Medicaid 
program, but to also improve quality.  New York State has a long history of measuring, monitoring, and 
improving quality for enrollees in Medicaid managed care through a system called the Quality Assurance 
Reporting Requirements (QARR).  Reported annually, QARR is a set of performance measures for 
Medicaid, Child Health Plus, and commercial managed care.   While significant progress has been made 
in the quality of care delivered to Medicaid managed care enrollees, currently there isn’t a 
measurement system to monitor the quality of care provided in fee-for-service Medicaid.    

Under this recommendation, New York will build off of its experience in quality measurement and 
monitoring in Medicaid managed care by developing systems to measure the care in Medicaid fee-for-
service, specifically in the areas of mental health/substance abuse and long term care.  In addition, 
efficiency metrics including avoidable hospitalizations, avoidable emergency room visits, potentially 
preventable readmissions, and potentially preventable complications will be measured across various 
entities including managed care, health home, and patient-centered medical homes. 
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Key to this redesign effort will be an examination of patient utilization of hospital services, especially 
patient flow through emergency departments in relation to access and quality of service. This may 
require discussions with CMS regarding current federal requirements.  

 

To accomplish this recommendation, the following goals will need to be met: 

 Need to utilize a core set of measures that are flexible to address the evolving delivery systems. 

 Be based on a standard of care or evidence-based science. 

 Implement public reporting process on measures and outcomes. 

 Reward providers for improved and/or continued high performance.   

 Take into consideration differences in clinical conditions as well as social conditions in measuring 
outcomes when the data is available. 

 

Financial Impact:  None 

Health Disparities Impact:  Quality measurement will have a positive impact on minorities in the 

Medicaid program in New York.  Building off the work done with Medicaid managed care plans using 

QARR data, quality measures can be shown by race/ethnicity; this is already being done today for 

Medicaid managed care and is available on the Department of Health website.  Stratification of all 

quality measures by race/ethnicity will be a requirement. 

Benefits of Recommendation:  Quality measurement across all of Medicaid ensures accountability for 

process and outcomes.  Quality measurement is also the starting point of the quality improvement 

cycle:  Plan, Do, Study, Act.  Without measurement, there cannot be improvement. 

Concerns with Recommendation:  Some sectors of the Medicaid program will be accountable for quality 

outcomes for the first time.  There is an initial reluctance to measurement due to uncertainty of the 

results, but the commitment to measurement and improvement will continue to be the long term goal. 

Impacted Stakeholders:  Managed care plans; health homes; providers; consumers. 
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Medicaid Redesign Team 
Payment Reform & Quality Measurement Work Group  

Final Recommendations – November 1, 2011 
 

Recommendation Number:   3 

Recommendation Short Name:   Indigent Care Funding Program   

Program Area:   Indigent Care 

Implementation Complexity:  High 

Implementation Timeline:  Short-Term 

Required Approvals:   Administrative Action    Statutory Change 

     State Plan Amendment  Federal Waiver 

Proposal Description: First, the Medicaid Redesign Team Payment Reform & Quality Measurement 
Work Group recommends that general principles be developed that will be used to guide the task of 
reforming the New York State Indigent Care Program.  These principles will be applied once the federal 
Centers for Medicare and Medicaid Services (CMS) provides guidance for determining how state 
allocations of federal Disproportionate Share Hospital (DSH) funding will be reduced as part of the 
implementation of the Affordable Care Act.  This new federal law requires the reduction of current 
available federal funding for DSH to pay for care of the newly insured. 

The goals for changes to the State’s Indigent Care Program are as follows: 

1) Develop a new allocation methodology (consistent with CMS guidelines) to ensure that New York 
does not take more than its share in the nationwide reduction.   

2) Develop a fair and equitable approach to allocate funds across hospitals with a greater proportion of 
funds allocated to those hospitals that provide services to the uninsured, underinsured and Medicaid 
populations. 

3) Simplify the current funding allocation methodology. 

4) Protect access to care for the targeted population as federal health care reform is implemented. 

5) Promote transparency and accountability.  

6) Develop stronger link between compliance with the Hospital Financial Assistance Law and receipt of 
payments from the Indigent Care Program that is not more onerous for providers and restrictive for 
patients.  
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The Workgroup has developed a set of guiding principles that should be utilized in the reform of the 
current Indigent Care Program which are as follows: 
 

1) It is critical for all New York State health interests to advocate against further reductions in 
federal funding for DSH and other programs for eligible consumers and providers. 

2) The Indigent Care Program needs to be transparent and accountable.  

3) New York State should make changes in its uncompensated care pool allocation formulas 
consistent with CMS guidelines in order to preserve its share of available federal DSH funding 
and to maintain current funding levels to the extent possible. 

4) Uncompensated care pool allocations should preserve separate funding streams for public and 
private hospitals as is reflected in the current methodology. 

5) Subject to federal guidelines, the components of need in valuing uncompensated care support 
should be primarily based on charity care and uncompensated care to low-income uninsured, 
underinsured, and Medicaid patients, but not bad debt. 

6) New York State should distribute funds across hospitals using an allocation methodology that 
distributes a greater proportion of funds to those hospitals providing a disproportionate share of 
uncompensated care need.  Proper weighting should be given such that the priority is first 
targeted to the uncompensated care provided to the uninsured and the underinsured, and then 
to the Medicaid population. 

7) New York State should explore and pursue with the federal government all available options, 
including but not limited to a waiver, to preserve public hospital essential community provider 
funding and mitigate shortfalls caused by reductions in federal DSH funding.   

 
The Indigent Care Program needs to be transparent and accountable. The work group heard serious 
concerns about variability and compliance with the Hospital Financial Assistance Law. To address these 
issues of transparency, accountability, and compliance the work group further recommends that a new 
work group be convened – including DOH representation for input and guidance on administrative, legal 
and federal share concerns – to:  

o Recommend strengthened means to ensure compliance with the Hospital Financial Assistance 
Law; and  

o Consider appropriate links between the Indigent care Program distribution methodologies and 
Hospital Financial Assistance law.  

 
Financial Impact:  None at this time, however, it is projected that New York allotment of federal DHS 
funding will be reduced by $71 million in federal fiscal year 2013/2014 and increasing to $85 million in 
federal fiscal year 2014/2015.  It is projected that total funding to New York will be reduced by over $2.5 
billion through federal fiscal year 2019/2020. 
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Health Disparities Impact:  New York needs to ensure that federal DSH funding is distributed in 
accordance with federal requirements to ensure that access to services for the uninsured, underinsured 
and Medicaid population is not negatively impacted. 

Benefits of Recommendation:  Hospitals will be appropriately reimbursed for providing services to the 
targeted population and access to these services will not be negatively impacted. 

Pool distributions will be dependent upon compliance with the Hospital Financial Assistance Law.  

Concerns with Recommendation:  Implementation of changes to the funding formulas for DSH in 
accordance with CMS guidelines may create the potential for a significant reallocation of funding to 
hospitals.  This, in turn, could result in unintended fiscal consequences that may need to be addressed 
through a waiver or other means.     

Impacted Stakeholders:  Hospitals; consumers.   
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Medicaid Redesign Team 
Payment Reform & Quality Measurement Work Group  

Final Recommendations – November 1, 2011 
 

Recommendation Number:   4 

Recommendation Short Name:  Establish two initiatives – Essential Community Provider Network & 

Vital Access Providers 

Program Area:  Payment Reform 

Implementation Complexity:   Medium 

Implementation Timeline:   Resources for this initiative will need to be available very soon in order to 

facilitate the Brooklyn reconfiguration plan and meet other community needs. 

Required Approvals:   Administrative Action    Statutory Change 

     State Plan Amendment  Federal Waiver (Possible) 

Proposal Description:  The health care system in New York State is undergoing a significant 
transformation.  The Affordable Care Act (which will be implemented in large measure starting in 2014) 
will significantly decrease the number of uninsured New Yorkers, but these gains come with potentially 
deep cuts in Indigent Care funding to hospitals and other programs.  Moreover, to close the federal 
budget gap, the Congressional Deficit Reduction Committee is contemplating deep reductions in 
Graduate Medical Education that will put tremendous pressure on the State’s teaching hospitals.  And, 
lastly, the Medicaid Global Cap will limit Medicaid spending to the inflation rate which will further 
compress growth.  These measures, taken in total, could have the unintended consequences of 
destabilizing health care providers that serve a high proportion of the uninsured, Medicaid, and other 
vulnerable populations.      

The Payment Reform & Quality Measurement Work Group spent considerable time discussing the 
health care environment and the impact rapid changes will have on providers who serve 
disproportionate numbers of uninsured, Medicaid, Medicare, and other vulnerable populations.  While 
the Payment Reform & Quality Measurement Work Group recognizes that change is inevitable, it 
strongly believes that safety-net providers who offer essential services within their communities must 
emerge from this restructuring stronger financially than they are today.  
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To this end, the Payment Reform & Quality Measurement Work Group recommends two initiatives – 
Essential Community Provider Network (short-term funding) and Vital Access Providers (ongoing rate 
enhancement or other support) - to ensure access to care for patients. The Work Group recommends 
that New York State assume an active role in ensuring certain essential community providers (hospitals, 
nursing homes, D&TCs or home health providers) be eligible to receive short-term funding to achieve 
defined operational goals such as a facility closure, merger, integration or reconfiguration of services.  
After collaborating with the members of the Medicaid Redesign Team Health Systems Redesign: 
Brooklyn Work Group, this measure has the potential to be a useful tool and could be used in concert 
with HEAL/FSHRP funding in the reconfiguration and rightsizing of the Brooklyn health care system and 
be consistent with previously endorsed Medicaid Redesign Team recommendations (i.e., MRT #67: 
Assist Preservation of Essential Safety-Net Hospitals, Nursing Homes and D&TCs).  

The Work Group members shared the view that if the State is going to offer certain providers an 
enhanced Medicaid rate then it needs to be offered in very limited situations to accomplish specific 
well-defined goals.   

In order to receive funding under this initiative, providers must apply to the Department of Health for 
consideration and present a plan with clearly defined benchmarks for achieving well-articulated goals, 
including improved quality, efficiency, and the alignment of health care resources with community 
health needs.  This plan will also include a budget that will be the basis for reimbursement and for 
identifying required financial resources.  Failure to meet goals articulated in the plan within the defined 
timelines (no more than 2-3 years) will result in the immediate termination of the rate enhancement.   
 
Moreover, based on the understanding that the Department of Health has with CMS, it is incumbent 
upon the facility to also demonstrate how its plan and the investment will ultimately return savings 
longer term for the Medicaid program.  

For this initiative to be successful and not drive significant new expenditures to the Medicaid program, it 
should be used strategically and sparingly.  The Commissioner of Health (with community input) will 
make the final decision concerning which facilities are eligible by applying the following criteria:     

 Demonstration of integration of services with other providers and improved quality, access, 
and efficiency; 

 Engagement with community stakeholders and responsiveness of plan to community health 
needs;  

 Financial viability based upon certain metrics (profitability, debt load, and liquidity); 

 Provision of care to financially and medically vulnerable populations; 

 Provision of essential health services; and/or 

 Provision of an otherwise unmet health care need (e.g., behavioral health services). 
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Benchmarks that must be present in any acceptable plan are key to the success of this initiative.  Such 

measures might include: 

 Administrative and operational efficiencies; 

  Quality and population health standards; 

  Provision of essential services;  

  Improved integration or collaboration with other entities; and/or 

 Achieving health care cost savings.  
 

Furthermore, for the Department of Health to make the required investment of taxpayer funds for this 
purpose, it must have confidence in the applicant’s governance structure and the ability of its board and 
executive leadership to implement the plan and take decisive steps to stabilize the financial condition of 
the facility, while improving quality and efficiency.  As a requirement to receive these funds, it is also 
possible restructuring officers and new board members (with expertise in certain areas) could be 
recruited to replace or enhance the existing leadership as a means to ensure the plan’s fruition. 

Vital Access Provider (VAP): 

The Work Group also envisioned the need to provide ongoing rate enhancement or other support to a 
small group of hospitals, nursing homes, D&TCs, and home care providers, as described above, but 
under more stringent basis over a longer term. These facilities will still be required to submit a plan and 
a budget for meeting defined goals, which would include approaches to advance community care, but 
the purpose of these funds is to provide longer term operational support.  Examples of providers that 
could receive this designation and enhancement could include efficient hospitals and other providers in 
rural communities that have already reconfigured services to create integrated systems of care and that 
require a rate enhancement to remain financially viable and continue to provide a service not offered 
elsewhere in the community (e.g., emergency department, trauma care, obstetrics). Moreover, in urban 
areas, qualifying providers will be unique in that they serve a very high proportion of Medicaid and 
financially vulnerable populations, provide unique services that are not offered by other providers 
within the community, and have serious financial problems.  Again, the VAP provider designation and 
any allocation of funds are subject to approval by the Commissioner of Health and is pursuant to a 
dynamic plan to better the health of the community. These facilities would also be required to 
demonstrate satisfaction of benchmarks specified by the Commissioner.     

The Work group encourages the state to support the development of physician practices in underserved 
areas and the involvement of physician practices in integrated systems of care, particularly through 
electronic health records and payment arrangements. We acknowledge that steps have already been 
taken in this regard through enhanced Medicaid payments for physician practices that have received 
patient-centered medical home accreditation and Doctors Across New York practice support and loan 
repayment assistance grants. The expansion of Medicaid managed care has also driven additional 
physician participation in the Medicaid program and promoted primary care for Medicaid beneficiaries. 
Nevertheless, more can be done to support physicians seeking to practice in underserved areas.  
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Financial Impact:  This recommendation will need to be funded through a combination of State 
allocations and up to $450 million in HEAL/FSHRP funds.  State allocations could be generated through 
the redirection of Transition 1 and/or 2 funds and the New York State General Fund.  In addition, the 
State could also seek a federal Medicaid waiver from CMS to acquire funding specifically designated for 
VAP.  

Benefits of Recommendation:  This recommendation will ensure continued access to vital health care 
services for the uninsured, Medicaid, and other vulnerable populations during a period in which the 
health care system is experiencing significant restructuring and payment reform. VAP funds coupled 
with HEAL/FSHRP reserves of up to $450 million provide a sufficient funding source to ensure the 
smooth transition of services within communities and to provide reinvestment capital for new 
investment paradigms. 

The temporary rate enhancement and the VAP program are expected to improve accountability and 
transparency while addressing community health needs.  Requiring providers to submit plans for how 
funds will be utilized to achieve specific restructuring goals that meet the community’s health care 
needs will ensure that funds are being used appropriately.  To this end, the Work Group recommended 
that plan, progress reports, and funding allocations be kept current and made available on the 
Department of Health’s website.  

Concerns with Recommendation:  The Payment Reform & Quality Measurement Work Group voiced 
serious concerns that within the Medicaid Global Cap VAP funding would be used to support/prop-up 
financially inefficient and ineffective facilities.  Furthermore, the Payment Reform & Quality 
Measurement Work Group worried that parochial interests would drive the inappropriate use of VAP 
funding and undermine the intent of the program by extending timelines or bending eligibility 
requirements. Moreover, under the Medicaid Global Cap (where Medicaid spending is fixed to an annual 
appropriation), there was concern that unwise use of these funds could ultimately impact other 
providers if spending exceeds the cap and broader based cost containment actions are required. 

 Accordingly, for reasons explained above, this program will need to be used sparingly to achieve 
specific strategic goals with public reporting on progress. 

Impacted Stakeholders:  Health care providers who deliver a significant portion of services to the 
uninsured, Medicaid, and other vulnerable populations; health care consumers in under-served 
communities.  
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A New Proposal for Charity Care in New York State
COMIrIEE

Anne Bove,
mis proposa’ contains tiwee major recommendations:

Daniel porro, Funds from the Charity Care hospital pooi wouJd be distributed to
hospitals to provide servjces for the umnsured. 100% of the iuindmg wouldAparna Mekola, .

rreasu,e, be allocated to ahospitals on the basis. of actually providing care to

Ruchikd Bai uninsured patients. By accomplishing this important new allocation method,
Sèaetaq hospitals would receive payment to meet their obligation ofproviding care

Laura Caruso for the uninsured under the Patient Financial Assistance Law (Manny’s

ArThur Edwards Law).

Adrienne Mercer A sleciai Upper Payment Limit (UPE) payment would be developed for
Ngozi Moses safety net hospitals, which are defined as hospitals that provide a significaht

(on leave) level of their services — 50% -- to Medicaid and uninsured patients.
Sandra Opdycke

Harold Oshorn, M.D. The Diagnostic and Treatment Center pool would be increased to a level that
Carmen Santana would match the percent of coverage ofpayment for services, to the

Gwendolyn Scott uninsured that is provided to the hospitals from their Charity Care pooi.

Hon. Karen Smith Backaround
Diana Williams1ODS Each year nearly $1 billion dollars is distributed from a hospital Charity

Care pool. This is one of the least accountable, least transparent
st*n distributions ofpublic finding. Since 1983, New York State has done the

Judy Wessler right thing in collecting dollars and distributing the dollars to hospitals but
this is done under the guise of providing finding for the care of the

Mary U uninsured and the under-insured. The problem is the method of distributionEducation/Outreach -

Coo,rJ/nayor of the finding. Hospitals have been allowed to use an antiquated accounting
methodology to, compute how much they are owed from the pooi.

Tn 2008, the State Health Department set up a Task Force to review the
pools and ultimately recommend that 100% of the finding be distributed to
hospitals based on the care that they provide to uninsured patients. This
makes a great dealof sense, particularly in light of the passage of the Patient
Financial Assistance Law (Manny’s Law) which requires all hospitals to
develop and publicize a Charity Care policy for uninsured patients with low

pLbrC uc n



incomes. With this legal requiremnt, hospitals should be paid forproviding

uncompensated care for free or on a sliding fee scale.

There are strong, well-funded efforts by hospital associations and their allies to maintain the

current unaccountable system. They claim that many hospitals would be hurt if funds that they

get, without earning them, were taken from private hospitals, it would hurt many hospitals. This

lobbying effort has been very successful with both houses of the state legislature.

The Proposal
There are safety net hospitals in low-income, medically underserved, immigrant and

communities of color that provide many services for Medicaid patients and some uninsured

patients. A system should be developed for recognizing the service of these hospitals. We

would recommend that the State develop a special Upper Payment Limit (UPL) payment for

safety net hospitals that can prove that they provide a significant percent of servipes to Medicaid

and uninsured patients; The special UPL payment would only be available for Safety Net

hospitals which will be defined based on services to Medicaid and uninsured. This Medicaid rate

could include dollars fpr providing services for low-income patients and proving that they are

efficient. There should also be a limit set on the size of the salaries and compensation packages

at $1 million for the hospital executives and some other staff. If hospitals spend more on salaries

for this staff, the overage should be disallowed in any computation of hospital costs for

calculating Medicaid reimbursement.

By developing this special rate, the Charity Care dollars could be freed up and used for their

primary purpose — paying for care for the uninsured. One hundred percent of the Charity Care

pool dollars should be distributed to hospitals based on their accurate reporting of the numbers of

uninsured patients to whom they provide services — emergency, clinic, and inpatient care. The

hospitals would have to fully, and appropriately, document that the patient was interviewed for,

and approved for, financial assistance. All hospitals, including the public hospitals, would be

eligible for full reimbursement for providing this care. (Note: in New York City, the public

hospitals provide 66% of all hospital-based clinic care for the uninsured). If privatehospitals

resist the redistribution of charity care dollars based on providing care for the uninsured,.a

mechanism must be developed to develop a way of referring uninsured patients to these

hospitals, such that they actually provide enough services for the uninsured to earn the charity

caredollars they receive.

A third component of this modest proposal is an increase in the charity care pool dollars for

Diagnostic and Treatment Centers. These facilities, many of them public or FQHC’s, also treat

large number of uninsured patients. Dollars in this pool should be increased so that the clinics

receive the same percentage of funding for caring for uninsured patients as hospitals do from the

pool. D&TC’s already have a tansparent, accountable method of reporting and dollars are

distributed from this pool strictly on the basis of providing care for the uninsured.

Revised: January 14°’, 2(11
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The Commission on the Public’s.Health System is firmly committed to
equal access to quality health services for everyone regardless of race,
ethnicity, language spokex3, diagnosis or the ability to pay. The
recommendations that we make are based on that commitment.
4We support the proposals put forward by the Center for Disability Rights
and the New York Association on Independent Living, that Would reduce
New York State spending and promote the independence and intesration of
seniors and people with disabilities.
*We support the recommendations of the Community Health Care
Association of New York State and the Primary Care Coalition to expand
access to primary health care services. We know that comprehensive,
quality, community-based primary care will reduce the cost, of care and
improve health status — the number of avoi4able hospitalizations will
decrease.
*We support the Principles of Medicaid Matters New York.

> There is enough funding in the Medicaid budget, if spent well, so
that savings can be made and access to health care, eligibility, and
benefits be maintained. It should be embarrassing to all of us that
New York State ranks 50th (dead last) with the highest percent of
Ambulatory Care Sensitive hospitalizations. With an expansion of
primary care services that works for everyone — including expansion
ofhours, guarantee of continuity and comprehensiveness — New
York could change this ranking and save dollars in the Medicaid
budget.

> There.needs to be full transparency and accountability in the
spending of any and all public funds. The charity care pools must
become transparent and dollars should be used to pay for services
that arercndered to uninsured patients, and patients that are
underinsured, for particular services. Our more detailed proposals on
Charity Care are included.
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) New York State must ust any and all federal dollars wisely. A recent, not yet approved,

Medicaid waiver extension to CMS requested $300 million over a period of three years to

move towards medical home status and improved primary care training programs in

teaching hospitals. CPHS has been coordinating an effort to negotiate with the Stale

Health Department tq ensure, if the waiver is granted, that there are clear standards within

the waiver agreement, monitoring and enforcement of these standards.

) Limits must be set on pricing/costs of personnel and othcr than personnel costs that are

included in calculating the Medicaid reimbursement rate for each facility. There must be

a maximum in salary and benefits for any given employee at a facility that will be

included in the calculation ofMedicaid rates. We would propose that the maximum

dollar amount would be $1 million, but would preferably be set at $500,000.

3> There are health care facilities that are located in low-income, medically underserved,

immigrant and communities of color that are needed for the services that they provide.

Some of the facilities, and other larger institutions, are not cost-effective because of

inefficiencies. The State Department of Health, has and must use, the ability and

capacity to manage the finances of these facilities so that they can be viable and remain in

operation. The estimates of 40% of patients disappearing &om care when their hospital is

closed, is unacceptable.

Areview of the Berger Commission recommendations give additional proposals for the State to

pursue, which for the most part it has not done.

Under reimbursement and Medicaid — “Reimbursement reform should strengthen the

long-term viability of institutions that disproportionately serve vulnerable populations

including the uninsured and low income patients.”
‘Reimbursement rcform should encourage the provision ofpreventive, primary and other

baseline services and discourage the medical arms race for duplicative provision of high-

end services.”
“Future capital investments should reflect shifts in the venue of care from institutional to

home and community based settings.”

“Expand the availability ofhome and community-based alternatives to nursing home

placement and educate physicians, paraprofessionals, and consumers about these

alternatives.”

Under developing primary care infrastructure — “ensuring that all New York residents

have a primary care ‘home’.”

“Stemming the erosion ofprimary care capacity.”

“Ensuring adequate financial support to the primary health care safety net.”

January 19, 2011
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Proposal (Short Title): Equity for the Uninsured and Safety-Net Providers

Theme: Charity Care for the Uninsured and Medicaid Payment Increases for Safety-
Net Providers

Proposal Description:

Distributidn of charity care funding will be made transparent and used to pay for the
care of the uninsured. New federal law under Health Reform redirects some of the
current federal funding under DSH (Disproportionate Share Hospitals) to pay for care of
the newly insured. Remainin DSH funding will be distributed to states based on three
factors: the remaining number of uninsured; whether the state uses the DSH money to
pay for care of the uninsured; and whether the state targets DSH funding to hospitals
with high Medicaid patients. To continue getting funding, New York is required to
change the current way that the federal funding for charity care is distributed to
hospitals.

Background:

New York has a long history of using public financing to help hospitals provide care to
uninsured and underinsured patients. The State remains committed to supporting those
institutions that provide this care. If you examine the way in which that money has been
allocated, however, some inconsistencies arise. The formulas that allocate bad debt
and charity care funds are complex and opaque. It is not clear how the allocation of
money connects back to actual care provided to actual patients. The Commission on
the Public’s HeaLth System (CPHS), and others, has long advocatedfor a more
transparent system, where money indeed follows the patient.

Over a period of years, the CPHS documented the allocation of public dollars from the
State’s $847 million Hospital lndignt Care Pool intended to compensate hospitals for
the indigent care they provided. As a result of this effort, CPHS published two reports
that showed little or no relationship between the actual dollars received by the hospitals
from the hospital Charity Care pool and the amount of health care services they
provided to the uninsured. It is interesting to note that there is a separate community
health center pool to pay for the care of the uninsured. This pool of dollars is much
smaller than the hospital pool and is funding allocated to health centers based on their
reporting care that they provide to the uninsured.

Despite recent efforts to change the allocation of charity care dollars, provider
resistance has maintained the system almost untouched. There has, however, been
movement over the last several years to ensure that they uninsured have access to
health services regardless of their ability to pay. The first change was passage of the
Hospital Financial Assistance Law (Subdivision 9-a of Section 2807-k of the New York



State Public Health Law) — also called Mann/s Law. Forth? first time, the State

requires that ]i hospitals develop a charity care sliding scale fee policy for New York

residents with incomes at or below 300% of the federal poverty level, post these

policies, and notify patients of their right to a sliding fee scale for payments based on

income and family size.

The second important change came as the result of a 2008 State Task Force which
reviewed the hospital charity care system, and resulted in the requirement that 10% of

the total $847 million in the hospital Charity Care pool be distributed on the strength of
the hospital showing it had cared for numbers of uninsured patients. The benefit of this
very small movement is that in order to receive a share of the 10%, hospitals have to

report all of the care they delivered to people with no health insurance. The reporting

has enabled a more in-depth look at what hospitals are doing to provide care and to
match that care to the dollars being distributed to these institutions.

Proposal:

Two Principles should guide the distribution of charity care funds: (1) Funding should
follow the patient — hospitals should be paid from the charity care pool for providing care

to uninsured patients; and (2) Payments to hospitals should be progressively increased
based on providing a larger proportion of care for the uninsured.

Based on these principles, CPHS and an Advisory Committee worked with a consultant

to developed specific changes in the way the State distributes Charity Care funding:

• The first step was to start with a uniform reimbursement, the median statewide

Medicaid reimbursement rate, as a leveler for all hospitals in the state.

• The second step was to add to this median rate the regional costs for things like
salaries and then to add more for the care of sicker patients.

• The third step is to add more dollars on a progressive scale for hospitals that
treat a higher percentage of uninsured patients.

• The final step only occurs if the federal DSH dollars are greatly reduced; we
proposed a way of combining the current pools to fund public and private
hospitals. This is very important because the 21 public hospitals in the state

provide the lions’ share of services for the uninsured.

In a separate proposal, CPHS addresses additional funding for safety-net hospitals that
provide a high proportion of care for Medicaid patients but do not provide as much care
for the uninsured. To ensure that these hospitals do not lose money as a result of the
charity care recommendations, we propose a special increase in the Medicaid
reimbursement rate to cover potential funding shortfall. We also propose an increase in



the dollar amount of the Charity Care pool which hinds community health centers for the
care of the uninsured. This pool is much smaller than the hospital pool, even though
health centers report the number of uninsured patients/visits and get paid for the care of
the uninsured. The Health Centers/D&TC’s provide services for large number of
uninsured patients.

Financial Considerations

The Hospital Indigent Care (Charity Care) Pool has $847 million annually for distribution
to hospitals. Redistribution will also serve as a powerful incentive far hospitals providing
care for the uninsured are paid for providing this care. This is also a way for
encouraging hospitals to meet their obligations under Manny’s Law, including posting
information and informing patients of a sliding fee scale for uninsured patients with
family income under 300% of the federal poverty level. Although this is currently a legal
requirement, it is not at all clear how many hospitals are actually informing patients
about charity care at the time that they arrive for services. If hospitals are motivated to
inform patients about available charity care prior to hospitalizations for emergencies,
more ofthe charity care funding would be used for preventive and primary care, which
could lead to a reduction in expensive Emergency Room visits and a reduction in overall
costs.

Another very important consideration is that in the nottoo distant future there will be a
reduction in federal Disproportionate Share Hospital dollars to pay for newly insured
patients under the Affordable Care Act (ACA). Federal DSH dollars will be reduced by

$500 million in 2014. Allotment of the remaining dollars will be governed by regulations
from the HHS Secretary.

“The methodology will be structured to ensure that states using DSH funding
appropriately are able to retain such funding. Specifically, the methodology will:

*apply the largest reductions to states that (i) have the lowest uninsured rates (based on

Census data), (ii) have the lowest levels of uncompensated care (excluding bad debts),
and (iii) do not target DSH pyments to hospitals with high volumes of Medicaid
inpatient care..

If New York State does not make changes in the hospital charity care distribution
formula this year, the state stands to lose millions of federal dollars.

Submitted by: Commission on the Public’s Health System (CPHS). www.cphsnyc.org

1 Implementing Federal Health Care Reform: A Roadmap far New York State. Boozang, Patricia, Dutton, Melinda,

Lam, Alice and Bachrach, Deborah. August 2010. New York State Health Foundation.
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hospitals

over
$1

billion
in

M
edicaid

funds
per

year
to

cover
üncom

pensated
care

costs.

•
B

u
t

th
ese

funds
are

not
directly

tied
to

individual
uninsured

patients.

—
H

ospitals
send

individual
patients

to
collections,

but are
inconsistently

reim
bursed

for
costs

they
claim

are
associated

w
ith

uncom
pensated

care
and

bad
debt.

—
C

om
pliance

w
ith

new
financial

aid
law

is
patently

flaw
ed.

•
C

om
e

2014,
under

the
A

C
A

,
there

w
ill

be
few

er
u
n
co

m
p

en
sated

care

dollars
and

th
o
se

dollars
w

ill
have

m
uch

stricter
rules.

Com
m

unily
D

R
A

FT
—

09126111
6

Service
IItig

ftrty

Society
tr

’
9

w
w

w
.cssny.org



B
ackground:

N
ew

Y
ork’s

IndigentC
are

Pool

S
ince

1983,
N

Y
S

h
as

provided
funds

to
hospitals

to
help

cover
u
n
co

m
p
en

sated
care

and.bad
d
eb

ts
c
o
sts.:

•
T

oday,
N

Y
’s

‘indigent
C

are
Pool”

(IC
P

)
is

funded
by

federal
D

isproportionate
S

h
are

H
ospital

(D
SH

)
funds

paid
for

by
M

edicaid
(S

tate
m

atch
co

m
es

from
various

so
u
rces

of
revenue,

including
•

H
C

R
A

and
hospital

assessm
en

ts).

•U
n
co

rn
p
en

sated
care

in
IC

P
is

categorized
in

tw
o

w
ays:

—
B

ad
debts:

unpaid
m

edical
bills

from
insured

and
uninsured

patients
that

are
considered

to
be

uncollectable.
•

—
C

harity
care:

financial
assistance

(free
or

reduced-cost
care)

given
to

low
-incom

e,
uninsured

patients
considered

to
be

“indigent”
or

“m
edically

indigent.”
•

/
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H
ow

are
patients

supposed
to

get

finanôiai assistance?
From

2003
to

2005,
advocates

com
plained

that
hospitals

w
ere

not
providing

financial
aid

and
engaged

in
overly

harsh

collection
practices,

but
still

received
funds

from
IC

P.

—
E

xtensive
m

edia
coverage

on
the

issue.

In
response,

in
2006,

the
H

ospital
F

inancial
A

ssistance
L

aw

(H
EA

L)
enacted.

•
—

R
equires

all
hospitals

to
have

financial
aid

policies
an

d

applications
to

qualify
for

IC
P

funds.

•
B

ut
IC

P
is

still
allocated

under
old

rules
that

are
unrelated

to

indM
dual

patient
care

of
the

new
H

EA
L.

•

Community
D

R
A
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W
hat the

harm
if patients

do
notget financial

assiàtance?
All

p
atien

ts
w

ho
receive

care
at

a
hospital

w
ill

receive
a

bill
for

th
at

care.
If th

ey
can

n
o

t
pay

it,
m

an
y

go
into

collections.

—
M

edical
debts

and
illness

account for
62%

of all
personal

bankruptcies
in

th
e

U
n

ited
S

ta
te

s
(E

.
W

arren
et

al, A
m

.
J.

of
M

ed.
2009).

H
ospitals

are
allow

ed
to

place
liens

on
prim

ary
resid

en
ces

as
part

of

th
e

hospital
colleption

p
ro

cess.

23%
of all

hom
e

foreclosures
in

the
U

nited
S

tates
are

caused
by

u
n
m

a
n
a
g
e
a
b
le

m
e
d

ic
a
l

b
ills

(C
.

R
obertson

et
al,

H
ealth

M
atrix,

2008).

F
ear

of
com

pounding
m

edical
bills

can
d

eter
m

any
p

atien
ts

from

seek
in

g
n
ecessary

m
edical

care
until

its
too

late.T
h

is
le?d

s
to:

Z
W

orse
health

outcom
es,

even
death

a

H
igher

m
edical

costs
due

to
having

to
treat

a
w

orsened
condition.

—
H

igher
m

edical
bills

for
the

patient.

C
om
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Junko
M

.experiences
how

one
hospital violates

the
HFAL

Junko
isa

single
m

orn
from

Japan
w

ith
a

young
daughter.

B
oth

are
uninsured.,In

early
201

1, J:unko’s
daughter

rece’ed
em

ergency
m

ed
ici

care
at

N
ew

Y
ork

D
ow

ntow
n

H
ospital.

A
ftervvards,

Ju.nko
w

as
left w

ith
a

bill that
she

could
not

afford.
S

he
tried

to
callthe

num
ber

for
hospital

financial
assistance

listed
on

her
bill,

but
could

not
get

through

F
rustrated,

Junko
sought

out
help

from
M

ake
the

R
oad

N
ew

Y
ork.

Junko’s
case

handler
found

outthat
the

phone
num

ber
for

financial
assistance

that
w

aá
listed

on
the

bill w
as

incorrect.
A

fter
getting

the
correct

contact inform
ation,

she
w

as
told

that
in

order
to

apply
for

financialassistance,
Junko

needed
to

provide
a

social
security

card
or

U
S

passport,
and

copies
of

bank
statem

ents,
m

ortgage
paym

ents
and

utility
bills.

K
now

ing
that

this
inform

ation
w

as
notrequired

by
the

H
ospital

Financial A
ssistance

L
aw

,
the

case
handler

asked
th

e
hospital

representative
to

send
her

a
copy

of
the

hospital’s
financial

assistance
application.

S
he

w
as

told
that

no
such

application
exists,

and
that

Junko
just

needed
to

bring
the

docum
ents

to
their

office.
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B
arriers

to
patient financial

assistance

•
H

ospital
financial

assistan
ce

policies
can

be
hard

to
find.

—
H

ospitals
supposed

to
public!y

post financial
aid

info,
but

not
all

do.

—
SD

O
H

w
ebsite

does
not

include
copies

of
hospital

policies.

•
C

onsistent
w

ith
the

requirem
ents

of
H

FA
L

and
S

D
Q

H
rules,

H
ospitals

allow
ed

to
design

unique
applications,

procedure,
and

outreach

stra
te

g
B

ut th
ese

applications
and

policies
often:

—
A

re
often

inconsistentw
ith

H
FA

L
rule

—
S

om
e

hospitals
have

added
im

perm
issible

barriers,
like:

•
copies

of
bank

statem
ents

or
tax

returns

•
social

security
cards

or
U

.S.
passports

•
credit

card
num

bers

•
utility

bills,
or

m
ortgage

paym
ents

D
J

‘t
j
;

•
proofofaM

edicaid
denial

Community
D

R
A
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—
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12

Seivice
R

jw
n
y

.

aociety
w

w
w

.cssny.org



C
SS’s

survey
ofhospital financialaid

policies:
A

ccess
to

inform
ation.

W
hat

C
S

S
did:

C
S

S
form

ally
asked

each
N

ew
Y

ork
hospital

for
a

copy
of

its
financial

aid
application

and
policyto

help
health

consum
ers

w
ho

seek
health

help
through

C
om

m
unity

H
ealth

A
dvocates

(C
H

A
).

“F
ollow

up
requests

w
ere

m
ade

to
non-responders.

W
hat

C
S

S
fo

u
n
d
:

•
161(81

%
)

hospitals
and

hospital
system

s
provided

us
w

ith
their

policy
sum

m
ary

and/or
application

or
posted

the
inform

ation
on

their
w

ebsite.
•

37
(19%

)
did

not
provide

C
S

S
the

inform
ation

requested
or

did
not

respond.
V

A
fter

C
S

S
sent

a
follow

-up
letter

to
H

A
N

Y
S

w
ith

the
results

of
our

survey,
18

additional
hospitals

agreed
to

provide
us

w
ith

their
policies.

•
6

(3%
)

provided
their

policy
sum

m
ary

and/or
application,

but
asked

C
S

S
not

to
post

them
on

C
H

A
w

ebsite.
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C
SS’s

review
?

hospital financial
aid

policies: A
pplication

issues
C

S
S

evaluated
each

application
and

policy
to

determ
ine

if itm
et

5

basic
H

FA
L

requirem
ents:

E
xplanation

of
incom

e
level

eligibility
(PH

L
§

2807-k-9-a
(c))

—
Inform

ation
on

geographic
service

area
(PH

L
§

2807-k-9-a
(c))

—
E

xplanation
of

how
to

apply
(PH

L
§

2807-k-9-a
(c))

—
Instruction

to
ignore

bills
w

hile
application

is
pending

(PH
L

§
2807-k-9-a

(c))

—
H

ospital
contact

inform
ation

for
financial

assistance
(PH

L
§

2807-k-9-a
(a);

SD
O

H
guidance

dated
5/11/09)

•
C

S
S

determ
ined

w
hether

the
policy:

•
—

W
as

available
in

langU
ages

other
than

E
nglish

(PH
L

§
2807-k-9-a

(e));

—
Included

illegal
barriers

(asked
patients

for
tax

returns,
m

onthly
bill

inform
ation,

or
a

M
edicaid

denial)
(PH

L
§

2807-k-9-a
(e);

PH
L

§
2807-k-9-a

(a);
SD

O
H

guidance
dated

5
/1

1
/0

9
))
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C
SS’s

finds
w

idespread
violations

of the
HFAL
W

h
atw

efo
u
n
d
:

•
70

percent
(112)

of hospitals
w

ho
had

provid?d
us

w
ith

application
m

aterials
lailed

to
m

eet
the

5
basic

legal
requirem

ents
under

the
H

EA
L.

•
24

percent
(39)

hospitals
w

ho
provided

us
w

ith
application

m
aterials

have
financial

assistA
nce

applications
that

have
additional,

unlaW
ful,

barriers,
such

as
dem

ands
for:

tax
returns,

m
onthly

bill
inform

ation,
or

a
M

edicaid
denial

before
application.

•
76

percent
(122)

of
hospitals

fail
to

provide
financial

•
assistan

ce
inform

ation
in

languages
other

than
E

nglish
a
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B
ack-end

Issues
R

elated
to

H
ospital•Financial A

ssistance

D
R

A
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—
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C
urrent SD

O
H

repO
rting

requirem
ents

for
•hospitals to

get ICP
funds

T
o

qualify
for

Indigent
C

are
P

ool
fu

n
d
s,

a
hospital

m
u
st:•

—
S

ubm
it

an
annual

institutional
cost

report
(IC

R
)

—
Incur

uncom
pensated

care
costs,

or
“targeted

need,”
greater

than
%

of
1%

(.50%
)

of the
hospital’stotal

inpatient
and

•
outpatient

costs

—
P

rovide
an

annual
independent

C
PA

certification
that

the
hospital’s

billing,
tollection

and
accountw

rite-off
procedures

are
consistentw

ith
the

law
and

regulations

—
C

om
ply

w
ith

the
requfrem

ents
established

by
the

hospital
financial

assistan
ce

law

Compninily
D

R
A

F
T
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C
urrent SD

O
H

reporting
requirem

ents
on

hospital financial
assistance

law
H

EA
L

req
u
iresh

o
sp

itals
to

report, ag
g
reg

ate
data

to
the

S
D

O
H

,

including:
•

—
H

ospital
costs

incurred
and

uncollected
am

ounts
due

to
providing

services
to

patients
w

ith
and

w
ithout

insurance,
and

those
eligible

for

financial
aid.

—
T

he
num

ber
of

patients
(by

zip
code)

w
ho

applied
for

financial
aid

and

how
m

any
w

ere
approved;

denied,
pending,

or
deem

ed
incom

plete.

—
R

eim
bursem

ent
received

from
the

Indigent
C

are
Pool.

—
T

he
num

ber
of

liens
placed

on
prim

ary
residences

through
the

hospital

collection
process.

T
h
e

p
ro

v
isio

n
o
f

fin
an

cial
a
ssista

n
c
e

to
p
atien

ts
u
n
d
er

H
F

A
L

is

u
n
related

to
th

e
c
o
sts

listed
o
n

h
o
sp

ital
IC

P
rep

o
rts

(p
rio

r
p
ag

e).
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K
ey

m
etrics:

H
ow

hospitals
m

easure
losses

for
the

purpose
of. getling

indigentcare
poolfunds

B
ad

debtlcharity
care

(B
D

C
C

)
—

[E
xisting

m
ethodology].

90%
of

indigent
care

pooi
funds

are
distributed

based
on

hospitals’
reportedlosses

due
to

bad
debts

and
charity

carefor
insured

and
uninsured

patients.
.

—
H

ospitals
use

unique
accounting

m
ethodologies

to
determ

ine
bad

debts
and

charity
care,

w
hich

can
have

different
results.

—
T

hese
currently

are
reported

in
aggregate

based
on

hospital
charges.

—
T

he
SD

O
I

reduces
each

hospital’s
reported

charges
dow

n
to

cost
using

a
converter

form
ula.

•
U

nder
the

B
D

C
C

m
ethodology,

uncom
pensated

costs
include:

—
Insured

patients
w

ho
did

not
pay

their
co-pays

or
deductibles,

or
w

hose
insurance

only
partially

covers
a

service
provided.

—
S

elf-pay
patients

w
ho

have
insurance

but
itdoes

not
cover

a
service

provided
at

all.
•

—
U

ninsured
patients

(w
ho

have
no

form
of

health
insurance

coverage).
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K
ey

m
etrics:

H
ow

hospitals
m

easure
losses

for

purposes
of getLing

indigent care
poolfunds

U
nits

of
serv

ice

10%
is

distributed
based

an
hospitals’

reported
lo

sses
m

easured

using
units

of
service

to
uninsured

patients.

—
T

hese
are

calculated
by

m
ultiplying

the
num

ber
of

inpatient
and

outpatient

units
of

service
provided

to
uninsured

patients
by

the
applicable

M
edic?id

reim
bursem

ent
rate,

less
any

paym
ents

m
ade

by
the

patients.

—
H

ospital
losses

reported
are

also
due

to
bad

debts
and

charity
care.

U
nder

the
units

of
service

m
ethodology,

uncom
pensated

costs

include:
—

S
elf-pay

patients
w

ho
have

insurance
but

it does
not

cover
a

service

provided
at

all.

—
U

ninsured
patients

(w
ho

have
no

form
of

health
insurance

coverage).
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D
istribution

m
ethodologies

=
m

any
m

oving
parLs

T
he

indigent
care

pool
is

m
ade

up
of

several
sm

aller
sub-pools

for
m

ajor
public

hospitals,
voluntary

hospitals,
m

inor
public

hospitals,
high

need
voluntary

hospitals,
rural

hospitals,
and

othertargeted
funding

to
hospitals

w
ho

partake
in

graduate
m

edical
education.

F
or

the
m

ost
part,

each
pool

has
its

ow
n

m
ethodology

for
distribution

of
funds.

F
or

exam
ple:

—
M

ajor
voluntary

hospitals,
the

allocation
is

based
on

its
share

oftotal
reim

bursable
costs

relative
to

total
reim

bursable
costs

for
all

m
ajor

hospitals.

—
T

hese
hospitals

receive
a

greater
distribution

am
ount

based
on

a
sliding

scale
w

hich
provides

m
ore

funds
for

hospitals
w

ith
a

higher
targeted

need
(ratio

of
uncom

pensated
care

relative
to

total
patient

volum
e).

H
ospitals

are
generally

reim
bursed

for
only

a
portion

of
their

reported
uncom

pensated
care

costs.
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R
ural

H
ospitals

D
istributions:

$32.3M
($1

26K
grants

+
B

D
C

C
b
ased

upon

bed
size

and
need

statistic)

I
E

V
oluntary

H
igh

M
A

S
afety

N
et:

$25M
(U

ncom
pensated

care
b
ased

on

uninsured
units

x
M

A
rates)

1

V
oluntary

H
igh

M
A

S
afety

N
et:

$25M
(N

et
M

A
losses

from
reform

/D
R

P)

Com
m

unity
Service

ftd
tg

fte
iy

C
.a

.
U

O
C

IC
LJ

N
eflilt

Source:
SD

O
H

, N
ew

Y
ork

M
edicaid

R
edesign

Paym
entR

eform
&

Q
uality

M
easurem

entW
ork

G
roup,

Septem
ber

20, 2011
D

R
A

FT
—

09126111
22

I

C
u
rren

t
Indigent

C
are

M
ethodology

and
F

u
n
d
in

g

$1,182.5M
in

T
otal

F
unds

$395.2
B
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_
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:
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b
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egional

D
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distribution

on
80C

C
targeted

need:

$62.6M
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C
SS’s

analysis
of

hospital
ICR

data:
H

ospital
financial

aid
policies

vs. financial aid
distributed

W
h
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S

S
did:

R
eq

u
ested

IC
R

d
ata

from
the

S
D

O
H

o
n

all
of

hospitals
th

at

receive
IC

P
funds.

•
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nalyzed
th

e
sp

read
sh

eets
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determ
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—
R
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of.financial
aid
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care
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—
R

eporting
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L.com
pared

to
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need”:

—
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-

Public
hospitals,w

ho
give

the
m

ostfinancial
assistance,

getthe
least am

ount of
indigent care

funds
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•
%

total
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hospitals
%
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m
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The
accuracyofcosts

reported
forfinancial

assistance
lecipients

is
questionable

H
o

sp
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are
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u
ired

to
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o
rt:

•
T

otal
co

sts
for

services
to

all
uninsured

patients

•
C

osts
incurred

in
rendering

services
to

uninsured
patients

eligible
for

financial
aid

•
(that

w
ere

approved).
—

P
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eligible
for

financial
assistance

should
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a
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w
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er,

C
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S
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u
n
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H
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•
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than
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•
O
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report

spending
0%
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financial
•
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num
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each
year.
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;
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D
ata

on
financial aid

appliêation
approval

rates
is

inconsisteA
t across

hospitals
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pprovals
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P
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Incom
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incom
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The
am

ount offinancial
assistance

given
to

patients
does

notcorrelate
w

ith
ICP

funds
received.
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p
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p
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T
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H
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R
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R
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O
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R
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$167
saB
$308
$369
$561
$870

$Th137
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M
any

of the
top

hospitals
reporLing

the
highest targeted

need
reporled

low
er

than
average

financial
assistance

distribution
relative

to
their

size
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R
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70%
of

hospitals
reporled

thatm
ore

than
50%

oftheir
uncom

pensated
care

costs
w

ere
due

to
patientbad

debts.
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O
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R
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A
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D
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O
R

!IA
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G
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E
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S
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L
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S
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O
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P
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R
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R
N
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G
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B
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E
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C
T
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T

R
A

N
D

:C
R

A
FFE

E
H

O
S

P
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R
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I-fO
SP

.R
9C

H
E

W
r:E

R
G

E
N

E
R

A
L

H
O

S
P

tIInC
C

K
O

F
F

H
E

IG
H

T
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R
O

O
SE

V
E

L
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S
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B
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R
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A
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A
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H
O

SPIT
A

L

$6,344,162

$1,462,926

$6,321,820

$10,747$52

$2,236,620

$28,375,694
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8
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$
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0
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.
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H
ospitals

w
ith

financial aid
applications

that

include
im

perm
issible

requirem
ents

are
less

likely
receive

and
approve

applications.

#A
pps.

rec’d./
H

ospital
6,574

2,024

%
of total

apps.
received

93.6%
6.4%

%
o
fto

tal
apps.

approved
93.9%

6.1%

•
%
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total
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denied

77.8%
22.2%
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M
any

hospitals
aggressively

pursue
collection

ofbad
debtbyplacing

liens
on

patienthom
es.
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1.60

89%

N
IA

G
A

R
A

FA
LLS

M
EM

L
M

ED
C

T
R

63
0
3
7

1
70

90%

O
R

A
N

G
E

R
E

Q
O

N
A

L
M

E
D

T
R

52
0
i2

0.70
88%

C
H

A
M

PLA
IN

V
A

LLEY
PH

Y
S

H
O

S
P

51
.

0.16.
1.50

78%

E
R

IE
C

O
U

N
T

Y
M

ED
IC

A
L

C
T

R
44

0.08
6.70

54%

N
A

TH
A

N
LITTA

U
ER

H
O

SP
3
8
.

0.51
15.10

*
82%

O
U

R
L

A
D

Y
O

F
L

O
U

R
D

E
S

M
EM

H
O

SP
37

0.14
11.60

89%

$541
1,530

$6,344, 162

$2,314,574

$8,480,429

$1,263,935

$6,462,589

$606,969

$5,961,049
.2

2
7
0
3
0

$8,005,842
$4,304,773

$1
.462,926

$1,221,417

$1,858,979

$2,778,459

$2,178,680

$4,213,019

$2,244,666

$3,785,336

Community
S

e
rv

ic
e

fijhthqPoveny

S
S

1
g
d
I
f
l
p

U
C

IC
Ly

N
aw

’ibk

: T
h
e

statew
id

e
av

erag
e

num
ber

of
ap

p
s

approved
p
er

certified
bed-is
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pending. funding

issues.
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C
hanges

to
the

federal indigentcare
pool

•
funding

source
N

ew
D

SH
au

d
it

req
u

irem
en

ts:
F

ederal
D

SH
paym

ents
are

supposed
to

be
used

only
to

reim
burse

hospita!s
for

uncom
pensated

care
costs

for
M

edicaid
and

uninsured
pati?nts.

N
ew

D
SH

audit
requirem

ents
are.

m
ore

stringenton
this

rule:
—

S
tates

are
now

required
to

subm
it

m
ore

inform
ation

to
C

M
S

on
M

edicaid
and

uninsured
costs

to
en

su
re

com
pliance

(see
A

ppendix
C

).

H
ow

th
is

w
ill

affect
N

ew
Y

ork:
C

urrently,
N

ew
Y

ork
u
ses

tw
o

m
ethodologies

to
calàulate

uncom
pensated

care:
B

D
C

C
and

U
nits

of
S

ervice
(see

álides
17-22).,

—
B

oth
include

patients
w

ho
are

“uninsured”
and

“self-pay”
under

the
sam

e
category.

•

—
H

ospitals
w

ill
need

to
sep

arate
th

ese
tw

o
categories

w
hen

reporting
costs.

—
B

ad
debts

also
w

ill
need

to
be

reported
separately

from
financial

assistan
ce.

•ComrnwiiLy
•

•
D
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A
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C
hanges

to
the

federal
indigent care

pool

funding
source

D
SH

cu
ts

u
n
d
er

th
e

A
C

A
:

T
he

A
C

A
red

ucés
nationw

ide
D

SH

funding
yearly

starting
in

2014,
for

a
total

cut
of

50%
by

2019.

P
reference

for
funding

w
ill

go
to

states
that:

—
have

high
rates

of
uninsurance.

—
have

high
levels

of
uncom

pensated
care

for
M

edicaid
and

uninsured
patients.

—
target

D
SH

funds
to

hospitals
w

ith
high

M
edicaid

inpatient
rates.

•: H
ow

th
is

w
ill

affect
N

ew
Y

ork:
—

N
ew

Y
ork

already
accounts

for
14%

of
the

federal
D

SH
paym

ents
nationw

ide

but
only

6%
of

the
nation’s

uninsured.
S

o,
any

cuts
m

ade
to

the
total

available

w
ill

result
in

a
significant cut

for
N

ew
Y

ork.

—
T

h
ese

cuts
w

ill
have

im
portant

policy
ram

ifications
both

for
targeting

the
use

of

the
indigent

care
pool

to
m

axim
ize

access
to

federal
D

SH
funds,

and
for

reallocating
state

funds
previously

used
to

m
atch

new
ly-cut

funds.
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C
onclusion:

U
nlaw

ful
hospital

policies
hurl

lo
w

incom
e

N
ew

Y
orkers

by
im

peding
access

to
financial

assistanO
e.

P
atien

ts
w

ho
are

eligible
for

financial
assistan

ce
u
n

d
er

th
e

law
m

ay
n
ev

er
receiv

e
it

b
ecau

se:

—
T

hey
do

not
know

financial
assistance

is
available.

—
T

hey
have

difficulty
finding

inform
ation

on
how

to
apply.

—
H

ospitals
are

im
posing

unlaW
fu[barriers

that
result

in
incorrectdenials

or
deter

patients
from

applying
in

the
first

place.
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C
onclusion:There

is
no

incentive
for

hospitals
to

offer
financial

assistance
vs.sending

patients
to

collections.

•
IC

r
paym

ents
are

m
ade

to
hospitals

reg
ard

less
of

if
lo

sses
are

due
to

bad
debt

or
for

financial
assistan

ce
provided.

•
T

he
vast

m
ajärity

of
IC

P
funds

are
used

to
pay

hospitals
for

patient
bad

debt
rather

than
for

providing
financial

assistan
ce.

—
H

igh
levels

of
bad

debt
reported

in
relation

to
financial

assistance
given

are
a

disservice
to

low
-incom

e
N

ew
Y

orkers.

•
O

paque
hospital

reporting
o

b
scu

res
real.patient

need.
•

—
H

ospital
reporting

is
difficultto

com
prehend,

inconsistent,
and

inaccurate.
•

•
•

Com
m

unily
D

R
A
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R
ecom

m
endation:

Im
prove

guidance
and

E
nforcem

ent ofthe
HFAL

T
h
ere

sh
o
u
ld

b
e

o
n
e

sin
g
le

sta
te

-w
id

e
ap

p
licatio

n
u
se

d
fo

r
fin

an
cial

a
ssista

n
é
e

in
N

ew
Y

ork.
—

U
niform

application
should

be
developed

by
the

S
bO

H
.

SD
O

H
should

m
andate

all
IC

P
hospitals

to
use

uniform
application.

—
SD

O
H

’s
financial

assistance
policy

sum
m

ary
tem

plate
should

be
a

“floor”
that

all

hospitals
m

ust
m

eet
at

m
inim

um
.

A
ll

h
o
sp

ital
p
o
licies

an
d

th
e

u
n
ifo

rm
ap

p
licatio

n
sh

o
u
ld

b
e

p
ro

m
in

en
tly

p
o
sted

.
—

SD
O

H
w

ebsite
should

include
all

hospital
policies

and
the

statew
ide

application.

—
E

ach
hospital’s

w
ebsite

should
include

its
ow

n
policy

sum
m

ary
as

w
ell

as
the

statew
ide

application.

•
S

D
O

H
sh

o
u
ld

p
erfo

rm
statew

id
e

h
o
sp

ital
au

d
its

&
en

fo
rcem

en
t

—
H

ospital
polióies

and
procedures

should
be

audited
to

ensure
com

pliance
w

ith
the

law
.

—
H

ospital
reporting

data
on

financial
assistance

applications
received,

approved,

denied,
pending,

or
incom

plete,
should

be
audited

to
ensure

accuracy
in

reporting.
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R
ecom

m
endation: Tie

distribution
of lOP

funds
to

financial aid
given

Incentivize
h

o
sp

itals
to

provide
fin

an
cial

assistan
ce:

—
H

ospitals
should

be
required

to
process

ll
uninsured

and
self-pay

patients
for

flnancial
assistance

as
a

requisite
for

receipt
of

IC
P

funds.

—
H

ospitals
w

hich
provide

financial
assistance

should
be

prioritized
for

IC
P

paym
ents.

—
A

ny
funds

left
in

the
IC

P
after

reim
bursem

ent
for

financial
assistance

should
be

distributed
to

reim
burse

hospitals
for

bad
debt.

.

;
.
.
:
•
•

.Y
1.

Com
m

unity
S

e
r
v
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e
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R
ecom

m
endation:

M
ake

the
distribution

m
echanism

for
ICP

funds
m

ore
transparent

•
A

d
o

p
t

a
100%

u
n
its

of
serv

ice
m

eth
o
d
o
lo

g
y

for
d

istrib
u
tio

n

of
all

IC
P

fu
n
d
s.

—
.

U
ncom

pensated
care

costs
for

uninsured
and

self-pay
patients

should
be

reported
separately

—
T

his
w

ill
allow

the
S

tate
to

target
IC

P
funds

to
N

ew
Y

orkers
w

ho

don’t
have

insurance
to

cover
the

services
they

need.

—
T

his
w

ill
m

axim
ize

N
ew

Y
ork’s

ability
to

avoid
federal

D
SH

funding

cuts.
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A
dditionalrecom

m
endations

•
P

rovide
an

en
h

an
ced

allocation
to

h
o
sp

itals
w

ith
h

ig
h

er
volum

es
of

M
edicaid

p
atien

ts.
—

T
his

w
ill

protect
hospitals

w
ith

a
high

volum
e

of
M

edicaid
patients

from
k
isses

due
to

the
adoption

of
the

units
of

service
m

ethodology,
w

hich
eq

u
ates

hospital
costs

w
ith

M
edicaid

rates.

—
W

ill
offer

som
e

protection
from

further
reductions

in
federal

D
SH

funds.

•
R

aise
th

e
flo

o
r

for
financial

a
sá

ista
n
c
e

1
—

T
o

com
ply

w
ith

the
A

C
A

and
current

state
law

,
the

H
ospital

F
inancial

A
ssistance

L
aw

should
be

revised
to

require
hospitals

to
provide

financial
assistan

ce
up

to
400%

of
FPL

($43,000
annually

for
an

individual).
T

he
current

asset
test

should
also

be
rem

oved.

—
M

ore
patients

w
ould

benefit
from

getting
financial

assistan
ce

vs.
being

sen
t

to
collections.

—
H

ospitals
should

continue
to

be
allow

ed
to

offer
financial

assistan
ce

to
patients

w
ith

higher
incom

es
ifthey

so
w

ish.

Com
m

unity
D

R
A

FT
—

09126111
41

Service
r
w

Society
t
r

w
w

w
.cssny.org



L
ong-term

recom
m

endations:
B

ack-end

issues
A

llow
p
re-q

u
alificatio

n
for

financial
assistan

ce.

S
tarting

w
ith

the
launch

ofthe
statew

ide
health

insurance

E
xchange

in
2014,

N
ew

Y
orkers

w
ho

are
uninsured

and
do

not
qualify

for
or

cannot
afford

insurance
products

on
the

E
xchange

should
be

allow
ed

to
fillout

a
financial

aid

application
annually

to
pre-qualify

for
financial

assistan
ce

should
they

require
m

edical
care

during
the

year.
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