




















































































































































































 

 

Center for Court Innovation Testimony                                                                                            

New York City Council 

Committee on Health 

Preliminary Budget Hearing  

March 29, 2017 

 

Good Afternoon Chair Johnson and members of the Committee on Health. My name is Dipal Shah, and 

I am the Director of Strategic Partnerships at the Center for Court Innovation.  Thank you for giving 

me the opportunity to speak today.  

 

The Center for Court Innovation, through its operating projects, is responding to health needs of residents 

throughout this city.  It acknowledges that access to health care, or lack thereof, as well as diminished 

health can be a criminogenic risk factor for an individual.    

 

Through its healthcare enrollment program at the Midtown Community Court, Center staff are assessing 

health needs of low-income and at-risk individuals and identifying opportunities for health intervention 

and access to care.  Through this program, dozens of individuals now have services that support their 

health needs.  Additionally, the Center provides health counseling for women of child bearing age at 

multiple sites throughout the city, including in the Bronx and Manhattan.  Through these efforts, scores of 

women benefitted from education about maternal health and STD prevention.   And at UPNEXT, a 

fatherhood and workforce development program for former justice involved men operating out of 

Midtown Community Court, fathers learn about healthy living and eating options for themselves and their 

children.  

 

The Center has also piloted a host of innovative programs that treat New Yorkers trapped in a cycle of 

exploitation, crime, and violence, as victims, rather than perpetrators.  In doing so, the Center has 

provided much needed support in health education.  The Center’s Human Trafficking Intervention 

Initiative, a project supported by the Council, offers a trauma focused approach to aid individuals arrested 

for prostitution with mental health and physical health needs. Instead of jail time, Center clinicians, 



































working in Manhattan, the Bronx and Brooklyn, identify and address each person’s complex needs and 

shape a plan to stop the cycle of re-arrest and re-victimization.  As part of these services, individuals are 

provided with counseling around STD prevention and improving their physical health as well.  

 

In addition, experts and community leaders alike have found that treating crime and violence like an 

infectious disease and implementing innovative ways to prevent its spread to be a successful strategy in 

achieving community health and safety.  The Center’s anti-gun violence initiative, Save Our Streets 

(S.O.S.), which is operates in Crown Heights, Bed-Stuy, and the South Bronx, works to prevent gun 

violence by 1) mediating conflicts that may end in gun violence, 2) providing peer counselors to 

individuals who are at risk of being victims or perpetrators of violence, and 3) working closely with local 

partners to promote a visible community-wide message that shooting is unacceptable. 

 

I am here to urge the Council to support continued funding for the Center for Court Innovation and its 

efforts such as the ones above to improve health and safety through expanded use of community-based 

alternatives to incarceration, and increase equal access to justice for vulnerable New Yorkers. The Center 

for Court Innovation is seeking $700,000 in City Council support.  This includes a continuation of 

$500,000 to support ongoing core operations in communities across the city, and an enhancement of 

$200,000 to expand alternatives to incarceration in several key neighborhoods.   

 

The Center is committed to improving outcomes for young people impacted by the justice system and 

offering them pathways to healthy living and academic, social and vocational success. Through both court 

and community-based programs, we provide judges, prosecutors, and police with meaningful alternatives 

to business as usual. These programs serve more than 6,000 youth each year, providing young people 

with opportunities to avoid Rikers Island, and in many cases, a trip to court. With the Council’s support, 

we could serve hundreds more.    

 

In addition to diverting New Yorkers out of the justice system, we are helping people transition back to 

community life after spending time in jail or in detention. One such project is the Harlem Community 

Justice Center, which, together with its faith-based community partners, provides support to hundreds of 

individuals who are released from prison each year. Council support would allow us to increase the 

number of individuals served by 30 percent.  

 

The City Council’s support has been invaluable to the success of the Center for Court Innovation, helping 

us maintain core operations and expand our demonstration projects throughout New York City. The 



Center for Court Innovation looks forward to continuing to work with the New York City Council to 

improve public safety, healthy living and to create new alternatives to incarceration that result in a fairer, 

more accessible justice system for all New Yorkers. Thank you again for the opportunity to speak, and I 

would be happy to answer any questions you may have. 
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March 29, 2017 

New York City Council Committee on Health 
FY 2018 Preliminary Budget, Mayor’s FY 2017 Preliminary Management Report 

 And Agency Oversight Hearings 
 

Submission of the New York State Nurses Association 
 

The New York State Nurses Association represents 39,000 registered nurses in collective bargaining and is a 

leading advocate for universal coverage and high quality health care for all New Yorkers.  We are also the 

union for almost 9,000 registered nurses working in the New York City Health + Hospitals (NYCHH) public 

hospital system. 

As is well known to the Council and the broader public, the NYCHH system faces significant fiscal challenges 

that are laid out in the NYCHH Report presented to the Health Committee today and in the recently 

released report and recommendations of the Mayor’s “Blue Ribbon” commission. 

The financial situation faced by the NYCHH system are stark and not in dispute.  The NYCHH system, 

comprised of 11 hospitals, 5 long-term care facilities and a large network of out-patient treatment centers 

and clinics faces projected operating losses of $1.1 billion in FY2017, $1.3 billion in FY18, $1.6 billion in FY19 

and $1.8 billion in FY20. 

In order to address these operating losses, the City has increased its direct support to NYCHH and is 

proposing a series of measures to increase revenues and cut costs with a goal of making the NYCHH system 

sustainable. 

On the revenue side, NYCHH is relying on various revenue generating “initiatives” that include, increased 

Federal Medicaid funding, increased Federal and State charity care support, expanded revenue from the 

NYCHH-owned MetroPlus insurance company, and the monetization of NYCHH real estate and 

infrastructure assets.  These initiatives are expected to provide roughly $1 billion per year in added revenue 

from FY18 to FY20. 

In addition to the revenue enhancement initiatives, NYCHH is also pursuing expense reduction initiatives 

that include improved supply chain processes, system restructuring, and personnel reductions.  Though 

these cost cutting initiatives are no spelled out in detail, the “Blue Ribbon” commission report seems to 

focus on a substantial reduction in in-patient capacity (i.e., eliminating beds), closing or consolidating 

facilities and patient services, and reductions in personnel.  These cost reductions are expected to save 

$118 million in FY17 and rise to $698 million in FY20. 

The combined effect of the revenue enhancement and cost reduction initiatives is projected to eliminate 

the $1.8 billion operating loss projected for FY20. 
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NYSNA does not dispute that NYCHH faces serious financial and structural challenges, and we support 

efforts to increase revenues and cut unnecessary expenses.  We are concerned, however, that the solution 

to the fiscal problems faced by NYCHH are based on incorrect premises, fail to properly situate the 

problems of NYCHH in the broader context of the entire NY City health care delivery system, and thus are 

unlikely to stabilize NYCHH and sustain its vital role as the backbone of the entire NY City health care 

delivery system. 

1. NYCHH Role in the NY City Healthcare Landscape 

NYCHH loses money and will always lose money because of its role and function within the broader 

healthcare delivery system in New York City. 

The system accounts for roughly 20% of the total beds in New York City, but it bears a wildly 

disproportionate share of the cost of providing care for the uninsured, the underinsured, lower income 

working people, immigrant communities and communities of color: 

 NYCHH accounts for 48% of uninsured patient discharges, 53% of uninsured emergency visits, 68% 

of uninsured ambulatory surgeries and 80% of uninsured clinic visits on a city-wide basis; 

 NYCHH hospitals account for 6 out of the 13 designated Adult Level 1 and Adult Regional Trauma 

services in New York City (maintaining these designations are very costly for hospitals); 

 NYCHH provides a disproportionately higher share of low reimbursement drug, alcohol and 

psychiatric services – 39% of alcohol dependence, 49% of bi-polar disorder, 37% of cocaine 

dependence, 44% of major psychological disorder and 59% of schizophrenia inpatient treatment; 

 NYCHH has higher proportions of uninsured and Medicaid patients – 67.5% of inpatient discharges, 

68.5% of outpatient visits, and 86.3% of pediatric outpatient visits; 

 NYCHH patients are more likely to be people of color – for example, Bellevue and NYU Langone are 

adjacently located on 1st Avenue, but Bellevue’s patient population is more than 80% non-white, 

while NYU Langone patients are 34% non-white. 

Given these and a slew of other aspects of NYCHH patient population that could be cited, it is no mystery 

that NYCHH operates with significant operating losses. 

The fact of the matter is that NYCHH picks up the costs of a wide range of services and populations that 

private sector providers are able to avoid precisely because NYCHH is there to assume this load.   

This explains why the  five major private hospital systems (NY Presbyterian, NYU, Mount Sinai, Montefiore 

and Northwell reported net revenues (profits) of more than $650 million in 2015 (and which are even 

higher in 2016), while, NYCHH faces large recurring losses.  It is the existence of NYC H+H and its role in the 

broader NY City health care system that allows these private hospitals to accumulate huge surpluses. 

The private voluntary hospitals are not only adept at avoiding these costly services and saddling them on 

the public hospitals – they are also siphoning off more highly reimbursed patients and types of service or 

treatment from NYCHH for their own financial benefit. 

This is borne out in the NYCHH report to the Committee (see chart on page 14), which indicates that NYCHH 

patient volume decreased by 9,674 patients in the first four months of FY17 while the number of uninsured 

patients increased by 4,059 in that same period.  NYCHH thus lost about 13,000 insured patients (to private 

providers), added 4,000 uninsured patients in their place and increased the percentage of uninsured 

patients in its payer mix from 31.76% to 32.87%). 
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We can expect this dynamic to continue to press NYCHH financially to the benefit of the private providers, 

thus frustrating attempt to make the system “self-sustaining” and leaving the broader public with reduced 

or deteriorating services and tax payers to foot the bill. 

2. The NYCHH System’s Cost Structure Is Not Inefficient 

The NYCHH report to the Health Committee and the recently released Blue Ribbon Commission Report are 

both premised on the argument that NYCHH must significantly reduce costs.  This cost cutting process will 

largely take the form of slashing personnel, cutting “inefficient” services and reducing capacity. 

This approach is premised on the erroneous assumption that NYCHH has an unsupportable and high cost 

structure, and is directly related to the unstated premise that public hospitals (like government services) 

are less efficient, costlier and of lower quality than private sector service providers. 

In point of fact these spoken and unspoken premises are unsupported by the facts.  NYCHH costs for 

treating patients are comparable to or lower than those of private voluntary hospitals.   

Though there is no detail regarding treatment costs in the NYCHH report to the Health Committee, a review 

of the Blue Ribbon Commission report asserts that NYCHH hospitals have a per discharge cost $20,170, 

compared to an average in the private sector of $16,458 (a 22.6% difference). 

This analysis is based on a flawed formula that factors in in-patient discharge costs, a standard out-patient 

multiplier of 1.4 of in-patient costs, and then adjusts for Case Mix Index (a measure of the severity of 

patient’s condition).   

This cost formula, which is the basis of the 22.6% difference between NYCHH and private sector costs of 

treatment, is flawed and does not accurately reflect NYCHH costs for several reasons.  First, the multiplier 

to adjust for out-patient costs is not an accurate gauge for NYCHH because NYCHH has a much higher than 

average outpatient foot-print.  Second, the Case Mix Index adjustment further distorts the NYCHH cost 

structure because NYCHH has historically failed to fully capture patient acuity in its documentation, has 

fewer resources to focus on maximizing CMI and has not engaged in sophisticated “gaming” mechanisms 

employed by many private sector providers to maximize their billing and revenues.  Finally, as has been 

widely acknowledged in numerous studies and, increasingly, by the Federal CMS authorities, the CMI 

measure of patient acuity do not account for socio-economic factors that can add to the cost of treating 

patients with psychiatric or chemical dependency issues, people with diverse language or cultural 

backgrounds, or large numbers of poor people who may not have the resources or home environment to 

allow them to receive treatment within the standard CMI based cost formulas. 

Our analysis of NYCHH patient care costs, which does not adjust for CMI but does adjust for actual out-

patient volume, in-patient and out-patient charges and in-patient and out-patient labor costs.  Using this 

methodology, we conclude that NYCHH hospitals are generally on the lower end of hospitals in NY City in 

terms of payroll expense per adjusted discharge.  The average NYCHH hospital payroll cost per adjusted 

discharge was less than $8,000 and NYCHH hospitals comprised 7 of the 15 hospitals in NY City with the 

lowest costs.  

3. NYCHH Quality Of Care Is As Good As Or Better Than That Of Private Sector Hospitals 

Notwithstanding that NYCHH labor costs per discharge are actually lower than most private hospitals, there 

remains an unspoken assumption that quality of care is inferior to that provided by the top private sector 

hospitals, particularly the large academic medical centers. 
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This (unspoken premise) is also false, but if NYCHH undertakes a misconceived and rash round of layoffs of 

direct care workers, it might prove to be a self-fulfilling prophecy. 

The latest Leapfrog Group survey, which is a national hospital industry quality measure organization that 

rates hospitals on a set range of quality of care metrics, has consistently found that NYCHH hospitals as a 

whole to provide higher than average quality metrics.  According to the Leapfrog report issued in November 

of 2016, 5 NYCHH hospitals received a grade of “A” or “B”, while no other hospitals in NY City received 

more than a “C”.   In fact, every NYCHH hospital did as well as or better than such “premier” hospitals as 

NYU, Mount Sinai, NY Presbyterian, Montefiore, Maimonides and Methodist hospitals.  See Leapfrog Report 

at http://www.hospitalsafetygrade.org/search?findBy=state&zip_code=&city=&state_prov=NY&hospital=. 

We have also analyzed discharges from a range of common diagnoses (acute myocardial infarction, 
bronchitis/asthma, chronic pulmonary disease, diabetes, heart failure & shock, intracranial hemorrhage 
cerebral infarction, kidney and UT infections, and septicemia or severe sepsis) and in an apple-to-apple 
comparison found that NYCHH system hospitals on average had significantly lower percentages of 
complications or major complications in each category than the average for all other hospitals. 
 
Though the quality of care provided to patients at NYCHH is thus as good as or even better than that 
provided in the private sector, the emphasis on cutting personnel and other costs presents a real danger 
that quality of care will deteriorate, and jeopardize not only the patients that rely on NYCHH for their care, 
but also call into question any plan to improve the financial conditions of the NYCHH system. 
 
 
4. The City Must Take The Lead In Transforming NY City’s Health System To Meet Local Needs 

A transformation plan that focuses only on the NYCHH hospital system’s finances, without considering the 

role that it plays in the broader healthcare system is doomed to failure.  NYCHH cannot become self-

sustaining because, as we noted above, its role is to absorb the losses that the private providers are 

unwilling to shoulder. 

Indeed, if the NYCHH hospital system were to close or significantly cut back on its services, the viability of 

the entire hospitals system would be questionable.  The large academic hospital systems that generate 

hundreds of millions in operating surpluses would see their margins shrink and the weaker hospitals that 

have small positive or break even margins would quickly see losses if they had to provide care to larger 

numbers of uninsured and underinsured patients. 

The NYCHH system thus has a symbiotic relationship with the private providers, absorbing costs and 

assuming obligations for services that the City needs but that the other hospitals are able to avoid because 

of the existence and role of the public system. 

Given this dynamic, it is necessary to ensure that any restructuring of NYCHH and path toward sustainability 

include the following key elements: 

 The City must take a more assertive and bolder role in coordinating and guiding the delivery of 

healthcare services based on local community needs and using legal, political and moral suasion to 

create a fairer distribution of both the burdens of providing needed services and of revenue flows 

between NYCHH and the private hospitals; 

 Given the role of NYCHH, any corrective action must include an analysis and reshaping of the 

broader hospital and healthcare infrastructure; 

 Any cost cutting measures must focus on overhead, supply chain, managerial and other 

improvements to efficiency that will not impact direct patient care services and personnel; 

http://www.hospitalsafetygrade.org/search?findBy=state&zip_code=&city=&state_prov=NY&hospital
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 Quality of care must be maintained to prevent a vicious downward cycle of cuts that affect quality 

causing more revenue losses that in turn cause further cuts in service; 

 Reductions in services or capacity must be minimized and closely correlated to local needs 

assessments and include a holistic analysis of the entire public and private health infrastructure; 

 The goal of any restructuring cannot be merely to fix the finances of NYCHH but to create an 

integrated city-wide healthcare system in which the private and public provider systems work 

together to provide health services to the people of New York. 






































