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Testimony	from	the	Community	Health	Care	Association	of	New	York	State	
Committee	on	Hospitals:	Preliminary	Budget	Hearing	

Council	Chambers,	City	Hall,	New	York,	NY	
March	25,	2019		

The	Community	Health	Care	Association	of	New	York	State	(CHCANYS)	is	pleased	to	submit	this	written	
testimony	to	the	City	Council’s	Committee	on	Hospitals	Preliminary	Budget	Hearing.		

CHCANYS	is	New	York	State’s	Primary	Care	Association	for	federally	qualified	health	centers	(FQHCs),	
also	known	as	community	health	centers.	CHCANYS	operates	as	an	advocate	and	voice	for	the	70	
community	health	centers	that	operate	over	800	sites	across	the	State.	In	New	York	City,	there	are	over	
500	FQHC	sites	serving	1.3	million	patients,	or	one	in	seven	New	Yorkers	annually.	In	2015,	NYC	Health	+	
Hospitals	formed	Gotham	Health,	Inc.	which	now	operates	many	health	center	sites	throughout	the	city.		

FQHCs	are	non-profit,	community	run	health	centers	located	in	medically	underserved	areas	that	
provide	high-quality,	cost	effective	primary	care	to	anyone	seeking	it,	regardless	of	insurance	coverage,	
immigration	status,	or	ability	to	pay.	Each	FQHC	is	governed	by	a	consumer-majority	board	of	directors	
who	seek	to	identify	and	prioritize	the	services	most	needed	by	their	communities.	Indeed,	FQHCs	offer	
unique	benefits	to	all	communities,	particularly	those	who	have	been	underserved	and	are	low	income,	
including	a	model	of	patient-centered	care	that	is	demonstrably	associated	with	improved	outcomes	
and	reduced	costs.		

FQHCs	are	designed	to	be	fully	integrated	patient-centered	medical	homes,	providing	mental	health,	
oral	health	and	health	promotion/disease	prevention	services	as	required	components	of	a	
comprehensive	primary	care	setting.	The	provision	of	service	to	all,	regardless	of	immigration	status	or	
ability	to	pay,	has	been	the	hallmark	of	the	FQHC	model	for	fifty	years.	FQHCs	across	the	city,	including	
Gotham	Health,	create	a	reliable	network	of	primary	care	throughout	New	York	City.		

Across	the	State,	Medicaid	and	Medicare	account	for	approximately	53%	of	annual	emergency	
department	(ED)	visits.i	Meanwhile,	research	has	shown	that	many	visits	to	hospital	emergency	
departments	are	non-urgent	or	preventable	and	could	have	been	treated	or	avoided	through	timely	
primary	care.ii		FQHCs	are	the	bedrock	of	the	NYC	primary	care	safety	net,	providing	access	to	effective	
primary	care,	especially	among	populations	that	are	most	likely	to	present	at	the	ED	with	a	non-urgent	
or	avoidable	condition.	In	fact,	FQHC	availability	has	shown	to	reduce	ED	utilization	among	populations	
most	likely	to	appear	in	an	ED	with	a	non-urgent	condition,	including	low-income	individuals,	Medicaid	
beneficiaries,	and	the	uninsured.iii		

FQHCs	serve	all	individuals	regardless	of	ability	to	pay	for	services	or	insurance	status	and	allow	for	
payment	for	services	to	be	determined	based	on	ability	to	pay	and	a	sliding	fee	scale.	Through	provision	
of	enabling	services	that	enhance	access	to	care,	including	transportation	to	and	from	visits,	language	
assistance,	comprehensive	case	management,	and	extended	hours,	FQHCs	have	become	a	trusted	
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provider	in	their	communities.	Approximately	14%	of	New	York	City	health	center	patients	are	
uninsured,	and	370,000	are	best	served	in	a	language	other	than	English.	While	proposed	changes	to	
public	charge	have	threatened	immigrants’	sense	of	security	and/or	willingness	to	sign	up	for	public	
benefits,	health	centers	have	maintained	their	status	as	a	communal	safe	space	for	all,	even	when	they	
stand	to	lose	as	much	as	$100M	in	annual	Medicaid	revenue	as	a	result	of	the	proposed	rule.iv		

CHCANYS	applauds	the	Mayor’s	efforts	to	expand	access	to	health	care	to	600,000	New	Yorkers	without	
insurance	coverage	through	the	NYC	Care	initiative.	However,	by	limiting	FQHC	participation	in	the	NYC	
Cares	program	to	Gotham	sites,	we	are	concerned	that	the	mayor	has	overlooked	the	larger	existing	
network	of	FQHC	providers	that	have	relationships	with	the	kinds	of	patients	the	NYC	Cares	is	looking	to	
serve.	NYC’s	FQHCs	leverage	their	strong	community	relationships	to	provide	comprehensive	case	
management	and	refer	out	to	support	services	across	the	city	as	needed,	even	in	hard	to	reach	areas.		

To	summarize,	health	centers	are	an	existing	network	of	providers	with	strong	ties	to	the	communities	
they	serve.	These	bonds	to	the	communities	make	it	possible	for	FQHCs	to	engage	even	the	hardest	to	
reach	patients	in	all	corners	of	NYC.	In	the	city’s	effort	to	expand	access	to	coverage	and	care	for	all	New	
Yorkers,	CHCANYS	urges	the	Council	to	engage	FQHCs	and	leverage	their	existing	relationships	with	
community	providers	–	including	social	support	services,	specialty	care	and	hospital-based	services.	In	
the	effort	to	ensure	that	neither	immigration	nor	insurance	status	determines	health	status	in	New	York	
City,	we	urge	the	Council	to	look	beyond	the	walls	of	the	public	hospital	system	and	to	support	
collaborations	among	trusted	community-based	organizations,	including	FQHCs.		

																																																													
i	Goins	S,	Conroy	MB.	Statistical	Brief	#8.	New	York	State	All	Payer	Emergency	Room	Visits,	2013.	New	York	State	
Department	of	Health	Office	of	Quality	and	Patient	Safety	Division	of	Information	and	Statistics.	March	2015.	
https://www.health.ny.gov/statistics/sparcs/sb/docs/sb8.pdf	
ii	McWilliams	A,	et	al.	Cost	analysis	of	the	use	of	EDs	for	primary	care	services	in	Charlotte,	North	Carolina.	N	C	Med	
J.	2011;72(4):265-71.	
iii	Laiteerapong	N,	et	al.	Health	care	utilization	and	receipt	of	preventive	care	for	patients	seen	at	FQHCs	compared	
to	other	sites	of	primary	care.	Health	Serv	Res.	2014;49(5):1498-1518.	
iv	CHCANYS	testimony	before	the	New	York	City	Council	Committees	on	General	Welfare,	Immigration,	and	Health.	
Oversight	Hearing:	The	Impact	of	the	Proposed	“Public	Charge”	Rule	on	NYC.	November	15,	2018.	
http://www.chcanys.org/clientuploads/2018%20Policy/FINAL_Public_Charge_NYC_Hearing_WRITTEN_Testimony_
11.15.2018_PDF.pdf		
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Presented by Judith Cutchin, RN 

President, NYC Health + Hospitals and Mayorals Executive Council  

New York State Nurses Association 

 

The New York State Nurses Association represents more than 42,000 registered nurses and is the 
largest union representing registered nurses in New York State.  NYSNA is also represents more than 
8,500 public sector nurses employed at the NYC Health + Hospitals system and various Mayoral 
agencies. 

 
As a union representing registered nurses, we advocate universal, equal, high quality health care for all 
New Yorkers regardless of ability to pay. 

 

NYSNA strongly supports funding that will allow nurses and other direct care health workers to provide 
the highest quality care for our patients, equality of health care services for all New Yorkers and 
communities, in accordance with professional standards, with guaranteed minimum staffing ratios, and 
under safe and fair working conditions. 
 
 
1. NYC Health + Hospitals is the backbone of the NY City area health care system 
 
The public Health + Hospitals system is the core of the broader city-area acute care hospital system.  
Though Health + Hospitals operates about 20% of the total city-wide in-patient hospital beds, it 
provides a disproportionate share of out-patient clinic services, psychiatric services, Level I trauma 
capacity, and other specialized types of care that are vital to the entire NY city health care system. 
 
In addition, Health + Hospitals provides an outsized and widely disproportionate share of services to 
uninsured and underinsured patient populations and communities.  The public system thus accounts 
for about 20% of hospital capacity, but it provides about 50% of uninsured patient acute care 
discharges and emergency room visits, and even higher (60%-70%) rates of out-patient, ambulatory 
and primary care services to the uninsured. 
 
The Health + Hospitals system also plays a key role in allowing the private medical center systems (NY 
Presbyterian, Mount Sinai, NYU and Northwell) to generate huge operating and total profits, which 
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have ranged from $600-$900 million annually.  The existence of the Health + Hospitals system has 
allowed these private hospitals to focus their operations on the most profitable types of services 
(cancer, joint disease and surgery, cardiac, transplant, etc.), further padding their profits.  This is 
accomplished by shedding costly and unprofitable services (psychiatric, obstetrics, emergency, trauma, 
etc.) and populations (uninsured and underinsured patients, and low income communities) and shifting 
the financial burden of providing this care to the public hospital system. 
 
In the final analysis, the very high profits being generated by the major private sector hospital systems 
are only possible because of the existence of the Health + Hospitals system.  These private sector 
hospitals thrive through a symbiotic relationship that essentially relies on the exploitation of the public 
sector system.  
 
2.  NYC Health + Hospitals must be funded equitably 
 
Given the dynamic between the private and the public hospital systems in NY City, it is critical that the 
public system is provided with the resources it needs to fulfill its critical assigned role within the 
broader health care delivery system. 
 
The quality of care provided by the Health + Hospitals system is must be noted is as good as or better 
than that provided by major private hospital systems.   
 
The objective metrics relating to patient outcomes in the Health + Hospitals system (mortality, hospital 
acquired infections, patient falls, incidence of bed sores, etc.) are equal or comparable to those of the 
private systems. 
 
In addition, the Health + Hospitals system is not, contrary to certain ideological narratives, equally 
efficient in terms of labor costs and total costs.  The costs of providing care in the Health + Hospitals 
system are in line with or superior to those of the private sector when analyzed in comparison to the 
volume and types of services provided.   
 
The public hospital system, however, is not fairly reimbursed for the services it provides (because it 
provides a disproportionate share of poorly reimbursed or inherently expensive services – Level I 
trauma and psychiatric services, for example – and cares for disproportionate numbers of uninsured 
and underinsured patients).  This results in an apparently higher cost of services relative to the income 
produced and feeds the false narrative that the public system is less efficient than the private system. 
 
As the public system continues to labor under the financial pressure of ongoing operating deficits and 
calls to reduce costs, however, there are real impacts on its patients and the communities that it 
serves.  Cost cutting initiatives are demanded to compensate for the operating deficits caused by unfair 
reimbursement and inadequate resources.  This creates a further downward pressure on the quality of 
care and scope of services offered. 
 
Because the public system disproportionately serves poorer patients and communities, this results in 
the increasing prevalence of a two-tiered system of care in which poorer and working class patients 
and communities receive lower levels of services than those provided by the private sector hospitals to 
their more affluent patient population. 
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The City of New York must not permit a two-tiered health care system to operate in NY City in which 
immigrants, people of color, lower income workers, and other New Yorkers receive fewer services, 
reduced access and lower quality of care than that received by others who have more wealth.   
 
The City of New York must work to adequately and fairly fund the Health + Hospitals system, ensure 
that all New Yorkers have equal and equitable health care, and assert its authority to fairly allocate 
resources to all communities. 
 
3. NYC Care and NYC Public Option 
 
In January of 2019, the Mayor announced a new initiative to provide health care coverage to all 
uninsured NY City residents.  The Mayor’s proposal, which would provide direct access or health 
insurance to the approximately 600,000 city residents who currently are uninsured, relies upon Health 
+ Hospitals as its core element. 
 
Under the Mayor’s proposal the NYC Health + Hospitals system, which is already the largest source of 
health care for uninsured and Medicaid patients in the city, would serve as the source of direct care 
services to this population. 
 
In addition, the MetroPlus health insurance program, which is affiliated with the NYC H+H hospital 
system and currently offers coverage on the ACA private insurance exchange in New York and operates 
Medicaid managed care and other types of health insurance services, would serve as a “public option” 
insurer for part of the remaining uninsured population. 
 
The FY2020 Preliminary Budget allocates $25 million for NYC H+H in FY2020 to begin implementation 
of this new health coverage, and projects $75 million in FY2021, $100 million in FY2022 and $100 
million in each year thereafter.  The Preliminary Budget also proposes to increase enrollment in 
MetroPlus, though no specific funding is allocated and there is no clear explanation as to how this will 
be accomplished. 
 
NYSNA is a strong supporter of universal, single payer health coverage and has been a long-standing 
major supporter of the NY Health Act legislation currently pending in the state legislature 
(A5248/S3577). 
 
NYSNA strongly supports the Mayor’s “NYC Care” initiative as a necessary transitional step to provide 
health care coverage for city residents who remain uninsured under the current ACA health care 
structure while the struggle to implement universal health care coverage at the national or state level 
is carried to its conclusion. 
 
NYSNA believes that the NYC Health + Hospitals system is the backbone of the city health care system, 
and is already providing about 20% of total hospital, ambulatory, health clinic and emergency care for 
NY city residents. 
 
NYC Health + Hospitals already provides the bulk of such services as Level I Emergency trauma 
capacity, psychiatric and mental health care, maternity and delivery care, and other critical services 
that are too expensive and/or poorly reimbursed to interest private sector providers. 
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In addition, NYC Health + Hospitals also disproportionately cares for uninsured and underinsured 
patient populations and communities.  The public hospital system’s in-patient discharges, emergency 
room visits and out-patient visits are generally more 65%-70% covered by Medicaid and uninsured.  
The NYC Health + Hospitals primary care clinic system’s scope and extension dwarfs those of the 
private hospitals and more than 50% of the patients seen in those clinics are uninsured. 
 
Given its existing role in the broader health care system, it is no accident that NYC Health + Hospitals 
loses about $1 billion a year in its operations.  The public system assumes the task of providing the bulk 
of poorly compensated services to New Yorkers who cannot pay the costs of their care, while the 
private hospitals focus on the wealthier patient populations and the most profitable services.  We thus 
have a symbiotic relationship in which the private sector is able to make money precisely because the 
public sector is there to absorb the social costs of caring for the patients and communities that they 
seek to avoid. 
 
Given this dynamic, we believe that the Preliminary Budget does not provide sufficient funding to 
maintain the existing services provided by NYC Health + Hospitals.  We urge the council to provide 
additional funding that Health + Hospitals will be need to implement the Mayor’s ambitious new NYC 
Care plan. 
 
4. Establish a Planning Body to Coordinate the Implementation of NYC Care 
 
Beyond the additional funding for NYC Health + Hospitals that will be necessary to provide universal 
health coverage for 600,000 uninsured New York City residents, we also believe that implementing the 
NYC Care program will require a high level of coordination and planning. 
 
The NYC Care program will require NYC Health + Hospitals and the city to: 
 

 Assess local community health needs throughout the city; 
 Identify the geographic, racial, ethnic/cultural, and income/social composition of the 600,000 

city residents who make up the uninsured population; 
 Determine the scope of the health care needs of the uninsured; 
 Analyze the scope and types of services that will needed to meet their needs; 
 Analyze and determine the geographic dispersion of the target population and the existing 

services available in those areas; 
 Create a specific plan to meet the needs of the uninsured population; 
 Identify and develop needed health care services sites; 
 Identify, develop and put in place the necessary staffing of physicians, physician assistants, 

nurse practitioners, registered nurses, supportive care giver personnel, non-care giver 
personnel and administrative personnel; 

 Analyze and identify the costs of setting up the necessary primary, ambulatory and clinical 
services; and, 

 Analyze and identify available resources to provide the desired services. 
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We also believe that the City and the NYC Health + Hospitals system should not be left to bear the full 
responsibility for providing universal coverage.   
 
The private hospitals, and the large and very profitable academic and specialty medical centers in 
particular need to make resources available for this project.  The private sector hospitals should either 
contribute financially or in the form of direct care to the target uninsured population, rather than 
relying entirely on the tax payers to assume the costs of implementation. 
 
In order to effectively implement a city-wide universal health coverage program, there will need to be 
a centralized body to create a plan, coordinate public and private efforts to implement the plan, and 
with some official power to direct and guide the process. 
 
NYSNA thus urges the Council to include in the budget provisions for a City-Wide health planning 
commission or administrative body to oversee the implementation of the NYC Care program. 
 
5. Oppose the proposed Cuts in State Medicaid Funding 
 
NYSNA is deeply concerned about the health care cuts that were proposed in the state FY2020 
Executive Budget in Albany. 
 
The cuts in hospital and other health care provider funding being proposed in the state budget exceed 
$1 billion in state funds.  In addition, when matching federal funds that will be lost are included, the 
total cost to health care providers state-wide rises to about $1.5 billion.  In addition, many of the cuts 
are target at or will disproportionately impact New York City hospitals and providers. 
 
These cuts include the following: 
 

 $138 million reduction in state Indigent Care Pool (ICP) funding, totaling $275 million when 
federal matching aid is eliminated, and all targeted specifically at downstate hospitals; 

 $180 million in Medicaid reimbursement rates, totaling $360 million state wide when federal 
matching aid is eliminated; 

 $220 million in revoked Medicaid rate increases for hospitals (2%) and nursing homes (1.5%) 
that were implemented in November of 2018; 

 $59 million in state reimbursements for NY City local public health programs. 
 
Though it appears that a consensus is forming in Albany to drop these proposed cuts to health care 
funding, it is imperative that these cuts be stopped. 
 
NYSNA strongly opposes the proposed state health care cuts and strongly urges the City Council as a 
body and individual council members to do their utmost to persuade the state legislature to reject the 
proposed cuts in Medicaid and ICP funding. 
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6. Support the “NYC Health + Hospitals Community Plan” to fix Inequities in Indigent Care Pool (ICP) 
Funding 

 
The Federal Disproportionate Share Hospital (DSH) program currently allocates about $1.8 billion to 
New York to provide support to hospitals that provide health care to “disproportionate” shares of 
Medicaid and uninsured patients.  New York State, some county governments, and New York City 
contribute an equal matching share (50%/50%) to provide hospitals with a total of $3.6 billion in funds 
to compensate for the care of the uninsured and Medicaid patients (for whom Medicaid reimburses 
provides less than the cost of care). 
 
About $1.135 billion of the total DSH pool is distributed through what is known as the Indigent Care 
Pool (ICP), which uses various formulas to distribute the money to private hospitals. 
 
These funds are intended to compensate safety-net hospitals for the losses associated with higher rates of 
Medicaid and uninsured patient populations and correspondingly lower rates of privately insured patients. 
 
The basic premise of the DSH/ICP funding program is that Medicaid reimbursement rates are set below 
actual costs in most instances and that uninsured patients are not reimbursed at all, putting these 
hospitals in a precarious financial situation. The DSH funds are intended to redress this imbalance by 
providing extra support to offset these losses and allow safety net institutions to continue to operate 
and provide vital care to poor communities. 
 
The current state methodology for distributing the DSH and ICP funds does not target this funding to 
those hospitals with the highest rates of Medicaid and uninsured patients. Instead, it distributes the 
money more broadly to all hospitals, using formulas that continue to incorporate bad debt, and 
consequently distributing significant portions of this finite pool of funding to hospitals that do not need 
the funds (because they are highly profitable) or do not deserve the funds (because they serve a 
proportionately low share of Medicaid and uninsured patients). 
 
The DSH and ICP funds also continue to consider “bad debt” in the distribution of funds to hospitals, 
even though this “bad debt” is not considered “charity care” and is no longer allowed by federal law to 
be included in determining allocations of federal DSH money.  New York was supposed to have phased 
out the inclusion of bad debt more than five years ago, but has maintained a “transition collar” to 
phase it out so slowly that it will take decades to eliminate. 
 
The net effect is that the DSH and ICP money is not distributed fairly and targeted to those true safety-
net hospitals with the highest rates of Medicaid and uninsured patients.  Money from the pools is still 
being given to highly profitable hospitals that treat relative low numbers of uninsured and Medicaid 
patients.  Instead of being allocated to safety-net hospitals, much of the money in the fund goes to 
richer hospitals that neither need nor deserve the funding. 
 
The NYC Health + Hospitals system and numerous community and patient advocacy groups, including 
NYSNA, have helped to formulate and support the “NYC Health + Hospitals Community Proposal” to fix 
the inequities in the ICP and DSH pools. 
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NYSNA strongly supports this proposal, which is being included in State Senate budget proposals and as 
stand-alone legislation in the Assembly (A6677) and which would: 
 

 Leverage $300 million in additional federal money for “Enhanced Safety Net Hospitals” as 
reimbursements in the state Medicaid program; 

 Eliminate the “transition collar” in the ICP pool without harming rural and urban safety net 
hospitals; 

 Distribute more DSH and ICP money to hospitals with high levels of indigent, uninsured and 
Medicaid patients; and, 

 Reduce payments to hospitals with low levels of uninsured and Medicaid patients; 
 
NYSNA strongly urges the Council as a body and individual council members to call upon legislators to 
include the “NYC Health + Hospitals Community” plan in the state budget or to enact A6677 as stand-
alone legislation. 
 
 
7. NYSNA Supports Minimum Safe Staffing Standards in Hospitals and Other Health Care Facilities 
 
In presenting the state Executive Budget, Governor Cuomo announced that he was directing the 
Department of Health to conduct a study that will examine ways to implement staffing enhancements 
to improve patient safety and the quality of care in our hospitals and nursing homes. 
 
In addition, there is pending legislation that would set minimum safe staffing ratios that all hospitals 
and nursing homes would have to adhere to pending in the legislature (A2954/S1032). 
 
NYSNA and a range of other labor and community advocates strongly support expanding mandatory 
safe staffing ratios to ensure that hospital and nursing home patients have enough registered nurses, 
licensed practical nurses, nurse’s aides, patient care technicians, and other direct patient care workers 
and professionals who are part of an inter-disciplinary team to deliver safe high quality patient care. 
 
We believe that minimum staffing ratios covering registered nurses, licensed practical nurses, nursing 
aides, patient care technicians and other members of the inter-disciplinary team of direct care staff will 
be found to be the most effective approach to improving patient safety and the working conditions of 
direct care workers. 
 
This conclusion is supported by a well-established body of research and the actual experiences of New 
York, California and other jurisdictions that have successfully implemented minimum staffing ratios. 
 
Setting a floor on the number of patients that registered nurses, licensed practical nurses, nursing 
aides, patient care technicians and other direct care staff can be assigned to care for is safer to 
patients, safer for direct care workers and in the end more cost effective than short-sighted 
management efforts to cut corners and pinch pennies by skimping on patient care. 
 
New York has already established safe staffing standards for certain types of patients by statute and 
regulation. New York’s approach to safe staffing standards was a correct response to documented 
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patient safety concerns for certain types of units. With the intensification of patient acuity throughout 
hospitals and nursing homes, it is now time to expand the application of staffing standards to every 
patient care unit in furtherance of safe patient care and to be consistent with New York’s long standing 
approach to regulating hospital and nursing home staffing. 
 
Research shows that the more patients assigned to a nurse and other direct care staff, the worse the 
quality of care that is received by those patients. Poor staffing increases patient mortality rates, 
reduces patient health outcomes, increases the incidence of co-morbidities, complications and length 
of stay, reduces patient ratings of their care experience, lengthens patient recovery times, and leads to 
higher rates of readmission and unnecessary health care utilization. 
 
Poor staffing also negatively affects the working conditions of direct care workers and the experience 
of patients. Inadequate staffing increases wait times for care, is a trigger for workplace violence and 
assaults on patient care staff, leads to increased workplace injuries and illness, depresses workplace 
morale and leads to higher rates of staff burnout and turnover. 
 
The adverse effects of poor staffing also have serious costs and financial consequences for bottom 
lines of hospitals, nursing home and other health care providers. High rates of turnover of direct care 
staff pose a huge and increasing cost for employers in the form of direct recruitment and training costs 
and indirectly in the form of lost experience and productivity. Unnecessary patient admissions and 
readmissions impose significant costs on the health care system and result in reduced provider 
reimbursement and other monetary penalties under current federal and state policy. Poor staffing is a 
major contributing factor in assaults and work-related injuries, leading to increased labor back-fill and 
employee health care costs to employers. Poor staffing also increases liability costs for malpractice and 
patient harm lawsuits. Poor patient care outcomes also impose a macro-economic cost in the form of 
lost work time, decreased quality of life and higher total health costs in the broader economy. 
 
NYSNA strongly supports the expansion and establishment of enforceable staffing ratios beyond where 
they already exist to all areas of hospitals and nursing homes, applicable to nurses and to other direct 
care workers, as a necessary measure to ensure the health and safety of patients and workers. 
 
We strongly urge the Council to enact a resolution in support of the pending legislation to enact 
minimum safe staffing standards to maintain the working conditions of direct care nurses and other 
caregivers and to provide safe care to our patients. 



Testimony 

New York City Council Committee on Hospitals-   March 25, 2019 

By Ralph Palladino, 2nd Vice President Clerical Administrative Employees, Local 1549 

 

Clerical-Administrative Local 1549 represents 5,000 employees of the NYC H+H and 

Metro Plus HMO. We represent the Interpreter Title for the city and Client Navigator title in 

NYC H+H that can also be used for interpreting and information providing duties.   

 NYC H+H has always led the way in providing quality care. The system’s hospitals 

continue to win awards for healthcare delivery.  The H+H Metro Plus HMO continues to win 

awards at the number one HMO in the state every year. Under the leadership of Dr Katz in 

conjunction with union cooperation, including Local 1549 the NYC H+H has improved its’ 

finances and patient access from the street level to the patient care rooms for patients. But much, 

much more needs to be done in both those and other areas. The addition of primary care and 

other physician staff has been good.  

But the back-up, ancillary staffing remains woefully low thus impeding better healthcare 

delivery. Nurses and higher paid professional and managerial titles too often must perform 

clerical tasks as do low-wage office temps. The use of higher titles is a waste of tax dollars and 

the use of private temps is a threat to patient confidentiality. This continues the Bloomberg 

administration attack on civil service. More funding is needed to ameliorate these problems.  

We therefore request:  

1) Support NYC Cares 

Local 1549 fully supports the Mayor’s proposal for additional funding for NYC H+H 

through the NYC Care program. This program will allow the 600,000 undocumented immigrants 

and others the ability to gain access to quality healthcare when they need it. 

Currently in New York City there are over 3 million immigrants, 775,000 undocumented 

living in the five boroughs.  Like the Italian, Irish and other immigrants who came to this country 

legally and illegally, they work to provide services, goods and help build our city. They are tax 

payers contributing to the economic and social life of our city.  

According to a report from Comptroller Stringer’s office, “Immigrants are taxpayers: 

every year, immigrant New York families pay an estimated $8 billion in City and State personal 

income taxes and approximately $2 billion in City property taxes.” 

They have a human right to services that their taxes help provide. This includes services 

such as health care and language interpretation.  

In addition we do not need to have immigrants who may be ill or carrying a disease to be 

discouraged from seeking care due to legal threats and/or lack of health coverage. We do not to 

have a pandemic or epidemic in the city because of lack of care. The most recent “epidemic’ is 

now the measles.  

At one time the city funded 33% of HHC’s (now NYH+H) budget. We believe more should 

be done by the city, but this newly proposed program along with funding provided a couple of 

years ago are good starts. For years, Local 1549 has called on the city to increase its’ support for 

our great public system. We applaud the Mayor for doing so. 

2) Reach out to the state for fair share funding for NYC H+H 

Medicaid Financing not meeting the cost of care 

 The cost of providing quality services needed by the public continues to outpace this 

public system’s cost of care and income. It currently costs NYC H+H roughly $350 per visit by a 

patient to outpatient care. The Medicaid reimbursement however is roughly $200. This is a loss 



of roughly $150 per visit per patient that the NYC H+H system must absorb. This is despite 

NYC H+H’s low administrative overhead of just 3% (compared to private insurance that is at 

over 20%). Rates have not risen significantly in over 10 years. 

That said note that NYC H+H receives virtually NO COMPENSATION for treating 

undocumented immigrants. The cost and loss for uncompensated care to the NYC H+H is $1.4 

billion. A lot of it is for undocumented.      

Disproportionate Care (DSH) funding not fairly distributed and is ending 

 The federally funded Delivery System Reform Incentive Payment (DSRIP) Program 

allocation from the state is supposed to be provided to where the most indigent care is provided. 

However, this is not what the state has done. Too much of the funding is going to the private 

non-profit (but really for profit) sector and not enough is going to public hospitals. There have 

been numerous articles, in all of the major newspapers, over the past few years addressing the 

excessive tax dollars received by large “non-profit” hospitals that function like “for-profits,” 

with high paid CEO’s, and do not serve anywhere near the number of poor patients that NYC 

H+H does.  

 DSH funding is to be ended in a couple of years. The Trump Administration budget 

proposes cuts based on ending DSH while cutting Medicaid and Medicare. They propose to slash 

reimbursement to providers. This will cripple NYC H+H hurting patients, cutting jobs and 

hurting local businesses that rely on healthcare facilities being in their neighborhoods. 

3) The need for improvement in language services for Immigrants 

 The influx of immigrants from all over the world using city services is great. This 

requires that communication efforts be enhanced. In some cases this can mean life and death. It 

is especially true in healthcare settings. This is critically important in communication and 

outreach efforts for NYC Cares.  

 Currently the city and NYC H+H contracts out to private vendors interpreter and 

language services that is done by phone. NYC H+H too often relies on non-employee volunteers 

or pools from employees who hold various other titles. This is providing inadequate service to 

those who need it. The volunteers and employees are not usually versed in medical terminology 

which is important. Client Navigators who perform interpreter duties are.  Who does the work of 

pooled employees when they are called to perform this uncompensated interpreting service? 

 The New York Immigration Coalition has documented that the most efficient way to 

provide language interpretation is FACE TO FACE interpretation. This service should be 

performed by city employees, not private phone line employees. We hear stories from our 

members working in hospitals, SNAP and Medicaid about wrongful advice and interpretations 

being performed. The best way to have total quality control and to deliver the service is by using 

the Civil Service Interpreter Title throughout the city. In NYC H+H this can be done by Client 

Navigators.  

 Interpreters do face to face interpretation. They also can interpret documents and assist 

those who are applying for benefits with providing application filing information. I refer you to 

the NY State Report on Social Services (chaired by then Senator Avella) that summarized the 

importance and need for interpreters. 

 If the city and NYC H+H really wants to help the uninsured, especially the immigrant 

population then they should do it properly and in the most efficient manner. It is about peoples’ 

health, not just figuring ways to save money.  

H+H expansion is the key to making health care more accessible, especially in areas where 

disparities in health care exist. It is the main provider for undocumented immigrants.   



Asks of the City Council 

 
1- Support and properly fund NYC Cares. 

 

2- Demand that the NYC H+H use the Interpreter Title and/or Client Navigator 

title for  face to face and document language interpretering rather than private 

contracted out and inefficient phone lines and non-employee volunteers. 

 

 

3- Pro-actively support the Albany Rivera-Gottfried legislation for expansion of 

Essential Care Health Insurance for immigrants state-wide that mirrors the 

NYC Care in NYC.  

 

4- Pro-actively advocating with the Governor and state legislature about increasing 

Medicaid reimbursement rates. It is also important to demand more funding and 

fair distribution of Disproportionate Share (DSH) Funds for NYC H+H. 

 

5- Oppose President Trump’s wall building and restrictions on benefits for 

immigrants including ridiculous work requirements.  

 

 

6- Pro-actively oppose President Trump’s proposed cuts to Medicare, Medicaid, 

SNAP-food stamp program vital for health, especially children and elderly, and 

the Affordable Care Act. 

 

 

  

 

  












