




















            

 

Good afternoon, 

My name is Anthony Feliciano; I am the Director of the Commission on 

the Public’s Health System (CPHS).  We believe in putting the public back in 

public health.  For over 25 years, we have been addressing inequities in the 

care, treatment, delivery and distribution of health care services, programs, 

and resources.   We like to thanks the City Council Hospital Committee and 

Health Committee for holding this hearing today on cost disparities within New 

York City Voluntary Hospitals.   

We want to begin with saying that disparities are also found in the 

quality and care provided by the health care system.  Where some of New 

Yorkers are already well served, others are in desperate need of access and 

better care 1. I would state that as of yet there's no direct correlation between 

cost and quality.  This makes even more complicated that hospitals can charge 

wildly different prices for similar care. For example, the State produced reports 

comparing costs for specific common diagnoses. The median cost of a patient 

discharged in 2014 after a cesarean delivery with minor severity ranged from 

$18,620 reported by NY Presbyterian Downtown to $6,985 at Mt. Sinai 

Roosevelt. It is super complicated to explain why care at one hospital appears 

to be nearly three times the cost of care at another. But we can say they are 

several factors contributing to the disparity.  

1. Enormous reported cost differences reflect differences in the ways the 

two institutions allocate and report costs.  The disparity is only 

exacerbated because of nonpublic data from health insurers and 

negotiated contracts with New York State hospital. 

2. Bargaining power when negotiating with insurers in the prices a 

hospital can command 

3. Shameful politics by the hospital and insurance Industry, which 

includes impeding any real progress around transparency of costs for 

services and accountability to consumers, especially include caring for 

communities with huge socio-economic issues and problems, most 

commonly framed as Social Determinants of Health 

4. Interpreting New York’s data on variations in cost because of flaws in 

metrics around overall volume, teaching hospital status, facility 

specific attributes, geographic region and quality of care provided.   
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A report, funded in part by NYSHealth, examines the factors behind New York 

State hospitals’ wide price variation, with some hospitals up to 2.7 times more 

expensive than the lowest-priced ones in the same region.  It is important to 

identify cost-effective hospitals — to find the most and least expensive 

hospitals in the New York City metropolitan area.  But it is equally or more 

critical to understand that Hospitals with higher prices do not necessarily have 

higher quality. Likewise, hospitals with lower prices do not necessarily have 

lower quality.  We have over several years’ large consolidations and mergers of 

hospital resulting in New York City health care system being delivered by five 

very large health systems not including NYC Health + Hospitals.  Some of those 

large voluntary systems have the highest facility Cost Ratings like NYU 

Langone Medical Center but also safety grades of D or worst.  I would admit 

that there are some low-cost hospitals who also have bad safety grades, but not 

nearly as many of those hospitals that have high costs associated with their 

inpatient and outpatient services.   

Although, NYC H+H system is not the topic of discussion, the entire 

health care system of NYC is reliant on its ability to take care of all New 

Yorkers, regardless of ability to pay.  I would note that The NYCH+H System’s 

cost structure is sensibly efficient and its care of good quality.  The 

assumptions are untrue related to that public hospitals are less efficient, 

costlier and of lower quality than voluntary/private service providers. In fact, 

New York State Nurses Association report on Restructuring NYC Health + 

Hospitals demonstrated through research of data that NYCH+H costs for 

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

For example, surveys by the Leapfrog Group, which is a national hospital 

industry quality measure organization that rates hospitals on a set range of 

patient safety metrics, have consistently found that NYCH+H hospitals as a 

group provide higher than average quality.  

NYCH+H increasingly picks up the costs of a wide range of services and 

populations that private sector providers can avoid exactly because NYCH+H is 

there to shoulder this responsibility and still charge less for many services than 

their voluntary provider counterparts.   But to get to the bottom of this 

disparity of cost amongst the voluntary providers can be very complicated 

because any of the readily-available metrics and accounting methods have 

shortcomings in providing an accurate picture.  This includes the formula that 

uses the ratio of charges (or list prices) for inpatient to outpatient services 

performed to create a variable named “adjusted discharge.  As many of the 

states and federal methodologies could be underestimating difference between 

public and private and even between private providers and private providers 

that are true safety-net institutions (providing disproportionate amount of 

inpatient and outpatient care to people on Medicaid and Uninsured).  Although 



much of the power lies in the state government, we would recommend the 

following for the City Council to take lead on: 

What do we recommend:  

 The NYC Department of Health, City Comptroller office along with the 

City Council could jointly conduct an analysis comparing the actual cost 

to care for a similar patient in different hospitals.  Currently the city 

DOH does review together both hospital institution-wide cost (ICR) and 

patient-specific discharge data (SPARCS).  However, it may need some 

other reliable variables that can be married to current data collected.  

This is important because costs derived from billing data are based upon 

what is submitted by a facility to the state and may not necessarily 

reflect a final price of the service delivered. 

 

 Conduct an investigation into hospitals with high cost services for 

common diagnoses that are also displaying lack of services to low-

income, immigrant and communities of color, especially for self-

pay/uninsured individuals and families.    

 

 

 Assess the social and economic impact of the City of New York providing 

$669 million in real property tax exemptions to private nonprofit 

healthcare providers.  The City and State should reconsider the tax 

benefits, permitting, and zoning exceptions awarded to private, voluntary 

hospitals if is not about caring for the sick and the creating fair costs for 

services and treatment.   

 

 Create a citywide stakeholder group that has equal representation of 

community advocates and consumers, health facilities and insurance 

plans to discuss a true path for transparency around costs and quality of 

care.  I would include both City and State Departments of Health to the 

stakeholder group.  In addition, the stakeholder group must be open to 

the public to attend. 

 

 City Council should monitor closely all the hospitals and health plans to 

ensure that validated measures do address both disparities in cost and 

care, especially as medical care reimbursement transitions from fee-for-

service to value-based purchasing. 

 

 



CPHS does acknowledge that there are several voluntary hospitals that are 

good actors in playing a critical role in serving the uninsured and people on 

Medicaid (i.e. Interfaith Medical Center, Brookdale and others).  However, 

several private hospital networks operate with huge surpluses and would be 

important to know if they have enormous price differences from those least 

flourishing (noting it’s sad that health care is about profits).   The large private 

hospitals have grown into multi-site healthcare networks and have positioned 

themselves to benefit from changes in the healthcare sector. The combined net 

revenues of the five major private hospital networks were $877 million in 2016, 

up by over one-third from $650 million for all five in 2014 and 2015.2   The five 

large voluntary networks benefit from tax-exempt status despite providing 

extremely high salaries and pay packages to their executives.  So it should be 

only right that disparity in cost of care between them should be fixed and abide 

to set of fair principles.   

In conclusion, we thank again Councilmember Levine, Chair of the Health 

Committee and Carlina Rivera, Chair of the Hospital Committee and the staff 

and members of both committees.   
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