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Abst ract

For the past several years the United States has experienced
a robust econony that has created wealth and prosperity for many
conpani es and individuals. However, the health care industry is
faced with the growi ng probl em of increased unconpensated care
for their services. At the sanme tinme there is growi ng concern
over the increase in the uninsured population in the United
States. Texas is the nation’ s |eader in uninsured persons wth
an estimated 24 percent uninsured in 1998. Furthernore, there
are an estimated 600,000 Medicaid eligible persons in Texas that
are not enrolled in the program

The Greater San Antoni o Hospital Council is a trade
organi zation that has nmenbership in 27 counties in Sout hwest
Texas. As with Texas as a whole, 24 percent of the Hospital
Counci | geographi c nmenbership population is uninsured. As a
result of the high uninsured popul ati on and ot her |ess dom nant
factors, nmenbership experienced over $503 mllion in
unconpensated care for 1997.

This project focused on two Hospital Council nmenbers. One
hospital was a rural not-for-profit county hospital and one was
an urban not-for-profit county hospital, each with a mssion to
care for the indigent population in its service area.

Anal ysis of each facility denonstrated that they are both
actively searching for a nore efficient manner of caring for the
i ndigent, and that both facilities experienced a positive
earnings margin last year. It was discovered that a decrease in

energency roomyvisits, for non-energent patients, would reduce
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t he unconpensated care figures enough to build new clinics
and staff those clinics.

Political factors are a roadblock for both facilities, with
a lack of funding from county governnment and Medi care
rei mbursenment reductions being the two nost inpacting.
Furthernore, the inability for each facility to accurately
identify the undocunented imm grant popul ati on has hanpered
their ability to gain capital through governnent funding.

The Texas Hospital Association and the State Senate
Commttee for Border Affairs are presently addressing the areas
of uni nsured and tracki ng undocunented imm grants. Controlling
these vital concerns will have a direct, positive inpact on the
anount of unconpensated care reported by Hospital Counci

Menber shi p.
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UNCOVPENSATED HEALTHCARE W THI N THE GREATER SAN ANTONI O
HOSPI TAL COUNCI L MEMBERSHI P: AN EDUCATI ONAL PACKAGE AND CASE
STUDY

| NTRODUCT! ON

For the past several years the United States has enjoyed
econonmic growth that has | owered the unenpl oynent rate and
i ncreased consuner confidence, and thus consuner spending. One
woul d think that econom c prosperity would equate to a decrease
i n unconpensat ed heal t hcare received at hospitals throughout the
country. Unfortunately, this is not the case. |In fact, due to
the increase in the uninsured popul ati on, unconpensat ed

healthcare is on the rise and in rural states |i ke Texas,

unconpensated healthcare is a real problem It is estimated
t hat Texas alone has 3.3 mllion uninsured adults and 1.3
mllion uninsured children (Coleman & Lewi s, 1998).

The Greater San Antoni o Hospital Council is a trade
organi zation with a mssion to pronote community health that
enconpasses 27 counties in Southwest Texas. Menbership in the
Hospi tal Council consists of 156 nenbers, including 46
hospitals. Many of these hospitals are located in rural areas
and have a high nedically indigent patient base. Furthernore,
urban hospital nmenbers are experiencing simlar increases in
unconpensat ed healthcare, due to a high indigent population in
and around San Antoni o.

Texas has devel oped and i nplemented nany prograns to relieve

sone of the pressure on hospitals and county governnents, caused
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by treating their indigent population. Mdicaid, a
federal program adm nistered by the states, is the first |evel
of a three level “safety net” designed to provide health care
for many of the uninsured in Texas. Texas ranks third in the
nation for total Medicaid spending and is tied with Arizona for
first in percentage of uninsured popul ation (Texas Health and
Human Services, 1999). Medicaid contracts with nedica
prof essionals around the state to provide 2.5 mllion Texans
nmeeting age and income eligibility criteria established nostly
by federal regulations (Coleman & Lewis, 1998).

The second | evel of the safety net is the hospitals and
physi ci ans, which includes Hospital Districts and Public
Hospi tal s.

The third, and bottom |l ayer, of the “safety net” consist of
the County Indigent Health Care Prograns (CIHCP). This bottom
layer is a last resort for those people who do not qualify for
treatnment in the top two levels. Eligibility for CTHCP is
determ ned by income and resource gui delines, which are tied
directly to the guidelines for receiving cash assistance from
the federal Tenporary Assistance to Needy Fam |ies (TANF)
program The current TANF Iinmt for a single adult is $78 per
nmont h, which equates to approximately 11 percent of the 1997
federal poverty l|level guidelines (Coleman & Lewis, 1998).

The Bal anced Budget Act (BBA) of 1997 has negatively
i npacted the entire healthcare industry. Approxinmately 70
percent of the Act was funded by cuts in health care spending,

nostly Medi care rei nbursenment, by the governnent. The inpact to
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Texas is expected to exceed 5.7 billion in | ost revenue
t hrough the year 2002. Conbine the increase in the uninsured
popul ati on with Medi care rei nbursenent cuts and the result is
many Texas hospitals operating in a negative margin; which sone

predict may be as low as 7.8 percent by 2002 (MIler, 1999).

CONDI TI ONS VWHI CH PROMTED THE STUDY

Events, such as the BBA and a continuous rise in the
uni nsured popul ati on, have pronpted the Texas Hospital
Association to take a closer | ook at the probl em of
unconpensat ed health care and the uni nsured and i ndi gent
popul ation directly associated with such care. Furthernore,
next year is a legislative year in Texas and it is inperative
that |egislators understand the magnitude of health care
delivery for Texas’ indigent population, as well as the various
conponents of the many prograns designed to care for the
i ndi gent and uni nsured in Texas.

Because of the many counties served by the G eater San
Antoni o Hospital Council (GSAHC), the Texas Hospital Association
requested that GSAHC devel op an educational tool for the nmany
| egislators within GSAHC s region. Additionally, GSAHC s
menbership is interested in an analysis of the financial inpact
t hat unconpensated care, particularly care of the indigent, has
had on its hospitals.

Texas | egi sl ature has devel oped a blue ribbon task force to
investigate the sudden rise in uninsured Texans. The task force

is soliciting case studies to use in their final report.
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Texas House Bill 1398, Indigent Health Care, is a
positive approach to health care delivery for the state’s
i ndi gent popul ati on; however, there is still fine tuning
necessary and new information is needed to pronote further
changes concerning indigent health care. Wth the 77'" Texas
| egi sl ature neeting next year, information gathered by the
devel opnment of an educational tool and a case study of the
financial inpact to its hospitals, GSAHC has an opportunity to
benefit nmenbership. By denonstrating the magnitude of
unconpensat ed health care i n Sout hwest Texas, GSAHC can
i nfluence changes that may inprove the present indigent health

care program

STATEMENT OF THE PROBLEM OR QUESTI ON
What is the financial inpact of unconpensated care at
hospitals within the GSAHC nenbership? 1Is there a relationship
between the rise in the uninsured popul ati on, numnber of
energency visits and unconpensated care at these hospital s?
There is an “al phabet soup” of information on the many
different prograns for treating the Texas indigent popul ation.
However, there is no conprehensive summary docunent t hat
| egi sl ators can use to understand the conplexity of the indigent

heal th care program
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LI TERATURE REVI EW

Unconpensated health care is certainly a major concern
within the health care industry today. Hospitals spend billions
of dollars each year treating patients that they never gain
revenue from (Archer & Townsend, 2000). Texas is affected nore
t han nost states because of its |large uninsured popul ation
(Texas Health and Human Services, 1999).

For reporting and statistical purposes, unconpensated care
is the amount of bad debt and charity care nmeasured in actual
expenses incurred by a hospital when providing nedical care to
i ndi vi dual s who cannot pay or do not pay all or some of the cost
of services provided to them Bad debt is reported for patients
who have insurance, or the ability to pay, and don’'t. Charity
care is reported after treating patients who do not have the
means to pay for their health care (McCue, MIIikan, Zel man,
1998) .

Texas has devel oped a three | evel “safety net” for
providing health care to its indigent population. The top |evel

is Medicaid. Wen Medicaid does not cover a person, they then

fall into the second | evel, which are hospitals and physi ci ans.
Hospital s and | ocal physicians will often treat the indigent
free of charge and record it as charity care. |If they are not

treated at the second | evel, then persons w thout insurance fall
into the last level for health care. The bottom|evel of the
“safety net,” the County Indigent Healthcare Program is for

t hose i ndigent persons who fail to qualify for the top two | evel

and neet m ni mum requirenents.
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In order to understand the problem of unconpensated
care, it is inportant to know the different federal and state
prograns designed to provide for those nost responsible for such
care—the indigent popul ation.
MVEDI CAI D
The top | evel of Texas’ “safety net” for treating indigent
persons is Medicaid. Medicaid, Title XIX of the Social Security
Act, is a Federal-State matching entitlement programthat pays
for nedi cal assistance for certain vul nerabl e and needy
i ndividuals and famlies with | ow i ncomes and resources.
Medi cai d became |law in 1965 as a jointly funded cooperative
venture between the Federal and State governnents to assi st
States furnishing nedical assistance to eligible needy persons
(Sultz & Young, 1997).

Medicaid is the | argest source of funding for nedical and

health-rel ated services for Anerica's poorest people. 1In 1996,
it provided health care assistance to nore than 36 mllion
persons, at a cost of $160 billion dollars (Health Care Finance

Adm ni stration, 1999).

Wthin broad national guidelines established by Federal
statutes, regulations and policies, each State: (1) establishes
its own eligibility standards; (2) determi nes the type, anount,
duration, and scope of services; (3) sets the rate of paynent
for services; and (4) adm nisters its own program Medicaid
policies for eligibility, services, and paynent are conplex, and
vary consi derably even anong sim |l ar-sized and/ or adjacent

States. Thus, a person who is eligible for Medicaid in one
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State m ght not be eligible in another State; and the
services provided by one State nay differ considerably in
anount, duration, or scope fromservices provided in a simlar
or neighboring State. In addition, Medicaid eligibility and
services within a State can change during the year (Health Care
Fi nance Admi ni stration, 1999).

St ates have sone discretion in determ ning which groups
their Medicaid prograns will cover and the financial criteria
for Medicaid eligibility. To be eligible for Federal funds,
States are required to provide Medicaid coverage for nost
i ndi vi dual s who receive Federal |y assisted i ncone nai ntenance
paynents, as well as for related groups not receiving cash
paynents.

Mandatory Medicaid eligibility groups are: |ow incone
famlies with children who neet certain eligibility
requi renents; Supplenental Security Inconme (SSI) recipients; and
infants born to Medicaid-eligible pregnant wonen. Medicaid
eligibility must continue throughout the first year of life so
long as the infant remains in the nother's household and she
remains eligible, or would be eligible if she were still
pregnant. Furthernore, children under age 6 and pregnant wonen
whose fam |y incone is at, or below, 133 percent of the federa
poverty level are also eligible. States are required to extend
Medicaid eligibility until age 19 to all children born after
Septenber 30, 1983 in famlies with incones at or below the
Federal poverty level. This coverage is phased, so that by the

year 2002, all poor children under age 19 will be covered. Once
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eligibility is established, pregnant wonen renain
eligible for Medicaid through the end of the cal endar nonth in
whi ch the 60th day after the end of the pregnancy falls,
regardl ess of any change in famly inconme. States are not
required to have a resource test for these poverty |evel related
groups (Health Care Finance Adm nistration, 1999).

Medi cai d coverage in Texas is extensive with over 2.5
mllion persons enrolled in 1997. Medicaid expenditures, in
Texas, exceeded $7 billion dollars in 1997 (Texas Health and
Human Services, 1999). Even with this |arge nunber of covered
lives, the Texas Health and Human Services is concerned that not
all Texans that are eligible are enrolled. Therefore, Texas has
initiated outreach prograns to reach eligible persons.

Children’s Health | nsurance Program

The Children’s Health Insurance Program (CH P) was
established by the Bal anced Budget Act of 1997. On My 28,
1999, Texas CGovernor George W Bush signed a new | aw enacti ng
CHPin Texas. CH P is available to uninsured children from
famlies whose incone is up to twice the federal poverty |evel
if they are not already eligible for Medicaid. Texas’ program
will also be available to all children of legal immgrants in
the CH P incone group who neet CHIP eligibility criteria.

Eligibility for CHHP in Texas is available to uninsured
children fromfamlies with net incones at or bel ow 200 percent
of the federal poverty (Appendix A). CH P is designed to target
a large portion of Texas’ uninsured children. Oficial state

estimates put this population in 2001 at roughly 471,000 out of
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a projected 1.4 mllion uninsured Texas children
(Appendix B). Unfortunately, the state projects that no nore
than 67 percent of eligible children will enroll in the CHP

program The state projects a maxi mum enrol | nent of about
281,000 in 2001, growing to 448,000 by 2004. As of May 1999,
Texas had enrolled over 107,000 children into CHI P (Center for
Public Policy Priorities, 1999).

A mgjority of the uninsured children in Texas are at or
bel ow t he poverty line, thus qualifying themfor Medicaid, thus
making themineligible for CH P enrollnent. This has created a
decreased enrollnment in CH P and caused nmany of these children
to go without health care coverage because they are not enrolled
in Medicaid.

Federal Law requires that CH P coverage be available to
| egal inmm grant children who arrived in the U S. prior to August
22, 1996 on the same terms as citizen children. Children who
arrived after that date are subject to a five-year exclusion
fromCH P, after which tinme federal |aw requires states to
include them Texas has allowed for inmgrant children
subjected to the federal five-year bar to i mediately qualify
for CHHP. Texas will use tobacco settlenent dollars to fund
this added benefit to their CH P (Center for Public Policy
Priorities, 1999).

Li ke Medicaid outreach, CH P outreach prograns in Texas are
a doubl e-edged sword. Legislators understand that there is a
great need to reach out to the uninsured children in Texas;

however, because nost of the uninsured children are Medicaid
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eligible, outreach will facilitate the growh of Medicaid
enrol |l ees and thus an increase in Medicaid spending for Texas.

Hospital s and Physi ci ans

The second, or mddle level, of the “Safety Net” for
i ndigent health care is the hospitals and physicians. Hospital
districts, public hospitals, private non-profit hospitals,
private for-profit hospitals and state-run facilities provided
an estimated 4.4 billion dollars in unconpensated care to Texans
in 1997 (Archer & Townsend, 2000).

Hospital districts are located in 109 of Texas’ 254 counties
and have a mandate to provide health care for their indigent
popul ation. Required services of hospital districts are |imted
to those defined by the Texas Constitution and the statute
creating the hospital district. Eligibility standards for
hospital districts vary throughout the state and can be as | ow
as 11 percent, or as high as 200 percent of the federal poverty
| evel (Coleman & Lewis, 1998).

There are currently 24 public hospitals operating in Texas.
These are hospitals owned, operated or |eased by a county, city,
town or other political subdivision of the state. Public
hospital s and hospital districts are legally liable for serving
residents in their service areas that nmay include all or a
portion of a county.

In addition to hospital districts and public hospitals,
there are approximately 350 private non-profit and for-profit
hospital s operating in Texas. Non-profit hospitals, which

receive certain tax exenptions fromad val orem franchise and
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sal es taxes, have a statutory obligation to provide
charity care and provided just under one-third of the $4.4
billion in unconpensated care provided by Texas acute care
hospitals in 1997. 1In 1996, 49 percent of the unconpensated
care was provided by public hospitals, 34 percent was provided
by non-profit hospitals, and 17 percent was provided by for-
profit hospitals. Charity care accounted for 53 percent of
total unconpensated care in that same year (Archer & Townsend,
2000) .

Along with hospitals, private physicians often provide
health care services free of charge to those who cannot afford
to pay. The extent of unconpensated care is difficult to
monitor in private physician’s offices because they are not
required to submt reports to the state.

County I ndigent Health Care Prograns

The bottom |l evel of the “safety net” is the County I ndi gent
Health Care Program (CIHCP). There are 136 counties in Texas
that admnisters a CIHCP. By law, CIHCPs are the payers of | ast
resort and are charged with providing financial assistance only
if other sources of paynment are not avail able. Counties
operating ClHCPs provided health care services to approxi mately
17,000 Texans in fiscal year 1997 (Coleman & Lewi s, 1998).

The Texas Indigent Health Care and Treatnent Act of 1985
establ i shes basic standards of eligibility, services and paynent
for all counties operating a CIHCP. Eligibility is determ ned
by incone and resource guidelines, which are tied directly to

the guidelines for receiving cash assistance fromthe federal
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Tenporary Assistance to Needy Fam |ies (TANF) program
Persons who do not qualify for Medicaid, but otherw se neet TANF
eligibility guidelines, nay receive health care benefits under
the Act. Counties nmay adopt nore generous standards, but at a
m ni mum nmust abide by the state requirenents (Col eman & Lew s,
1998) .

Mandat ory services under CIHCP are based on the |ist of
mandat ory services that were required under Medicaid in 1985.
These services include nedically necessary inpatient and
out pati ent hospital care, physician services, skilled nursing
facility care and three prescription drugs per nonth.

A county operating a CIHCP qualifies to receive state
assi stance funds once it has spent eight percent of its genera
revenue tax |evy on mandatory care for eligible individuals.
This was lowered fromthe act’s original 10 percent threshold,
because of the inability of many rural counties to neet the
percent requirenment. There is also underlying concern that sone
counties are not using appropriated funds to treat their
i ndi gent popul ati on due to the urgent demands for county
i nfrastructure, roads, and police and fire services (Jones,
1999) .

Tenporary Assi stance for Needy (TANF)

Formerly: Aid to Famlies with Dependent Children, TANF
originated in the 1935 Social Security Act, which provided
federal funds under Title IV of the Act to match state funds.
The purpose of the programis to provide financial and nedical

assi stance to needy dependent children and the parents or
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relatives with whomthey are living. Eligible TANF
househol ds receive nonthly cash and Medi caid benefits. The
federal portion of programfunds were provided via a bl ock grant
to states as a result of federal welfare reformsigned into | aw
on August 22, 1996. The Texas Legi sl ature determ nes the anount
of state noney appropriated to the TANF Program The Texas
Department of Human Services (TDHS) then determ nes the maxi mum
grant amount for each household size. |n Decenber 1996, there
were 618,431 TANF recipients in Texas. Eligible famlies cannot
have nore than $2,000 in resources or $3,000 if the househol d
includes a relative who is at |east age 60 or who is disabl ed.

TDHS determi nes a household's financial eligibility based on
an amount, which represents 100 percent of the estinated cost
necessary to neet basic needs for one nonth according to
househol d size. TDHS determ nes benefits based on an anount
that equals 25 percent of the budgetary needs anbunt and pays a
maxi mum TANF Grant, which is approximately 17 percent of the
federal poverty level (Texas Health and Human Services, 1999).

UNINSURED

Unconpensated care is directly related to uninsured patients
receiving care in a health treatnment facility. One contributing
vari abl e responsi ble for the increased unconpensated care
experienced throughout the GSAHC nenbership is the grow ng
uni nsured popul ation within the region. Wether the patient is
poor, unenpl oyed, or above the federal poverty |evel and
wor ki ng, the results are the sane if they are uninsured.

Patients without insurance are less likely to pay for their care
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and are nore likely to wait until they are in desperate
need of treatnment before they present to a health care facility,
thus resulting in unconpensated care at the highest cost.

In the past hospitals would cost-shift to avoid significant
| oss due to unconpensated care. However, in today s managed
care environnent, cost shifting is usually not an option because
of the decreasing nunber of patients covered by traditional
indemity insurance and because of decreasing rei nbursenent
rates.

Many experts attribute the rise in the uninsured popul ation
to the welfare reform | aw passed in 1996. A study published by
Urban Institute researchers reveals that in 1997, one year after
| eaving wel fare, 49 percent of wonmen and 30 percent of children
were uninsured. The conplexity of Medicaid eligibility |laws, as
wel | as, the stigma of being associated with wel fare may account
for the fact that many ex-wel fare recipients do not obtain
Medi cai d coverage. Furthernore, former welfare recipients often
are enployed in jobs that do not offer health insurance (AHA
News Now, 2000).

This |lack of coverage cones at a tinme when enpl oyer-based
heal th i nsurance covers nore than 152 m|lion Anerican workers
and their dependents, in addition to an estimated 17 mllion
retirees and famly nmenbers. However, there has been a dramatic
shift from conventional enployer-based (al so known as i ndemity
or fee-for-service) insurance plans to managed care pl ans.

Si nce 1988, conventional insurance plans have declined from73

percent to only nine percent (Levitt et al., 1999).
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This alarm ng trend suggests that enployers are nore
worried about costs than quality. In a survey perforned by The
Kai ser Fam |y Foundati on and Heal th Research and Educati onal
Trust, it was stated that 72 percent of all firnms say they are
worried that health care costs will increase faster than they
can afford. Furthernore, 70 percent say they are worried they
will have to cut back the scope of benefits they offer or the
anount they contribute towards health insurance for their
wor kers, and 65 percent say they are worried they will have to
swi tch health plans because of costs. Only 26 percent of firns
say they are worried they will have to switch health pl ans
because of concerns for quality. Larger firns are nore likely
to express concern about quality than smaller firnms (Levitt et
al ., 1999).

Econom ¢ | npact

The econom c inpact of a hospital on its community is often
over-|l ooked by public officials. There are many vari abl es that
nmust be consi dered when anal yzi ng econom ¢ i npact on a
comunity. According to the Goodnman G oup, Inc., type of
enpl oynment, wages and sal ary, purchases from vendors, benefits
paid by the hospital, retail sales as a result of staff
spendi ng, and purchases by hospitals are all factors that
contribute to the overall econom c inpact (The Goodman G oup,
1999). That being said, unconpensated care’ s inpact on
hospitals could directly affect coomunities if the affected
hospital s shoul d cease operations. There is concern that rural

hospitals in Texas may be forced to cl ose, because they have few
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financial reserves, and are often posting a negative

margin at the end of the reporting period.

PURPOSE STATENMENT

The purpose of this graduate managenent project is to
devel op an educational tool that explains unconpensated health
care and indigent health care assistance prograns, which can be
used by Texas Senators and Representatives during the 77"
Legi sl ative session 2000 and the Texas Senate Conm ttee on
Border Affairs. This project will also denonstrate the increase
i n unconpensated health care and the increase in the uninsured
by each county within the GSAHC nenbership. Specific
denogr aphi cs, such as age and incone level will assist the GSAHC
as they fornmulate their strategic plan for the next year. The
project will attenpt to illustrate, at the macro | evel, the
possi bl e financial inpact that unconpensated health care nay
have on rural and urban hospitals within the GSAHA heal th
district. It is hoped that in providing such a tool, GSAHC
menbers and | egislators will see the value of enrolling the
i ndi gent popul ation in one of the many prograns designed to
assi st indigent persons with nedical treatnment. The main
purpose of this study is to illustrate a need for further
detail ed research in the areas of unconpensated health care and

the rising uni nsured popul ati on.
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METHCODS AND PROCEDURES

The net hods and procedures are broken into two sections.
First, the method and procedure used to devel op an educati ona
t ool on unconpensated health care, and second, the nmethod and
procedure used to evaluate the econom c inpact of treating

patients w thout conpensation.

EDUCATI ONAL TOCL

Step 1: Mode of health care delivery by county

The first step is to identify all the counties within the
GSAHC nenbership and list, in a matrix, what type of health
treatment systemthey use to treat their indigent popul ation
(Appendix C), as well as, which state |egislator represents each

particul ar county (Appendix D).

Step 2: Identify indigent population nunbers

The second step is to identify the size of the indigent
popul ati on within each county (Appendix E) and then to identify
the total expenditures for unconpensated care in each county
(Appendi x F), including the uninsured popul ati on (Appendi x E).
This information will help identify those counties that have a
greater problemw th caring for their indigents. Furthernore,
by havi ng uni nsured and unconpensat ed care nunbers, |egislators
can visualize the magni tude of non-rei nbursed health care

pr obl em
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Step 3: Devel op d ossary

The third step is to develop a detailed gl ossary of terns
(Appendix G, along with a descriptive explanation of each type
of indigent health care treatnent program such as TANF, CHI P,
Cl HCP, Hospital Districts and Medicaid. This will allow
interested parties to quickly identify the differences between

t he prograns.

FI NANCI AL | MPACT

The financial inpact of unconpensated care will be assessed
and presented using a case study format. A sanple of two
hospitals will be assessed. The hospitals were selected to
represent a rural, not-for-profit public hospital, and an urban,
not-for-profit public hospital. A Hospital Authority located in
a South Texas county and a Hospital District |ocated in a major
city in South Texas were chosen as the rural and urban
facilities, respectively, for this study. Although different in
size (51 beds vs. 547 beds), both hospitals have a simlar
m ssion with regard to providing care for the indigent

popul ati ons of their respective counties.

Step 1 Analysis of the Popul ation

The first step was to gather popul ation statistics on the

i ndi gent popul ation within the studi ed counties. |ndigent
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popul ati ons were defined as those people within their
respective county, which have inconmes equal to or |ower than 100
percent of the Federal Poverty Level (FPL). A percentage of
i ndi gent popul ation to total popul ation was cal cul ated for each
county. The uninsured popul ation within each county was al so
reported to illustrate the growi ng concern of uninsured health
care consumers.

O great interest to each hospital, and their respective
counties, was the nunber of uninsured children. Children under
the age of 18 and who were below the federal poverty |evel were

identified for each county.

Step 2 Analysis of the Hospital

The second step was to nove into the hospital and anal yze
the financial and possible resulting quality inpact that
unconpensated health care had on each institution

This approach was used to: identify the anmount of
unconpensated care reported within each institution, identify
the services that were nost often unreinbursed, identify
possi bl e trends in usage.

The final step was to identify how a patient was cl assifi ed,
i.e., either as bad debt or charity care, and how a patient was
classified as nedically indigent. There was an attenpt to
identify possible delinquent billing and ot her inadequacies by
t he rei nbursenent departnents. Interview and persona

observation was the nethod of obtaining such informtion.
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FI NDI NGS AND RESULTS

Case | Rural Hospital

The rural hospital used in the case study is real. The
nunbers were obtained fromdata received fromboth the hospita
and the Texas Hospital Association. However, for purposes of
mai nt ai ni ng anonymty, the rural hospital was given the
fictitious name “Savelife” Menorial Hospital
BACKGROUND

Savelife Menorial Hospital is a 51-bed sole comunity
provi der and the center for nedical services for its county and
four surrounding counties. Savelife is the County Hospital
Aut hority created by the Conm ssioner’s Court of the county on
January 26, 1968 (Mody & Fikes, 1998).

Savelife Hospital is under the control and nanagenent of a
seven- nenber Board of Directors. The Conm ssioner’s Court
appoints three of the Directors, and the existing Board appoints
t he successors for the remaining four positions.

Savel ife Hospital possesses a unique patient service area
considering that the surrounding four counties do not contain
acute care facilities. It is inportant to note that, in
aggregate, these counties are larger than this country’s
smal | est st ates.

Savelife Menorial’s five-county-service-area is honme to over
45,000 citizens (Texas Departnent of Health, 1999). This nunber
does not include mgrant workers in the sumer or visitors from

the North (“snowbirds”) in the wi nter nonths.
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Savelife Menorial Hospital is the only facility in
the five-county region that offers conprehensive nedical care
wi th energency physicians on a 24-hours per day basis. This
presents a problemfor Savelife Hospital when other outlying
clinics close by creating an influx of non-energent cases
presenting to the energency room after hours. Furthernore,
over-crowded emergency roons present a quality of care issue for

Savel ife Menorial Hospital

HEALTH CLI NI CS

In 1992, Savelife Menorial Hospital received a Rural Health
Transitional Grant, which enabled the Hospital to devel op a sub-
specialty clinic for the citizens of the town and surroundi ng
area. This clinic houses over twenty specialty physicians who
travel to Savelife Menorial and see patients in an outpatient
clinic setting. These sub-specialties include neurosurgery,
podi atry, ophthal nol ogy, nental health services, urology oral
surgery, dermatol ogy, cardiol ogy, rheunatol ogy, neurol ogist,
epi |l epsy, etc. This particular clinic had an average of 750
visits per nonth and over the | ast year in excess of 7,000
peopl e received care in Savelife Hospital and did not have to
travel outside of the service region to see a specialist (Dent,
1999) .

In addition to the sub-specialty clinic, Savelife also runs
the Savelife Menorial Hospital County Health Cinic. This
federally qualified health clinic is funded by federal and state

grant funds. The clinic treats indigent patients until the
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clinic’ s resources have been depl et ed.

To help offset the del uge of expensive energency room
visits, Savelife Hospital opened a Hospital-based Rural Health
Clinic in Cctober 1995 as a neans of devel opi hg non-ener gent
care for patients presenting thenselves as clinical cases in the
hospital’s energency room |In 1996, Savelife Menorial Hospital
opened a satellite rural Health Cdinic in a snmall town 22 mles
from Savelife’'s location. This clinic is the only locally
assessabl e health care clinic for that area. The addition of
the Rural Health Clinics is intended to decrease the amount of
non- energent cases presenting in the energency room (Dent,

1999) .

UNCOMPENSATED CARE

Unconpensated care is defined as health care services for
whi ch the patient and/or the payer either was not billed or
failed to pay. Unconpensated care includes both charity care
(services provided to patients at no charge) and bad debt
(anticipated paynment for services a provider did not receive).
The val ue of unconpensated care includes the estimted costs of
provi ding care associated with both charity and bad debt.
Unconpensat ed care does not include the difference between costs
and charges for cost-based payers and | osses arising from
negoti at ed di scounts. Because of this, Savelife Menorial
Hospital is reporting to the American Hospital Association
unconpensat ed care nunbers that are actually far |less then the

total unconpensated care provided at their facility.
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Savelife Hospital currently pays for the provision of
unconpensated care in two ways. First, through subsidies from
state and | ocal governnents to cover the cost of charity care.
Second, shifting unconpensated care costs to other payers. The
probl em for Savelife Hospital is that about 75 percent of its
rei mbursenent cones from Medi care and Medi caid, thus |eaving the
remai ni ng 25 percent of payers to absorb the cost of
unconpensated care in the formof bad debt.

Savelife reported $3, 668,727 in unconpensated care (bad debt
and charity care) in 1999. |If contractual discounts and
adj ustments to Medicare and Medi caid paynents are added, the
unconpensat ed care nunber swells to $16, 319, 946. For the
$12, 651,219 |l oss in Medicare and Medicaid contractual
adj ustnents, Savelife Hospital received $1, 155,662 in
di sproportionate share conpensation fromthe State of Texas
(Mbody & Fi kes, 1999). Disproportionate share is designed to
hel p of fset those hospitals that see a disproportionate share of
Medi caid and Medicare patients. It is clear that the
di sproportionate share dollars received by Savelife Hospital in
1999 fell far short of the costs associated with treating
Medi cai d and Medi care patients. |In fact, from 1997 through 1999
Savel i fe Hospital averaged over $13.9 million in unconpensated
care when contractual discounts and adjustnents are included in
t he conputation (Mody & Fikes, 1999).

Al ong with disproporti onate share dollars, Savelife is
supposed to receive 10 percent of the counties |levied taxes to

care for indigent persons (those persons at or bel ow 100 percent
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of the FPL) under the State’s County Indigent Health Care
Program Texas provides matching funds for indigent health
care, 90 cents on the dollar, after a county has expended ei ght
percent of its total operating expenditures on indigent health
care. Savelife Menorial Hospital’s representing county expensed
| ess than 1 percent (.86) for indigent health care, far bel ow
the required eight percent for State fund matching (Texas
Departnment of Health, 1999). Unlike Hospital districts,
hospital authorities, such as Savelife Hospital, are not granted
taxing authority and thus rely heavily on dollars received
t hrough the County Indigent Health Care Program However,
Savelife does receive a one-half cent sales tax to care for the

i ndi gent popul ati on.

DEMOGRAPHI CS

O the 45,000 plus citizens served by Savelife Hospital,
over 35 percent were estimated to be in poverty in 1995, or
bel ow 100 percent of the federal poverty limt. Furthernore, it
is estimated that over 26 percent were uninsured in 1998, a
| arge portion of which were under the age of 18 years. In
conpari son, Texas as a whole estimates that 24.5 percent of its
popul ation is uninsured with the United States nunber comng in

at 16.3 percent (Texas Hospital Association, 2000).

OBSERVATI ONS
| visited Savelife Hospital to identify problemareas in

respect to the rise in unconpensated care and its affect on
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health care delivery. The Hospital staff was very
receptive and interested in assisting ne as | studied their
hospi t al

| identified four key areas of concern that seemto have a
di rect inpact on the anobunt of unconpensated care at Savelife
Hospital. They are: (1) The ability for staff to classify
patients as charity care, (2) the ability to enroll Medicaid
eligible patients, (3) political agendas, and (4) the rising

uni nsured popul ation in and around t he geographic region.

CLASSI FI CATI ON AS CHARI TY
In order for Savelife to receive financial assistance from
the state for charity care, the hospital nust first be able to
justify its nunbers to the state. In order for individuals to
be | abel ed as charity care, they nust neet the requirenents of
that particular hospital. Savelife has a charity care policy
that allows those individuals whose inconmes are | ess than 200
percent of the federal poverty level and are not eligible for
ot her assistance, such as Medicaid or the County Indigent Health
Care Program to be classified as charity and reported as such.
Savelife is having a problemidentifying qualified
i ndi viduals. The charity care policy is in place, but there is
not enough staff to spend the extra tinme needed to identify
qualified patients. Therefore, Savelife docunents these
pati ents under bad debt and | ooses the opportunity to receive
state assistance for them

It is recommended that all staff be educated on the
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i mportance of classifying qualified patients as outlined
in Savelife Hospital’s Charity Care Policy Statenent.
Furthernore, a cost benefit analysis should be conducted to
determine if an FTE hire would inprove the success of their

Charity Care program

MEDI CAl D ENROLLMENT

Savel i fe Hospital has a social programoffice that enploys
one full-time social worker to enroll patients into Medicaid.
Because of the strict requirenments to becone eligible for
Medi caid, along with the difficult application process, patients
who might otherwi se be eligible for Medicaid are overl ooked and
often fall into the bad debt category. After interview ng the
soci al worker responsible for enrollnment, it was clear that
there is a stigm attached to the Medicaid | abel that npst
patients don’t want to be associated with. The social worker
noted that the community Savelife Hospital is |located inis a
favorite for illegal drug activity, due to its close proximty
to the Mexican boarder. Unfortunately, many of the patients
that present for care are involved in the drug trade or are
undocunented aliens. Consequently, they are afraid they will be
di scovered if they allow for asset testing, which is required by
the state to qualify for Medicaid. The end result is often a
visit to the enmergency room no nedical followup, no preventive
health care, and a consequent increase in unconpensated health

care.
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POLI TI CAL FACTORS
The nost glaring political factor to nme was the | ack of

i ndi gent health care spending by the county. Wen asked to
produce information concerning indigent health care spending,
the county declined. It was in the best interest of Savelife
Hospital that this issue was not pursued. The Adm nistrator at
Savelife confided that he has yet to receive conplete funding
for the treatnent of indigent persons. As previously noted, the
county reported that they only expensed .86 percent of their
budget for indigent health care, nuch |less than the required
ei ght percent for State matching funds. Because of the

political backlash of “pushing the issue,” the Adm nistrator
feels that it would not be beneficial to his Hospital if he were
to demand t he noney.

The County Judge is responsible for allocating indigent
health care funds to the hospital. At the sane tinme, there is
pressure fromthe voters to inprove roads, schools, and fire and
police protection, w thout raising taxes. According to the
Adm ni strator, nost voting residents see health care as a | ow
priority, until they need it. The County Judge has the
difficult task to decide how taxes and appropriated State funds
are spent. Because the County Judge is an elected official, |
suggest that he or she feels the need to appease the voters,
whi ch sonetinmes |eads to fund all ocati on based on specia
i nterest group wants and not on county needs. It is common

knowl edge in Texas that many of the counties that have received

noney fromthe tobacco |awsuit settlement have not all ocated
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that noney to health care. However, it should be noted
that counties are not required by law to spend tobacco noney on
health care. Further research should be done to see if
unconpensated care would go down in county Hospital Authorities
and Hospital Districts if tobacco settlenment dollars were spent

on health care.

UNI NSURED

In 1998 the uninsured population in Texas reached a
staggering 24 percent and is expected to rise. The United
States as a whole is 16 percent and is also on the rise. The
uninsured rate in Savelife Hospital’s service area i s about 26
percent with about one-third of that being under the age of 18
years (Texas Hospital Association, 2000). There are
approxi mately 600, 000 people in Texas who are not enrolled in
Medi caid and yet they are eligible (Texas Health and Hunan
Services, 1999). There is presently a taskforce addressing this
issue in Texas. It is inportant that researchers study the
uni nsured popul ati on across econom ¢ boundaries. For exanpl e,
not all uninsured persons are poor and unenployed, as is often
percei ved by the general public. But if county residents are
wor ki ng, then why are they not covered for health care? |
believe the answer is within the denographics of the service
popul ation. There is a large unskilled and uneducated | abor
force within Savelife Hospital’s service area. People in the
area are enployed in m ni num wage jobs that often forego health

coverage for their enployees. Furthernore, famlies in this
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wor ki ng poor wage bracket will decline health coverage if
gi ven the choi ce between higher pay and health coverage.
understand that ny assunptions shoul d be supported by
statistical data; therefore, | recommend further study in the
area of who is uninsured and why.

Treatment of the indigent population is only part of
unconpensated care at Savelife Hospital. Initially, I was
researching indigent health care treatnent and its relationship
to unconpensated care. | found that the uninsured as a whol e,
poor classification of patients, and political pressures, along
wi th the indigent population, are key contributors to Savelife

Hospital’s growi ng anmobunt of unconpensated care.

FI NANCI AL | MPACT

In 1999, Savelife Menorial had 13,696 energency roomyvisits
(the highest unconpensated service in the hospital) at an
average cost of $233 a visit. The sane visit at a primary care
clinic would cost Savelife an average of $35 a visit. Also of
note is the $590, 392 that Savelife docunented as unconpensated
care for non-trauma care in the energency roomfor 1999 (V.
Lopez, personal comrunication, Decenber 15, 1999).

The inpact of the unconpensated care in the energency room
not to nention the entire hospital, is significant. For
exanple, if half of the enmergency room patients that were
treated in 1999 were treated in a primary care clinic, Savelife
Menorial woul d have saved approxi mately $922, 021 (Appendix H).

Thi s anbunt woul d be enough noney to add 14.5 physician's
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assistants to the staff of the primary care clinics, thus
i ncreasi ng access to care for the county residents.
Furthernore, the noney could help fund a new 30, 000 square foot
clinic that woul d cost approximately three mllion dollars (V.
Lopez, personal communication, Decenber 15, 1999). The savi ngs
are estimated fromthe dramatic decrease in treatnment cost for
an enmergency roomvisit ($233 per visit average) to the
treatnent cost for a primary care clinic visit ($35 per visit

average) (V. Lopez, personal comunication, Decenber 15, 1999).

CASE |1 URBAN HOSPI TAL
The urban hospital used in this case study is real. The
nunbers are obtained fromdata received fromboth the hospital
and the Texas Hospital Association. However, for purposes of
anonynmity the urban hospital is given the fictitious nane

“Conmuni ty” hospital

BACKGROUND

Establ i shed in 1955 as the County Hospital District, the
Community Health Systemfacilities include Community Hospital
(the focus of this case study); Conmunity Health Center-
Downt own; Comunity Center for Conmunity Health; Comrunity
Fam |y Heal th Center-Sout hwest; Comunity Family Health Center-
Sout heast; Community Fam |y Health Center-Basse; and El Carl os
cdinic.

The Conmunity Health System currently has 4,000 enpl oyees
with an operating budget of $360.8 million for 1999 (M Cotton,
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per sonal conmuni cation, March 13, 2000).

Community Hospital is a 552-bed acute care hospital serving
as the primary teaching facility for the |ocal Medical
University. The hospital opened in 1968 and boasts the first
heart, hear-lung and |lung transplants and first newborn heart
transpl ant.

Community Hospital is one of three trauma centers in the
city, with physicians representing every medical specialty and
is staffed around the cl ock, providing energency care for over
90, 000 patients annually (Potts, 1999). Community offers nany
services, but considers traunma care, neonatol ogy, pediatric
cardi ac surgery, fetal diagnostic services and organ and bone
marrow transpl antation as their chanpi ons of excellence.

As the largest facility within a nultiple facility hospita
system Conmunity Hospital has absorbed the brunt of the
responsibility for caring for the county population that is
unabl e to afford health care and/or doesn’t have health
i nsurance. Because of this responsibility, Comunity Hospital
has continued to expand its infrastructure throughout its
exi stence to keep pace with the grow ng poverty and uni nsured

popul ation in the county.

HEALTH CLI NI CS
Communi ty Heal th Cent er - Downt own

The Community Health Center-Downtown is the Health Systenis
maj or outpatient healthcare center where patients receive both

primary and specialty care as outpatients. Services offered at
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the Conmunity Heal th Center-Downtown include cardi ol ogy,
pedi atrics, fam |y nmedicine, orthopedics, ophthal nol ogy,
di abetes intervention and clinical research. The center also
provi des full-scale prenatal services for normal and conplicated
pregnanci es.

Wth nore than 300,000 outpatient visits each year, the

Community Health Center-Downtown is anong the busiest facilities

of its kind (Media Relations, 1999)

Community Center for Comrunity Heal th

Community Center for Community Health is the anmbul atory care
center for the city’s Wst Side. Created with the assistance of
a major grant fromthe Texas Di abetes Council, Texas D abetes
Institute is the key programof the Community Center. The
Center also includes hyperbaric wound care and renal dialysis.
Anmong the additional progranms on site is the Village of Hope, a
center for children with devel opnental disabilities, which is
housed in several renovated cottages | ocated on 10-acres of

| and.

Community Famly Health Centers

There are four Fam |y Health Centers geographically
di spersed throughout the city that are desi gned as nei ghbor hood-
based health centers which focus on preventive health care for

the entire famly.
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UNCOVPENSATED CARE

As stated previously in the Rural Hospital Case Study
unconpensated care is defined as health care services for which
the patient and/or the payer either was not billed or failed to
pay. Unconpensated care includes both charity care (services
provided to patients at no charge) and bad debt (paynent for
services a provider anticipated, but did not receive). The
val ue of unconpensated care includes the estimated costs of
provi ding care associated with both charity and bad debt.
Unconpensat ed care does not include the difference between costs
and charges for cost-based payers and | osses arising from
negoti ated di scounts. Comunity Health Systens reported an
average of over $155 million per year for the past five years to
t he American Hospital Association, escalating to over $173
mllion in 1999 (M Cotton, personal conmunication, March 13,
2000) .

In 1997, in an effort to reduce the rising cost of
unconpensated care at their facility, Comrunity Health System
spear headed a program called CarePlus. According to CarePlus’s
Vi ce President/Executive Juanita Sanders, in just one year of
adm ni stering CarePlus, Conmunity Hospital noticed a decrease in
energency roomvisits, which corresponded with a decrease in
unconpensated care. The enmergency roomis Conmunity Hospital’s
nost unconpensat ed servi ce.

M's. Sanders went on to say that CarePlus replaced Conmunity
Heal t h Systemi s Cost Share program for indigent and needy county

residents in April 1997. She stated that CarePlus is nore
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ef ficient than CostShare at verifying county residency
and managi ng patient access to services.

CarePl us services are managed or arranged by the County
Hospital District Tax Division, which contains the Menber
Servi ces and Educati on Departnent that runs CarePlus. CarePlus
obtains nost of its nedical services “in-house” through the
Community Health Systenis division of Cinical Expertise, which
runs Conmunity Health Systemis hospital and clinics. Cinical
Enterprises contracts for services on behalf of CarePlus when
they are not available in-house. The dinical Enterprises
Di vision has a close working relationship with The University of
Texas Health Science Center at San Antoni o for physician
servi ces.

As an exception to CarePlus’s use of Cinical Enterprises as
its agent for services, CarePlus has arranged contracts with two
Federally Qualified Health Centers (FQHCs) to expand primary
care services.

CarePl us nmenbers are assigned a “nedi cal honme” at CarePl us
clinics. Wen sufficient physicians are avail able, CarePl us
mat ches a nenber to a specific primary care physician for
managenent of nedical services. Menbers receive primary care
services at the Community Health Systemclinics and the FQHCs,
and hospital inpatient and outpatient services at Comrunity
Hospital. Menbers nust use network facilities and services to
recei ve financial assistance. Ms. Sanders expl ai ned that
special situations for out-of-network care are considered on a

case- by-case basis.
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To be eligible for CarePl us, a program nenber nust be
a resident of the County. There is no incone limt. However,
financial assistance rules nmake it conparatively expensive for
anyone ot her than the needy or indigent to participate. Ms.
Sanders stated that in nost cases, nenbers, whose inconme is
above approxi mately 200 percent of the Federal Poverty Level,
pay the total amount for all services received.

CarePlus is generally the payer of last resort. However,
the County residents who have other health care coverage may be
eligible for CarePlus nenbership to receive those services not
covered under their other benefit plans. Sanders added t hat
menbers are evaluated for continuing eligibility at |east once
annual | y.

In an effort to make each CarePl us nmenber contribute to the
cost of his or her health care treatnment, CarePlus has
established a unique policy for nmenber liability. CarePlus
calculates a maximumfamly liability based on a famly’'s
Federal Poverty Level, gross famly incone, and famly size.
The forrmula is (annual incone) X (percent of poverty) X (11
percent) (J. Sanders, personal conmmuni cation, February 18,
2000). When a nenber is enrolled in the program CarePlus sets
up an account that cannot exceed the maximumfamly liability.
CarePlus enters into the account the charges for services
received by the nmenber, up to the liability limt. A nmenber has
48 months fromthe date of the nbst recent service to pay off
the total account balance. Sanders stated that it is not

uncommon to have CarePl us nenbers nake 25-cent paynents.
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Ms. Sanders stated that there has not been a cost-
benefit anal ysis perforned on the CarePlus program however, she
stated that collections resulting from CarePlus have increased

300 percent since its inception in 1997.

DEMOGRAPHI CS

O the 1.3 mllion plus citizens served by Comrunity Heal th
System over 19 percent were estinated to be in poverty in 1995,
or bel ow 100 percent of the federal poverty level. Furthernore,
it is estimated that over 24 percent were uninsured in 1998,
with just fewer than 30 percent of the uninsured under the age
of 18 years. In conparison, Texas as a whol e estimtes that
24.5 percent of its population is uninsured with the United
States nunber coming in at 16.3 percent (Texas Hospital
Associ ation, 2000).

OBSERVATI ONS

In order to maintain a parallel conparison of two facilities
with simlar mssions, | evaluated the sane four areas for both
Savelife Menorial Hospital (Case |, Rural Hospital) and
Community Health System (Case Il, Uban Hospital). As with
Savelife, | exam ned Community’s ability to classify patients as
charity care, ability to enroll Medicaid eligible patients,
political agendas and roadbl ocks, and the rising uninsured
popul ation in and around the geographic region.

Al t hough the scope of responsibility for Savelife and
Community is vastly different, their mssion to treat the

i ndi gent popul ations for their respective counties suggests that
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both entities experience simlar problens with increasing

| evel s of unconpensated health care.

CLASSI FI CATI ON AS CHARI TY

Community Health System has been a pioneer in charity
classification through their CarePlus Program CarePlus is
equi val ent to other public and county hospital’s charity care
policies, which are required by Texas law. As stated earlier,
Community Health System has benefited fromthis programthrough
patient satisfaction and increased rei nbursenents. CarePlus is
unique in that it allows every patient, regardl ess of poverty
level, to take an active role in paying for his or her health
treatment. Using an asset-based scale (Appendix I) has all owed
Community to devel op individual paynent plans that have, in a
sense, restored pride into many of the patients who in the past
have been unable to pay for the their treatnents.

One of the drawbacks of the CarePlus Programis that it does
not have access to managed care software that integrates data on
enrol I ment, clainms, benefits, and services to patients. Because
CarePlus is nodel ed after the managed care nodel, such software
shoul d be procured to enhance the efficiency of Community’s
charity care operation. They presently continue to nonitor the
said areas through systens that do not cross-reference each
other. In fact, Conmmunity does not maintain their clains data
el ectronically. However, according to Juanita Sanders,
Community Heal th System has nade procurenent of a managed care

system a strategi c objective and hopes to have a system up and
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running this year.

Community Health Systemfully supports the CarePl us program
and has denonstrated such support by increasing the FTEs for
running the programfrom42 to 74 (J. Sanders, personal
comuni cation, February 18, 2000). Furthernore, the rapid
grow h of the CarePlus program has enticed many physician groups
to offer their services to Cormunity Health System and their
CarePl us Program thus expanding access to a very needy

popul ati on.

VEDI CAl D ENROLLIVENT

As with many of the health systens in Texas and throughout
t he nation, Medicaid enroll nent has continued to be a major
concern for Community Health System Community has used their
CarePl us programto help capture Medicaid eligible persons. To
do this, CarePlus acts as the overall unbrella for patients
presenting to the hospital and through CarePlus patients are
separated using the CarePlus eligibility scale. If the patient
qualifies for any other state or federal program or has third
party insurance, then they are either enrolled into the
respective health assistance programthey are qualified for, or
their third party insurance conpany is billed for services
render ed.

According to Juanita Sanders, Community Health System has
been very effective in qualifying individuals for Medicaid and
as a result, Comrunity has received increased di sproportionate

share dollars, which are designed to offset the cost of treating
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Medi cai d and i ndi gent patients.

POLI TI CAL FACTORS

Politically speaking, Hospital Districts have nore funding
| everage than Hospital Authorities, or other public hospitals,
because they are authorized by lawto | evy property taxes to
fund the care of the indigent population within their taxing
region. However, the County Judge nust approve any tax
increase. As with Savelife Menorial Hospital, Conmunity Health
System nmust cope with conpeting interests for the tax dollars
appropriated. In tinmes of prosperity it is usually easier to
convince the County to approve a tax increase, but during
econonm ¢ hardship tax increases are difficult, if not
i npossi bl e, to obtain.

There is a growi ng concern in South Texas that county tax
revenue i s being spent for non-residents of the county.
Under st andabl y, residents do not want to fund out of county
resident’s health care with their tax dollars, and in the past
few years they have voiced their displeasure to the County
Judge; an elected official.

The Bal anced Budget Act of 1997 has decreased Medicare
rei mbursenents and has threatened the Medi caid and Medicare
di sproportionate share dollars appropriated to Texas fromthe
federal government. These cutbacks have been particularly harsh
on Hospital Districts, Public Hospitals, and Rural Hospitals.
Grass-root’s advocacy has persuaded congress to reduce the cuts

of 1997, resulting in funding to hospitals in the anmount of $17
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billion dollars in 1999-2000 (AHA News Now, 2000). The
relief does not dismss the need for Community Health Systemto
be acutely aware of the policy changes that are taking place in

Washi ngton, D.C.

UNI NSURED

The uni nsured popul ation for Conmunity Health Systemis
service area is estimated at 24 percent, with a total of over
327,421 peopl e uninsured and 100, 926 of those are under the age
of 19 years (Texas Hospital Association, 2000).

The Children’s Health Insurance Program (CH P) is expected
to cover many of the 100,926 uninsured children within the
county. However, outreach prograns are slow in getting started,
and there is no available data at this tine to suggest that any
of these children are covered for health care. CarePlus has
been able to provide coverage as a payer, but admi nistration at
Community Health Systemis quick to state that CarePlus is not
an i nsurance policy.

Ms. Sanders of Conmunity Health System stated that when
CarePlus was started in 1997 many uni nsured peopl e chose to
visit other hospital energency roons, rather than visit
Community’s enmergency room and undergo an interview for CarePl us
eligibility. However, through CarePlus many of the energency
room “frequent visitors” were identified and assigned prinmary
care physicians, thus resulting in a reduction in emergency room
visits for the past three years (Archer & Townsend, 2000).

Community Health System has been extrenely proactive in
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devel opi ng operations that inprove the health of their
patrons, as well as inproving reinbursenment to the Health
System CarePlus is recognized as a benchmark for adm nistering
health care for the indigent and uninsured.
I have reconmmended to Conmunity Health Systemthat they
produce data denonstrating the dollars that CarePl us has

generated through rei nbursenment and costly treatnment reductions.

FI NANCI AL | MPACT

In 1999, Community Health System had 73,536 energency room
visits (the highest unconpensated service in the hospital) at an
average cost of $225 a visit. The sane visit at a primary care
clinic would have cost Community an average of $46 a visit.

Al'so of note is the $6,533,891 that Conmunity docunented as
unconpensated care for non-trauma care in the enmergency room for
1999 (M Cotton, personal comrunication, March 13, 2000).

As with Savelife Menorial Hospital, Community Heal th System
has been severely inpacted by the | arge anobunt of unconpensated
care in the energency room As with Savelife, if half of the
energency room patients that were treated in 1999 were treated
inaprimary care clinic, Coormunity Health System woul d have
saved approxi mately $9,848,418. This anmount woul d be enough
noney to construct two 40,000 square foot primary care clinics
and add al nost 15 primary care physicians to staff the new

clinics (M Cotton, personal communication, March 13, 2000).
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CONCLUSI ON

Thr oughout this paper | have di scussed the many different
conponents of a health care safety net that Texas has devel oped
to care for the many indi gent persons throughout Southwest
Texas. Unfortunately, for nyriad reasons many indigent persons
are not enrolled in state or county sponsored prograns.
However, there are two reasons that energed at every interview
and relevant neeting that | attended during ny research for this
paper. First, the enroll nent process for the Medicaid program
which is the first line of defense for treating the indigent, is
extremely difficult and tine consum ng. For this reason many of
t he 600, 000 Texans not enrolled in Medicaid fail to pursue
enrollment. 1’ve heard many Texan politicians publicly express
concern that there are such a | arge nunber of Medicaid eligibles
not enrolled. But, behind the scene it is no secret that if al
600, 000 eligible persons were to sign up for Medicaid tonorrow,
that Texas would not be able to fund the program So, do Texas’
el ected officials really want to ensure enroll nment of al
Medicaid eligible persons? |f they do, then why haven’t they
been nore proactive in funding statew de outreach prograns to
capture this large nunber of indigent persons? Second, there is
an extrenely | arge popul ati on of undocunmented immgrants in
Sout hwest Texas. Many of these individuals would be eligible
for Medicaid if they only applied. Unfortunately, they fear
that by comng in contact with United States government agencies
they will be deported back to Mexico. For additional

information on Medicaid eligibility refer to appendi x J.
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The lack of full nedical coverage for the indigent
popul ation in Texas is only one reason for increasing
unconpensated care. Another related conponent to the cause of
unconpensated care is the rising nunber of uninsured. | don’t
believe that insurance, in and of itself, will necessarily
i nprove their health. However, covered individuals are nore
likely to seek care when they initially beconme ill, rather than
waiting until treatnment is energent. By seeking care early, the
patient enters the health care conti nuumat the | east expensive
phase, thus reducing the overall operating cost of the treatnent
facility. If uninsured, a patient’s treatnent cost often
becomes unconpensat ed, because uni nsured persons often can’'t
afford the out-of-pocket expense of entering the health care
conti nuum when they are nost ill.

Interestingly, enployer-based health insurance trails the
national average in Texas. Only 56.5 percent of Texas workers
recei ve enpl oyer-based heal th insurance coverage, conpared to a
nati onal average of 61.1 percent. Al nost 70 percent of the
state’s uninsured adults have jobs, but many work in persona
services or agriculture, which typically do not provide health
i nsurance, or work for small enployers (Texas Hospital
Associ ati on, 2000).

| analyzed how an urban and rural facility provides care for
t he i ndi gent popul ations they are responsible for. Expecting
negative margins, | found that each facility was very efficient
in their spending patterns and in their ability to gain capital

to maintain a positive nmargin. However, | am concerned that
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both health treatnent organi zations rely heavily on
di sproportionate share conpensation fromthe governnent. These
funds, designed to assist health care facilities that treat a
di sproportionate share of indigent and Medi caid persons, are at
great risk of being discontinued as Congress continues to cut
governnent spending for health care. Governnent is the |argest
payer for a mpjority of Texas hospitals, and for Savelife
Menorial Hospital and Community Health System it is the |argest
payer. Medicare rei nbursenent reductions (Bal ance Budget Act
1997) and inpending cuts in disproportionate share dollars are
sure to have devastating results on both hospitals.

In 1997 Community Heal th System devel oped CarePl us, a
managed care nodel to care for the indigent population of their
service area. This program has received national attention for
its ability to involve all patients in paying for their health
care treatnent, no nmatter how little noney they have to do so,

t hus i ncreasing rei mbursenents over 300 percent since its

i nception (J. Sanders, personal comunication, February 18,
2000). CarePlus has al so reduced the anmobunt of non-energent
visits to the energency room by assigning each patient enrolled
in CarePlus a primary care physician, who is an enpl oyee of
Community Health System Conmmunity has recently begun to expand
their CarePl us operations to use physician group practices and
pay them for patients using the Medicare paynent scal e.

Savelife Menorial Hospital is hanpered by its location in a
rural setting. |Its ability to naintain a positive nmargin is

directly related to the half-cent sales tax that Savelife
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receives to pay for indigent health care. The half-cent
sales tax is not popular anong the tax paying voters in the
area. They believe that the noney is being spent on
undocunmented imm grants that are not naking an effort to pay for
their care and are not contributing to the conmmunity through
taxation. True or not, this public perception is draw ng
attention fromthe County Judge (the elected official that
approved the half-cent tax), and political pressure could cause
the half-cent tax to be discontinued. O note is the County
Judge's responsibility to expend ei ght percent of the general
revenue | evy on indigent health care for the county. Last year,
the county only expended $21, 789. 20, just .08 percent of the
general revenue | evy (Texas Hospital Association, 2000).

Unconpensated care has a cancer-|ike affect on hospitals.
It slowy eats away at profits and those profits soon becone
deficits. Deficits lead to reductions in services, which |later
lead to limted access to quality care. This |eads to overuse
of the energency room by both insured and uni nsured popul ati ons,
due to a lack of an alternative. Enmergency room services are
t he nost expensive in a hospital, and when you conbi ne increased
energency roomvisits with [ittle or no rei nbursenent, the
results are a negative margin and eventual closure. In 1997 the
GSAHC nenbership | ost over $503 million in unconpensated care
(Archer & Townsend, 2000). There are many reasons for
unconpensat ed care; poor collecting procedures, uninsured
patients, underinsured patients, charity care for indigents,

Medi caid eligible persons not enrolled in the program and | ow
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Medi care and Medi caid rei nbursenent rates for procedures.
In the next few years, unconpensated care may be the dem se of
many rural and small urban hospitals. However, it is inportant
to note that unconpensated care is the effect of many root
causes. In order for health care organi zations to reduce their
unconpensated care they nust address the causes individually,

and addressing the uninsured is where | would start.



UNCOVPENSATED CARE | N SOUTHWEST TEXAS 53

Ref er ences
Archer, W R & Townsend, T. (2000). Anerican Hospital

Associ ation, Annual Survey of Hospitals. Austin, TX

AHA News Now, (2000). Anerican Hospital Association News
Bul l ets. Chicago, IL.
Center for Public Policy Priorities. (1999). Children's

Heal t h I nsurance Program Signed Into Law. (CPPP publication

No. 90). Austin, TX
Coleman, G & Lewis, R (1998). Texas House Conmittee on

County Affairs, House Subconmittee on Indigent Health Care.

(Texas House of Representatives). Austin, TX

Dent, B. (1999). Community Health Care Assissnent, Savelife

Menorial Hospital. Uvalde, TX

Heal th Care Finance Administration. (1999). Medicaid and

Medi care. Avail abl e: www. hcf a. gov

Jones, S. (1999). Children’s Health Insurance Program

Austin, TX Texas Hospital Association.
Levitt, L., Lundy, J., Hoffrman, C., Gabel, J., Wiitnore, H.
Pickreign, J., & Hurst, D. (1999). Enployer Health Benefits,

1999 Annual Survey. Menlo Park, CA: Henry J. Kaiser Famly

Foundat i on.
McCue, M J., MIllikan, A R, & Zelman, W N. (1998).

Fi nanci al Managenent of Heal t hcare Organi zations. Ml den, MA

Bl ackwel I .



UNCOVPENSATED CARE | N SOUTHWEST TEXAS 54
MIler, J. (1999). Medicare’'s Squeeze on Patient

Care, How t he Bal anced Budget Act of 1997 Restricts Access to

Heal thcare in South Texas. San Antonio, TX G eater San Antonio

Hospital Council.
Moody, & Fikes, (1998). Savelife County Hospital Authority,

Report of Exam nation, 1998. Waco, TX

Moody, & Fikes, (1999). Savelife County Hospital Authority,

Report of Exam nation, 1999. Wico, TX

Potts, M, (2000). Comunity Health System Medi a Gui de.

San Antoni o, TX
Sultz, H A & Young, K M (1997). Health Care USA

Gat her sburg, MD: Aspen.

Texas Departnent of Health. (1999). Texas Popul ation.

Avai | abl e: www. t dh. t exas. gov

Texas Health and Human Services. (1999). Texas Medi caid.

Avai | abl e: ww. hhsc. state. tx. us/ ned/ ned. ht m

Texas Hospital Association. (2000). Texas Hospital

Associ ation Special Advisory Conmmittee on the Uni nsured and

| ndi gent Health Care. (presentation) Austin, TX

The Goodman G oup, Inc. (1999). An Econonmic |npact Analysis

of Trinity Medical Center, Mnot, North Dakota. (presentation)

M not, ND.

United States Census Bureau. (1999). People, Poverty,

| ncone. Avail abl e: www. census. gov

Wid, M O (1998). National Healthcare Overvi ew of

Medi care and Medicaid. Washington, DC. Healthcare Financing

Adm ni stration, Departnment of Health & Human Servi ces.



UNCOVPENSATED CARE | N SOUTHWEST TEXAS 55

Appendi x A
I ncone Cap for CHI P: 200 percent of federal poverty
| evel (1999)
Fam |y Size Annual Mont hl y
1 $16, 480 $1, 373
2 $22, 120 $1, 843
3 $27, 760 $2, 313
4 $33, 400 $2, 783

(Center for Public Policy Priorities, 1999)
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Appendi x B

Texas Uninsured Children, 2001

Children in
Familiesat or
below 100% FPL
(42%)

Childrenin
598,000 Families between
100% -200% FPL
(34%)

OChildrenin
Families above
200% FPL (24%)

330,000

-
)

471,000

(Center for Public Policy Priorities, 1999)
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Appendi x G

DEFI NI TI ONS
AFDC - Aid to Families with Dependent Children. This prograns
name was recently changed to TEMPORARY ASSI STANCE FOR NEEDY
FAM LIES (TANF). Children who qualify for AFDC assistance al so
recei ve Medicaid benefits.
AGED - People 65 and ol der.
BAD DEBT — paynent for health care services a provider
antici pated, but did not receive or uncollectable inpatient and
out pati ent charges that result fromthe extension of credit.
BALANCED BUDGET ACT (BBA) (Public Law 105-33) — A federal |aw
passed in 1997 designed to achi eve substantial reductions in
spendi ng to bal ance the federal budget by the year 2002. The | aw
made several changes to Medi caid, Medicare and expanded fundi ng
for child health. Changes are projected to attain federa
savi ngs of $130 billion between 1998 and 2002.
CHARI TY- CARE — the unreinbursed cost to a hospital of providing
funding, or otherwi se financially supporting health care
services on an inpatient or outpatient basis to a person
classified by the hospital as financially or nedically indigent
or providing, funding, or otherw se financially supported health
care services provided to financially indigent patients through
ot her nonprofit or public outpatient clinics, hospitals, or
heal th care organi zati ons.
CHI LDREN S HEALTH | NSURANCE PLAN (CHI P) - The Bal anced Budget
Act of 1997 (BBA), enacted on August 5, 1997, established a new

state children’s health insurance programby adding Title XXI to
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the Social Security Act and anendi ng the Medicaid
statute. The purpose of this new programis to provide funds to
states to enable themto initiate and expand the provision of
child health assistance to uninsured, |owincone children.
DI SPROPORTI ONATE SHARE (DI SPRO OR DSH) - A program which
provi des additional reinbursenent to hospitals which serve a
di sproportionate share of |ow incone patients to conpensate for
revenues | ost by serving needy Texans.
DSH HOSPI TAL - A hospital which serves a higher than average
nunber of Medicaid and nmedically indigent patients.
FEDERAL POVERTY LEVELS (FPL) - income guidelines established
annually by the federal government. Public assistance prograns
usually define incone limts in relation to FPL.
FI NANCI ALLY | NDI GENT — an uni nsured or underinsured person who
is accepted for care with no obligation or a discounted
obligation to pay for the services rendered based on the
hospital’s eligibility system
HEALTH CARE FI NANCI NG ADM NI STRATI ON (HCFA) - The federal agency
responsi bl e for adm nistering Medi care and overseeing state
adm ni strati on of Medicaid.
HOSPI TAL AUTHORI TY — A public hospital responsible for treating
t he indigent population within a given area of responsibility.
Hospital Authorities are not authorized to |evy taxes for the
pur pose of funding indigent health care.
HOSPI TAL DI STRICT — A public hospital responsible for treating
t he indigent population within the county it serves. Unlike

Hospital Authorities, Hospital Districts are authorized to |evy
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property taxes to fund indigent health care for indigents
living in their taxing areas. This may be an entire county,
part of a county or in sone cases, all or part of severa
counti es.
COUNTI ES — County governnent is responsible for all areas not
served by hospital districts or public hospitals. This nay be
all or part of a county. Presently, 136 Texas counties have
responsi bility under the CHI CP.
COUNTY | NDI GENT HEALTH CARE PROGRAM ( Cl HCP) - A program nmandat ed
by state legislation in 1985 to capture indigent persons that do
not qualify for Medicaid or any other state program CIHCP is
t he payer of l|last resort and because of its stringent
qualification criteria (17 percent of the FPL or |ower), ClIHCP
treats only a small portion of the indigent population in Texas.
MEDI CAID - A joint federal-state entitlenment programthat pays
for nedical care on behalf of certain groups of |owincone
persons. The program was enacted in 1965 under Title XI X of the
Soci al Security Act.
MEDI CAl D ENROLLMENT BROKER - Part of the Texas Medicaid
Adm ni strative System (TMAS). Assists Medicaid clients enrolling
in Medi caid managed care and in sel ecting nmanaged care options.
MEDI CAI D ENROLLEE — An individual eligible for services froma
health plan either as a subscriber or as a dependent.
MEDI CARE - the nation’s | argest health insurance program
financed by the federal governnment, which covers approxi nately
37 mllion Anericans. Medicare provides insurance to:

1) people who are 65 years ol d;
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2) people who are disabl ed; and
3) people with permanent kidney failure.
PART A - Medicare hospital insurance that hel ps pay for
nmedi cal | y necessary inpatient hospital care, and, after a
hospital stay, for inpatient care in a skilled nursing facility,
for hone care by a hone health agency or hospice care by a
Iicensed and certified hospi ce agency.
PART B - Medi care nedi cal insurance that hel ps pay for nedically
necessary physician services, outpatient hospital services,
out pati ent physical therapy and speech pathol ogy services, and a
nunber of other nedical services and supplies that are not
covered by the hospital insurance. Part B will pay for certain
i npatient services if the beneficiary does not have Part A
MEDI CALLY | NDI GENT — a person whose nedical or hospital bills
after paynment by third-party payers exceed a specified
percentage of the patient’s annual gross inconme, determned in
accordance with the hospital’s eligibility system and the
person is financially unable to pay the renaining bill
PAYER OF LAST RESORT — a third party payer, such as Cl HCP, that
assunes financial responsibility for treating patients that do
not qualify for any other state or federal health care
assi stance program
PREVENTI VE CARE - conprehensive care enphasizing priorities for
prevention, early detection and early treatnent of conditions,
general ly including routine physical exam nation, inmunization

and wel | person care.
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PRI MARY CARE PHYSI Cl AN (PCP) - a physician or provider
who has agreed to provide a nedical honme to Medicaid recipients
and who is responsible for providing initial and primary care to
patients, maintaining the continuity of patient care and
initiating referral for care.
PUBLI C HOSPI TALS — All public hospitals are responsible for
their legally defined service area. This includes county
hospitals, city hospitals and various hospital authorities.
TEMPORARY ASSI STANCE FOR NEEDY FAM LI ES (TANF) - Formerly Aid to
Fam |lies with Dependent Children (AFDC), TANF is a product of
recent Congressional welfare reform
TI TLES OF THE 1965 SOCI AL SECURI TY ACT -
Il - AOd Age, Survivors and Disability Insurance Benefits
(Social Security or QASDI)
I V-A - TNAF; WN Soci al Services

| V-B Child Wel fare

|V-D - Child Support

| V-E - Foster Care and Adoption

| V-F - Job Opportunities and Basic Skills Training

V - Maternal and Child Health Services

XV - SSl

XVl - Medicare

XI X - Medicaid

XX - Soci al Services

XXI - CH P - Added by BBA of 1997

TEXAS DEPARTMENT OF HEALTH (TDH) - Medicai d operating agency

responsi bl e for Purchased Health Services, the Vendor Drug
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program Medical Transportation, THSteps, and famly
pl anni ng. TDH al so provi des assistance with clains processing to
certain other operating agencies through a contract with NH C,
and establishes sone rules related to Medi caid nanaged care.
TEXAS DEPARTMENT OF HUMAN SERVI CES (TDHS) - Medicaid operating
agency responsi ble for a nunber of services and prograns
i ncl udi ng Personal Care, DAHS, Nursing Facilities, Sw ng Bed,
Enmer gency Dental, PASARR, Hospice, Goal -Directed Therapy, Long
Term Care Licensing, Survey and Certification, Nurse Aide
Trai ni ng, and Waivers (CLASS, MDCP, PACE, NF). TDHS al so
provi des assistance to other Medicaid operating agencies in the
areas such as autonmated systens, Medicaid eligibility
determ nation, rate setting, federal funds analysis and appeal s.
UNCOMPENSATED CARE — health care services for which the patient
and/ or the payer either was not billed or failed to pay.

Unconpensat ed care includes both charity care and bad debt.
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Appendi x J

TEXAS LI NKS

Center for Public Policy Priorities
http://ww. cppp. org

Greater San Antoni o Hospital Council
http://ww. gsahc. org

Kai ser Fam |y Foundation Texas Health Facts
http://ww?2. kff. org/docs/state/states/tx. htm

State of Texas CGovernnent | nformation
http://ww. t exas. gov

Texas Departnent of Health
http://ww. tdh. texas. gov/

Texas Hospital Association
http://ww.t haonl i ne. com

Texas Medicaid
http://ww. hhsc. state. tx.us/ med/ med. htm

Texas Health & Human Servi ces Comm SSi on
http://ww. hhsc. state. tx. us

Texas Heal thcare I nfornmation Council
http://ww. thcic.state.tx.us

Texas Departnent of |nsurance
http://ww. tdi.state.tx.us

Texas Hospitals on the Wb
http://ww. t haonl i ne. com hospweb. ht ni

Uni versity Health System
http://ww. uni versityheal thsystem com

NATI ONAL LI NKS

Agency for Health Care Policy & Research
http://ww. ahcpr. gov

Anerican Col |l ege of Heal thcare Executives
http://ww. ache. org
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Aneri can Hospital Association
http://ww. aha. org

Anerican Medi cal Association
http://ww. ama- assn. org

Anerican Public Health Associ ati on
http://ww. apha. org

Art hur Anderson Know edge Space
http://ww. know edgespace. com

Center for Health Strategies
http://ww. chcs. org

Children’s Health I nsurance Program
http://ww. hcfa.gov/init/children. htm

Departnent of Health and Human Servi ces
http://ww. dhhs. gov

Federal Wb Locator
http://ww. |l aw. vill.edu/fed-agency

Heal th Care Fi nance Adm ni stration
http://ww. hcf a. gov

Heal t h | nsurance Associ ati on of Anerica
http:// www. hiaa.org

Heal t h Hi ppo(policy and reg for healthcare)
http://hi ppo. findl aw. com

Heal t h Resources and Services Adm ni stration
http://ww. hr sa. dhhs. gov

Heal t hf i nder
htt p: // ww. heal t hfi nder. gov

Medi cai d
http://ww. hcfa. gov/ nedi cai d/ nedi cai d. ht m

Medi care
http://ww. hcfa. gov/ nmedi care/ medi care. htm

Modern Heal t hcare Magazi ne
http://ww. noder nheal t hcare. com
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Nati onal Center for Health Statistics
http://ww. cdc. gov/ nchs

Nati onal Center for Policy Analysis
http://ww. ncpa. org

Nati onal Institute of Health
http://ww. ni h. gov

National Library of Medicine
http://ww. nl m hi h. gov

National Rural Health Association
http://ww. nrharural .org

Public Health Service
http://phs. os. dhhs. gov/ phs

Uni ted States Census Bureau
http://ww. census. gov




Type of Facility or Program Providing Health Care

by County
GSAHC Membership

COUNTY Population Est Uninsured Est Uninsured Est Percent
estimate age 0-18 total Uninsured
1998 1998 1998 1998
Atascosa 36,181 2,916 8,923 25%
Bandera 13,542 697 2,806 21%
Bexar 1,342,480 100,926 327,421 24%
Caldwell 31,480 2,245 7,581 24%
Comal 71,060 4,002 14,996 21%
De Witt 20,298 1,251 4,457 22%
Dimmit 11,163 1,011 3,035 27%
Edwards 2,476 192 600 24%
Frio 16,272 1,328 4,291 26%
Gillespie 19,514 963 3,622 19%
Gonzales 18,101 1,350 4,197 23%
Guadalupe 81,951 5,649 18,754 23%
Hays 83,924 5,279 20,526 24%
Karnes 15,692 1,035 3,679 23%
Kendall 18,445 1,098 3,869 21%
Kerr 41,390 2,400 8,033 19%
Kinney 3,329 205 693 21%
LaSalle 6,346 503 1,695 27%
Maverick 43,366 4,465 12,461 29%
Medina 33,624 2,294 7,795 23%
Real 2,525 157 561 22%
Travis 640,223 42,493 150,866 24%
Uvalde 25,752 2,152 6,535 25%
Val Verde 43,626 3,895 11,425 26%
Victoria 80,074 5,616 18,529 23%
Wilson 28,909 2,085 6,670 23%
Zavala 13,569 1,260 3,862 28%
Total 2,745,312 197,467 657,882 24%
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Type of Facility or Program Providing Health Care

by County

GSAHC Membership

Est Per Capita Est Poverty Est Percent in Uninsured
Median Income Population Poverty below Poverty
1995 1995 1995 1998
$ 25,420 8,747 25.2% 3,635
$ 31,921 1,743 12.2% 622
$ 29,815 254,595 19.4% 119,196
$ 26,604 6,497 21.6% 2,767
$ 37,595 7,183 10.5% 3,274
$ 24,468 4,334 23.8% 1,695
$ 16,779 4,564 43.4% 1,724
$ 18,890 1,090 30.8% 266
$ 18,949 5,504 38.0% 2,203
$ 29,494 2,230 11.6% 832
$ 21,879 4,723 27.0% 1,767
$ 32,574 11,928 15.9% 5,293
$ 35,119 10,728 14.1% 5,702
$ 21,225 3,641 29.2% 1,619
$ 38,991 2,056 10.4% 698
$ 28,644 6,132 15.0% 2,287
$ 19,768 892 25.6% 293
$ 19,133 2,056 37.5% 880
$ 17,150 21,837 46.4% 7,633
$ 29,125 6,849 20.7% 2,648
$ 21,866 771 28.7% 245
$ 38,368 87,177 12.9% 39,058
$ 21,598 7,964 31.5% 3,195
$ 22,133 13,932 32.5% 5,630
$ 34,464 14,108 17.4% 5,586
$ 31,383 4,638 16.0% 1,925
$ 15,162 5,859 48.3% 2,357
$ 26,241 501,778 25% 222,930




Type of Facility or Program Providing Health Care
by County
GSAHC Membership

Est Percent Uninsured |Hospital CIHCP For-Profit Not-For-Profit
in poverty District Hospitals Hospitals
1998

40% Yes 1
22% Yes
36% 1 17 8
36% Yes 1
22% Yes 1
38% 1
57% Yes 1
44% Yes
51% Yes 1 1
23% Yes 1
42% 1 1
28% 1
28% Yes 1 1
44% 1
18% Yes
28% Yes 2 2
42% Yes
52% Yes
61% 1
34% Yes 1
44% Yes
26% Yes 13 5
49% Yes 1
49% 1
30% 1
29% 1
61% Yes

34%




Sevice

Uvalde County

Bad Debt Charity Care Uncompensated Outstanding Layoffs
Care Projects

Medicaid Medicaid Uninsured
Recipiants  Expenditures Population

6,780 $18,221,348

Cancelled Medicaid
Programs



Medicare CHIP Profit Marc Percent of net patient revenue (Uncomp Care)
3% 5%



