
 

 

June 26, 2020 

The Honorable Lamar Alexander 
Chair, Committee on Health, Education, Labor, and Pensions  
U.S. Senate  
455 Dirksen Senate Office Building 
Washington, DC 20510 
 
Dear Chair Alexander: 
 
America’s Essential Hospitals appreciates the opportunity to respond to the request for input included 
in your timely and important white paper, Preparing for the Next Pandemic. Our more than 300 
member hospitals make up the backbone of the health care safety net and serve our nation’s most 
vulnerable populations. Their work goes beyond the walls of the hospital, into the communities they 
serve—92 percent of our members have partnerships with their local health department, 83 percent 
share data with public health departments for the purpose of population health improvement, and 98 
percent have a relationship with a Federally Qualified Health Center, Community Health Center or free 
health clinic in their community.1  
 
Our member hospitals’ primary commitment is to serve all people, regardless of financial or social 
status, by providing high-quality care and meeting social needs throughout their community. Essential 
hospitals fill four key roles:  

• providing specialized, lifesaving services, such as level I trauma and neonatal intensive care, 
emergency psychiatric services, and burn treatment;  

• training the next generation of health care professionals to ensure the nation’s supply of 
doctors, nurses, and other caregivers meets demand;  

• delivering comprehensive, coordinated care across large ambulatory networks to bring 
services where patients live and work; and  

• filling a public health role by improving population health and preparing for and responding to 
natural disasters and other crises.  

These roles are even more critical in times of public health emergencies. And, importantly, we know the 
COVID-19 pandemic has disproportionately impacted the populations served by essential hospitals—
racial and ethnic minorities, individuals with mental and behavioral health needs, and individuals who 
are homeless, experience food insecurity, or face other social risk factors that influence health. 
 

 

1 Clark D, Roberson B, Ramiah K. Essential Data: Our Hospitals, Our Patients—Results of America’s Essential 
Hospitals 2018 Annual Member Characteristics Survey. America’s Essential Hospitals. May 2020. 
https://essentialdata.info. Accessed June 25, 2020. 
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We agree Congress should do more to strengthen and support public health preparedness. We must 
use lessons learned from combatting COVID-19 thus far to ensure our nation is in the best possible 
position to serve the American people now and in future public health crises. Due to the front-line role 
of essential hospitals, our comments are focused on the fourth recommendation in the white paper—
Public Health Capabilities—and the federal government’s role to provide increased financial support. 
 
Public Health Capabilities—Improve State and Local Capacity to Respond 
 
1. What specific changes to our public health infrastructure (hospitals, health departments, laboratories, 
etc.) are needed at the federal, state, and local levels?  

• Target specific support to the most vulnerable populations and the providers who serve 
them. Essential hospitals play a critical safety-net role within their communities beyond clinical 
health services, as large employers, social program navigators, and community centers. In 
2018, three-quarters of essential hospitals’ patients were uninsured or covered by Medicaid or 
Medicare.2 Our members operate on miniscule margins; essential hospitals have an average 
operating margin of 2.5 percent—a third of the 7.6 percent margin for all hospitals nationwide. 
Without Medicaid disproportionate share hospital payments, overall member margins would 
sink to a 1.6 percent loss.3 Our member hospitals face severe financial challenges due to the 
disparity between commercially insured patients and those covered by public programs, or not 
covered at all. These challenges increased exponentially amid the COVID-19 public health 
emergency. 
 
Essential hospitals serve many of the communities hardest hit by the pandemic. They have 
activated emergency plans and ramped up capacity to meet the surge of patients. Our 
member hospitals are performing testing, caring for sick patients, and coordinating with 
community partners to meet individual and community needs, all while ensuring the safety of 
patients and staff.  

Moreover, the populations most at risk of contracting coronavirus rely on our hospitals for 
care. Essential hospitals serve communities where 23.2 million individuals live below the 
poverty line and 9.7 million struggle with food insecurity.4 Our members also serve 
disproportionately high numbers of racial and ethnic minorities, with these populations 
accounting for 54 percent of discharges in 2018.5 What limited data we have on the impact of 
COVID-19 on these groups paints a stark and frightening picture: age and geographically-
adjusted data from the Centers for Disease Control and Prevention indicates death rates are 80 
percent higher for Blacks and more than 50 percent higher for Hispanics relative to whites 
nationwide.6  
 
Most recently, CMS released preliminary Medicare data on COVID-19 cases and 
hospitalizations showing Black beneficiaries were hospitalized at a rate nearly four times 
higher than white beneficiaries. The second highest rate was among beneficiaries dually 
eligible for Medicare and Medicaid.7 Congress must use this data to inform future policy 

 

2 Ibid. 
3 Ibid. 
4 Ibid. 
5 Ibid. 
6 Preliminary Medicare COVID-19 Data Snapshot. Centers for Medicare & Medicaid Services. 2020. 
https://www.cms.gov/files/document/medicare-covid-19-data-snapshot-fact-sheet.pdf. Accessed June 25, 2020. 
7 Ibid. 
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decisions when seeking to improve our nation’s emergency response and crisis management 
capabilities. 
 
Some of the data collection efforts included in recent COVID-19 legislative packages seek to 
deepen our understanding of these disparities and their root causes. However, it is clear that 
more can, and should, be done to ensure all Americans, regardless of racial or ethnic 
background or socioeconomic status, have equitable access to high-quality care. The COVID-19 
pandemic has laid bare what essential hospitals already knew—pervasive disparities only 
deepen during times of crisis.  
 
As I wrote in Modern Healthcare on April 20, “These social risks are the ingredients of a 
perfect storm that has been with us for centuries and that we repeatedly fail to confront. That 
storm rages now in New York emergency departments, rural ICUs, Navajo reservations, and 
countless other settings across the country.”8 
 
The responsibility to set up a uniform, straightforward data collection process should fall to the 
federal government, and this process should place minimal burden on our already overworked 
health care systems. Collected data should be made publicly available, in a timely manner.   
 
Further, Congress should do more to recognize the role of social determinants in public health 
and ensure federal health programs reimburse providers adequately and provide opportunities 
for enrollees to access critical services and support. Recognizing the correlation between 
factors outside the walls of the hospital and health outcomes, essential hospitals often address 
social needs in patient care plans. Our members might target hunger or homelessness in their 
patient populations by providing no-cost or subsidized resources; these resources are even 
more critical during times of economic instability and public health emergencies. For example, 
measures recommended to the American public to stay safe relied heavily on the ability to stay 
home and socially distance from others. For people experiencing homelessness, and the 
hospitals that treat this population, these recommendations pose a challenge.   
 
America’s Essential Hospitals urges Congress to target specific, dedicated resources to 
providers serving a disproportionate share of medically complex and low-income patients, and 
those who rely heavily on governmental payers. This prevents the most vulnerable patients 
from having to fight an uphill battle to gain access to federal resources designed to support 
providers though emergencies.  

 

• Expand federal resources for hospital infrastructure expansion during public health 
emergencies. To meet the demands of the pandemic, it was imperative that essential hospitals 
expand capacity including on- and off-campus solutions. Examples of this work include 
converting hospital wards to intensive care units (ICUs), adding beds to on-campus space not 
previously designated for patient care, and erecting temporary structures on the premises. 
These efforts have, in some cases, resulted in dramatic growth of ICU capacity.  
 
One essential hospital in New York increased ICU capacity from 29 to 111 beds through such 
efforts, and other hospitals in the system grew at comparable rates. In addition, many member 
hospitals collaborated with others to set up field hospitals in a variety of off-campus locations, 

 

8 Siegel B. A Legacy of Health Disparities Laid Bare by COVID-19. April 20, 2020. Modern Healthcare. 
https://www.modernhealthcare.com/opinion-editorial/legacy-health-disparities-laid-bare-covid-19. Accessed June 
25, 2020. 
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including gyms and convention centers, largely to serve patients who do not require ICU care. 
These expansions were absolutely critical to serving the needs of the public in hot-spot 
regions. 
 
Even with these innovative strategies in place, patient surges pose challenges. In early April, 
one large urban essential hospital reached capacity in its ICU and, at one point, could not 
accept new patients. Another challenge with makeshift or temporary ICUs is that some do not 
have anterooms, where health care workers can remove personal protective equipment (PPE) 
within the isolation space.  
 
Essential hospitals invest every scrap of their meager resources back into patient care, leaving 
little to support system modernization or facility refurbishment projects. In the best of times, 
these hospitals struggle to cobble together state, local, and federal resources to maintain their 
aging infrastructure. In times of crisis, these deteriorating facilities simply are not sufficient to 
deal with the surge triggered by a national pandemic. Providers should never be faced with the 
impossible choice of narrowing treatment options for patients simply because of a lack of 
sufficient, safe spaces to treat them.  
 
Dedicated funding to hospitals to support infrastructure is necessary. Investing in 
infrastructure improvements now will help mitigate disparities in the short-term by increasing 
capacity and resources, while simultaneously ensuring preparedness in the event of a future 
outbreak. 
 
Congress should recognize in its annual appropriation process the importance of stable funding 
to support health care safety net infrastructure. Further, recognizing the immense strain a 
public emergency places on hospitals, Congress should include temporary infrastructure 
funding in any emergency or temporary relief legislation to combat future pandemics and 
assist in public health emergencies.    
 

• Adequately support the health care workforce. Throughout this pandemic, front-line 
caregivers in our hospitals have risked exposure to disease in service of performing and 
supporting the treatment of suspected and confirmed COVID-19 patients. Essential hospital 
employees should be commended for their courageous and selfless efforts, along with those of 
other essential workers, during the outbreak. The burden on the health care workforce during 
public health emergencies cannot be overstated and often is underestimated. It is imperative 
there are resources in place to support these individuals and ensure an adequate workforce 
can meet the surge of demand for treatment.  

Beyond emergency funding streams to ensure staffing capacity during emergencies, it is critical 
that Congress invest in long-term workforce solutions. The health care workforce shortage is 
significant and pervasive, especially in vulnerable underserved communities; the United States 
is facing a grave shortage of physicians—estimated to be 46,900–121,900 fewer doctors than 
needed in the next 15 years.9 Congress should expand access to federally supported graduate 
medical education and work to increase access to employment visas for foreign-born health 
care clinicians to better address the health care workforce shortage and provide greater 
stability in future times of crisis. 
 

 

9 2019 Update The Complexities of Physician Supply and Demand: Projections from 2017 to 2032. Association of 
American Medical Colleges. April 2019. https://www.aamc.org/system/files/c/2/31-2019_update_-
_the_complexities_of_physician_supply_and_demand_-_projections_from_2017-2032.pdf. Accessed June 25. 
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To improve disparities in health and health care ahead of future pandemics, Congress also 
should promote policies that diversify the health care workforce and ensure providers better 
reflect the patients they treat. This includes implementing bias training for health care 
providers and committing to culturally and linguistically appropriate care, in addition to 
expanding clinical care teams to include community health workers and other patient 
navigators who can help patients address barriers to good health. These relationships will be 
invaluable as Americans navigate both the health and economic tolls of future public health 
emergencies.  
 
Finally, our member hospitals have struggled with shortages of key equipment needed to care 
for patients, including PPE for clinical staff. Adequate production and distribution of PPE is 
crucial to protecting providers and patients. Many of these same providers decided to self-
isolate from their families for weeks at a time due to infection concerns. The toll this takes on 
our workforce cannot be overstated. The federal government can, and should, ensure not only 
sufficient stockpile levels of PPE and other necessary equipment and supplies, but also 
continued security of our nation’s medical supply chain. If disruption in the supply chain 
occurs, the federal government is in the best position to ensure continuity and fair distribution 
of emergency supplies. 
 

2. What changes can be made to Public Health Emergency Preparedness (PHEP) and Hospital 
Preparedness Program (HPP) to help states prepare and respond more quickly?  

• Fund the HPP at appropriate levels, sustain such funding, and increase flexibility. In June 
2019, President Trump signed the Pandemic and All-Hazards Preparedness and Advancing 
Innovation Act (Public Law No. 116-2), which reauthorized the Hospital Preparedness Program 
at a slightly increased level. However, Congress once again failed to complete action on 
appropriations before the end of the fiscal year and instead passed a series of short-term 
patchwork continuing resolutions that ultimately appropriated almost $100 million less for the 
HPP than the program’s authorized level.  
 
The HPP is the only federal program explicitly incentivized to fund the creation of regional 
public health emergency preparedness and response systems, and as such Congress must 
recognize its importance and ensure sustained funding of this crucial program. Further, while 
HPP funds are granted for specific demonstration programs or collaboration efforts, it is 
important that funds are sufficiently flexible to respond to new and emerging threats and 
shifting national priorities. For example, Congress should direct the administration to facilitate 
applicants amending requests or redirecting unused funds (on a limited, case-by-case basis) 
from previous or pending projects in a timely manner. 

 
More must be done to prepare and support our nation’s health care system and improve public health 
preparedness. The COVID-19 pandemic has disproportionately impacted essential hospitals and the 
communities they serve. Congress must prioritize the heath care safety net before, during, and after a 
public health emergency. The populations and communities at risk can be identified in advance and 
investments should be directed accordingly.   
 
We appreciate the opportunity to share the essential hospital perspective. We look forward to 
continuing to work with you to ensure all Americans retain access to the health care services and 
support they need in times of crisis. If you have questions, please contact Vice President of Legislative 
Affairs Carlos Jackson at 202-585-0112 or cjackson@essentialhospitals.org.  
 
 



6 

 

Sincerely,  
 

  
 
Bruce Siegel, MD, MPH  
President and CEO  
America’s Essential Hospitals    


