
 

 

February 16, 2023 
 
The Honorable Kevin McCarthy 
Speaker of the House 
United States House of Representatives 
2468 Rayburn House Office Building 
Washington, DC 20515 
 
The Honorable Hakeem Jeffries 
House Minority Leader 
United States House of Representatives 
2433 Rayburn House Office Building 
Washington, DC 20515 
 

The Honorable Charles Schumer 
Senate Majority Leader 
United States Senate 
322 Hart Senate Office Building 
Washington, DC 20510 
 
The Honorable Mitchell McConnell 
Senate Republican Leader 
United States Senate 
317 Russell Senate Office Building 
Washington, DC 20510 

 
Dear Speaker McCarthy, Leader Jeffries, Leader Schumer, and Leader McConnell: 
 
On behalf of our more than 300 public and nonprofit hospitals and health systems, America’s 
Essential Hospitals looks forward to working with you in the 118th Congress to improve public 
health and ensure access to equitable, high-quality care for all, including those who face 
financial and social barriers to care. 
 
Essential hospitals are distinguished by their unwavering commitment to mission. They serve 
communities where 15.8 million individuals live below the poverty line and nearly 11 million 
have no health insurance. Their reach extends well beyond care for marginalized patients. They 
operate nearly a third of the nation’s level I trauma centers and 40 percent of burn care beds, 
and they train nearly three times more physicians than other U.S. teaching hospitals.1 
 
Essential hospitals rely on federal support to meet their safety net mission and the financial 
challenges that come with it. They provide a disproportionate share of the nation’s 
uncompensated care, operating on margins about 60 percent lower than other U.S. hospitals.2 
Three-quarters of these hospitals’ patients are uninsured or covered by Medicaid or Medicare, 
and nearly 1 in 10 patients are eligible for both Medicaid and Medicare.3 Commercial insurance 
covers just 1 in 5 inpatient discharges and 1 in 4 outpatient visits at essential hospitals. 
 
Essential hospitals form the backbone of the nation’s health care safety net. Low-income and 
other disadvantaged people across the country rely on essential hospitals for care across the 

 
1 Clark D, Ramiah K, Taylor J, et al. Essential Data 2022: Our Hospitals, Our Patients—Results of 
America’s Essential Hospitals 2020 Annual Member Characteristics Survey. America’s Essential 
Hospitals. https://essentialdata.info. Accessed January 20, 2023. 
2 Ibid. 
3 Ibid. 
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continuum—from primary care to complex, lifesaving services. To meet their mission of access 
for all people, including those facing severe financial challenges, essential hospitals provide 
high levels of uncompensated and unreimbursed care, leaving them to rely on a patchwork of 
financial support and resources to serve their patients and communities. Despite these financial 
challenges, essential hospitals remain steadfast in their commitment to serving all and 
anchoring their communities by filling a public health role and building up their local 
economies. The average essential hospital employs 3,172 people.4 Together, our members 
account for 739,160 jobs nationwide and contribute $146.7 billion annually in economic 
activity. On average, member hospitals report $637.8 million in yearly expenditures, 
stimulating nearly $1.3 billion in economic activity in their respective states.5 
 
The nation relies on essential hospitals. especially during times of crisis. These hospitals serve 
on the front lines of fires, floods, hurricanes, and other natural disasters. They lead the 
response to human-caused tragedies, as well, including acts of mass violence and the ongoing 
opioid epidemic. Essential hospitals remain resolute in their commitment to meet their mission 
regardless of the myriad financial, capacity, staffing, and societal challenges these 
unprecedented times present. But that commitment can strain their financial resources and 
workforce, especially during times of immense hardship. 
 
The people and communities our hospitals care for and employ deserve support from 
lawmakers, and we respectfully ask you to prioritize the following legislative recommendations 
for the first session of the 118th Congress to ensure essential hospitals can continue and 
improve upon their critical work to safeguard public health. 
 

Establish an Essential Hospital Designation 
Despite the integral role of hospitals that provide safety net care in communities nationwide, 
there is no federal definition for them. 
 
We urge lawmakers to establish a statutory definition of essential hospitals. 
 
Essential hospitals are distinguished by the diverse patients they treat, serving high proportions 
of Medicaid, Medicare, and uninsured patients and racial and ethnic minorities. Due to their 
payer mix, they provide a much higher share of uncompensated care than the average hospital. 
In addition to being a vital safety net provider, essential hospitals serve other key, community-
wide roles. They: 
 

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

• Train the next generation of health care professionals to ensure the community’s supply 
of doctors, nurses, and other caregivers meets demand. 

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

• Meet public health needs by improving population health and preparing for and 
responding to natural disasters, public health emergencies, and other crises. 

• Advance health equity to meet the needs and challenges of patient populations that face 
the greatest disparities and barriers to receiving quality care. 

 
4 Clark D, Ramiah K, Taylor J, et al. Essential Data 2022: Our Hospitals, Our Patients—Results of 
America’s Essential Hospitals 2020 Annual Member Characteristics Survey. America’s Essential 
Hospitals. https://essentialdata.info. Accessed January 20, 2023. 
5 Ibid. 
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In the past, Congress has acted multiple times to establish classes of hospitals with distinctive 
characteristics or that serve specific populations or regions—for example, Prospective Payment 
System–Exempt Cancer Hospitals (PCHs), sole community hospitals, Critical Access Hospitals 
(CAHs), and, most recently, Rural Emergency Hospitals (REHs). In each case, policymakers 
recognized the need to formally codify defining criteria and policy incentives to stabilize and 
protect these important providers within the larger health care ecosystem. Today, essential 
hospitals lack similar—and necessary—benefits and protections. 
 
An essential hospital designation would supply lawmakers with an effective tool to better tailor 
public policy initiatives and stabilize the health care safety net with targeted funding. 
 

Protect the Medicaid DSH Program 
As noted earlier, essential hospitals serve a disparate number of low-income patients—those 
more likely to be uninsured or Medicaid enrollees—and shoulder a disproportionate share of 
unreimbursed and under-reimbursed care while operating on extremely thin financial margins. 
 
In 1985, Congress created Medicaid disproportionate share hospital (DSH) payments to sustain 
these hospitals, which often provide uncompensated care for uninsured patients and receive 
Medicaid payments below their costs of care. DSH payments are intended to help offset this 
shortfall, ensure access to care for low-income people and communities, and stabilize the health 
care safety net. Now, that stability is threatened. 
 
In 2010, Congress included substantial Medicaid DSH cuts in the Patient Protection and 
Affordable Care Act (ACA), based on the expectation that coverage gains under Medicaid 
expansion and ACA marketplace plans would reduce uncompensated care and, in turn, the need 
for DSH payments. But the ensuing coverage expansion fell short of the original projections. 
The ACA DSH cuts policy also failed to fully consider that lawmakers originally intended that 
Medicaid DSH would narrow the payment gap created by low Medicaid reimbursement. 
Further, rather than tying the level of Medicaid DSH reductions to actual coverage data and the 
corresponding need for DSH support, the law created a fixed, arbitrary annual reduction 
instead of one that could adapt to meet the program’s needs. 
 
In 2012, the U.S. Supreme Court’s decision in National Federation of Independent Business v. 
Sebelius rendered the ACA’s Medicaid expansion provision optional. A considerable number of 
states with many uninsured residents chose not to expand Medicaid, throwing off the law’s 
DSH reduction formula, which assumed expansion by all states. So, with the court’s decision, 
Congress’ original assumptions about the need for DSH payments no longer hold true. 
Moreover, in the 12-plus years since the ACA’s enactment, lawmakers have used DSH cut delays 
as offsets for unrelated policies, nearly doubling the amount of the original cuts—$32 billion 
today versus the original $18.1 billion total in the ACA. 
 
Medicaid DSH payments are a critical lifeline for essential hospitals; in fact, without DSH 
payments, the average essential hospital would operate in the red.6 Unless Congress acts this 
year, the Medicaid DSH program will face an unprecedented and devastating $8 billion cut on 
October 1, 2023—fully two-thirds of all Medicaid DSH funding. Our hospitals and the 
communities they serve cannot sustain a cut of this magnitude.  

 
6 Clark D, Ramiah K, Taylor J, et al. Essential Data 2022: Our Hospitals, Our Patients—Results of 
America’s Essential Hospitals 2020 Annual Member Characteristics Survey. America’s Essential 
Hospitals. https://essentialdata.info. Accessed January 20, 2023. 

https://essentialdata.info/
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Congress has acted more than a dozen times on a bipartisan basis over the past 10 years to stop 
Medicaid DSH cuts. Lawmakers know the devastation a cut of this magnitude would have on 
disadvantaged patients and the hospitals that care for them. America’s Essential Hospitals 
appreciates the strong precedent of bipartisan support for stopping the Medicaid 
DSH cuts. We urge Congress to act swiftly, before the October 1 deadline, to 
preserve this vital safety net support and eliminate the DSH reductions for fiscal 
years 2024 and 2025. 
 

Support Providers Serving Many Dually Eligible Beneficiaries 
We call on lawmakers to refine current law to address negative consequences for safety net 
providers under the Medicaid DSH program specific to dually eligible enrollees.  
 
Section 203 of Title II, Division CC, of the Consolidated Appropriations Act, 2021 (Section 203) 
changed the calculation of the Medicaid shortfall portion of the limit on DSH payments, 
prohibiting states from compensating hospitals for losses associated with patients dually 
eligible for Medicaid and Medicare. Under prior law, Medicaid shortfall had included the costs 
and revenues associated with dually eligible patients (patients dually eligible for Medicaid and 
another third-party payer, including Medicare and commercial insurance). Under Section 203, 
only the costs of patients for whom Medicaid is the primary payer are allowed. An exception to 
this rule is provided for a narrow set of hospitals that have a high number or percentage of low-
income Medicare patients, but the Centers for Medicare & Medicaid Services (CMS) has 
indicated it does not currently have the data to determine which hospitals qualify for the 
exception. Further, this policy created an arbitrary threshold that leaves behind many public 
and nonprofit hospitals serving a safety net role and creates year-over-year uncertainty, should 
a hospital’s payer mix change. 
 
The exclusion of dual eligibles’ care costs has caused significant hardship and substantial DSH 
cuts for hospitals with many Medicare dually eligible enrollees. For many hospitals, Medicare 
and Medicaid reimbursements are well below the cost of caring for these highly complex 
patients. In addition, some hospitals, particularly those with level I trauma centers, have a high 
number of patients covered only by no-fault or worker’s compensation insurance, which also 
often does not cover the full cost of care. These institutions are vital to their communities and 
will not be able to sustain the level of cuts caused by Section 203, which range from several 
million to tens of millions of dollars. 
 
It is important that lawmakers ensure providers that care for complex patients have the 
resources they need to provide access to the high-quality care these patients need and deserve. 
 
We urge lawmakers to pass narrow, targeted legislation to allow hospitals that 
experience losses due to Section 203 from Medicare dual eligibles and from 
individuals dually covered by an “applicable plan” to include those losses in their 
DSH cap. An “applicable plan” is a term used in the Medicare Secondary Payer program and 
defined as liability insurance (including self-insurance), no-fault insurance, or workers’ 
compensation laws or plans. The proposal would exclude all losses from commercial insurance. 
It also would require a single, aggregated calculation of the combined losses from Medicare and 
applicable plan duals rather than independent calculations for each. 
 
The proposal eliminates the need for an exception, thereby addressing the operational 
challenge of identifying the hospitals qualifying for the exception. Nonetheless, it maintains the 
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goal of the exception, which recognized the hardship that could be imposed on hospitals serving 
low-income, dually eligible populations. It would not impact any hospital that benefited from 
the policy change adopted in Section 203. Moreover, the proposal should have little, if any, 
impact on federal expenditures, as Medicaid DSH expenditures already are capped at the state 
level.  
 

Support the Essential Hospital Workforce 
The health care workforce has experienced critical shortages for years, shortages that have been 
well documented and highlighted by members of Congress on both sides of the aisle. Those 
shortages, coupled with severe financial challenges faced by essential hospitals and other safety 
net providers, threaten our communities’ access to critical health care services.  
 
Although we’re nearing the end of the public health emergency (PHE), extreme burnout and 
other mental health impacts will remain in its wake. This will force essential hospitals to 
continue expending significant resources to recruit and retain medical staff—a costly 
undertaking in the already competitive labor marketplace. Due to understaffing, essential 
hospitals are experiencing increased costs associated with hiring bonuses, retention bonuses, 
and higher salaries to recruit and retain front-line nurses, who are in short supply. 
 
Staffing challenges at essential hospitals are exacerbated by unsustainable increases in hospital 
admissions associated with respiratory conditions beyond COVID-19, with intensive care units 
consistently approaching or exceeding full occupancy. Shortages of health care staff, 
particularly nurses, and the greater costs associated with hiring and retaining practitioners 
worsen the financial stress on our member hospitals. 
 
Essential hospitals are dedicated to training the next generation of health care professionals. 
About 8 in 10 essential hospitals are teaching institutions.7 On average, essential hospitals train 
nearly three times as many physicians as other U.S. teaching hospitals. Our members also 
trained 32 percent more physicians beyond their federal funding cap than other U.S. teaching 
hospitals.8 Further, essential hospitals train nearly 10 percent of allied health professionals who 
receive training in an acute-care facility, including medical technologists, occupational and 
physical therapists, radiographers, and speech-language pathologists. 
 
A multifaceted approach is necessary to both support and retain the current health care 
workforce while expanding the pipeline for future clinicians and staff. Legislative efforts to 
support the essential hospital workforce should: 
 

• Sustain a diverse, inclusive, and cohesive health care workforce. 
• Address health disparities and ensure quality care and patient safety. 
• Ensure health care workers are safe from violence and intimidation in the workplace. 
• Create and financially support more training and residency slots for allied health 

professionals, nurses, and physicians to meet the changing demands of the health care 
system. Additional slots should be targeted to meet the needs of underserved 
communities. 

• Provide adequate support and resources to maintain the well-being of professional 
health care workers. 

 
7 American Hospital Association. 2020 AHA Annual Survey. Health Forum LLC. 2021. 
8 Centers for Medicare & Medicaid Services. Healthcare Cost Report Information System, Hospital 2552-
10 Cost Report Data Files FY2020. 2022. 
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• Provide flexible and sufficient resources to meet increased staffing needs during public 
health emergencies, natural disasters, and periods of civil unrest. 

• Create immigration policies that allow a clear and easy path for qualified foreign 
nationals with medical and clinical backgrounds who wish to work, train, or study in 
the United States. This is a critical way to help address the provider shortage gap and 
provide culturally appropriate care to diverse communities, especially during periods of 
increased staffing needs. 

 

Protect the 340B Drug Pricing Program 
The 340B Drug Pricing Program is another key element of the patchwork of federal support 
essential hospitals rely on to fulfill their safety net mission. Congress established the 340B 
program to enable covered entities “to stretch scarce Federal resources as far as possible, 
reaching more eligible patients and providing more comprehensive services.” The 340B 
program affords essential hospitals the financial flexibility to tailor services and programs to 
their community’s unique challenges at nearly no cost to taxpayers. 
 
Members of America’s Essential Hospitals have used 340B savings to create programs to tackle 
these financial and social challenges, as well as to improve health equity, showcasing how 
indispensable 340B savings are to hospitals operating on narrow margins. For example, 
essential hospitals have used 340B savings to: 
 

• Provide discounted medications to low-income patients. 
• Provide mental health and substance abuse treatment. 
• Establish a primary care medical home for low-income, uninsured patients, reducing 

emergency department (ED) use and increasing medication availability to patients 
lacking prescription drug coverage. 

• Establish clinical pharmacy programs, in which pharmacists interact with patients at 
the bedside and in the ED, ensuring patients understand and adhere to their 
medication regimen and ultimately reducing excess readmissions. 

• Provide meaningful health care access to patients through expanded clinic locations, 
hours of operation, transportation availability, interpretation services, and patient 
education not otherwise available in many places. 

• Support free clinics in their communities. 
 
Unfortunately, illegal actions by more than 20 drug companies to limit the scope of the 
program threaten to undermine the progress made on improving patient access and care. The 
withholding of 340B discounts from certain sites of care—pharmacies that help extend access to 
340B drugs through contracts with essential hospitals—clearly violates drug companies’ 
statutory obligation to provide 340B discounts to covered entities and severely restricts access 
to affordable, lifesaving drugs for low-income patients. We urge Congress to intervene to 
protect the integrity of the 340B program by halting drug companies’ unlawful 
actions that have resulted in overcharges to 340B covered entities. 
 
DIRECT CMS TO REPAY 340B HOSPITALS FOR ILLEGAL OPPS CUTS 
In a resounding victory for essential hospitals, the U.S. Supreme Court unanimously ruled in 
June 2022 in favor of America’s Essential Hospitals in its years-long legal challenge to restore 
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full Medicare payment rates for hospitals in the 340B program.9 The court held that the 
Department of Health and Human Services (HHS) violated the Medicare statute when it 
reduced Part B drug payments under the Outpatient Prospective Payment System (OPPS), 
beginning in 2018. Despite the ruling, the CMS has not yet repaid hospitals what they are owed 
for the cuts that were in place from 2018 to 2022. America’s Essential Hospitals remains 
concerned HHS is continuing to drag its feet on these repayments. 
 
We also urge lawmakers to direct HHS and CMS to swiftly develop and implement a remedy 
that promptly repays 340B hospitals the difference, with interest, between what they previously 
were paid and the legal amount, without harming other hospitals. 
 

Improve Access to Mental and Behavioral Health Care Services 
America’s Essential Hospital greatly appreciated lawmakers’ efforts in the 117th Congress to 
improve mental and behavioral health care, including access to substance use disorder services. 
Congress can accelerate efforts to improve mental health care by re-examining policies that 
hinder equitable access while investing in the mental health care workforce. 
 

• Strengthen the health care workforce to remove barriers to mental health 
care access. Strengthening the workforce to remove mental health care barriers must 
be viewed on parallel tracks: lawmakers should create opportunities to support the 
mental and emotional well-being of current providers while simultaneously investing in 
the mental health care provider pipeline. These issues should be addressed in tandem 
to adequately support and grow the mental health care–specific workforce.  

• Support further adoption of telehealth services. The benefits of this mode of 
care are especially apparent in increasing access to mental health services. In addition 
to increased use of telehealth for behavioral health care, essential hospitals reported 
improved no-show rates in the behavioral health space tied to telehealth offerings. 
Telehealth visits enable providers to better see and assess patients’ living situations, 
including assessing factors in the home unknown to providers in an office setting. 

• Increase integration, coordination, and access to care. Policymakers should 
work with and support efforts by providers to integrate mental and physical health care 
in all settings. This is especially true for essential hospitals, which treat patients more 
likely to face social risk factors and comorbid conditions, including those related to 
behavioral health. Evidence shows many behavioral health conditions go untreated, 
often on account of stigma, lack of detection, or lack of access to effective care 
options.10 As such, essential hospitals are leaders in creating programs to better 
integrate behavioral health with primary care, taking a collaborative, comprehensive 
approach to treating patients and improving outcomes while lowering costs. 

• Ensure parity between behavioral and physical health care. Ensuring parity 
between behavioral and physical health care, particularly among federal payers, is 
critical for essential hospitals to provide high-quality, comprehensive care to all. A key 
component to achieving parity is providing adequate payments for mental and 
behavioral health care, particularly for Medicaid beneficiaries. The vital link between 
adequate reimbursement for Medicaid providers and access to care for Medicaid 

 
9 American Hospital Association et al. v. Becerra. No. 20–1114. Argued November 30, 2021—Decided 
June 15, 2022. https://www.supremecourt.gov/opinions/21pdf/20-1114_09m1.pdf. Accessed February 16, 
2023. 
10 America’s Essential Hospitals. Behavioral Health and Primary Care Integration at Essential Hospitals. 
October 13, 2015. https://essentialhospitals.org/institute/behavioral-health-and-primary-care-
integration-at-essential-hospitals/. Accessed January 20, 2023. 

https://www.supremecourt.gov/opinions/21pdf/20-1114_09m1.pdf
https://essentialhospitals.org/institute/behavioral-health-and-primary-care-integration-at-essential-hospitals/
https://essentialhospitals.org/institute/behavioral-health-and-primary-care-integration-at-essential-hospitals/
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beneficiaries cannot be overstated. The history of low Medicaid base payment 
discriminates against the underrepresented and undervalues the provision of care to 
patients the program serves.11 

 

Address Social Determinants of Health 
Essential hospitals anchor their communities as a trusted and central resource, including for 
safety net care. This gives them an intimate understanding of the nonclinical influences on 
patients and population health. A coordinated approach to patient care—involving clinical and 
nonclinical partners—can lead to better outcomes, higher patient satisfaction, and less care 
duplication. But care coordination is resource-intensive for essential hospitals, which serve 
populations with complex social needs. Significant challenges exist to developing partnerships, 
building infrastructure, engaging patients, measuring progress, and creating sustainable 
funding models. Also, quality metrics that federal payment models use to evaluate performance 
and determine shared savings or incentive payments do not yet incorporate social determinants 
of health (SDOH), such as food insecurity, housing instability, and lack of transportation. 
 
Essential hospitals disproportionately care for a segment of the population that faces complex 
challenges requiring unique solutions to improve population health and patient experience and 
to reduce costs. We call on lawmakers to incorporate SDOH and health equity across 
federal programs and policies. 
 

Eliminate Health Disparities and Improve Health Equity  
 
MEDICAID AND STRUCTURAL RACISM 
Many essential hospitals serve a greater share of people of color—who are more likely to be 
covered by Medicaid—than other hospitals in their communities: People of color made up 51 
percent of member discharges in 2019. People of color experience higher rates of diabetes, 
hypertension, asthma, and heart disease and have a lower life expectancy. This diverse patient 
population means essential hospitals have a unique opportunity to offer services and programs 
to mitigate racial health inequities experienced by their patients and perpetuated by chronic 
underfunding of the Medicaid program. Medicaid has the potential to address racial health 
inequities through other routes, including: 
 

• Leveraging Medicaid graduate medical education (GME) funding to recruit and retain a 
diverse and inclusive workforce to better meet the needs of Medicaid beneficiaries. 

• Providing equitable access to new technology, such as telehealth and remote patient 
monitoring, or the latest treatment for substance use disorder. 

• Prohibiting race-biased clinical risk assessments in treatment decisions, such as the 
vaginal birth after cesarean algorithm, among many others. 

 
While some states have used Medicaid to address health inequities, more can be done. Chronic 
and systematic underfunding of Medicaid hampers work to dismantle structural racism and 
confront its threats to public health, including health disparities, poor health, and early death. 
 
CLIMATE VULNERABILITY, RESILIENCE, AND MITIGATION 

 
11 Kozminski J. Structural Racism and Chronic Underfunding of Medicaid. America’s Essential Hospitals. 
September 14, 2021. https://essentialhospitals.org/policy/structural-racism-chronic-underfunding-
medicaid/. Accessed January 20, 2023. 

https://essentialhospitals.org/policy/structural-racism-chronic-underfunding-medicaid/
https://essentialhospitals.org/policy/structural-racism-chronic-underfunding-medicaid/
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Climate change affects all people but takes its greatest toll on low-income, previously redlined, 
or otherwise marginalized communities. The populations facing these disproportionate impacts 
from climate change are the same populations essential hospitals most often serve. Members of 
America’s Essential Hospitals are vital anchor institutions profoundly connected to the well-
being of the people and communities they serve; these communities often are our most 
disadvantaged and historically marginalized. 
 
We urge policymakers to consider the following principles when developing 
climate-related public policies: 
 

1. Climate change negatively impacts social determinants of health. 
2. Climate policies must address the needs of historically under-resourced communities 

and not create unintended consequences that might further inequities.  
3. Policymakers must ensure that climate resilience and decarbonization policies do not 

exacerbate the existing financial burdens of essential hospitals. Public policies must 
create incentives and include appropriate resources, guidance, and other supports for 
the health care field to ensure long-term success and progress toward combating the ill 
effects of climate on health. 

4. Climate policies must account for essential hospitals’ varying levels of readiness to 
build climate resilience and mitigate their impact on the environment by avoiding one-
size-fits-all approaches. 

5. Mitigating climate change requires participation and contributions by, and partnership 
among, all stakeholders, including health care providers; supply chain vendors; utility 
companies; community-based organizations; and local, state, and federal governments. 

 

Support Public Health Services and Infrastructure  
Almost all our members—97.6 percent—partner with other hospitals or health systems; or with 
an external, federally qualified health center, community health center, or free clinic.12 Half of 
our members informally meet or share information with a health department through advisory 
committees, planning groups, or other mechanisms. Further, some essential hospitals serve as 
the health department in their community. 
 
Essential hospitals across the country keep their doors open for all despite severe brick-and-
mortar and technological limitations. Their shared mission demands they overcome these 
barriers, but shortcomings in their physical infrastructure exposed by recent public health 
emergencies illustrate the acute and imminent need for federal infrastructure support. Such 
support is vital to repairing crumbling facilities, building health information technology 
capacity, and marshaling resources for the next public health emergency or threat. 
 
To help ensure readiness for future crises, America’s Essential Hospitals urges 
Congress to re-establish the Hill-Burton program and allocate $50 billion over 
five years to support the infrastructure and emergency preparedness needs of 
safety net providers serving marginalized populations. Targeting capital investments 
to under-resourced providers would supplement the patchwork supports they rely on to achieve 
their safety net mission, enabling them to start needed construction or modernization projects 
that ensure preparedness for future public health emergencies. 
 

 
12 Clark D, Ramiah K, Taylor J, et al. Essential Data 2022: Our Hospitals, Our Patients—Results of 
America’s Essential Hospitals 2020 Annual Member Characteristics Survey. America’s Essential 
Hospitals. https://essentialdata.info. Accessed January 20, 2023. 

https://essentialdata.info/
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Eliminate Barriers to Telehealth Services  
America’s Essential Hospitals greatly appreciates congressional efforts last year to stabilize 
telehealth services and Medicare reimbursement pathways for two additional years. We urge 
lawmakers to build on that progress, and we strongly support permanently expanding Medicare 
coverage of telehealth and removing other barriers to the use of telehealth. Congress can, 
and should, make the following changes permanent: 
 

• Lift the geographic originating site restrictions and site-of-service restrictions. 
• Allow hospitals to bill a facility fee at an adequate rate. 
• Allow the use of audio-only equipment for certain evaluation and management codes.  

 
Congress should consider the need for resources to ensure telehealth services are equitably 
provided and available to all people who need them, regardless of socioeconomic 
circumstances. At-risk patients, including seniors, those with limited English proficiency, and 
those with lower income and education levels, face significant digital literacy and access 
challenges. It is important to consider ways to address these challenges among at-risk 
populations within the telehealth service line. 
 
Telehealth can help mitigate barriers to care caused by social determinants of health and 
streamline opportunities for follow-up care by eliminating the need for transportation and 
reducing the time a patient needs to take off from work or secure child care to attend an 
appointment. Digital connectivity is a social determinant of health, and expanding telehealth 
availability must not exacerbate existing disparities in access to care. The ability of technology 
to provide access to health services and connect individuals to community resources is only 
realized if individuals have equitable access to it. 
 
We urge Congress to support providers as they use technology and telemedicine to 
improve access to care for underserved populations and address health 
disparities.  
 

Support APM Providers Serving a Safety Net Role  
Our members operate a median of 10 ambulatory care locations, half of which are off campus. 
More than half our members participate in accountable care organizations, agreeing to be held 
accountable for the quality, cost, and overall care of beneficiaries assigned to them. This high 
rate of participation shows essential hospitals’ strong commitment to coordinating care among 
providers to improve quality and lower costs. 
 
Fragmented care can lead to unintended consequences, such as inefficiency, ineffectiveness, 
and inequality. For patients with chronic conditions—those disproportionately served by 
essential hospitals—fragmentation can lead to poorer outcomes, including higher rates of 
hospital admission and excess ED visits. These patients tend to require more care, have 
multiple comorbidities, and benefit from having a multidisciplinary care team. Value-based 
payment reforms, including alternative payment models, can create incentives for integration 
across the care continuum, which, in turn, promotes efficiency and creates an opportunity to 
develop comprehensive care plans that meet individuals’ needs. 
 
In designing new value-based payment models, lawmakers should support 
providers that disproportionately deliver care to disadvantaged populations 
impacted by historical inequities. These federal policy recommendations seek to ensure 
essential hospitals can more fully participate, and thrive, in value-based payment reforms: 
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• Incorporate SDOH in risk adjustment methodologies and reward hospitals for 

improving care quality and equity. 
• Include upfront funding for essential hospitals to build the infrastructure needed for 

long-term sustainability in new and existing models, including activities generally not 
reimbursed by Medicare. 

• Promote interventions tailored to patient and community needs, not payer status. 
• Examine and incorporate into current and future models the distinguishing 

characteristics of providers that serve as anchor institutions for their communities. 
• Address challenges to data collection, particularly among providers serving 

marginalized people. 
 
Beyond empowering health care organizations through policies and payment models that 
address the underlying, contributing factors of health inequities (e.g., poverty, unequal access 
to care, and lack of education), the models themselves also must attract and retain high-quality 
providers. There should be appropriate shared savings rates, risk adjustment methodologies, 
the removal of barriers to participation, fair and accurate benchmarks, and the maintenance of 
an appropriate bonus incentive. 
 

******* 
 
America’s Essential Hospitals appreciates the opportunity to provide these comments. If you 
have questions, please contact Jason Pray, vice president of legislative affairs, at 202.412.2491 
or jpray@essentialhospitals.org. 
 
Sincerely, 
 
 
 
Bruce Siegel, MD, MPH 
President and CEO 
America’s Essential Hospitals 

mailto:jpray@essentialhospitals.org

