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Preface

Senate Joint Resolution (SJR) 180 of the 1991 Session of the General Assembly
directed the Joint Legislative Audit and Review Commission to study the Virginia
Medicaid program and the indigent care appropriations to the State teaching hospitals
and the Medical College of Hampton Roads. SJR 180 outlined 11 specific issues to be
included in the study. This report examines issues related to the indigent care
appropriations as well as options for optimizing the use of State funds for indigent
hospital care.

The review found that the State teaching hospitals receive more than halfof all
State general fund expenditures for indigent hospital care. The institutions have been
accountable for the use of State funds, and they have taken necessary steps to remain
financially sound during a period of State budget difficulties. In the short term, the
General Assembly's guidance is needed on policy issues such as the use of State indigent
care funds to finance the care of non-Virginians, Looking to the future, the State needs
to develop a more comprehensive approach to funding indigent care and medical
education in recognition of significant changes in the academic medical center environ­
ment.

The review also found that the State is already taking advantage ofmost of the
opportunities to leverage State funds with federal funds through the Medicaid program.
The remaining opportunities are limited by legal and regulatory constraints.

The major findings and recommendations from this study have been provided
to the Joint Legislative Audit and Review Commission and the Joint Commission on
Health Care. The Joint Commission on Health Care will play the lead role in deciding
how the recommendations in this report should be acted upon.

On behalfofJLARC staff, I would like to thank the Presidents and staffof the
Medical College of Hampton Roads, the University ofVirginia, and Virginia Common­
wealth University. In addition, I would like to thank. the staff of the Department of
Medical Assistance Services, the Health Services Cost Review Council, and the Depart­
ment of Health.

~
Philip A Leone
Director

March 15, 1993
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A R8~ntina series
on the Virginia Medicaid Program

Large numbers of poor Virginians are
without health insurance, and the cost of
insurance and health care services is in­
creasing. As a result, the State's indigent
care programs have experienced significant
growth, which is expected to continue into
the future. In response to this concern, the
General Assembly directed the Joint Legis­
lative Audit and Review Commission
(JLARC) to study the Commonwealth's
Medicaid program and the indigent care
appropriations to the State teaching hospi-

tals and the Medical College of Hampton
Roads (MCHR).

This report is one in a series completed
in response to SJR 180 (1991). The report
addresses three of 11 specific directives
contained in SJR 180, in the context of
hospital care:

• Review of eligibility, scope of ser­
vices, and reimbursement rates for
indigent care at the University of Vir­
ginia Medical Center (UVAMC), the
Medical College of Virginia Hospitals
of Virginia Commonwealth University
(VCU/MCVH), andMCHR;anda de­
termination of the appropriateness of
general fund and Medic~id allocation
methodologies.

• Examination ot the relationship be­
tween Medicaid and other State pro­
grams to promote optimal utilization
of State funds.

• Identification of options for using
Medicaid funds for services currently
supported with general funds.

The results of the review show that the
State is the largest single sou rce of indigent
hospital care funding in Virginia. Further­
more, the two State teaching hospitals are
the major providers of this care.

The review found that the State teach­
ing hospitals are accountable for the use of
State funds. However, the General Assem­
bly should clarify its position on certain reim­
bursement, eligibility and service practices
at the State teaching hospitals, such as the
use of indigent care funding for out-of-state
patients. The State should also develop a
more comprehensive method for deciding
indigent care funding levels at the State



teaching hospitals. Inaddition, MCHRshould
be required to revise its methods for re­
questing indigent care appropriations.

The review also found that there are
limited opportunities for optimizing State
funds through the Medicaid program. The
State is already dchieving majorsavings by
using federal Medicaid funds to subsidize a
portion of the non-Medicaid indigent care
provided at the State teaching hospitals.
New federal regulations and other factors
may make it difficult to expand this policy.
However,several options are presentedfor
considerationby the General Assembly.

The State Is the Largest Payor
for Indigent Hospital Care

The State oversees four major financ­
ing mechanisms for indigent hospital care:

• The Virginia Medicaid program,

• The State and Local Hospitalization
(SLH) program,

• The Indigent Health Care Trust Fund
(Trust Fund), and

• Indigent care appropriations to
UVAMC, VCU/MCVH, and MCHR.

An additionalsource of funding for indi­
gent hospitalcare is unsponsoredcare pro­
vided by hospitals. Unsponsored care in­
cludescharitycareand baddebt for which a
hospital receives no payment.

Because of a lack of comprehensive,
statewidespending data for indigent hospi­
tal care,anestimateof the total amount was
developed. This JLARCestimate indicates
that in FY 1991 , approximately$691 million
was spent on indigent hospital care in Vir­
ginia. Morethan$293million (42percent)of
thisspendingcamefromStategeneralfunds
(seefigurebelow). Federalfundsaccounted
for nearly $185 million (27 percent) of total
spending, and local funds accounted for
$1.4million,or lessthan one percentof total
spending. Hospital unsponsored care ac­
counted for nearly $212 million, or 31 per­
cent of total spending for indigent hospital
care.

Spending for Indigent Hospital Care
by Funding Source, FY 1991

Other"
$211.7 million (31%)

Local Funds
$1.4 million (less than 1%)

State General Funds
$293.2 miUion (42%)

Total:
$691 million

* Includes hospital charity care, bad debts, and hospital share of Trust Fund payments.
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VCUIMCVH and UVAMC Are Major
Providers of Indigent Hospital Care
In the State

Of the estimated $691 million spent on
indigent hospital care in FY 1991, VCUI
MCVH and UVAMC accounted for about
one-third (see figure below). Virginia Med­
icaid reimbursement and the indigent care
appropriations comprised more than 90 per­
cent of these funds. Together the State
teaching hospitals received $154 million of
the $293 million in State general funds spent
on indigent hospital care.

There areseveral reasons whythe State
teaching hospitals accounted forthis level of
spending. Both VCU/MCVH and UVAMC
serve a high volume of indigent patients
compared to most other hospitals in the
State. In addition, the teaching mission of
these institutions makes them more expen­
sive than most other hospitals in the State.
Also, the State funds a greater share of
costs at these institutions than at other hos­
pitals.

Indigent Care Reimbursement
Rates Are Reasonable at the
State Teaching Hospitals, But
Legislative Intent Should Be
Clarified for Several Other Issues

To detennine the reasonableness of
the eligibility, scope of services, and reim­
bursement rates for the indigent care appro­
priations at VCU/MCVH and UVAMC,a com­
parison was made between these elements
and those in place for other State indigent
hospital programs. Although a comparative
analysis of reimbursement rates found the
indigent care rates to be reasonable, three
concerns were identified.

First, the two State teaching hospitals
currently receive general funds for their
unreimbu rsed Medicaid costs. This may
conflict with federal and State Medicaid poli­
cies of accepting Medicaid reimbursement
as payment in full. The two teaching hospi­
tals received more than $2.7 million in gen­
eral funds for these costs in FY 1992.

Indigent Care Spending at
State Teaching Hospitals, FY 1991

Total Statewide
Indigent Care Spending:
$691 million

Indigent Care Spending at
State Teaching Hospitals:

$228.9 million

III

ICAP (41%)
$93.4 million

Unsponsored Care* (7%)
$16.7 million



Second, the State teaching hospitals
have used their general fund appropriations
to subsidize the indigent care of non-Virgin­
ians, which cost the State about $2.6 million
in FY 1992. Most of this care has been
provided to West Virginians at UVAMC. Of
the states bordering Virginia, only North
Carolina provides indigent care funding that
can be used to provide care to Virginians,
butonly under certain limited circumstances.

Thi rd, the indigent care appropriations
have been used to reimburse the teaching
hospitals for services they provided to indi­
gent patients that would not be reimbursable
under Virginia Medicaid. One costly ex­
ample iscertain types of transplants -liver,
heart, and bone marrow. In FY 1992,
UVAMC and VCU/MCVH were reimbursed
more than $2.7 million in general funds for
38 of these transplants.

The issue of transplants is complicated
by the fact that 12 of the 30 transplant recipi­
ents at UVAMC in FY 1992 were Medicaid
eligible. If Virginia Medicaid had covered
these services, $1.2 million in general funds
could have been saved on these trans­
plants. It is not clear at this point whether
Virginia Medicaid should revise its trans­
plant policy. More information is needed on
the hidden demand for transplants, as well
as alternative means of financing transplants
through Medicaid.

The following recommendations are
made in response to these findings:

• TheGeneralAssemblyshould clarify
its intent concerning the funding of
unreimbursedMedicaidcoststhrough
the indigent care appropriations.

• TheGeneralAssembly should clarify
its intentconcerning whetherthe indi­
gent care appropriations should be
used to reimburse the State teaching
hospitalsforservicesprovidedtonon­
Virginians.

IV

• The Secretaryof Health and Human
Resources, with support from the

- SecretaryofEducation, shouldstudy
the current Medicaidlimits on trans­
plant services.

• TheGeneralAssemblyshould clarify
its intent concerning the scope of
servicesreimbursable throughthein­
digent care appropriations.

A More Comprehensive Approach
Is Neededto Determine Appropriate
Funding Levels at the
State Teaching Hospitals

In the past, the indigent care appropria­
tions to the State teaching hospitals have
been based on a decision to fund a certain
percentage of their reported indigent care
costs. Despite receiving a reduced percent­
age of costs in recent years, the institutions
have taken stepsto remain financially sound.

There is no guarantee, however, that
this will continue in the future because the
health care and medical education environ­
ments are in a state of flux. To ensure that
State general funds are used as cost effec­
tively as possible, the State needs to adopt
a multi-faceted approach to indigent care
funding. This approach should be focused
on institutional performance with respect to
State policy goals for indigent care and
medical education.

The following recommendation is made:

• TheDepartmentofPlanningandBud­
get shouldconsider thefol/owing fac­
torsas it considerstheState teaching
hospitals' budget requests for gen­
eral fundsupport of indigentcareand
medicaleducation: (1) the volumeof
indigent care each institution will be
expected to provide, (2) the medical
education programs each institution
will be expected to provide, (3) the
cost effectiveness of each institution,



(4) the impact of federal and State
Medicaid policy changes as well as
State hospital cost containment poli­
cies, (5) otherprOViders'perceptions
ofpaymentequity, (6) each hospital's
overall payor mix, financial position,
capital needs, and bond rating.

Joint BUdget Review Should
Be Conducted

The State teaching hospitals pursue a
dual mission of health care and education.
Currently, recommendationsfor indigentcare
funding at the State teaching hospitals are
overseen by the education secretariat, while
Medicaid funding is overseen by the health
and human services secretariat. There is no
formal mechanism to ensure that the Secre­
tary of Education has an opportunity to com­
ment on Virginia Medicaid policy changes
which could significantly impact the State
teaching hospitals. Similarly, there is no
formal mechanism to allow the Secretary of
Health and Human Resources to comment
on the cost effectiveness of the indigentcare
appropriations to the teaching hospitals.

As the health care and medical educa­
tion environments grow increasingly com­
plex, it will be important to ensure that health
care policies do not compromise the educa­
tion mission of the State teaching hospitals,
and vice versa. Therefore, the following
recommendation is made:

• The Secretary of Education and the
Secretary of Health and Human re­
sources should develop a memoran­
dum ofagreement to implement joint
budget development and associated
program reviewfor the State leaching
hospitals and the Medical College of
Hampton Roads. This agreement
shouldexclude dual oversightofbud­
get execution.

v

Method for Determining Indigent
Care Losses Should Be Revised
at the Medical College of
Hampton Roads

MCHR participates in the provision of a
substantial amount of indigent care through
its faculty practice plans and educational
programs at various area hospitals. The
State has provided indigent care funds to
MCHR since 1978, including an annual ap­
propriation of more than $4 million.

In its budget addenda for the FY 1992­
94 biennium, MCHR requested additional
funding of $2.8 million. There are three
concerns about this budget request which
should be addressed. First, MCHA's esti­
mate of indigent care losses was based on
charges rather than costs. Second, the
estimate of indigent care losses included
Medicaid contractual adjustments (the dif­
ference between Medicaid charges and re­
imbursement), which may be inconsistent
with State Medicaid policy. Third, MCHR's
estimate did not consider the financial im­
pact of theTrust Fund on the affiliated teach­
ing hospitals.

MCHA's indigent care losses appear to
be significantly less when they are deter­
mined on the basis of costs excluding Med­
icaid contractual adjustments. Under this
approach, the adequacy of indigent care
reimbursement rates appears more favor­
able than previously reported. In order to
move toward a more appropriate basis for
detennining indigent care funding levels for
MCHR, the following recommendations are
made:

• The Medical College of Hampton
Roads should use costs rather than
charges as the basis for requesting
indigent care appropriations and re­
porting indigent care losses, and
should subtractnetpositivepayments
from the Indigent Health Care Trust



Fundwhen determining indigentcare
losses.

• TheGeneral Assembly should clarify
its intent for the inclusion of
unreimbursed Medicaid costs in the
determinationofindigent care losses
at the Medical College of Hampton
Roads.

• Because of the presence of the Indi­
gentHealthCareTrustFund, theGen­
eral Assembly should clarify its intent
to use the indigentcare appropriation
to subsidize charity care provided by
theMedicalCollegeofHampton Roads
affiliatedhospitals;

• The Medical College of Hampton
Roads should modify its plan for
apportioning the State indigent care
appropriations to reflect the actual
apportionment between the Medical
College and the affiliated hospitals.

There Are Limited Options for
Using Medicaid Funds for Hospital
Services Currently Supported
with General Funds

Because of the availability of federal
matching dollars, it is often more cost effec­
tive to finance a service through the Medic­
aid program rather than through a program
which is entirely State funded. There are
three general ways in which to optimize
State general funds through Medicaid: (1)
expand Medicaid eligibility to include recipi­
ents covered under other State funding
mechanisms, (2) expand Medicaid services
to include those covered under other pro­
grams t and (3) use Medicaid funds to cross­
subsidize other programs without changing
eligibility or services.

VI

Medicaid Eligibility Expansions Would
Not Be Cost Effective. It would not be cost
effective to expand Medicaid eligibility to
enroll people covered by the SLH program
or the Trust Fund. The primary reason is
that because of Medicaid's status as an
entitlement program, the new demand cre­
ated by expanded eligibility would exceed
any general fund cost savings.

Medicaid Service Expansions Would
Not Be Cost Effective At This Time, But the
21-day Limit on Hospital Stays Should Be
Reevaluated. Earlier it was noted that fur­
ther research is necessary to determine
whether it might be cost effective to expand
Medicaid services to include certain trans­
plants. Another important Medicaid service
limitation is the 21-day limit on adult lengths
of stay. In FY 1991, the 21-day limit appears
to have cost the State $2.3 million in general
funds at the State teaching hospitals. Urn­
ited infonnation on the impact of this restric­
tion at non-State hospitals indicates that it
would not be cost effective forthe State to lift
the 21-day limit at this time.

However, the 21-day limit should be
subjected to further study based on more
comprehensive infonnation. The following
recommendations are made:

• TheDepartmentofMedicaJAssistance
Services should develop reporting
mechanismsfor Virginia Medicaid, the
State and Local Hospitalization pro­
gram, and the Indigent Health Care
TrustFund whichwillallowmonitoring
of the 21-day length of stay Medicaid
limit to occur.

• TheJointCommissionon HealthCare
should ensure that thecurrent21-day
length of stay limit on adult inpatient
hospital stays is reconsidered during
the work conducted by the 1995 task
forceon Medicaidinpatientreimburse­
ment.



Expanded Use of Medicaid to Cross­
Subsidize the Indigent Care Appropria­
tions Depends on Federal Regulations.
During FY 1992, the general fund appropria­
tions to VCU/MCVH and UVAMC were re­
duced by $40.8 million. This funding was
replaced with enhanced Medicaid payments
of approximately $36 million, of which $18
million was general funds. For the 1992-94
biennium, $210.7 million in indigent care
appropriations weremade to the State teach­
ing hospitals, with $65.8 million being fed­
eral Medicaid funds.

Beginning in FY 1993, the federal gov­
ernment placed interim limits on the amount
of enhanced Medicaid payments that can be
made. These limits indicate that there is
potential for increasing federal funding of
the indigent care appropriations at VCUI
MCVH and UVAMC. However, a final fed­
eral policy will have to be enacted before
final decisions can be made.

It may also be possible to implement an
enhanced Medicaid disproportionate share
adjustment policy for MCHR. However, the
unique status of MCHR as a non-State
agency adds to the complexity of this option.
Therefore, the following recommendation is
made:

VII

• TheJoint Commission on HealthCare
should request theSecretaryofHealth
and Human Resources and the Sec­
retary of Education to examine the
feasibility of using Medicaid funds to
cross-subsidize the indigent care ap­
propriationsat the Medical College of
Hampton Roads andits affiliatedhos­
pitals.

Using Medicaid Funds to Cross­
Subsidize the SLH Program or
Trust Fund Would Be Difficult. JLARC
staff examined whetherthe State could also
reduce general fund expenditures by using
federal Medicaid dollars to cross-subsidize
the SLH program or the Trust Fund. The
objective would be to change the funding
sou rces to obtain federal funds without com­
promising the mission of either program.
However, federal Medicaid regulations in
conjunction with complex legal and adminis­
trative requirements would make it difficult
to cross-subsidize these programs without
compromising their current missions. There
are other options for maximizing federal
funds, but these would require significant
changes to the SLH program and the Trust
Fund as they currently exist.
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I. Introduction

Lackofhealth insurance is a majorproblem for the nation and Virginia. In 1990,
the Commissionon Health Care for AllVirginians reported that up to 880,000 Virginians
(or 13 percent of non-elderly residents) were uninsured. The uninsured are a diverse
group in terms ofage, employment status, and income. Often the uninsured are unable
to pay for hospital care.

The State sponsors or co-sponsors four major financingmechanisms for indigent
hospital care. The Virginia Medicaid program is a federal-State program which provides
comprehensivehealthcare services for certain groups ofpoor people. The State and Local
Hospitalization (SLH) program is a State-local program which provides hospital-based
services for poor people who do not qualify for Medicaid but meet certain eligibility
guidelines. The IndigentHealth Care Trust Fund (TrustFund) is sponsored by the State
and Virginia hospitals and is designed to provide financial relief to hospitals which
provide large amounts ofcharity care. Finally, the State's medical teaching institutions
receive general fund appropriations for their provision of both indigent health care and
medical education.

These four funding mechanisms are not intended to serve all the needs of the
uninsured. As a result, hospitals have traditionally provided a significant amount of
uncompensated care. Uncompensated care includes the cost of services for which no
payment is received from the patient, an insurer, or the government, and is comprised
ofcharitycare and bad debt. Charity care refers to the cost ofcare provided to people with
incomes below 100 percent ofpoverty. Bad debt refers to the cost ofuncompensated care
provided to people with incomes above 100 percent of poverty.

Substantial sums of money are spent on indigent hospital care in Virginia.
However, there is no single source ofinformation on spending. For this review, JLARC
staffdeveloped an estimate ofindigent hospital care spending for FY 1991. The estimate
includes actual spending for Virginia Medicaid, the SLH program, the Trust Fund, and
the indigent care appropriations (ICAP). Also included are the costs ofhospital charity
care and bad debt, adjusted for the impact of the Trust Fund and the leAP. The
methodology for the estimate is explained in Appendix B.

The JLARC estimate indicates that in FY 1991, about $691 million was spent
on hospital services for people without the means to pay. The major providers of these
services were the two State teaching hospitals - the Medical College of Virginia
Hospitals of Virginia Commonwealth University (VCUIMCVH) and the University of
Virginia Medical Center (UVAMC).
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STUDY MANDATE

Senate Joint Resolution (SJR) 180 (1991) directed JLARC to study the
Commonwealth's Medicaid program and the indigent care appropriations to the State
teaching hospitals and the Medical College of Hampton Roads (MCHR). SJR 180
identified 11 specific issues to beaddressed (Appendix A). This study addresses SJR 180
items 9 and 10 as they relate to indigent hospital care, as well as item 11:

• examinationofthe relationship [betweenMedicaid and] otherState programs
to promote optimal utilization ofState funds;

• identification of options for using Medicaid funds for services currently
supported with general funds; and

• review of eligibility, scope ofservices, and reimbursement rates for indigent
care at UVAMC, MCVH, and MCHR; and a determination of the appropriate­
ness of general fund and Medicaid allocation methodologies.

The first two items from SJR 180 focus on the relationship between Medicaid
and the State's other indigent hospital care funding mechanisms - the SLH program,
the Trust Fund, and the ICAP. This study focuses on these four funding mechanisms,
while also acknowledging the important role of uncompensated hospital care.

SJR 180 also requests an examination of options for optimizing the use of
general funds for indigent care, and specifically requests identification of options for
usingMedicaidfunds for servicescurrently supported with general funds alone. The cost
ofcare provided through Medicaid is shared with the federal government, thus allowing
the conservation of State funds. To address these items, research was aimed at
determiningwhetherindigent hospital care now financed through the SLH program, the
Trust Fund, or the ICAP could be financed through Medicaid instead

In addition, SJR 180 requests an evaluation of the indigent care appropriations
to VCUIMCVH, UV.AM:C, and toMCHR. The eligibility, scope ofservices, and reimburse­
ment rates for indigent care at these institutions were evaluated in comparison with
those for Medicaid, the SLH program, and the Trust Fund to identify apparent differ­
ences.

Also requested was an evaluation of the appropriateness of general fund and
Medicaid allocation methodologies at these institutions. This issue is especially impor­
tant at VCUIMCVH and UVAMC because Medicaid reimbursement and the indigent
care appropriations are intertwined. Prior to FY 1992, the non-Medicaid indigent care
provided by VCUIMCVH and INAMC was funded through general fund appropriations.
With the implementation ofa new funding policy in FY 1992, a large portion of the non­
Medicaid indigent care at these institutions is now reimbursed indirectly through
enhanced Medicaid payments.
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RESEARCH ACTIVITIES

Avariety of research activities were conducted to complete this study. Numer­
ous documents were reviewed to identify the purpose and characteristics of the various
funding mechanisms. State policymakers and hospital industry representatives were
interviewed to obtain their perspectives on the issues. Also, information collected during
the 1992 JLARC study, Medicaid-Financed Hospital Services in Virginia, is included in
this report. In addition, a number ofState databases and other records were analyzed
to identify trends in the cost and utilization of indigent hospital care.

Document Reviews

To identify the purpose and structure of the various funding mechanisms,
JLARe staff reviewed the Code of Virginia, Appropriation Acts, previous legislative
studies and reports, and documents provided by the Department ofMedical Assistance
Services (DMAS), the Department of Planning and Budget (DPB), MCHR,VCUIMCVH,
UVAMC, and the Virginia Hospital Association (VHA). JLARC staff also reviewed a
number ofresearch articles from academic and professional literature in order to identify
key issues relating to the funding of indigent hospital care, particularly in the teaching
hospital setting.

In addition, past JLARC reports were reviewed. These include:

• Inpatient Care in Virginia, 1979;
• Outpatient Care in Virginia, 1979;
• Funding the State and Local Hospitalization Program, 1988;
• Review ofthe Virginia Medicaid Program, 1992; and
• Medicaid-Financed Hospital Services in Virginia, 1992.

Interviews

Staff from DMAS and the medical teaching institutions were interviewed to
confirm. understandings about the indigent hospital care funding mechanisms and the
various data sources used in the study. VIlA staff were interviewed about the hospital
industry's perspective on indigent care funding.

The DPB director and the deputy director for budget operations were also
interviewed, In addition, interviews were conducted with DPB staff who have budget
oversight responsibilities for indigent care funding. Finally, input was obtained from
staffofthe Joint Commission on Health Care and the House Appropriations and Senate
Finance committees.

3



Analysis of Spending and Utilization Data

The study required analysis oftotal spending for indigent hospital care, as well
as utilization of indigent hospital care services. Because there is no single source
containing this information, JLARC staff developed a database utilizing a variety of
different sources. Data on hospital revenues, expenses, charity care, bad debt, and payor
mix were provided by the Health Services Cost Review Council (HSCRC). Data on
spending and utilization for Virginia Medicaid, the SLH program, and the Trust Fund
were obtainedfrom DMAS. Data on the indigentcare appropriations were obtained from
MCHR, VCUIMCVH, and UVAMC. Data on the distribution of poverty in Virginia were
provided by the Department of Health (DOH).

Finally, data on indigent care spending and utilization at individual hospitals
were collected as part of the research activities for the 1992 JLARC report, Medicaid­
Financed Hospital Services in Virginia. For example, during site visits with ten hospi­
tals, information was collected concerning the impact of Medicaid service restrictions on
other hospital indigent health care programs.

DIFFERENCES BETWEEN STATE FUNDING MECHANISMS

The Virginia Medicaid program is a joint federal-State program targeted at
certain categories of poor individuals. The Medicaid program has been operational in
Virginia since 1969 and is administered by DMAS. Virginia Medicaid is an entitlement
program, meaning that necessary services provided to eligible persons must be financed
according to an established payment rate. Currently, the State shares the cost of these
services with the federal government on a 50 percent basis.

The SLII program is a joint State-local program which is designed to pay for
hospital services for poor individuals who are not eligible for Virginia Medicaid. In FY
1991~ the State financed approximately 90 percent of the paid hospital claims, while
localities paid the remaining 10 percent. Unlike Virginia Medicaid, the SLH program is
not an entitlement program. A fmite amount of State and local funds is allotted to the
program each year, and once those funds are exhausted, hospitals must either collect
payment from patients or pursue other sources of funding.

The Trust Fund is designed to provide relief to those in-State hospitals which
provide a disproportionately large volume of charity care. The Trust Fund is supported
by general fund appropriations (60 percent) and hospital contributions (40 percent).
Those hospitals with relatively high charity care loads are compensated for a portion of
their charity care through the Trust Fund. The Trust Fund, in effect, is a payor of last
resort for patients whose care cannot be financed by Medicaid or the SLH program.

Although the State teaching hospitals (VCUIMCVH and UVAMC) are the
largest providers ofcharity care, they do not participate in the Trust Fund. Instead, the
State appropriates general funds to these institutions in recognition of their mission to
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provide indigent health care as well as medical education. The State also provides
indigent care appropriations to MCHR for the indigent health care and education
provided through its affiliated hospitals and faculty physicians. These appropriations
are administered in accordance with plans submitted by the institutions and approved
by the DPB director.

These four funding mechanisms differ by whom they cover, what they cover, and
how they pay for services. Each has its own income limits, and all but the Trust Fund
have recipient asset limits. While service limitations are placed on Medicaid, the SLH
program, and the charity care reported to the Trust Fund, no service limitations are
placed on the use ofthe ICAP by the State. Also, Medicaid and SLH reimburse hospitals
based on prospectively determined rates, while the Trust Fund and the ICAP are based
on different payment principles.

Covered Individuals

Coverage of individuals varies according to entitlement status and eligibility
criteria. Of the four funding mechanisms, only Virginia Medicaid is an entitlement
program. This means that the State must pay for approved services provided to persons
deemed eligible for Medicaid. Unlike Medicaid, once SLH funds are exhausted, the SLH
program clients are liable for their hospital bill (although they do not typically pay this
bill). Individuals eligible for fmancing under the Trust Fund or the ICAP must also
demonstrate that they cannot pay their bill before their accounts may be written off as
charity care.

Although VirginiaMedicaid is the largest source offunding for indigenthospital
care, it does not cover all poor people. As shown in Figure 1, Medicaid eligibility may be
described in terms ofeighteligibilitygroups. The income limit for each group ranges from
133 percent of the federal poverty level for pregnant women and certain groups of
children, to about 35 percent ofpoverty for Aid to Dependent Children (ADC) recipients.
Other poor people who do not fall into one of these eight eligibilitycategories are not
eligible for Medicaid. (The February 1992 JLARC report, Review ofthe Virginia Medi­
caid Program, provides a more detailed description ofMedicaid eligibility guidelines.)

Indigent people who are not eligible for Medicaid have several limited options.
People with incomes between 100 and 200 percent ofthe poverty level may benefit from
partial financing of their hospital care through the ICAP if they receive care at VCU/
MCVH or UVAMC. In these cases, indigent patients are asked to pay a fee-for-ser . :ce
based on their income level. If they do not receive care at VCU/MCVH or UVAMC, the
unpaid charges for their care will be accounted for as hospital bad debt.

Indigent people who are not eligible for Medicaid but whose incomes are equal
to or below the federal poverty level may have their care fmanced from one of several
sources. If they receive their care at VCUIMCVH or UVAMC, their care can be financed
through the SLH program or the leAP. Ifthey receive their care at another hospital, it
may be financed by the SLH program, subject to availability of funds. If SLH program
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r---------------- Figure1--------------..,

Income Limits on the State Funding
of Indigent Hospital Care, FY 1993

(Chart shows how recipients qualify for various kinds offunding
according to their income levels and eligibility categories)

D Medicaid
(Entitlement)

~ SLH orTrust Fund
~ or leAP (Non-Entitlement)

r:;::;;::::::~ ICAP (Non-EntitlBment)
i!i~t~Wj! (VCUlMCVH andUVAMC only;

requres fee forservice bas8d oniJcome)

IPW 1C<6 1C<13 ABO ABO ABO ADC ADC Other
OMB SSI SSI MN CN

CN IN

KEY: IPW = Indigent Pregnant Women
IC<6 = Indigent Children younger than age 6 and born after September 1983

IC<13 = Indigent Children under age 13
ABO = Aged, Blind, or Disabled
OMS = Qualified Medicare Beneficiary

551 = Supplemental Security Income
CN = Categorically Needy
MN = MedicallyNeedy

ADC = Aid to Dependent Children

Source: JLARC staff analysis ofDMAS and DPB documents.

funds are exhausted, then the unpaid cost ofcare will be written off as charity care. The
hospital maybecompensated for a portionofthis care through the TrustFund, depending
on the hospital's entire charity care load.

In addition to income, assets are considered in determining eligibility for
Medicaid (except for indigent pregnant women), the 8LH program, and the leAP (except
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MCHR). This means some people with incomes below the income cap for the individual
funding mechanisms may not qualify if they have excessive assets. There are no asset
limits for the Trust Fund.

Covered Services

Each of the State's funding mechanisms covers basic inpatient and outpatient
hospital services (Table 1). Medicaid places a number of restrictions on the scope and
duration of services. For example, kidney transplants may beprovided only with prior
approval from DMAS. A number of other transplants and experimental procedures are
not covered at all. In addition, Virginia Medicaid will only pay for the first 21 days of a
hospital stay for adults.

By statute, the SLH program and the Trust Fund impose the same restrictions
on covered services as Virginia Medicaid. There is one exception: the Trust Fund will
cover adult inpatient days in excess of21, while Medicaid and the SLH program will not.
As a result, the cost of adult patient days beyond 21 is typically accounted for as charity
care and maybe partially subsidized through the Trust Fund or, in the case of the State
teaching hospitals, through the ICAP.

There are no State restrictions on the services which may be finaaced through
the ICAP. MCHR, VCUJM:CVH,and UVAMC are allowed to determine the scope and
duration of services which may be financed through the ICAP. VCUJM:CVH has stated
that they follow Medicaid restrictions on services in most cases. MCHR limits its ICAP
services to those approved by Medicaid or Medicare. UVAMC does not expressly limit
services to those approved by Medicaid or Medicare.

Payment Principles

Virginia Medicaiduses a prospective payment system to reimburse hospitals for
inpatient services and a cost-based system to pay for most outpatient services. SLH
program payments are determined using Medicaid's prospective per diem rates, within
available funds. The Trust Fund reimburses some hospitals for a portion of their charity
care based on a redistributive formula designed to direct funds to those hospitals with the
highest charity care loads. The ICAPs are lump sum appropriations based on the
institutions' reported cost of providing indigent care during the previous fiscal year.

Virginia Medicaid and the SLH Program. The Medicaid inpatient reim­
bursement system, which has been in place since 1982, has six components:

• Hospitals are categorized into peer groups with established payment limi ts or
"ceilings" for operating costs.

• An inflation factor is used to update peer group ceilings each year.
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--------------'Table1-------------...,

Scope of Services for Indigent Health Care
Funding Mechanisms

II - service is reimbursable K - service is not reimbursable

Funding Mechanism
Service Medicaid Trust Fund .sLJ:l1 1C.Af1

Basic Inpatient ." t/

Basic Outpatient ." II t/

Aduft Inpatient Days Beyond 21 K II K'

Kidney Transplant2 tI' II t/

Liver Transplant K X :K.:·...·..

Bone Marrow Transplant K K K

Heart Transplant K X

Experimental Procedures K K

Cosmetic Surgery K X

Drug and Alcohol Rehabilitation K K

Elective Procedures2 tI' tI

Inpatient Psychiatric Services for Children K K

lSLH =State and Local Hospitalization Program; leAP =Indigent Care Appropriations.

2For Medicaid, SLH Program, and the Trust Fund these services can be performed with prior approval.

Source: JLARC staff analysis of the Code ofVirginia and DMAS, VCUIMCVH,and UVAMC data.

• Hospitals are paid a per diem rate for their operating costs which is equal to
the lower of the hospital's reported operating costs, charges, or payment
ceiling.

• Hospitals may receive an efficiency incentive payment iftheir operating costs
are below the peer group ceiling.

• Hospitals which carry a heavy Medicaid patient load are given additional
payments called "disproportionate share adjustments.
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• Hospitals are paid for the reasonable cost ofcapital expenditures and medical
education.

The vast majority of inpatient hospital payments are for operating costs.

Virginia Medicaid's outpatient reimbursement system is distinctly different
from the inpatient reimbursement system. While inpatient reimbursement rates are
subject to a predetermined payment ceiling, in most instances outpatient services are
reimbursed on the basis of charges or reported costs, whichever is lower. This payment
policyis based on Medicare principles of reimbursement. (For more details on Medicaid
hospital reimbursement systems, see the 1992 JLARC report, Medicaid-Financed
Hospital Services in Virginia.)

SLH program payments are based on the same payment principles as Medicaid.
For inpatient services, hospitals receive payments that equal their Medicaid per diem
rate as of June 30 each year. For most outpatient services, hospitals receive their
reported cost for the service. However, unlike Medicaid, the SLH program is not an
entitlement program, which means that once the appropriated funds are exhausted, the
SLH program claims gounpaid. Forexample, inFY 1991 more than $19.3 million in SLH
program inpatient claims were not reimbursed. Also, the SLH program does not provide
disproportionate share payments.

Trust Fund. The Trust Fund is a funding mechanism which receives contri­
butions from the State and individual hospitals, and annually distributes funds to
hospitals with high charity care loads. The Code ofVirginia defines the formulas used
in deciding: (a) which hospitals contribute to the Trust Fund, (b) how much each hospital
contributes, (c)how much the State contributes, (d) which hospitals receive Trust Fund
monies, and (e) how much each hospital receives from the Trust Fund.

The amount a hospital contributes to the Trust Fund is based on the amount of
charity care it provides in relation to its operating margin and the median amount of
charity care provided by all participating hospitals in the State. Whether a hospital
receives a paymentfrom the TrustFund depends on the amount ofcharitycare itprovides
that is above the median amount provided by all hospitals in the State. The greater the
amount of charity care the hospital provides above the median, the greater the amount
the hospital will receive from the Trust Fund.

Indigent Care Appropriations to VCUIMCVH and lTVAMC. VCUIMCVH
and UVAMC do not file claims for reimbursement from the leAP. Instead, a lump s .m
appropriation is made to each institution at the start of the fiscal year. The starting point
for determining the leAP amount is an annual indigent care cost report. Indigent care
costs include uncompensated care provided to individuals with incomes below 200
percent of the poverty level, and who meet the specified asset test. Unreimbursed
Medicaid costs are also included as indigent care costs.
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A guideline appropriation for each fiscal year is determined in a two-step
process. First, a calculation is made to determine indigent care costs as a percentage of
total costs in the current year. This percentage- is multiplied by the institution's base
appropriation for the budget year to determine the projected indigent care cost for the
budgetyear. According to DPB staff, it has been theexecutive branch's intent to fund 100
percent of the projected indigent care costs through general fund appropriations. This
policy has been articulated in the executive budget documents for the 1986-1988, 1988­
1990, and 1990-1992 biennia. However, in recent years the institutions have been
appropriated less than 100 percent of the forecasted cost (this trend is analyzed in detail
in Chapter II).

Because the ICAP is intended to support both patient care and education, it is
logical to ask what portionofthe ICAPis allocated to each activity. However, it is difficult
to separate patient care costs from medical education costs. Particularly in the case of
clinical teaching, it is difficult to allocate the costs of faculty and residents between
patient care and teaching. Thus, it is only possible to roughly estimate the portion ofthe
ICAP which is used to support medical education.

JLARC staff developed such an estimate based on the assumption that the
proportion of medical education costs incurred in the treatment of indigent patients is
about the same as that incurred in the treatment ofall patients at each institution. In
FY 1991, UVAMC reported direct medical education costs of approximately $31 million,
or more than ten percent of total expenses. Applying this percentage to the hospital's
reported indigent care costsof$49 million, it is estimated that about $5.1 million ofthese
costs can be attributed to direct medical education. Teachinghospitals also have indirect
medical education costs. UVAMC staff reported that, in FY 1991, indirect medical
education costs were approximately $53.2 million or 17 percent of total expenses.
Applying this percentage to $49 million in indigent-care costs, JLARC staffestimate that
indirect medical education costs of$8.3 million could be attributed to indigent care in FY
1991. Therefore, a total of$13.4 million ofthe $49 million in indigent care costs could be
attributed to medical education at UVAMC.

VCUIMCVH reported a total $60.6 million in medical education costs in FY
1991. Ofthis amount, $31.1 million or 10 percent of total expenses for VCUIMCVH were
for direct medical education. Indirectmedical education expenses were reportedat $29.5
million inFY1991. These direct and indirectcosts accounted for about20percentof total
expenses at the institution. Applying this percentage to reported indigent care costs of
$67 million, an estimated $13.5 million can be attributed to medical education in FY
1991.

Indigent Care Appropriations to MCllR. The indigent care appropriations
to MCHR are not based on an indigent care cost report. Instead, MCHR requests funds
based on its own analysis ofneed. Since FY 1986, the appropriation to MCHR has been
level at $4,036,945. Beginning in FY 1991, MCHR decided to use this funding to support
its educational activities and indigent care provided by its faculty physicians. Therefore,
since FY 1990, none of the appropriation has been allocated to the affiliated hospitals.
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SPENDING FOR INDIGENT HOSPITAL CARE

Virginia Medicaid is the largest source of State funding for indigent hospital
care, followed by the leAP. Through its various funding mechanisms, the State accounts
for more than 40 percent of total spending for indigent hospital care. The statewide
distribution ofspending does not match the statewide distribution of poverty. Although
there may be a number of reasons for this phenomenon, one important factor is that the
State teaching hospitals are the major providers of indigent hospital care.

Overall Spending For Indigent Hospital Care

In FY 1991, an estimated $691 million was spent on indigent hospital care in
Virginia(Figure 2). Mostofthis spendingcame from the Virginia Medicaid program. The
leAP was the second greatest source ofState funding, followed by the SLH program and
the Trust Fund. Unsponsored care accounted for 30 percent of total spendingfor indigent
hospital care. Between Virginia Medicaid, the SLH program, and the Trust Fund, the
State general fund provided 42 percent oftotal spending for indigent hospital care in FY
1991.

.---------------Figure2----------------.

Spending for Indigent Hospital Care
by Funding Mechanism, FY 1991

State and Local Hosptalization Program
$12.7 million (2%)

Hospital Unsponsored
Charity Care and Bad Debt

$209.3 million (30%)

TOTAL:
$691 million

Note: Derivation of figures is explained in Appendix B.

Indigent Hea~h Care Trust Fund
$6.0 million (1%)

Indigent Care Appropriation
(VCUIMCVH and UVAMC)
$93.4 million (14%)

Virginia Medicaid
$369.6 million (53%)

Source: JLARC staff analysis ofDMAS, Health Services Cost Review Council, VCUIMCVH, and UVAMC data.
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Virginia Medicaid. Virginia Medicaid accounted for an estimated $369.6
million, or 53 percent of total spending for indigent hospital care. Of this amount, the
State paid roughly half, or $184.8 million. In -FY 1991, an estimated 87,256 people
benefited from inpatient services reimbursed through Virginia Medicaid and more than
596,000 outpatient visits were reimbursed. All of Virginia's acute care hospitals
participated in the program.

Indigent Care Appropriations to State Teaching Hospitals. According to
the 1990-92 Appropriation Act (Chapter 723), the ICAP is provided for the "care,
treatment, health related services and education activities associated with patients,
including indigent and medically indigent ones." Indigent care appropriations to the
State teaching hospitals totaled $93.4 million in FY 1991 (Appendix C). The appropria­
tionsrepresentedabout14percentoftotalspendingforindigenthospitalcareinFY1991.

In FY 1991, the ICAP was used to finance approximately 17,200 inpatient
admissions and more than 208,000 outpatient visits. MCHR received more than $4
million in indigent care appropriations in FY 1991, but for reasons to be explained in
Chapter IV, none of this money was used to subsidize indigent hospital care.

SLHProgram. The SLH program spent $12.7 million on hospital services in
FY 1991, or about two percent ofthe total spent on indigent care. The State share ofthe
SLH program expenditures was approximately $11.4 million, while the local share was
more than $1.3 million. There are no centralized data on the number of individuals
served by this program. However, there are data which showthat the program sponsored
8,023 hospital admissions and 13,345 outpatientvisits in FY 1991. One hundred andfour
individual hospitals received reimbursement from the program.

Trust Fund. The Trust Fund had expenditures ofslightly less than $6 million
in FY 1991, or one percent of the total. In FY 1991, the State contributed $6 million to
the Trust Fund, while individual hospitals contributed $3.9 million. Forty-seven ofthe
90 hospitals or systems contributing to the Trust Fund received more from the Trust
Fund than they contributed. There are no centralized data on the number of individuals
whose care was fmanced through the Trust Fund.

Unsponsored Care. While not commonly thought ofas a funding mechanism,
unsponsored care is an important source ofindigent hospital care. Unsponsored care is
defined as the cost ofhospital charity care and bad debt adjusted for the impact of the
ICAP and the Trust Fund (Appendix B). Bad debt has not been traditionally categorized
as indigent care. However, bad debt is included in the calculation for two reasons.

First, the eligibility criteria for indigent care at VCUIMCV.ti and UVAMC do
include people with incomes between 100 and 200 percent of poverty. Unpaid bills for
people in this income category would be classified as bad debt in other hospitals. Second,
in its 1990 report, the Joint Commission on Health Care reported that an estimated two­
thirds of the State's uninsured had incomes below 200 percent ofpoverty. This indicates
that there may be a significant number of uninsured people with incomes between 100
and 200 percent of poverty whose unpaid hospital bills may be classified as bad debt.
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It is important to remember that bad debt is an overstatement of indigent care
because the bad debt figures reported by hospitals include services provided to people
whose incomes are above 200 percent of poverty. However, there are no data available
to estimate the proportion of statewide bad debt which is attributable to people with
incomes above 200 percent of poverty. As a result, bad debt is a rough measure which
overstates the value of care provided to people at or below 200 percent of poverty.

Furthermore, the inclusion of bad debt in this calculation should not be
construed as a recommendation for the State to expand any of its indigent care funding
mechanisms to include people with incomes above 100 percentofpoverty. Keeping these
qualifications in mind, JLARC staff estimated that hospitals provided an estimated
$209.3 million in unsponsored care during FY 1991. Unsponsored care accounted for
about 30 percent of total spending for indigent hospital care. There are no centralized
data on the number of individuals who received unsponsored care during FY 1991.

State Share of Overall Spending. The State share of total spending for
indigent hospital care was an estimated $293.2 million, or about 42 percent ofthe total
(Figure 3). The federal sharewas $184.8 million, or about 27 percentofthe total. Hospital
charity care, bad debt, and the hospital share of Trust Fund payments accounted for
about 31 percent of the total. Local governments provided less than one percent of the
total.

,...---------------Figure3--------------...,
Spending for Indigent Hospital Care

by Funding Source, FY 1991

Federal Fund
$184.8 million (27%)

Other"
$211.7 million (31%)

Local Funds
$1.4 million (less than 1%)

State General Funds
$293.2 million (42%)

Total:
$691 million

*Includes hospital charity care, bad debts, and hospital share of Trost Fund payments.

Note: Derivation offigures is explained in Appendix B.

Source: JLARC staff analysis ofDMAS, Health Services Cost Review Council, VCUIMCVH,and UVAMC data.
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Uneven Distribution of Poverty Population and Spending

The Department of Health estimates that, in 1989, there were 1,564,836
Virginians with incomes below 200 percent of poverty. The majority ofthese individuals
resided in health service areas (HSAs) III and V, which include the southwestern and
southeastern parts ofthe State, respectively. Specifically, 58 percent ofthose below 200
percentofpoverty resided inone ofthese areas. However, together these areas accounted
for only 39 percent of total spending for indigent hospital care in FY 1991 (Figure 4).

By contrast, in the other HSAs, the proportional distribution of spending
outstripped the proportionaldistribution ofthe povertypopulation. HSA I (northwestern
region) accounted for 14 percent of the population below 200 percent of poverty, but
accounted for 18 percent of total spending. HSA II (northern region) accounted for ten
percent of the population below 200 percent of poverty, while accounting for 13 percent
of total spending. HSA IV (central region) accounted for 18 percent of the population
below 200 percent of poverty, while accounting for 30 percent of total spending.

There are a number of possible reasons for the uneven distribution of the
indigent population and spending. Patients are not bound by the HSA in which they
reside, and may choose a hospital in another HSA out of convenience. There may be
differences in demographics and health status which result in different utilization
patterns across the State. Differences in the availability and cost of services may also
influence spending patterns.

An additional reason is that the two State teaching hospitals are the major
providers ofindigent hospital care in the State. Together, these institutions account for
about one third of statewide spending for indigent hospital care (including all spending
for Medicaid, leAP, SLH program, Trust Fund, charity care and bad debt). This is
reflected in the disproportionate share of spending which goes to HSAs I and IV. The
reasons for this situation, as well as the implications for funding policy, are discussed in
detail in Chapter II.

REPORT OUTLINE

This chapter has provided an overview ofthe study mandate, the basic research
methods used to complete the study, and an overview of indigent hospital care and
spending in Virginia. -Chapter II discusses policy considerations for the appropriateness
of indigent care funding at VCUIMCVH and UVAMC. Chapter III reviews the scope of
services, eligibility, and reimbursement rates for the indigent care appropriations at the
State teachinghospitals. Chapter IV reviews the indigentcare appropriations at MCHR.
ChapterV provides analysis ofvarious options for optimizing the use of general funds for
indigent hospital care.
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If, Appropriateness of Indigent Care Funding at
the State Teaching Hospitals

Senate Joint Resolution 180 (1991) requested a determination of the appropri­
ateness of general fund and Medicaid allocation methodologies to the Medical College of
Virginia Hospitals ofVirginia Commonwealth University (VCUIMCVH)and the Univer­
sity ofVirginia Medical Center (UVAMC). These two hospitals playa major role in the
provision of indigent hospital care in Virginia.

In FY 1991, the two hospitals accounted for almost $229 million of the $691
million spent on indigent care. Of the $229 million, VCUIMCVHand UVAMC received
approximately $210 million for the services they provided to Virginia Medicaid or
indigent care appropriation (leAP) recipients. This revenue comprised 35 percent ofthe
two hospitals' allotted operating revenues for FY 1991. Of the $210 million, almost $152
million were State general funds.

The role of the State teaching hospitals in indigent care creates a number of
complex health policy concerns. To varying degrees, VCUIMCVHand UVAMC rely on
State general funds to support their patient care and teaching missions. In the past, the
State has taken actions through its Medicaid and ICAP payment policies to provide this
financial support. These actions raise concerns about Medicaid cost containment and
perceptions of payment inequity among hospital providers. In addition, this financial
dependence creates concerns about future funding changes because they could impact
access to indigent health care as well as the teaching mission of the institutions.

The General Assembly may wish to consider these key policyissues as it decides
the future of indigent care funding at the State teaching hospitals. To aid the General
Assemblyinits decision-making, four illustrative funding options and theirpolicy impact
are described. These options indicate the complexity of indigent care funding policy at
the State teaching hospitals. Therefore, the Department ofPlanning and Budget (DPB)
should use a multi-faceted approach when evaluating and recommending indigent care
funding levels at the State teaching hospitals.

STATE TEACHING HOSPITALS ARE MAJOR PROVIDERS
OF INDIGENT HOSPITAL CARE

The State teaching hospitals account for almost one-third ofstatewide spending
for indigent hospital care. This situation is explained by several factors. First, the State
teaching hospitals serve a large number of indigent patients. Second, this care is
delivered at a relatively high cost. Third, the State has implemented payment policies
which recognize most of these costs.
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State Teaching Hospitals Account for a Significant Portion of
Indigent Care Spending

Together, the State teaching hospitals accounted for an estimated one-third of
all statewide spending for indigent hospital care in FY 1991 (Figure 5). Further, the two
State teaching hospitals received approximately $154 million of the State general fund
expenditures for indigent hospital care, or more than half of the total general fund
expenditures of$293.2 million (Figure 6). Virginia Medicaid and the_leAP accounted for
92 percent of the total spending for indigent hospital care at these institutions. While
unsponsored care accounted for seven percent of the spending, payments from the State
and Local Hospitalization (SLH) program accounted for one percent of the spending.

...--------------Figure5---------------,

Indigent Care Spending at
State Teaching Hospitals, FY 1991

Tota! Statewide
Indigent Care Spending:
$691 miJion

Indigent Care Spending at
State Teaching Hospitals:

$228.9 million

rCAP (41%)
$93.4 million

Unsponsored Care· (7%)
$16.7 million

*Includes unsponsored charity care and bad debt.

Source: JLARC staff analysis of data from the Health Services Cost Review Council, Department of Medical
Assistance Services, VCUIMCVH, and UVAMe.

Ofthe $156 million spent on charity care in the State duringFY 1991, {NAMe
and VCU/MCVH accounted for more than $101 million, or 65 percent ofthe spending. As
shown in Figure 7, the State teaching hospitals carried most of the charity care load (in
terms of cost) in their respective health service areas (HSAs). For HSA I, which is the
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,..-------------- Figure 6 --------------,

Distribution of State General Funds
for Indigent Hospital Care, FY 1991

All Other
$139.7 million

VCUIMCVH
$89.8 million

TOTAL
$293.2 million

-Includes unsponsored charity care and bad debt.

Source: JLARC staff analysis ofdata from the Health Services Cost Review Council, Department of Mesal
Assistance Services. VCUIMCVH.and UVAMC.

~-------------Figure7----------------,

Quality Care Costs, by Health Service Area, FY 1991

TOTAL:
$156 million

Source: JLARC staff analysis of DMAS, Health Services Cost Review Council, VCUIMCVH. and UVAMC data,
FY 1991.
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Northwest area ofthe State, more than $45.2 million in charity care costs were incurred
by the 15 acute care hospitals in the area. UVAMC had more than $41.5 million ofthose
costs.

A similar pattern also existed in HSA IV which is the central area of the SUite.
VCUIMCVH incurred more than $59.9 million of the $68.2 million in charity care costs
among the 19 hospitals in HSA IV.

State Teaching Hospitals Serve a High Volume of Indigent Patients

The State teachinghospitals provide a large proportionofindigent patient days.
As shown in Table 2, in FY 1991, VCU/MCVH accounted for almost 11 percent of all
Medicaid inpatienthospital days in the State, and approximately 45 percentofMedicaid
days in its HSA. UVAMC accounted for almost five percent of Medicaid patient days
statewide and slightly more than 43 percent ofMedicaid patient days in HSA I.

--------------Table2--------------

Comparison of Days of Care Provided to Medicaid
Recipients at the State Teaching Hospitals, Statewide

and HSA, FY 1991

Patient Days

Total Medicaid Days
Percent ofHSA Total
Percent of Statewide Total

YCUIMCVH

55,762
44.6%
10.7%

INAMC

25,225
43.1%

4.8%

Source: JLARC staff analysis of the Health Services Cost Review Council 1992 Annual Report.

While there is no central source of statewide data on charity care days, it can be
assumed from the available data that the State teaching hospitals provide a significant
amount ofthe total charity care days in the State. In addition, both institutions serve a
Significant number ofpatients from outside their service areas. InFY1991, 16.9 percent
of the lCAP patients at VCUIMCVH came from outside HSA IV. In this same year, 19.3
percent of ICAP patients at UVAMC were from outside HSA I.

State Teaching Hospitals Are Costly in Part Because of their Mission

According to literature in the field, major teaching hospitals are typically more
expensive than other acute care hospitals. A major reason for this is their dual mission
of patient care and education. Teaching hospitals tend to have higher costs because of

20



their urban location; treatment of sicker patients; broader range of services; higher
salary and benefit costs because ofinterns, residents, and other health professionals in
training; and provision of more ancillary services. However, while VCUIMCVH and
UVAMCare two of the most expensive acute care hospitals in the State, when compared
to other major teaching hospitals around the country, their costs are more comparable
to those of their peers.

State Teaching HOBpital. Co.t More Than Most Other Virginia Hospi­
tal•• Each year, the Health Services Cost Review Council (HSCRC) collects information
from Virginia's acute care hospitals. This information allows for comparisons of the cost
ofcare among hospitals (Table 3). For example, in FY 1991, UVAMC, with $1,272 in cost
per adjusted patient day, had the highest cost among acute care hospitals, while VCUI
MCVH was sixth with $1,028. UVAMC had the second highest cost per adjusted
admission ($9,764), while VCUIMCVHhad the fourth highest cost per adjusted admis­
sion ($7,699).

--------------Table3--------------

Comparison of UVAMC and VCUJM:CVH
to AIl Acute Care Hospitals in the State

(FY 1991 except as noted)

INAMe YCUIMCYH
~ Rank ~ Rank

Average Cost $1,272 1 $1,028 6
Per Adjusted
Patient Day

Average Cost $9,764 2 $7,699 4
Per Adjusted
Admission

Medicare Case 1.5788 3 1.5489 4
Mix Index (1990)

Average Length 7.7 2 7.5 3
of Stay

Source: JLARC staff analysis of the Health Services Cost Review Council 1992 Annual Report.

Both hospitals also tend to serve patients who on average require more complex
treatment than patients in most other Virginia hospitals. One common measure of the
level of treatment is the Medicare case mix: index. In FY 1990, UVAMC had the third
highest Medicare case mix index in the State, while VCU/MCVHhad the fourth highest.
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Higher acuity levels may lead to longer lengths ofstay which can also increase costs. As
shown in Table 3, in FY 1991, UVAMC had the second highest average length of stay
among acute care hospitals at 7.7 days, while VCUIMCVH had the third highest, at 7.5
days.

Inherent in both UVAMC's and VCU/MCVH's costs is their teaching missron.
In FY 1991, UVAMC reported more than $31 million in direct medical education costs.
These costs accounted for about 10 percent of total hospital expenses U:l that year.
INAMC staff also reported another $53 million in indirect medical education costs for
FY 1991. INAMC trains more than 1,800 health professionals a year, including medical
students, nursing students, residents, and allied health professionals. In FY 1991,
UVAMC had 555 residents and fellows.

VCUIMCVH reported more than $31 million in direct medical education costs
in FY 1991. These costs were 10percentoftotal hospital expenses. VCUIMCVHreported
an additional $29.5 million in indirectmedical educationcosts. VCUIMCVHprovides the
clinical teaching environment for more than 2,900 students enrolled in VCU's six health
sciences schools. These schools are allied health professionals, basic health sciences,
dentistry, medicine, nursing, and pharmacy. In addition to the 2,900 students, VCU!
MCVH had 462 interns and residents in FY 1992.

State Teaching HOBpitaU Are Comparable to their Peers, While a
comparisonofthe two State teachinghospitals' costs to those ofotheracute care hospitals
in the State is important for understanding why they consume a large share of indigent
care spending, it does not necessarily indicate that the costs at these institutions are
unduly high. To develop a clearer picture of the relative costs of VCU/MCVH and
UVAMC, they were compared to other major teaching hospitals across the nation.

Table 4 shows selected perfonnance indicators for VCUIMCVH and UVAMC
compared to median measures for academic medical hospitals around the country.
Comparison ofthese medians indicate that both UVAMC and VCU/MCVH are similar to
their peers in terms of cost. For example, UVAMC's expense per adjusted discharge
($7,327) was the national median for a group or31 academic medical hospitals for which
data were available. VCUIMCVH's amount was higher than the median at $7,848, but
was in the middle third of the hospitals in the group.

State Indigent Care Funding Policies Have Been
Supportive of State Teaching Hospitals

Since 1914, when general funds were first appropriated to the State teaching
hospitals, UVAMC and VCUIMCVH have had a formal role in indigent hospital care.
Over the years, this role has grown more significant as have the costs of providing
indigent care. As a result, the State has become highly dependent on the State teaching
hospitals for the provision of indigent hospital care. Likewise, the State teaching
hospitals have become dependent on State general funds and the provision of indigent
care for their financial strength.
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--------------Table4--------------
Virginia State Teaching Hospitals

Compared to Other Academic Medical Hospitals

Total Expenses
Per Adjusted
Discharge* (n=31)

Medicare Case
Mix Index (n=57)

Average Length
of Stay (n=31)

National
Median

$7,327

1.62

7.57

YCUIMCYH

$7,848

1.55

7.63

INAMe

$7,327

1.65

7.68

*Total expenses have been adjusted for differences in wages and case mix.

Note: UVAMC and VCUIMCVHare included in the national median. nata encompass both State FY 1990 and FY
1991 because they are based on hospital fiscal year.

Source: JLARC staff analysis of Survey of Academic Medical CenterlHospitals data, Council of Teaching Hospitals.
FY 1990 and FY 1991.

Since 1988, three actions in particularhave exemplified this relationship. First,
the State has made a commitment to fund all of the teaching hospitals' indigent care
costs. Second, the two teaching hospitals were placed into their own peer group for
Medicaid reimbursement which resulted in significantly higher Medicaid payments to
these institutions. Third, to save State general funds in 1992, the State formally linked
these two funding mechanisms by enhancingMedicaid payments to cover a portion of the
teaching hospitals' indigent care costs.

Funding of100Percent ofIndigent Care Cost». Between FY 1988 and FY
1992, the executive branch made a commitment to reimburse VCUIMCVH and UVAMC
for all oftheir reported indigent care costs. ForFY1993,thiscommitmentwas90percent
and for FY 1994, 95 percent. This policy has been articulated in all executive budget
documents since the 1986-88 biennium.

As shown inFigure 8, the objective of100 percent funding has not been achieved
since FY 1990. Based on the indigent care cost reports submitted by the State teaching
hospitals at theend ofeach fiscal year, UVAMCwas reimbursed for 80 percentofindigent
care costs in FY 1991, and 71 percent in FY 1992. VCUIMCVHreceived funding for 81
percent of indigent care costs in FY 1991, and 75 percent in FY 1992. (Dollar amounts
appropriated are shown in Appendix C.)
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r---------------Figure8-------------....

Percentage of Indigent Care Costs Reimbursed
by Indigent Care Appropriations, FY 1986 • FY 1992

FY92FY91FY90

mvcuIMCVHI

FY89FY8S

j_UVAMC

FY87

90%

80%

60%

500k

30%

20%

10%

100%

Soun:e: JLARC staff analysis ofVCUIMCVH and UVAMC indigent care summary data.

There are two primary reasons why the institutions did not receive 100 percent
funding in these years. First, beginning in FY 1990, the State experienced revenue
shortfalls which resulted in reductions in most State programs' budgets. Second, the
ICAPs are based on the costs incurred by the teachinghospitals in the previous year. For
example, the FY 19921CAPs were based on the FY 1991 cost reports. Costs can increase
unexpectedly from year to year for a variety of reasons including a change in the number
of patients served and/or in the services provided.

Separate Medicaid Peer Grouping for State Teaching HOBpitau. As
discussed indetail in the 1992JLARC report, Medicaid-FinancedHospital Services in Vir­
ginia, Virginia Medicaid reimburses hospitals based on their peer group median or
allowable operatingcost, whichever is lower. In 1988, the General Assembly authorized
the segregation of VCUIMCVH and INAMC into a separate peer group for Medicaid
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reimbursement. At the same time, a new peer group median was established for these
two hospitals based on their 1987 costs. Other acute care hospitals' peer group medians
are based on 1982 costs.

This separate peer grouping resulted in the two hospitals being reimbursed, on
average, for approximately90 percentof their Medicaid allowable costs in FY 1989-the
year the change was enacted. In the two years prior, VCUIMCVH and lTVAMC were
reimbursed an average of 68 percent of their allowable operating costs by Virginia
Medicaid. Therefore, placing the two hospitals in their own peer group allowed more of
their operating costs to be covered through Medicaid reimbursement, compared to most
other hospitals.

Enhanced Medicaid Payments to State Teaching Hospitals. In addition
to their reimbursement for allowable operating costs, the State teaching hospitals also
receive disproportionate share adjustment (DSA) payments from Virginia Medicaid
because the hospitals serve a "disproportionate" number of Medicaid recipients. In FY
1990, these adjustments resulted in an additional $546,000 in reimbursement for
UVAMC and $1.7 million for VCUIMCVH. (Thirty~nine other in-state acute care
hospitals also received these enhanced payments in FY 1990.)

Prior to the 1992 General Assembly Session, it was determined that Medicaid
DSA payments could be used to reduce the cost of indigent care to the general fund by
"enhancing" the DSA payments to the State teaching hospitals. Therefore, for FY 1992,
the ICAPs were reduced by$40.8 million. Ofthis amount, $18.1million was appropriated
to Virginia Medicaid while the remainder was used to supportother State programs. The
$18.1 million was then to be matched dollar for dollar with federal funding and paid back
to the teaching hospitals through enhanced DBA Medicaid payments.

Exhibit 1 shows how these payments were made to the two teaching hospitals.
The DSA Medicaid payment methodology was amended so that VCUIMCVH and
UVAMCreceived more money for each day ofcare through the enhancedDSA payments.
For example, at VCUIMCVH, the Medicaid payment for a day ofcare in November 1992
cost $1,034.83, with the DSA payment being $144.83 ofthe total. AsofDecember 1, 1992
when the enhanced DBA payment went into effect, this same day ofcare cost $2,483.12.
Of this amount, the DSA payment was $1,593.12.

It is important to note the General Assembly limited the total amount offunds
that could be appropriated to the teaching hospitals through these enhanced payments
to $36.2 million. VCUIMCVH received more than $23.1 million in enhanced DSA
payments while lNAMC received more than $11.9 million.

As noted earlier, for the 1992-94 biennium, the intent was to fund the teaching
hospitals for 90 percent oftheir indigent care costs in FY 1993 and for 95 percent oftheir
costs in FY 1994. This level of funding amounted to more than $216 million for the

.biennium. The General Assembly actually appropriated $210.7 million, with $65.8
million of this amount to be federal Medicaid funds.
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CONSIDERATIONS FOR INDIGENT CARE FUNDING POLICY

The status of the State teaching hospitals as the major providers of indigent
hospital care raises five concerns about future funding policy. First, because of the level
ofState funding at these institutions, changes in funding policy could have a significant
impact on their financial positions as health care centers and teaching institutions.
Second, the institutions may be affected by various Medicaid cost containment strate..
gies, Third, funding policies for the State teaching hospitals may create a perception
among other providers of payment inequity. Fourth, changes in funding policy could
impact access to indigent care. These four policy concerns should beweighed against a
fifth consideration: the cost to the State of funding indigent hospital care.

Financial Position of State Teaching Hospitals

According to literature in the field, three factors can directly affect the financial
position of teaching hospitals. The first factor is the mix ofpatients that they serve. The
second factor is the amount of education conducted in the hospital and the hospital's
relationship to the medical school. The third factor is the hospital's sources of revenue
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and its subsequent ability to maintain a positive operating margin each year. A strong
financial position is important for providing quality services as well as for securing a
favorable bond rating. -

,

Influence ofPayor Mix at the Two Hospitals. A common characteristic
among public teaching hospitals is that they tend to provide care for "less profitable"
patients, including indigent patients. These patients typically require more complex
services because they have not received routine health care services, such as vaccina­
tions.

Based on the mix ofpatient days in FY 1991 (Table 5), UVAMC provided more
patient days to Blue CrossIBlue Shield patients than most hospitals in the State and in
its HSA. However, UVAMC provided a lower percent of its patient days to Medicare
patients while providing more days to Medicaid patients than most other hospitals. In
addition, UVAMC served a larger proportion of other patients, including indigents.
Although this category does include some insured and other paying patients, 44 percent
of the patient days attributed to this category were consumed by indigent patients.

--------------Table5--------------

Percentage of Patient Days by Payor
at University of Virginia Medical Center

Compared to Statewide and HSA Medians, FY 1991

~ lNAMC Statewide HSAI

Blue CrossIBlue Shield 17.7% 12.0% 15.8%

Medicare 33.5 51.0 53.1

Medicaid 12.3 7.1 4.6

Other, including indigents, 36.5 22.4 25.0
self-pay, and commercial
insurers

Source: JLARC staff analysis ofthe Health Services Cost Review Council 1992Annual Report.

At VCUIMCVH,indigent patients comprise an even largerpercentage ofpatient
care days than they do at UVAMC (Table 6). While VCU/MCVH had the statewide
median percentage ofBlue CrosslBlue Shield patient days, it had a significantly lower
percentage ofMedicare patient days. Further, its mix ofboth Medicaid and otherpatient

. days were more than the statewide and HSA medians. For example, the statewide
median for Medicaid patient days was 7.1 percent oftotal patient days. At VCUIMCVH,
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--------------Table6,--------------

Percentage of Patient Days by Payor
at Medical College ofVirginia Hospitals

Compared to Statewide and HSA Medians, FY 1991

~ !NAMe Statewide HSAI

Blue CrossIBlue Shield 12.0% 12.0% 12.1%

Medicare 25.7 51.0 52.0

Medicaid 23.4 7.1 9.7

Other, including indigents, 38.9 22.4 22.8
self-pay, and commercial
insurers

Source: JLARC staff analysis of the Health Services Cost Review Council 1992 Annual Report.

this number was 23.4 percent. In terms ofother patients, 71 percent ofthe·days were
consumed by indigent patients.

Over the next several years, both the teaching hospitals and the Department of
Medical Assistance Services (DMAS) predict that the number ofMedicaid and indigent
patient days will increase. For example, for FY 1994, these sources forecast that more
than 117,000 days in inpatient care will be provided to Medicaid or leAP patients at
VCU/MCVH. At UVAMC, more than 66,000 days are projected.

Impact ofMedical Education. Both UVAMC and VCU/MCVH are consid­
ered major ,teaching hospitals and appear to have strong ties to their medical schools.
Medical education and research activities combine to impact the hospitals' costs. For
example, studies have shown that costs are higher in major teaching hospitals because
residents perform.more diagnostic tests to gain experience, teaching hospital physicians
perform more tests because of a "need to know" philosophy, state-of-the-art testing
facilities are readily available, and severely ill patients are treated more aggressively.

As noted earlier, medical education costs at the two teaching hospitals are
significant. In FY 1991, UVAMC reported medical education costs of close to $84.2
million. JLARC, staff estimate that about $13.5 million of this can be attributed to
indigent care. For VCUIMCVH, medical education costs were reported as more than
$60.6 million, of which $13.6 million could be attributed to indigent care.

Dependence on State General Funds. As a result of their growing role in
indigent care, as well as State funding policies which support this role, the State teaching
hospitals are becoming more dependent on State general funds (the State share of
Medicaid and the ICAP) for their financial position. As shown in Table 7, in FY 1991,
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______________Table 7--------------

Change in General Fund Component"
of Total Allotted Operating Revenue

FY 1982 · FY 1991

General Funds
Total Allotted General as Percent of

Fiscal Year Qpemtin~Revenue Fund Component Total Revenue

1991 Total $597,215,693 $141,959,805 23.8
VCUIMCVH 306,425,640 84,823,725 27.7
UVAMC 290,790,053 57,136,080 19.7

1982 Total $248,534,136 $ 54,364,210 21.8
VCUIMCVH 138,534,136 33,976,439 24.5
UVAMC 110,000,000 20,387,771 18.5

*General fund component includes ICAP and State share ofMedicaid reimbursement.

Source: JLARC staff analysis of Commonwealth Accounting and Reporting System 1408 reports, FY1982 and
FY 1991 reports; UVAMC and VCUIMCVH indigent care cost reports; and DMAS

almost 24 percent or $142 million of the two hospital's allotted operating revenues were
general funds. Ten years earlier, in FY 1982, this amount was less than 22 percent, or
$54 million.

VCU/MCVH has become particularly dependent on State funds, with 27.7
percent of its revenue being general funds in FY 1991 compared to 24.5 percent in FY
1982. At UVAMC, general funds as a percent of total allotted operating revenue
increased from 18.5 percent in FY 1982 to 19.7 percent in FY 1991.

In comparison to other academic medical centers around the United States, the
State's funding of the two teaching hospitals is significant. According to a 1989 Council
ofTeaching Hospitals survey of 37 state-owned academic medical center hospitals, the
average general fund appropriation was $24 million or 13 percent of total net revenue.
The lCAP comprised about 20 and 24 percent ofUVAMC's and VCUIMCVH's net patient
revenues, respectively, in FY 1989 (Figure 9).

There are many possible reasons why this measure of general fund support
would be higher at Virginia's teaching hospitals. For example, more acute patients can
cost more and there could be a higher volume ofindigent patients at Virginia's hospitals.
Therefore, this measure, by itself, is an incomplete indicator of the adequacy ofgeneral
fund support to the teaching hospitals. However, it does provide evidence that Virginia
has had a major commitment to the support of these institutions.
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r---------------Figure 9

Comparison of State GeneralFund Appropriations
to Total Net Patient Revenue, FY 1990

D State General Fund Appropriations (Percent ofNet Patient Revenues)

• Non·State Appropriations

$231,072,210.

National
Average

MCVH UVAMC

Source: JLARC staff analysis of Council of Teaching Hospitals 1989 survey and Health Services Cost Review
Council 1990 Annual Report.

Maintenance ofPositive Margins. State general funds appear to have an
important role in the hospitals' ability to maintain positive margins. For comparison
purposes within Virginia, the HSCRC calculates each hospital's excess margin as a
percent ofnet patient revenues. This excess margin is derived by subtracting operating
expenses from the sumofoperatingand non-operatingrevenues, and then dividing by net
patient revenues. According to literature in the field, these excess revenues or margins
are necessary to develop capital for future expansions, to update or replace equipment,
and to make debt service payments. In FY 1991, the median excess margin as a percent
ofnet patient revenues for Virginia hospitals was 4.1 percent.

As shown in Figure 10, VCUIMCVH's and UVAMC's excess margins as a
percent ofnet patient revenues have varied during the last five years. In FY 1987, both
hospitals had margins that were more than seven percent of net patient revenues. In FY
1991, VCUIMCVH had an excess margin ofapproximately $9.2 million, or 3.7 percent of
net patient revenues. According to VCUIM:CVH staff, approximately $6 million of the
$9.2 million was used for debt service. The remaining $3.2 million was used to update
or replace equipment.

UVAMC's FY 1991 excess margin was $20.9 million, or 7.9 percentofnet patient
revenues. According to UVAMC staff, $5 million was used to fund construction of the
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-------------Figure10------------...,

UVAMC and VCU/MCVH Excess Margins
as a" Percent of Net Patient Revenues

FY 1987 • FY 1991

I-------------UVAMC--------------t
KEY:

Excess Margin inMillions ofDollars
Percent ofNet Patient Revenues~

~ $16.4
$13.4 8.4%

(8.1%)

$20.9
(7.9%)

FY87 FY88 FY89 FY90 FY91

I------------VCUIMCVH------------f

$16.6
(7.0%)

FY87 FY88

$0.7
(0.3%)

FY89

$14.1
(6.1%)

FY90 FY91

Source: JLARC staff analysis ofBealth Services Cost Review Council data.

replacement hospital. The remaining $15.9 million was used for equipment purchases
and replacement.

Maintenance of Favorable Bond Ratings. The State teaching hospitals
sometimes issue bonds to fmance capital projects. The cost of this debt is largely
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determined on the basis of credit ratings, also commonly referred to as bond ratings,
assigned by financial rating organizations such as Moody's. Bond ratings are important
because they determine the interest rate that thehospitals mustpayon bonds they issue.
Ahigh bond rating means that the financial ratingorganization believes that the hospital
will have stable and sufficient income to pay the debt. Thus, the hospital will pay a lower
interest rate on its outstanding debt.

Bond ratings range from "Aaa" (the highest rating) to "C"(the lowest rating). In
assigning a bond rating, Moody's compares a variety of performance measures for the
State teaching hospitals to industry norms. Both excess margins and operatingmargins
are considered in addition to State general fund support for indigent care. Moody's
defines the percent operating margin as the difference between operating expenses and
operating revenues, divided byoperatingrevenues. The percentexcess margin is defined
as operating expenses subtracted from total non-operating and operating revenues,
divided by the total of non-operating and operating revenues.

In October 1992, Moody's raised UVAMC's bond rating from "AI" "to "Aa,"
meaning that bonds issued byUVAMC are ofhigh quality and oflimited investment risk.
Therefore, bonds issued by UVAMCin the future should garner a lower interest rate at
the time ofissuance. One reason for this favorable bond rating was UVAMC's FY 1992
operating margin of 6.B percent (as measured by Moody's definition). This margin
exceeded the FY 1992 median of 5.0 percent for all hospitals with"Aa" ratings. Another
reason was INAMC's excess margin of 7.3 percent, in comparison to a national "Aa,"
median of 6.5 Percent.

As already noted, the ICAPis an importantfactor in the maintenance ofpositive
margins. In assigning the"Aa" rating to UVAMC, Moody's did consider that in recent
years, State general funds have covered a declining percentage of indigent care costs.
However, Moody's also noted that UVAMC has taken actions to reduce its reliance on
these funds. In its 1992 report, Moody's stated that:

The relative importance ofthe teachinghospital and its strongmedical
staff, as well as ongoing investment in its facilities, help to ensure the
institution's long-term viability. These factors mitigateconcems with
respect to the reliance on State support.

VCU/MCVH hasa Moody's credit rating of"A1." In part because ora concern
about the hospital's vulnerability to the area's indigent population, VCUIMCVH's rating
has not been changed by Moody'ssince 1983. In 1991, Moody's financial analysis olVCUI
MCVH stated:

Large other operating revenue represents the significant state appro­
priation for free care provided by the hospital. The appropriation is
increasing but not in proportion to the services rendered, thereby
increasing the hospital's vulnerability to the area's indigent popula­
tion. Overall performance remains satisfactory.
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The FY 1992 median operating margin for institutions with "AI" bond ratings was 3.6
percent oftotal operating revenues. For FY 1992., VCUIMCVH's operating margin was
3.4 percent of total operating revenues. The median excess margin for this bond rating
was 6.2 Percent. VCUIMCVH's excess margin was 4.4 percent.

Medicaid Cost Containment Efforts

Medicaid cost containment efforts should be considered when determining
indigent care funding policy for four reasons. First, the State teaching hospitals may
have difficulty competing in a managed care environment. Second, federal policy
changes may impact Medicaid disproportionate share payments to the State teaching
hospitals. Third, the Medicaid inpatient reimbursement system is scheduled to be
reevaluated beginningin 1995. Fourth, a separate JLARCreport has recommended that
overall hospital cost containment should be a component piece of State attempts to
control Medicaid hospital spending.

Virginia Medicaid Coat Containment Effort. Have Ezpanded. When the
federal governmentchanged Medicare reimbursement from a cost-based to a prospective
payment system for hospitals in the early 1980s, itmarked the beginningofa majoreffort
to contain health care costs. Virginia also chose to implement prospective payment for
Medicaid inpatient hospital reimbursement. In addition, DMASincreased its utilization
review activities and reduced the percentage of costs covered for certain aspects of
hospital activities, including capital.

In recent years, cost containment efforts have expanded to include a focus on
preventive health care and managed care. In 1991, the Commission on Health Care for
All Virginians recommended that DMAS implement a managed care program for
Virginia Medicaid patients. The Commission cited enhanced quality of care through
continuity of care, patient's access to primary care and appropriate services, and cost
savings as the primary advantages of this program.

While this program is still being piloted, plans are underway to have a Medicaid
managed care program implemented statewide by the end of 1993. This type ofprogram
may have significant implications for the teaching hospitals. This is because of the large
Medicaid population that they have historically served, the high costofthat care, and the
revenue the provision ofthis care provided. One aim ofmanagedcare is to direct patients
to the most cost-effective setting. Literature in the field suggests that teaching hospitals
will have difficulty adapting to managed health care because oftheir relatively high costs
which are in part caused by their teaching mission. In addition, these hospitals typically
have focused their resources on inpatient services.

FederalMedicaidCost ContainmentEfforts CouldAlsoHave anImpact.
In recent years, the federal government has taken additional actions to contain Medicaid
costs. InNovember 1991, the U.S. Congress passed the Medicaid VoluntaryContribution
and Provider-Specific Tax Amendments of1991, which could impact Virginia's ability to
share its indigent care costs with the federal government.
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This legislation placed a "cap" on the amount of matching federal DSA funds
that a state will receive in each succeeding fiscal year. The U.S. Health Care Financing
Administration (HeFA)has set this cap at $104 million for federal fiscal year 1993. This
$104 million cap is an interim amount. It will be updated again in April 1993 and
finalized in December of 1993. However, the implementation of this cap does limit the
State's ability to use Medicaid funds to subsidize other indigent hospital care programs.

The Act also required the U.S. Prospective Payment Assessment Commission
(ProPAC) to conduct a study of the DSA payment policies. ProPAC was established to
advise the U.S. Congress on matters related to Medicare and Medicaid hospital reim­
bursement. This study, to be reported to the U.S. Congress by January 1, 1994, may also
impact DSA payments to the teaching hospitals in the future.

Virginia MedicaidHospitalPaymentReformWillBegin in 1995~ In1986,
the Virginia Hospital Association (VIlA) filed suit against the State concerningMedicaid
reimbursement rates for inpatient hospital services. This lawsuit was settled in
December 1990 and dismissed in February 1991 when an agreement was reached
between the VHA and the State. This agreement provided for additional payments to
non-State hospitals, and required that a task force address Medicaid reimbursement
reform beginning in January 1995. Changes to Medicaid reimbursement could greatly
affect the costs of the Medicaid program and reimbursement to the State teaching
hospitals.

Evaluation ofHospital Performance Has Been Recommended. In the
1992 JLARC report, Medicaid-Financed Hospital Services in Virginia, it was found that
Medicaid hospital spendingcannot be controlled through Medicaid policy alone. Because
Medicaid hospital spending is largely a function ofthe cost ofhospital care, hospital costs
must be contained if the growth-in Medicaid hospital spending is to be controlled.

The report concluded that the General Assembly, through the Joint Commis­
sion on Health Care, should focus on hospital cost containment as one way to control
Medicaid spending. Specifically, it was recommended that the Joint Commission on
Health Care may wish to:

• direct a study to identify the full range of factors driving hospital costs in
Virginia, as well as public policies which might help to control these factors;

• establish a technical advisory group on hospital data collection to ensure the
availability of adequate data for policy analysis;

• ensure that legislative direction is given to the Department of Medical
Assistance Services and the Health Services Cost Review Council in their
efforts to develop hospital efficiency indicators; and

• continue to promote the development of a patient-level database which could
be used to educate providers about overutilization of services.
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These recommendations were designed to affirm the importance of developing
the capacity to evaluate hospital performance in terms of both costs and patient
outcomes. As explained in Medicaid-Financed Hospital Services in Virginia, such per­
formance information could aid the State in negotiating Medicaid payment rates with
providers. Betterperformance information could also aid decisionmakers indetermining
the ICAPs to the State teaching hospitals.

Provider Equity

Considering the recent VHA lawsuit over Medicaid payment rates, provider
equity is a concern in indigent care funding policy. During interviews, health care
officials and providers expressed concerns about the differences in Medicaid reimburse­
ment payments and methodologies. In addition, questions were raised about the
different defmitions of charity care used.

Equity among providers can be viewed from two perspectives. The first
perspective is that the teaching hospitals are being reimbursed for a higher percentage
oftheircosts by VirginiaMedicaid. Therefore, the "financialburden"oftreatingMedicaid
patients is lessened for them. In addition, the teaching hospitals are receiving financial
support for a large portion oftheir charity care load through the ICAP, while the other
hospitals are not.

A second perspective is that the State teaching hospitals should be treated
preferentially becauseoftheirhigh indigentcare loadand their teachingmission. Earlier
analysis showed that the State teaching hospitals serve a disproportionately large share
ofMedicaid patients and provide almost two-thirds of the charity care in the State. In
addition, the State benefits from the medical education provided at these institutions.

It appears that even after allowing for the ICAP, VCUIMCVH and UVAMC still
carry a relatively large indigent care load for which they receive no compensation. As a
result of the ICAP, VCUIMCVH's FY 1991 unsponsored charity care load was reduced
from $59.9 million to slightlymoretban $5.8 million. UVAMC's charitycare loadfell from
$41.5 million to an unsponsored charity care load of$2.3 million.

These amounts were more similar to the unsponsored charity care costs found
around the State. However, VCUIMCVH still had the largest unsponsored charity care
cost, with the Carillon Health System in the Southwest region of the State having the
second largest (Figure 11). (Carillon Health System is comprised of seven hospitals in
the Southwest area of the State and other health care-related organizations.) Sentara
Health System in the Tidewater area followed with the third highest unsponsored
charity care load. UVAMC ranked fifth in this comparison. However, hospital systems
are comprised of several hospitals. For example, Carillon Health System is comprised
of seven hospitals. UVAMC and VCUIMCVH, on the other hand, are single entities.
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Figure1'1---------------.

Unsponsored Charity Care Costs
by Health Service Area", FY 1991

TOTAL:
156.251,840

*Hospitals shown in parentheses have highest unsponsored charity care costs in their HSAs and State.

Source: JLARC staff analysis ofDMAS, Health Services Cost Review Council, VCUIMCVH, and UVAIle data.
FYl991.

Access to Indigent Care

As was discussed earlier, the State teaching hospitals provide a significant
amount of the hospital services to indigent patients. If the teaching hospitals were no
longer the primary providers ofthis care, a decision would have to be made on where this
care would be provided. Federal Medicaid laws require that Medicaid recipients have
access to medical care.

It would not be a simple task to redistribute the indigent care load at VeU!
MCVH and UVAMC to other health care locations. Ifa larger percentage ofthe indigent
care was to be assumed by other providers, it could mean that increases in Medicaid's or
another indigent care program's reimbursement would be necessary because these costs
wouldno longerbe covered by the leAP. In addition, statutoryorregulatorychanges may
be necessary. For example, indigent care could be made a criteria for maintaining non ..
profit status. Even if such policies were adopted, it may be difficult to change the
utilization patterns of indigent patients who have been conditioned to use UVAMC or
VCUIMCVH for their medical care.
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General Fund Savings

Because of the level of indigent care spending at the State teaching hospitals,
opportunities to save State general funds are an obvious policy consideration. However,
the GeneraIAssembly must first detennine the appropriate level ofindigentcare funding
at the State teaching hospitals. Then, the mechanisms and strategies that are available
to fund this level can bedesigned.

There are three basic ways in which State general funds may be saved in the
short term. One is to leverage general fund spendingwith federal matchingdollars. This
has been done using the enhanced DSA Medicaid payments. The federal share ofthese
Medicaid payments are used to pay for a portion ofthe teaching hospitals' indigent care
costs.

A second way to save general funds is to reduce Medicaid reimbursement rates
at the State teachinghospitals. Forexample, this could be done by reducing the Medicaid
payment rate for inpatientoperatingcosts to what itwould have been ifthe paymentrate
had not been rebased in 198B. This could be done without necessarily reducing Medicaid
DSA payments providing that HCFA would approve a change in the State's current
Medicaid DBA policy. A third way to save general funds is to reduce the indigent care
appropriations to these institutions. This could be done by reducing the percentage of

. allowable costs covered by the leAP.

APPROPRIATENESS OF FUNDING DEPENDS ON POLICY GOALS

There are a number ofoptions which could be used to fund indigent health care
provided by the State teachinghospitals. Toillustrate the varietyoffundingoptions, four
are outlined in this section. These options are:

• Option One: Maintain the current level offunding and funding mechanisms.

• Option Two: Maintain the current leveloffundingbut increase enhancedDSA
payment funding.

• Option Three: Reduce Medicaid reimbursement rates for inpatient services.

• Option Four: Reduce the indigent care appropriations.

All four options, which are neither exhaustive nor mutually exclusive, have varying
implications for the five policy considerations identified in the previous section. These
implications are summarized in Exhibit 2 and discussed in the following pages.

37



i Exhibit 2 i

Impact of Future Funding Options
on Indigent Care Health Policy Considerations

i POLICY CONSIDERATIONS I

Patient
~

o

C/.:l I TWO: Maintain the Current Level of >$33 million00
Funding but Increase Enhanced DSA FY93
Payment Funding

ntREE: Reduce Medicaid Reimbursement Up to $7.6 million
Rates for Inpatient Services FY 91

FOUR: Reduce Funding for the Indigent Up to $12 million
Care Appropriations by 10% FY 91

~

~

~

•
o

@

•
o

@

o

@

@

Source: JLARC staff analysis.

KEY: 0 =Option has posnive impact on policy consideration.

~ =Option has mixed orquestionable impact on policy consideration.

~ • =Option has negative impact on policy consideration.



Option One: Maintain the Current Level of Funding
and Funding Mechanisms

For FY 1993, the funding policy for the two State teaching hospitals is
continuation of existing Medicaid reimbursement policies and funding of 90 percent of
non-Medicaid indigent care costs. Aportion of the indigent care costs are being federally
funded through the enhanced Medicaid DSA payments. The leAP to the two hospitals
totalled more than $102 million for FY 1993. Ofthis amount, approximately $69 million
was State general funds. The remaining amount, $33 million, were federal matching
funds to be paid to VCUIMCVH and UVAMC through enhanced DSA payments. These
federal matching funds represent general fund savings.

The current funding policy has raised some concerns. First, according to State
teaching hospital staff, the 90 percent funding of indigent care costs could negatively
impact the State teaching hospitals' financial position. While it is too early to determine
the full impact of this funding policy on FY 1993 operations, some insights can be gained
from examining the impact of the FY 1991 indigent care funding policy.

In FY 1991, the ICAPs covered about 80 percentofindigent care costs at the two
institutions. Under this funding policy, both hospitals maintained positive excess
margins. VCU/MCVH's margin was $9 million or 3.7 percent of net patient revenues.

. UVAMC achieved a $21 million margin or 7.9 percent of net patient revenue». As noted
earlier, the statewide median excess margin as a percentofnet patient revenues was 4.1
percent.

Second, the use of enhanced Medicaid DSA payments has the effect of placing
a greatershare ofthe teaching hospitals' revenues under federal controls. Iffederal rules
on enhanced DSA payments were to change, the General Assembly might have to decide .
whether to replace these funds with State general funds or require the hospitals to absorb
some portion using their excess revenues. The amount ofgeneral funds that would be
required could be significant. For example, DMAS has projected that enhanced DSA
payments to VCUIMCVHand UVAMCwill total close to $65 million in FY 1994, with the
federal share being about $32 million.

Third, while the current policydoes maintain access to indigent care, it does not
promote Medicaidcost containment. In order to maximize federal matching funds, VCU/
MCVH and UVAMC must continue to serve large numbers ofMedicaid inpatients. For
reasons cited earlier, it can cost more to treat these patients at VCUIMCVHandINAMC
than at most other Virginia hospitals.

Finally, the current policy may create a perception of payment inequity among
other providers. This perception influences providers' attitudes about the adequacy of
Medicaid reimbursement rates.
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Option Two: Maintain the Current Level of Funding
But Increase Enhanced DSA Payment Funding

A second option would be to maintain the current level offunding but obtain a
greater portion of that funding from the federal government. There is potential to
increase the amount of the leAP that is funded through enhanced DSA payments. For
instance, ifall the indigent care appropriations had been funded through enhanced DSA
payments for FY 1993) an additional $18.6 million in general funds could have been
saved. However) the amount that can be shifted is limited by the federal cap on these
payments.

From a funding standpoint, this policy would maintain the current financial
position ofthe State teaching hospitals because overall funding levels would not change.
However, under this policy, some of the indigent care funding to the State teaching
hospitals would be under federal control. Iffederal matching funds were subsequently
reduced or eliminated, the General Assembly might have to decide whether to appropri­
ate additional general funds to cover the lost federal funds or require the hospitals to
absorb the loss.

The effects of this funding option on the other policy considerations would be
similar to option one (Exhibit 2). While this option would maintain current levels of
access, it would not reduce Medicaid costs, nor would it decrease payment equity
concerns.

Option Three: Reduce Medicaid Reimbursement Rates
for Inpatient Services

A third option is to reduce Medicaid reimbursement rates for inpatient services
at the State teaching hospitals. This option would have the benefit ofincreased general
fund savings as well as reduction of concerns about Medicaid payment equity, although
leveraged federal funds would be lost as well. However, the fmancial position of the
institutions would be a concern under this option. This can be illustrated by examining
what might have happened ifthe State teaching hospitals' Medicaid payment rates had
not been rebased in 1988.

If the two teaching hospitals had not been rebased in 1988, their current
Medicaid payment rate for inpatient operating costs would be significantly lower. The
two hospitals were prod $695.81 per day in FY 1991 for operatingexpenses. Had they not
been segregated into their own peergroup, UVAMC would have been reimbursed $491.24
per day and VCU/MCVH would have received $464.66 for these same expenses.
Therefore, inpatient reimbursement would have been reduced by $204.57 per day for
UVAMC and $231.15 forVCUIMCVH.

The impact of this funding option would be different for each hospital. If the
lower per diem rate had been paid in FY 1991, VCUIMCVH's Medicaid revenue would
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have been reduced by approximately $10.4 million. Holding all other factors equal
(including the indigent care appropriations) this reduction in Medicaid revenues would
have resulted in VCUIMCVHhaving a negative margin of more than $1.2 million) or a
negative one-half of one percent of net patient revenues in FY 1991 (Figure 12).

r--------------Figure12---------------.

Option Three: Treat the Teaching Hospitals the Same
as Other Hospitals for Medicaid Reimbursement

(Chart shows impact on excess margins
based on FY 1991)

II Actual FY 1991 Excess Margin

o FY 1991 Margin ifOption Three Adopted

-$1,222,868

VCUIMCVH

$20,947,091

$16,059,300

UVAMC

Source: JLARC staff analysis of the 1992 Health Services Cost Review Council Annual Report and UVAMC and
VCUIMCVHMedicaid cost settlement files, FY 1991.

At UVAMC, a reduction in the Medicaid payment rate would have resulted in
a loss of more than $4.8 million in patient revenues. This reduction would have lowered
the hospital's excess margin to $16.1 million, or to 6.1 percent of net patient revenues.

Therefore, in FY 1991, more than $7.6 million in general funds could have been
saved because of reduced Medicaid payments. However, this option would have to be
evaluated for its impact on the medical education programs at the hospitals." An
additional concern would be access to care because the State teaching hospitals would
have a reduced incentive to serve Medicaid patients even though federal laws guarantee
access. Finally, this option would support Medicaid cost containment efforts by virtue of
reducing reimbursement rates.
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Option Four: Reduce Funding for the Indigent Care Appropriations

In FY 1991, UVAMC and VCUIMCVH-reported that approximately 80 percent
oftheir indigentcare costs were reimbursed by the ICAP. Under this funding policy, both
hospitals still achieved positive margins, although the excess margin as a percent ofnet
revenues at VCUIMCVH was below the statewide median.

The impact offurtherreductions in funding can be illustrated by estimatingthe
effect on the FY 1991 excess margins. For example, if the percentage of indigent care
costs reimbursed by the ICAP had been 70 percent instead of80 percent, UVAMC would
have been appropriated $34.4 million instead of$39.3 million. VCUIMCVH would have
been appropriated $46.8 million instead of$54. 1 million. Holding all other factors equal,
UVAMC's excess margin would have decreased to slightly more than $16 million, or six
percent ofnet patient revenues (Figure 13). VCUIMCVH's excess margin would have
dropped to $1.9 million, or to less than one percent ofnet patient revenues. The general
fund savings would have been approximately $12.2 million.

,-------------Figure1~--------------.

Option Four: Reduce leAP from 80% to 70%
of Indigent Care Costs

(Chart shows impact on excess margins
based on FY 1991)

II Actual FY 1991 excess Margin

D FY 1991 Margin if Option Four Adopted

VCU/MCVH

$20,947,091

$16,059,753

UVAMC

Source: JLARC staffanalysis of the 1992 Health Services Cost Review Council Annual Report. UVAMC data, and
VCUIMCVH data, FY 1991.

Depending On how it was implemented, the option could reduce Medicaid DSA
costs. It would not necessarily address provider equityconcerns related to base payment
rates. However, access to care and teaching programs could be negatively impacted ifthe
hospitals took cost saving actions such as shortening clinic hours or reducing personnel.
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Conclusion

The options just described illustrate that funding of indigent care at the State
teaching hospitals is a complex and dynamic issue. It is complex because access to
indigent care must be weighed against several important factors, including the compet­
ing demands on State funds, the fmancial position of the State teaching hospitals, and
the need for medical education in the State. It is dynamic because the needs of the State
teaching hospitals will change as health care and medical education environments
continue to evolve in response to advances in medical practice, changing service needs,
and increasing demands for cost containment.

In this environment, the State's indigentcare funding policy should be based on
more than a decision to fund a fixed percentage ofindigent care costs. Instead, the policy
should be basedon a forward-looking, multi-facetedevaluationofState teachinghospital
needs. The essential questions are: (1) What role should the State teaching hospitals
play in the delivery ofindigent hospital care and medical education? and (2) What level
of State funding is necessary for the institutions to fulfill their roles while remaining
financially sound? The State teaching hospitals currently playa major role in both the
delivery ofindigent hospital care and the provision ofmedical education. As long as they
continue in this dual role, which is probable in the absence of broader health care reform,
the institutions will likely require some level of general fund support.

The evaluation and determination of indigent care funding at these hospitals
should consider the key policy factors identified in this chapter. At a minimum, the
following questions should be asked by the Department of Planning and Budget as it
considers indigent care funding at VCUIMCVH and UVAMC:

• What volume of indigent care will the institution be expected to provide?

• What medical education programs will the institution beexpected to provide
in the hospital setting, and how do these meet the needs of the Common­
wealth?

• Has the institution achieved acceptable levels of cost effectiveness in deliver­
ing its health care and education services?

• How will State Medicaid initiatives such as managed care and inpatient
reimbursement reform. impact the financial position of the institution?

• How might federal policy changes affect current funding policies such as the
use of Medicaid disproportionate share payments to subsidize non-Medicaid
indigent care?

• How will other providers interpret payment policies for the State teaching
hospitals?
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• Considering the institution's overall payor mix, what level of State support
will be necessary for the institution to fulfill its responsibilities and maintain
a sound financial position?

• Considering the institution's capital needs, what level ofState support will be
necessary for the institution to maintain a desirable bond rating?

The answers to these questions may change from year to yearas the institutions
evolve. Thus, in a given year, each institution mayor may not require funding of 100
percent of reported indigent care costs in order to maintain a strong financial position.
Furthermore, although VCUJM:CVH and INAMC do share a common mission ofserving
indigent patients and providing medical education, they operate in different environ­
ments, and should be evaluated separately for the purpose of determining the leAP.

Recommendation (1). In considering the budget requests for general
fund support of indigent care and medical education at the Medical College of
Virginia Hospitals ofVirginia Commonwealth Universityand theUniversityof
Virginia Medical Center, the Department of Planning and Budget should
consider the following factors for each institution: (1) the volume of indigent
care it will be expected to provide, (2) the medical education programs it will
be expected to provide in the hospital setting, (3) the cost effectiveness of the

, institution, (4) the impact offederal Medicaid policy changes, (5) the impact of
State Medicaid and hospital cost containment policies, (6) the impact of
funding policy on other providers' perceptions of payment equity, (7) the
institution's overall payor mix and financial position, and (8) the institution's
capital needs and bond rating. After consideration of these factors, recom­
mended funding levels should be based on the amount projected to be required
to allow· each institution to maintain a sound financial position.
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III. Eligibility, Scope of Services, and
Reimbursement Rates for Indigent Care

at the State Teaching Hospitals

In addition to an examination of the appropriateness of indigent care funding
at the Medical College ofVirginiaHospitals ofVirginiaCommonwealthUniversity (VCU/
MCVH) and the University ofVlTginia Medical Center (UVAMC), Senate Joint Resolu­
tion 180 (1991) directed JLARC to examine the "eligibility, scope of services, and
reimbursement rates" in place for the indigent care appropriations (leAPs) at the two
hospitals. This chapter discusses the results of that examination.

This is not the first time JLA.RC staffhave reviewed the provision of indigent
care or its funding at the State teaching hospitals. The 1979 JLARC report,
Inpatient Care in Virginia, provided an in-depth review of the indigent care appropria­
tions. At that time, JLARC recommended that there be more accountability for the
general funds appropriated to the teaching hospitals for indigent care. In the current
review, JLA.RC staff found that accountability has been improved at both teaching
hospitals.

Inorder to determine the reasonableness ofthe eligibility, scope ofservices, and
reimbursement rates for the indigent care appropriations, JLARC staffcompared each
of these items to those in place for other State indigent health care programs. This
comparison was made because the General Assembly, through statute, has required that
program guidelines beconsistent across programs. The assumpdon is that the General
Assembly maywant the policies for the indigentcare appropriations to be consistent with
those for Virginia Medicaid, the State and Local Hospitalization (SLH) program, and the
Indigent Health Care Trust Fund (Trust Fund) unless there is a compelling reason to do
otherwise.

This review found that the General Assembly may need to clarify its intent to
subsidize the indigent care of non-Virginians, which cost about $2.6 million in State
general funds in FY 1992. The General Assembly should also clarify its intent to
subsidize services which are not reimbursable through the State's other indigent care
financing mechanisms. In addition, the Secretary of Health and Human Resources
should conduct an in-depth examination ofVirginia Medicaid's CUITent transplant limits
because they appear to have cost the State more than $1.2 million in general funds in FY
1992.

In addition, although the reimbursement rates for indigent care appear to be
reasonable, the General Assembly should clarify its intent to subsidize unreimbursed
Medicaid costs through the ICAPs. The two teaching hospitals received more than $2.7
million in general funds for these costs in FY 1992.
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Finally, because Medicaid reimbursement is a component ofindigent care at the
teaching hospitals, a memorandum of agreement concerning joint budgetary and
program review of the two teaching hospitals should be established between the
Secretary ofEducation and the Secretary of Health and Human Resources. The amount
of enhanced Medicaid payments made to the State teaching hospitals should also be
reported as part of the executive budget process.

1979 Accountability Concerns Appear to Have Been Addressed

In 1979, JLARC examined the indigent care appropriations to the State
teaching hospitals as part ofthe review of inpatient hospital care. The review found that
the two hospitals used different procedures for processing and documenting patient
accounts. Also, the appropriations were not directly traceable to those accounts. These
findings raised serious accountability concerns given that the ICAP was the largest
single program for indigent health care under full State control at that time.

As a result ofthe 1979 JLARC review, the 1980 Appropriation Act required the
hospitals to report their expenditures for indigent and medically indigent patients using
generally accepted accountingprocedures. The AuditorofPublic Accounts (APA)and the
State Comptroller were charged with monitoring the implementation of these proce­
dures.

In 1984, the General Assembly requested that the APA develop a uniform.
methodology for reporting and analyzing indigent care costs at UVAMC and VCUI
MCVH. The resulting cost report was based on the federal Medicare cost report and its
payment principles. This cost report remains in place today.

Also in 1984, the Governor was given the responsibility ofannually approving
a common criterion and methodology for determining free care attributable to the leAP.
This requirement has since been modified to charge the director of the Department of
Planning and Budget (DPB) with this responsibility.

According to the APA staff who conducted the financial audits of the two
teaching hospitals in the last few years, both UVAMC and VCU/MCVH have signifi­
cantly improved their ICAP accountability. .APAstaffhave not found anyinternalcontrol
violations that are specifically related to the ICAP. Rather, audit concerns thathave been
raised have focused on such issues. as payroll, petty cash, and disaster recovery plans,
which are common State agency internal control problems. Further, both Virginia
Commonwealth University and the University ofVirginia have installed automated data
processing systems which provide a wealth of information concerning their provision of
indigent care.

leAP Eligibility Guidelines Should Be Clarified

Through the indigent care appropriations, VCUIMCVH and lNAMC receive
reimbursement for services provided to a broader base of indigents than other State
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indigent hospital care programs. For example, the ICAP can be used to fund hospital
services for those adult citizens between 133 and 200 percent of poverty. No other State
indigent hospital care program reimburses hospitals for services provided to this
segment of the population.

In addition, the ICAP provides reimbursement to hospitals for services provided
to out-of-state patients. In 1954, the Appropriation Act specifically tied the ICAP to the
care of indigent Virginia citizens. However, this restriction is no longer contained in the
Act. According to information supplied by both hospitals, they have used the appropria..
tions to cover the cost of services provided to patients from other states.

INAMC reported the cost of services for out-of-state indigent patients in both
FY 1991 and FY 1992. In FY 1992, the cost of inpatient services was more than $3.0
million (Exhibit 3). The cost of outpatient hospital services was more than $451,000.
Therefore for UVAMC, the total indigent care cost for services provided to out-of-state
indigents was more than $3.4 million. UVAMC received general funds for 71 percent of
these costs, or nearly $2.5 million.

VCUIMCVH reported that it did not include any services provided to out-of­
state indigents as part orits indigent care costs in FY 1991. In FY 1992, less than one
percent of the people served by the appropriations were from other states or countries.
The services provided to these patients cost approximately $196,000. VCUIMCVH
received general funds for 76 percent of these costs, or $150,000. Therefore, the two
teaching hospitals received approximately $2.6 million in general funds for providing
care to out-of-state indigent patients.

The use ofthe leAP to finance care for non-Virginians raises a concern because
funds used to subsidize out-of-state patients could be used to support in..State patients
through the SLH program or another State indigent health care program. In FY 1992,
according to Department ofMedical Assistance Services (DMAS) records, more than $36
million in SLH program inpatient claims could not bepaid because program funds were
exhausted.

UVAMC staffhave argued in favor ofusing the ICAP to support the care ofnon­
Virginians for two major reasons. First, UVAMC staff stated that serving out-of-state
patients builds goodwill with institutions in neighboring states which may be asked to
serve Virginia indigents. Second, lNAMC staff stated that it is important to serve
indigent patients from West Virginia so that West Virginia physicians will continue to
refer paying patients to the teaching hospital. Charges for services provided to West
Virginia inpatients were almost $22 million, or 6.4 percent of UVAMC's FY 1992 gross
inpatient revenues. Of the $22 million, services provided to West Virginia indigents
comprised $2.5 million.

During this review, JLARe staffcontacted officials in the surrounding states­
West Virginia, Maryland, Tennessee, Kentucky, and North Carolina - regarding their
funding for indigent hospital care. Washington, D.C. officials were also contacted.
Kentucky, North Carolina, and Washington, D.C. appropriate general funds for indigent
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-------------E:d1ibit3,-------------

Indigent Inpatients From Other States, UVAMC,FY 1992

State

West Virginia
North Carolina
Maryland
Tennessee
New York
Washington, D.C.
Kentucky
Pennsylvania
New Jersey
Georgia
South Carolina
Indiana
Maine
Florida
Oklahoma
Rhode Island
Delaware
South Dakota
Ohio
California

TOTAL

TOTAL REIMBURSED

Number of
Patients

383
25
18
17
13
13
10
9
7
4
3
3
2
2
1
1
1
1
1

--l

515

Cost of Care

$1,508,141
428,897
239,645
202,899

26,671
262,904

64,605
15,550
31,570
14,422

108,404
31,322
7,968
2,310

43,104
8,384
4,550
3,532
3,095
1208

$3,009,181

$2,136,51

Source: JLARC staff analysis ofUVAMC indigent care patient data.

care while the other states do not. However, onlyNorth Carolina allows this funding to
be used for hospital care provided to Virginia citizens. Further, there are restrictions on
this use:

North Carolina reimbursed the University ofNorth Carolina (UNC)
$1 million in costs for services its hospital provided to out-of-state
indigents. However, the use ofthis funding for out-of-state indigents is
limited to three circumstances. First, the funding can be used to
reimburse the cost ofcare to Virginia patients referredto the hospital by
UNC medical residents receiving training in Southwest Virginia hos-
pitals. Second, the funding can be used forcar accident victims. Third,
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use the funding when it needs out-of-state patients to meet patient loads
that are necessary for certification or accreditation.

A decision against using the ICAPs to finance the care of out-of-state patients would
mean that the teachinghospitals could have to make upthe costoftreating these patients
through other available revenue sources, or curtail the level of services provided to out­
of-state indigent patients.

Recommendation (2). The General Assembly should clarify its intent
concerning whether the indigent care appropriations should be used to reim­
burse the State teaching hospitals for services provided to non-Virginians.

leAP Scope ofServices Should Be Clarified

As described in Chapter I, Virginia Medicaid places a number ofrestrictions on
the services it will reimburse. Furthermore, the Code of Virginia expressly limits
services reimbursable by the SLH program and the Trust Fund to those covered by
Virginia Medicaid. The only exception is that the Trust Fund can be used to reimburse
hospitals for Medicaid hospital stays that exceed 21 days. The indigent care appropria­
tions to VCUIMCVH and UVAMC have no service limitations imposed on them by the
State.

Because there are no limits, the ICAP has been used to reimburse hospital
services not covered by Virginia Medicaid. Two examples are inpatient drug and alcohol
rehabilitation and transplants. According to information supplied by the two State
teaching hospitals, more than $970,000 in costs were reimbursed by the ICAP for drug
and alcohol rehabilitation services to 288 indigents. UVAMC received $265,000 in
reimbursement for services provided to 116 patients, while VCUIMCVH received
$705,000 for services to 172 patients.

However, UVAMC staffhave reported that as of FY 1993, the Medical Center
has eliminated inpatient drug and alcohol rehabilitation services. In addition, because
of the methods used to report this information, some components of these rehabilitation
services may have been reimbursable under Virginia Medicaid. Therefore, it cannot be
assumed that all of the $970,000 in costs would not have been covered by Virginia
Medicaid.

Legislative intent in this area has been mixed. During the 1990 Session, the
GeneralAssembly included language in the 1990-92 AppropriationAct to havesubstance
abuse services provided by the community service boards as a covered Medicaid service.
However, a 1991 joint study by DMAS and the Department of Mental Health, Mental
Retardation, and Substance Abuse Services found that coverage of these services by
Virginia Medicaid would be difficult. In addition, the program costs would be prohibitive
considering the State's current financial outlook. As a result, during the 1991 General
Assembly Session, the language to cover substance abuse services was stricken from the
Appropriation Act.
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Focusing on transplants, Virginia Medicaid only covers kidney and cornea
transplants. VCUIMCVH and UVAMC have used the ICAP to provide other types of
transplants, including bone marrow, liver, and heart, which are not reimbursable
Medicaid services. For example, in FY 1992, UVAMC reported 30 of these transplants
on their indigent care cost report at a cost of approximately $1.9 million (Table 8).
Through the leAP, UVAMC was reimbursed more than $1.3 million for these trans­
plants. VCU/MCVH wrote off eight transplants at a reported cost of more than $1.8
million, and was reimbursed more than $1.4 million by the ICAP. Thus, the cost of
transplants to indigent patients was more than $3.7 million in FY 1992. The teaching
hospitals received more than $2.7 million in general funds for these transplants.

------------- Table8-------------

Total Transplants Provided and Transplants Written Off
to leAP by UVAMCand VCUIMCVII, FY 1992

Service

VCUIMCVH
Number of Cost of
Patients Service*

UVAMC
Number of Cost of
Patients Service

Liver Transplant
Total patients
Indigent patients

Bone Marrow Transplant
Total patients
Indigent patients

Heart Transplant
Total patients
Indigent patients

TOTAL COST
FOR HOSPITAL

40
5

43
. 2

21
--l

104

$7,126,800
1,686,972

2,702,550
86,200

11,564,097
77853

21,393,447

37
17

22
6

20
...1.

79

$6,520,136
977,581

2,622,174
269,864

1,595,821
651800

----------------------------------------------------
Total Cost for Indigents

Total Reimbursement
for Indigents

8 $1,851,025

$1,417,885

30 $1,899,245

$1,348,464

----------------------------------------------------
·Cost of service for total patients is based on average cost times the number of patients.

Source: JLARC staff analysis ofUVAMC and VCUIMCVHtransplant data.
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In light of the differences between the types of transplants covered by other
State indigent care programs, as well as the lack of any explicit service guidelines, the
General Assembly should clarify its intent concerning the ICAP. As the General
Assembly considers this issue in relation to transplants, five key points should be
considered: (1) indigent care program consistency, (2) the medical education mission of
the teaching hospitals, (3) the institutions' certification as transplant centers, (4) the
financial position of the institutions, and (5) the transplant policy ofVirginia Medicaid.

Program Consistency. Currently, only kidney and cornea transplants are
reimbursable services under Virginia Medicaid. Therefore, Virginia Medicaid will not
reimburse any hospital, including the State teaching hospitals, for heart, liver, or bone
marrow transplants. By statute, the SLH program andTrust Fund must followVirginia
Medicaid's reimbursement policy. Therefore, the ICAP is the only program which will
reimburse hospitals for these services. Ifreimbursement for these types of transplants
were eliminated from the ICAP, then the scope oftransplant services would be the same
for all State indigent care programs.

Medical Education Mi.sion. Transplant services provide an opportunity for
education of medical students and other health care professionals. In FY 1992, bone
marrow, liver, and heart transplants to indigent people were 38 percentofall transplants
performed at UVAMC (Table 8). At VCUIMCVH, approximately 16 percent ofthe liver,
heart, and bone marrow transplants were performed on indigent patients. A reduction
in transplants for indigent people would represent a loss ofeducational opportunities for
medical students, residents, and other health care professionals.

Certification. In order to receive reimbursement for these transplants from
Medicare or other third party payors, hospitals must be certified transplant centers.
Each third party payor may have different certification requirements. For example,
Medicare requires that 12 liver and 12 heart transplants be performed annually for a
hospital to be certified. Based on FY 1992 data, even ifall indigent transplants had been
eliminated, it appears that both hospitals would have maintained their certification.

However, because the volume of transplants can change from year to year,
certification should be considered when deciding the level of State funding for these
transplant services. For example, at UVAMC, certification for heart transplants could
have been inquestion ifthe six transplants performed for indigentpeople duringFY 1992
had not OCCUlTed. This is because only 20 transplants were performed in total.

Financial Position of Hospitals. If coverage of transplants were to be
eliminated from the ICAP, the teaching hospitals would have to decide to either reduce
the number of transplants for indigent patients or subsidize them through other sources
of revenue. According to staff of both hospitals, opportunities to fund transplants
through private fund-raising are pursued. Forexample, inFY 1992, more than $180,000
was raised from other sources for two liver transplants Performed on indigent patients
atUVAMC.
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Virginia Medicaid'. Transplant PoUc~. Virginia Medicaid's transplant
policy has a direct impact on ICAP spending for transplants. For example, while VCUI
MCVH staff reported that none of the indigent transplant recipients were Medicaid
eligible, UVAMC staff reported that 12 of the 30 indigent transplant recipients were
Medicaid eligible. Therefore, general fund dollars could have been savedifthese services
had been covered by Virginia Medicaid. Specifically, the federal match could have
allowed a general fund savings of$1.2 million in FY 1992.

The potential to optimize State funds through Medicaid raises the question of
whether the program's scope of services should be expanded to include additional
transplant services. However, there are two concerns which make the impact of this
policy uncertain.

First, there could be a hidden demand for transplant services among indigent
people. DMASdoes not collect infonnation on the demand for transplant services among
indigents who have already enrolled in Virginia Medicaid. Further, ifVirginia Medi­
caid's scope of services was broadened to include heart, liver, and bone m8lTOW trans­
plants, then the General Assembly would have to decide whether to broaden the scope
of services for the SLH program. and Trost Fund. Currently, there is not a systematic
method for assessing what demand exists among all indigents for transplant services.

Second, inclusion of these transplants as reimbursable services could affect
hospitals other than VCU/MCVH and UVAMC. Currently, four other non-federal
hospitals - Fairfax, Henrico Doctor's, SentaraNorfolk General, and Children's Hospital
ofthe King's Daughters - perform liver and heart transplants (Table 9). As transplants
become more routine, the number of hospitals performing these procedures is likely to
grow.

Comprehentlive Study i. Required. The issues just described indicate the
need for a comprehensive study ofVirginia Medicaid's transplant policy. Such a study
should include an assessmentof the potential demand for heart, liver, and bone marrow
transplants amongMedicaid patients. Further, the studyshould take into consideration
the impact of a Medicaid policy change on the other State indigent care programs,
including the ICAP. .

The study should also evaluate implementation options such as prior authori­
zation, limiting coverage to children, limiting reimbursement to in-State hospitals only,
selective contracting, or paying hospitals a set fee for each type of transplant. For
example, Virginia Medicaid currently negotiates a fee for kidney transplants. West
Virginia Medicaid reimburses UVAMC$75,000 per liver transplant. This is in compari­
son to the average leAP cost of more than $201,000 for five Virginia Medicaid recipients
whose liver transplants were written offas indigent care in FY 1992. INAMC received
approximately $143,000 in reimbursement from the ICAP for each of these transplants.

In the interim, the General Assembly should clarify its intent concerning
whether the ICAP should be used to fund the State teaching hospitals for transplants
provided to indigent patients. In doing so, the General Assembly may wish to consider
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--------------Table9--------------
Acute Care Hospitals Providing Transplant Services

and Number of Transplants Provided, Calendar Year 1991

Type of Transplant
Bone

Hospital Marrow* Hw:t ~

Children's Hospital of the King's Daughters 3
Fairfax 10
Henrico Doctor's 11 5
Medical College of Virginia 43 25 26
Sentara Norfolk General 21
University of Virginia Medical Center 22 2!i al

TOTAL 65 95 82

·Number ofbone marrow transplants is for July I, 1991, through June 30. 1992.

Source: JLARC staff analysis of1991 Vu-giniaTransplant Council, VCUIMCVH, and UVAMC transplant data.

the issues ofprogram consistency, medical education, certification, the financial position
of the hospitals, and potential changes to Medicaid transplant policy. In addition, the
General Assembly should clarify its intentconcerningwhether the leAP should have the
same service limitations as other State indigent hospital care programs.

Recommendation (3). The Secretary ofHealth and Human Resources,
with support from the Secretary of Education, should study the current
Medicaid limits on transplant services. This study should include a detailed
analysis of the demand for transplant services among indigent people in the
State; the impact ofthe current limits and potential changes on other indigent
care programs and the State teaching hospitals; and implementation options
which would optimize State funds. The study should be presented to the Joint
Commission on Health Care before July 1, 1993.

Recommendation (4). The General Assembly should clarify its intent
concerning the scope of hospital services reimbursable through the indigent
careappropriations to the Stateteachinghospitals. At a minimum, the General
Assembly should clarify its intent onwhether the indigent care appropriations
should be used to reimburse the State teaching hospitals for bone marrow,
liver, and heart transplants provided to indigent patients.
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leAP Reimbursement Rates Appear to Be in Line
with those of Virginia Medicaid

Todetennine ifthe reimbursement rates for inpatient hospital services covered
by the indigent care appropriations are reasonable, they were compared to those of
Virginia Medicaid. This comparison was used because Virginia Medicaid's inpatient
reimbursement system has generally beencost effective for the State (as explained in the
1992JLARC report Medicaid-Financed Hospital Services in Virginia). The comparison
suggests that the ICAP reimbursement rates are reasonable and are, for the most part,
in line with those paid to VCUIMCVH and UVAMC by Virginia Medicaid for inpatient
hospital services. However, the current policy of allowing the teaching hospitals to
include uncompensated Medicaid costs as indigent care costs should be reconsidered.

leAP Allowable Co.t. Have Been TypicaUy Le•• than those for Medi­
caid. A three-year comparison of reimbursement rates between the ICAP and Virginia
Medicaid was conducted. As shown in Table 10, columns 1 and 2, an -leAP per diem for
inpatient allowable costs was calculated for VCUIMCVH and UVAMC for"FY 1989
through FY 1991 from the indigent care cost reports. Similar information was gathered
from the Virginia Medicaid cost settlement reports for the same fiscal years(column 3).
The same procedure was followedto calculate and compare the reimbursed costs for the
ICAP(column 4)and VirginiaMedicaid (column 5). These calculations are basedon what
UVAMC and VCUIMCVH were actually reimbursed by each funding mechanism. The
table also shows the percentage increase between FY 1989and FY 1991 for each column.

The data for VCU/MCVH indicate that allowable costs for indigent care have
typically been less than those for Virginia Medicaid. Forexample, inFY 1991, allowable
costs on a per diem basis were $774 for indigent inpatient care. In comparison, Medicaid
allowable costs were $994. In addition, the percent increase in allowable costs for the
period FY 1989 to FY 1991 was lower. For the ICAP, the increase was approximately 17
percent. For Virginia Medicaid, the increase was approximately 26 percent.

The comparison of reimbursed costs at VCUIMCVH indicates that the hospital
was reimbursed less for an indigent inpatient day of care than a Medicaid day. In
addition, the percentage increase was lower over the three-year period -" seven percent
in comparison to Medicaid's 14 percent.

As also shown in Table 10, allowable costs for indigent care for UVAMC were in
line with those of Virginia Medicaid". Increases in these costs have also been similar to
increases in allowable costs for Virginia Medicaid. In terms of actual reimbursement
rates, the ICAP reimbursement rates were higher than Medicaid reimbursement rates
for FY 1989 and FY 1990. However, the ICAPreimbursement rat.einFY 1991 ($819) was
lower than that of Virginia Medicaid ($933). In addition, actual reimbursement of
inpatient hospital costs on a per diem basis has decreased for the ICAP since FY 1989
while Medicaid reimbursement has increased.
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--------------Table10--------------
Comparison of Reported Allowable and Reimbursed Inpatient Costs

Indigent Care Appropriations and Virginia Medicaid
Fiscal Years 1989, 1990, and 1991

(1)
HospitallFY

ALLOWABLE COSTS
(2) (3)

ICAP Medicaid
Per Diem Per Diem*

REIMBURSED COSTS
(4) (5)

ICAP Medicaid
Per Diem Per Diem*

VCUIMCVH

FY 1989
FY 1990
FY 1991

Percent Change

UVAMC

FY 1989
FY 1990
FY 1991

Percent Change

$659.03
712.87
774.15

17%

$825.40
962.85

1,042.27

26%

$791.95
833.44
993.96

26%

$886.87
1,018.45
1,140.24

29%

$573.43
628.28
614.68

7%

$855.87
986.81
819.33

-4%

$754.49
841.91
859.66

14%

$793.58
894.16
932.82

18%

·Medicaid per diem was determined by adding the inpatient operating, medical education, and capital per diems. It
does not include the disproportionate share adjustment per diem.

Source: JLARC staff analysis ofUVAMC and VCUIMCVHindigent and Medicaid cost reports, FY 1989 through 1991.

Unreimbursed Medicaid Costs Are Currently Included as Indigent Care
Costs. For the preceding analysis, the allowable costs that the teaching hospitals
specifically attribute to inpatient hospital services were used. However, for the cost
reports on which the ICAP are based, unreimbursed Medicaid costs are included as
indigent care costs. These costs were more than $5.1 million in FY 1991 and $3.9 million
in FY 1992. In FY 1992, the hospitals were reimbursed more than $2.7 million in State
general funds for these costs, while in FY 1991, they received $4.1 million.

In FY 1991, VCUIMCVH reported close to $1.7 million in unreirnbursed
Medicaid costs and received close to $1.4 million in State general funds as reimburse­
ment. In FY 1992, VCUIMCVH's unreimbursed costs were $178,000, with $136,000
beingreimbursed by State general funds. At UVAMC,unreimbursed Medicaid costs that
were written off to the lCAP totalled close to $3.5 million in FY 1991 and $3.8 million in
FY 1992. Ofthese amounts, UVAMC received approximately general fund payments of
$2.8 million in FY 1991 and $2.7 million in FY 1992.
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VCUIMCVH and UVAMC define unreimbursed Medicaid costs differently.
UVAMCdetermines unreimbursed costs by calculatingthe difference between allowable
costs and reimbursed costs for all Medicaid hospital services, including inpatient,
outpatient, and rehabilitation. In addition, Medicaid cost settlement adjustments from
previous fiscal years are included, as are independent lab service costs and late charges.
VCUIMCVH only includes the difference between Medicaid allowable costs and reim­
bursed costs. Staffof both hospitals state that inclusion ofunreimbursed Medicaid costs
as indigent care costs gives a truer picture of total indigent care costs.

However, federal laws and State policy concerning Medicaid reimbursement
require that hospitals accept Medicaid payment as payment in full. As stated in Title 42,
part 447, section 15 of the Code ofFederal Regulations:

[The] State plan must provide that the Medicaid agency must limit
participation in the Medicaid program to providers who accept, as
payment in full, the amounts paid by the agency.....

This regulation could be interpreted as disallowing the allocation of unreimbursed
Medicaid costs to the indigent care cost report. The General Assembly may wish to
exclude unreimbursed Medicaid costs from funding consideration.

Recommendation (5). The General Assembly should clarify its intent
concerningthe funding ofunreimbursedMedicaidcosts as partofthe indigent
care appropriations to the State teaching hospitals.

Joint Budget and Program Review for VCUIMCVH and UVAMC
Should Be Formally Initiated

During this review, concerns were expressed that the two teaching hospitals'
indigent health care programs and budgets are overseen and developed in a separate
secretariat than that ofVirginia Medicaid and other indigent health care programs. One
concern is that the education secretariat may not have the expertise to decide budgetary
changes for VCUIMCVHand UVAMC's health care services. While UVAMC and VCll!
MCVH are appropriately considered components of Virginia's higher education system
because of their medical education mission, they are clearly health care institutions as
well.

From a health and human resources perspective, the greatest opportunities for
general fund cost savings appear to be tied to the provision of health care. For example:

During the 1990-92 biennium, the Virginia Treatment Center for
Children (a mental health facility) was transferred to VCUI MCVH
through a memorandum ofagreement. This transfer was completed so
that Medicaid funds could replace State general funds and higher
Medicaid reimbursement could be received by the Treatment Center.
The DepartmentofMedicalAssistance Services (DMAS) estimated that
$500~000 in general funds were saved through this transfer.
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Further, the two teaching hospitals' indigent care activities have a significant
impact on the costs ofthe Virginia Medicaid program. This impact has been exacerbated
by the shift ofICAP funding through enhanced Medicaid disproportionate share adjust­
ment (DBA) payments. Therefore, from an operational standpoint, forecasts of spending
and budgetary needs for both the leAP and Virginia Medicaid must be simultaneously
monitored to contain total spending as much as possible. It is also important to ensure
that leAP reimbursement rates are in keeping with those ofother State indigent care
programs.

From an education secretariat perspective, the health and human resources
secretariat may recommend and implement Medicaid cost containment actions which
substantially impact the State teaching hospitals' financial position. Two examples are
(1) the $100 co-payment requirement for Virginia Medicaid, and (2) the non-emergency
room payment policy.

Beginning inFY1993, Medicaid inpatients wererequired topay a $100
co-payment for each admission. The Secretary ofHealth and Human
Resources and DMAS estimated that this requirement would save $2
million for the 1992-1994 biennium.

During interviews, both UVAMCand VCU / MCVHstaffindicated that
the loss ofrevenue from this action will be substantial. VCU/ MCVH
reported that in FY 1991 it collected only $250,000 ofthe $4.3 million
in co-payments it was owed.

* * *

Beginning in FY 1992, DMAS enacted a non-emergency fee reduction
program for hospital emergency departments. This program reduces
Medicaidpayments to hospitals ifa Medicaid recipient inappropriately
uses the emergency room for non-emergency treatment. As ofJune 30,
1992, DMAS attributed close to $6.5 million in savings to the program.

Of the $6.5 million, reduced payments to VCU / MCVH and UVAMC
accounted for more than $1.6 million, or 25 percent, of the amount
saved. The loss in revenue created by thisprogram change was included
in the cost report prepared for the lCAP.

To address such policy issues, a memorandum ofagreement for joint budget and
associated program review by the Secretary ofEducation and Secretary of Health and
Human Resources should be implemented. This agreement should ensure that during
the budget development process both secretaries have an opportunity to comment on the
indigent care appropriations to the State teaching hospitals, as well as on health policy
changes which impact the State teaching hospitals. In addition, the agreement should
ensure that evaluations of indigent health care policy and programs or of the State
teaching hospitals involve both secretariats. However, involvement in budget execution
at the State teaching hospitals by the SecretaryofHealth and Human Resources does not
appear necessary at this time.

57



Recommendation (6). The Secretary ofBealth and Human Resources
and the Secretary of Education should develop a memorandum ofagreement
to implementjointbudget development andassociated program reviewfor the
Medical College of Virginia Hospitals of Virginia Commonwealth University
and the University ofVirginia Medical Center. This agreement should exclude
budget execution activities from joint review.

Formal Reporting of Enhanced DSA Payments Should Be Initiated

In addition to implementingjoint budget and program review, the Secretary of
Education and the Secretary ofHealth and Human Resources shouldformally report the
amount ofenhanced DSA payments made to the State teaching hospitals as part of the
executive budget process. This action should be taken for two reasons.

First, as was noted in Chapter II, DMAS projects that these payments will total
approximately $65 million in FY 1994. Routine Medicaid expenditures are forecasted to
be $111.3 million for the two State teaching hospitals during the same year. Therefore,
the enhanced payments will comprise a significant amount of Medicaid hospital expen­
ditures in future years.

Second, ifthe federal government changes its CUITent DSApolicies, use ofthese
payments to fund non-Medicaid program costs could be stopped. If that were to occur,
the GeneralAssembly would have to decide whether to appropriategeneral funds to cover
the loss offederal funds. In FY 1994, $32.5 million in federal funds will beused to cover
indigent care costs. Therefore, the General Assembly should be informed of the amount
of general fund commitment that could be necessary iffederal funding were eliminated.

Recommendation (7). The SecretaryofEducation and the Secretaryof
Health and Human Resources, as part of the executive budget process, should
report the total amount of enhanced Medicaid disproportionate share adjust­
ment payments and general fund appropriations for indigent care to the State
teaching hospitals. This report should also indicate the federal fund compo­
nent of the enhanced Medicaid DSA payments.
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IV: Indigent Care Appropriations to
the Medical College of Hampton Roads

The Medical College ofHampton Roads (MCHR) is one of three medical schools
in the State, along with the University of Virginia Medical School (UVAMS) and the
Medical College of Virginia of Virginia Commonwealth University (VCUIMCV). How­
ever, MCHR is very different from UVAMS and VCUIMCV in two important respects.
First, while VCUIMCV and UVAMS are State agencies, MCHR is a non-State agency
which receives State funds. Second, VCUIMCVand UVAMS are attached to State-owned
teaching hospitals which also receive State support. MCHR is not associated with a
State-owned teaching hospital. Instead, MCHR is affiliated with private hospitals
within its health service area (HSA).

There are also fundamental differences in the indigent care appropriation
(lCAP) to MCHR as compared to the appropriations to the Medical College ofVirginia
Hospitals of Virginia Commonwealth University (VCUIMCVH), and the University of
Virginia Medical Center (UVAMC). The appropriation to MCHRis intended to support
the indigent care provided in conjunction with its medical education programs by faculty
physicians and by the affiliated teaching hospitals. The appropriations to VCU/MCVH
and UVAMC are intended to provide direct financial support to these State-owned
teaching hospitals.

In addition, the ICAP to VCUIMCVH and UVAMC are detennined based on
formalized cost reports as established by the Auditor ofPublic Accounts (APA). MCHR
requests its ICAP based on its own analysis ofneed, although in recent years it has taken
steps to align this analysis with the cost reports used by VCUIMCVH and UVAMC.

It is because of these differences that the leAP to MCHR was evaluated
separately during this review. A key difference in the evaluation approach was the
assumption about the importance ofState funding to the survival of the MCHR affiliated
hospitals. The State has a historical commitment ofsubsidizingmostofthe indigent care
provided at VCUIMCVH and UVAMC. This magnitude ofcommitment has not existed
for the MCHR affiliated hospitals. Therefore, it was not assumed that the leAP to the
MCHR affiliated hospitals should be at the same level as the appropriations to VCU/
MCVH and '£NAMC.

, These prefatory statements are not intended to minimize the contributions of
MCHRand its affiliated hospitals to the provision ofindigent care and medical education

~, in Eastern Virginia. There is a heavy demand for indigent health care in Eastern
Virginia, and MCHR physicians and the affiliated hospitals play an important role in
providing this care. The affiliated hospitals account for a major share of regional
spending for indigent hospital care. MCHR physicians are also an important source of
indigent care in the region.
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It is in this context that the mandate was addressed. Senate Joint Resolution
(SJR) 180 (1991) requested a review ofeligibility, scope ofservices, and reimbursement
rates for indigent care at MCHR. There are four major findings from this review:

• MCHR should revise its indigent care cost methodology to provide a more
accurate assessment of its indigent care losses.

• Reimbursement rates for physicians have been reasonable.

• The adequacy of reimbursement rates for hospitals depends on legislative
intent to subsidize indigent care at these institutions above and beyond what
the affiliated hospitals receive from the Indigent Health Care Trost Fund
(Trust Fund).

• Eligibility guidelines and service limitations appear to be reasonable in light
of the level of funding received.

SJR 180 also requested identification of options for using Medicaid funds for
services currently supported with State general funds. Potentially, Medicaid funds could
beused to cross-subsidize the ICAP to MCHR. InFY 1992, this option could have allowed
the State to save up to $2 million in general funds. Or, the option could have allowed the
State to generate $4 million in additional federal funds. However, because of several
implementation concerns, the feasibility of this option is uncertain, and will require
further study.

MCHR AND INDIGENT CARE

MCHR is a unique higher education institution in Virginia. Although it is not
a State agency, MCHR operates under State charter as a public instrumentality and
receives approximately 11 percent of its funding from the State. This funding is usedfor
a variety ofpurposes, including indigent care and education. Historically, the indigent
care funds have been allocated between MCHR and the affiliated hospitals.

MCHR Is A Unique Institution in Virginia

MCHR was created as the Norfolk Area Medical Authority in 1964. Chapter
471, Acts of Assembly (1964) created MCHR as a "public instrumentality, exercising
public and essential governmental functions to provide for the public health and welfare
of Eastern Virginia." This Act also designated MCHR as an institution of higher
education. However, MCHR is considered a non-State agency.

The stated mission ofMCHR is to be a "community-based academic institution
dedicated to medical and health education, biomedical research and the enhancement of
health care in the Hampton Roads region." MCHR is governed by a 17-member board of
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visitors which oversees undergraduate and graduate education at the Eastern Virginia
Medical School, a research institute, and two faculty practice plans. The faculty practice
plans are made up of MCHR faculty who are also practicing physicians.

Unlike UVAMS and MeV, there is no State-owned teaching hospital affiliated
~th MCHR. Instead, MCHR contracts with private hospitals to provide clinical
education programs. Currently, there are two federal institutions and seven non-federal
institutions which contract with MCHR to provide clinical education services. The seven
non-federal institutions include Chesapeake General Hospital, Children's Hospital of
the King's Daughters, Depaul Hospital, Sentara Medical Center Hospitals, Maryview
Hospital, Portsmouth General Hospital, and Virginia Beach General Hospital.

These seven institutions pay affiliation costs to MCHR. These fees help to
flnance resident education costs, undergraduate education costs, and shared physician
costs. In FY 1991, these institutions paid a total of$11.3 million in affiliations costs to
MCHR.

The Commonwealth Funds Various Activities

MCHR's activities are financed through multiple funding sources including
patient revenues, tuition, grants, contracts, gifts, and local and State appropriations. In
FV1991, the State appropriation ofmore than $10 million represented about 11 percent
of the institution's funding (Figure 14).

r---------------Figure14---------------,

Medical College of Hampton Roads
Sources of Support, FY 1991

Local Funds"
$n,307,191

TOTAL:
$92,288,850

StateAppropriations
$10,036,999

Tuition and Fees
$4,944,660

*Local funds include patient care revenues, gifts. grants, contracts. local government appropriations. and other
revenues.

Source: JLARC staff analysis ofMCHR data.
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The General Assembly appropriates general funds to MCHR for various
purposes (Figure 15). In FY 1991, the General Assembly appropriated $4.8 million in
capitation funds to support medical instruction costs for undergraduate students. An
additional $4 million was appropriated for the provision of indigent care. Most of the
remaining $1.2 million in State appropriations was used to support family practice
services and training.

--------------Figure15-------------...,
Medical College of Hampton Roads

State General Fund Appropriations, FY 1991

Other
$1,172,830

Soureer JLARC staff analysis ofMCHR data.

TOTAL:
$10,036,999

The State appropriation for indigent care is subject to the following provisions,
as stated in the 1992 Appropriation Act (Chapter 893):

The appropriation provides State aid for treatment, care and mainte­
nance of indigent Virginia patients in hospital and other programs
affiliated with the educational programs of the college; the aid is to be
apportioned on the basis ofa plan having the prior written approval of
the director, Department of Planning and Budget (DPB).

MCHR received its first State leAP of$350,000 in FY 1978 (Figure 16). In that
same year, a legislative commission was established to study the funding ofmedical and
hospital care for the medically indigent in Virginia. In its report to the Governor and the
General Assembly (Senate Document No. 20, 1978), the commission stated:

It is the view ofthis Commission that the evidence presented at public
hearings has documented and provided the need and the equitable and
legal justification for appropriate financial support by the Common-
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wealth ofVirginia for the treatment, care and maintenance of indigent
Virginia patients in hospitals and programs affiliated with the medical
schools under the aegis of (MCHR);and it hereby recommends to the
Governor ofVirginia that a substantial appropriation be included in
his budget for such purpose.

Although there was an increase in funding for FY 1978 and for most years until
FY 1986,since FY 1986 the appropriation has remained level at $4,036,945. In its budget
addendum for the 1992-94 biennium, MCHR requested an increase of $1,463,035 in its
annual ICAPto support its indigentcare and related educational activities. This request
was not funded.

MCHR Plays an Important Role in Indigent Care

There is a relatively high rate ofpoverty in Eastern Virginia (HSA V), which is
the primary service area for MCHR. The Department of Health (DOH) estimates that
31 percent of'thepopulation in HSA Vis below200 percent ofpoverty. Poverty rates are
especially high in several cities directly served by MCHR. In Norfolk, an estimated 44
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percent of the population is below 200 percent ofpoverty. Portsmouth, Newport News,
and Suffolk all have more than 30 percent of their population living below 200 percent
of poverty.

These poverty rates are reflected in high levels ofspendingfor indigent hospital
care in HSA V. In FY 1991, JLARe staffestimate that HSA V accounted for 24 percent
ofstatewide spending for indigent hospital care. High poverty levels are also reflected
in high demand for indigent primary care. A 1991 DOH report on primary care needs
noted a number of concerns about access to primary care in Eastern Virginia for people
below 200 percent of poverty.

MCHR participates in the provision of a substantial amount of unsponsored
indigent care through its educational programs that are conducted through the faculty
practice plans and the hospital-based clinics operated as part of the residency training
programs. The Eastern Virginia Medical School has an enrollment of more than 380
students. In addition, the graduate school has more than 330 medical residents in
various specialties. Medical residents and students observe and assist MCHR faculty in
treating indigent patients, whether it be in a physician's office, a clinic, or a hospital.

JLARC staffestimate that in FY 1991, the affiliated hospitals accounted for 66
percent of charity care costs and 58 percent of bad debt costs in HSA V. The MCHR
physician practice plans also provide a substantial amount of indigent care. MCHR
reports that, in FY 1991, charity patients represented six percent of gross charges.
Charity care costs for the two physician practice plans exceeded $3 million dollars, and
represented about eight percent of total costs.

Indigent Care Funds Are Allocated to MCHR and Affiliated Hospitals

Historically, MCHR has allocated its ICAP between the medical school and the
affiliated hospitals according to a plan which is approved by the DPB director. The plan
defines medical indigency for the purpose ofthe appropriation, specifies the types ofcosts
that may be accounted for as indigent losses, and explains how the funds are to be
allocated between the affiliated hospitals and MCHR.

Definition of Medical Indigency. The plan stipulates that a medically
indigent patient is one who is unable to pay for required medical services and whose
spouse, parent, or guardian is unable to meet this need. The patient must meet a means
and/or income level "test to determine the ability to pay for required medical care. The
patientmust also be a Virginia resident. Inaddition, services providedmustbemedically
necessary, as determined by consistency with Medicare or Medicaid guidelines.

Determination ofIndigent Care Losse«: The MCHR plan stipulates that in
determining indigent care losses, hospitals and physicians may include: (1) bad debt
costs, (2) charity care costs, (3) unreimbursed State and Local Hospitalization (SLH)
program costs, (4) the cost ofadult inpatient days beyond the Medicaid limit of21, and
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(5) the difference between reported-costs and reim·bursement for Medicaid patients.
Hospitals may not include contractual adjustments (the difference between reimburse­
ment and charges).

The plan also stipulates that the leAP is to be the payor of last resort. The
affiliated teaching hospital or physician is expected to determine the availability of
payment from Medicare, Blue CrossIBlue Shield, Medicaid, SLH program, and other
sources prior to classifying the claim as eligible for indigent care funding. Appropriated
funds are not to be used to.provide reimbursement in cases where other reimbursement
is available. '.

Allocation ofIndigent Care Fund,. Since FY 1990, the MCHR allocation
plan has called for 30 percent ofthe ICAP'to beallocated to the affiliated hospitals, and
70 percent to beallocated to MCHR. However, sineeFY1991, the teachinghospitals have
agreed to increase their affiliation support inan am9unt equal to their share ofthe leAP.
The net effect is that all. of the leAP funds are used. to support MCHR educational
activities and physician services, MCHR staff reported that this internal reallocation
was required to offset the Medical College'sincreasing costs, the lack ofother funding for
these essential programs, andthe lack of increase in State support since 1986.

Thus, inFY 1991~an amount equal to the total appropriation of$4,036,945 was
allocated to MCHR (Table 11). A total of$60,555 wasused to cover administrative costs.
Another $40,369 was used to fund a cooperative research and demonstration program
with the region's health departments and hospitals to improve perinatal care for indigent
people. The remaining $3~936,021was used to support medical education and indigent
care provided through the faculty practice plans. In addition, interestearnings of$9,883
were also allocated to MCHR.

Asexplained earlier, MCHR is required to submit an ICAP apportionment plan
for the approval of the director ofDPB. As long as MCHR continues its policy of no net
allocation ofICAP funds to the affiliated hospitals, this policy should be reflected in the
indigent care apportionment plan.

Recommendation (8). The Medical College of Hampton Roads should
modify its plan for apportioning State indigent care appropriations to reflect
actual apportionment,offunds between the Medif;81 College and the affiliated
hospitals.

ELIGIBILITY, SCOPE OFSERVICES, AND REIMBURSEMENT RATES

Inits budget addendum for the 1992..94 biennium, MCHRrequested an increase
of more than $1.4 million per year for indigent care. This request would have increased
the annual appropriation to $5.5 million, or roughly half of the indigent care losses
reported by MCHR physicians in FY 1991.
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Table 11

Medical College of Hampton Roads Net Allocation of ICAP

.wI JJ!BB .l1l8.9. ~ raai

Medical EducationlIn.die:ent_Care Anerooriation $4,036,945 $4,036,945 $4,036,945 $4,036,945 $4,036,945

Less: 1 1/2 % Adminstration Costs ($60,555) ($60,555) ($60,555) ($60,555) ($60,555)
1%Research and Demonstration Program $0 $0 $0 ($40,369) ($40,369)

0) I Funds Available for Allocation $3;976,390 $3,976,390 $3,976,390 $3,936,021 $3,936,0210)

Allocation for Physician Services $1,988,195 $1,988,195 $2,187,015 $2,755,474 $3,936,021

Plus: Interest Earned $50,271 $78,861 $11,183 $8,976 $9,883

Allocation for Hospital Services $2,038,466 $2,067,056 $1,800,559 $1,189,523 $0

Source: JLARC .taft' analysisofMedical College ofHamptonRoads data. FY 1987 throughFY 1991.



However, JLARC staff identified three concerns with MCHR's estimate of
indigent care losses. First, this estimate was basedon charges rather than costs. Second,
the estimate included Medicaid contractual adjustments (the difference between Medic­
aid charges and reimbursement), which may be inconsistent with State Medicaid policy.
Third, the estimate did not consider the financial impact of the Trust Fund on the
affiliated teaching hospitals.

When these concerns are taken into account, indigent care losses at MCHR and
its affiliated hospitals are still substantial butconsiderably less than what was indicated
by the 1992-94 budget addendum. As a result, ICAP reimbursement rates appears to be
more adequate than indicated in the budget addendum. When requesting indigent care
appropriations in the future, MCHR should report indigent care losses on the basis of
costs rather than charges. In addition, the General Assembly should clarify its intent to:
(1) include Medicaid contractual adjustments in the detennination of indigent care
losses, and (2) allow the ICAP to be used to supplement the Trust Fund as a source of
charity care financing.

There are no major concerns about eligibility and scope of services. Although
the eligibility guidelines for indigent care at MCHR are different from those at VCU!
MCVH and UVAMC, these differences do not have a major impact at current levels of
funding. MCHR limits the scope ofservices for indigentcare to those covered by Medicaid
or Medicare. This limitation also appears reasonable considering the current level of
funding.

Method for Determining Indigent Care Losses Should Be Revised.

In its 1992-94 budget addendum, MCHR reported its indigent care losses on the
basis of charges. This practice is inconsistent with that used at VCUIMCVH and
INAMC, which are required by the APA to report their indigent care losses on the basis
ofcosts for the purpose of their appropriation. This decision was made because costs are
a more accurate indicatorofthe actual outlayofresources than charges. Charges are the
starting point for negotiations with private insurers and other payors. Charges mayor
may not be reflective of the actual cost of producing a service.

The 1992-94budget addendum also includedMedicaid contractual adjustments
in its calculation of indigent care losses. Contractual adjustments are the difference
between charges for Medicaid services and actual reimbursement. This policy could be
interpreted as conflicting with a State policy which holds that providers are to accept
Medicaid reimbursement as payment in full. By including Medicaid contractuals in the
assessment of indigent care losses, MCHR and its affiliated hospitals were in effect
requesting reimbursement from the State for unrecovered Medicaid charges.

While MCHR has included Medicaid contractuals in the determination of
indigent care losses for its budget request, it" has not actually reimbursed providers for
Medicaid contractuals, according to MCHR staff. However, beginning with the FY 1992­
94 biennium, MCHR is reimbursing providers for unreimbursed Medicaid costs (as
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opposed to unreimbursed charges), within the limits of available funding. This policy is
similar to the policy followed by VCU/MCVH and UVAMC, as reviewed in Chapter III.
According to MCHR staff, this policy was adopted in an effort to make MCHR's
determination of indigent care losses more consistent with that of VCUIMCVH and
lNAMe.

These cost accounting methods have a major impact on the determination of
indigent care losses, and therefore the assessment of the adequacy of indigent care
reimbursement rates. If physician reimbursement rates were assessed on the basis of
costs exclusive ofMedicaid contractuals, it appears that the leAP would have more than
covered costs in FY 1990 and FY 1991. Reimbursement rates for hospitals would also
appear more favorable.

Reimbursement Rates for Physicians. Table 12 compares indigent care
funding to indigent care losses for both MCHR physicians and affiliated hospitals
between FY 1987 and FY 1991. During this timeframe, indigent care charges for
physicians increased from $6.3 million to nearly $11 million (column 2). Indigent care
allocations to the faeuI ty practice plan increased from nearly $2 million in FY 1987 to
more than $3.9 million in FY 1991. The percentage of physician losses covered by the
leAP increased from 32 percent in FY 1987 to 36 percent in FY 1991 (column 4).

The percentage ofindigent care losses covered by the ICAP appears larger when
losses are calculated based on costs rather than charges. As shown in column 5, indigent
care costs were significantly less than charges (column 1), ranging from just over $4
million in FY 1987 to $7.1 million in FY 1991. Under this cost accounting method, it
appears that the proportion of indigent care losses covered by the leAP ranged from 42
percent in FY 1989 to 55 percent in FY 1991 (column 6). This is an increase of19 percent
in FY 1991.

The indigent care reimbursement rates for physicians appear more favorable
when Medicaid contractual adjustments are removed from the calculation of indigent
care losses. Column 7 shows indigent care costs after removing Medicaid contractual
adjustments. Under this method, physician indigent care losses are further reduced,
ranging from less than $2.3 million in FY 1987 to just over $3 million in FY 1991. As
shown in column 8, under this method it appears that the indigent care allocations
actually exceeded indigent care losses by eight percent in FY 1990 and 29 percent in FY
1991.

Reimbursement Rates for Hospitals. As is the case with reimbursement
rates for physicians, the adequacy ofreimbursement rates for the affiliated hospitals also
depends on how indigent losses are defined. As shown in column 2 of Table 12, total
indigent care charges at the affiliated hospitals increased from $37.9 million in FY 1987
to $92.5 million in FY 1991. As shown in column 3, the portion of these charges covered
by the indigent care allocations declined from five percent in FY 1987 to zero in FY 1991
(when no funds were allocated to the hospitals).

When total charges are reduced to costs (column 5), the proportion of losses
covered by the indigent care funds appears to increase (column 6). When indigent care
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Table 12

Indigent Care Appropriations Compared to Indigent Care Costs
Medical College of Hampton Roads

FY 1987 · FY 1991

(1) (2) (3) (4) (5) (6) (7) (8)
Total Total Charges

Indigent Charges Adjusted Less Medicaid Adjusted
Care ICAP % of Losses Reduced % of Losses Contractuals % of Losses

Charges Allocation Reimbursed to Costs Reimbursed Reduced to Costs Reimbursed

Physicians

FY 1987 $6,300,000 $1,988J95 32% $4,095,000 49% $2,268,712 88%
FY 1988 $7,200,000 $1,988,195 28% $4,680,000 42% $2,801,673 71%

Ch I FY 1989 $8,100,000 $2,187,015 27% $5,265,000 42% $2,577,985 85%
~ FY 1990 $8,904,611 $2,755,474 31% $5,787,997 48% $2,545,772 109%,

FY 1991 $10,981,497 $3,945,904* 36% $7,137,973 55% $3,066,446 129%

Hospitals

FY 1987 $37,900,879 $2,038,466* 5% $25,338,889 8% $11,769,218 17%
FY 1988 $46,871,166 $2,067,056* 4% $28,644,710 7% $11,263,313 18%
FY 1989 $60,507,137 $1,800,559* 3% $39,090,874 5% $12,430,392 14%
FY 1990 $73,595,482 $1,189,523* 2% $46,808,616 3% $15,894,341 7%
FY 1991 $92,508,384 $0 0% $59,324,720 0% $17,937,936 0%

"Includes interest earnings resulting from lags between the receipt of funds from the State and quarterly disbursement of funds.

Source: JLARC staff analysis of Medical College of Hampton Roads data, FY 1987 through FY 1991.



losses are detennined on the basis of Medicaid costs exclusive ofMedicaid contractuals
(column 7), the proportion of losses covered by the indigent care funds increases further.
Under this cost accounting method, it appears that the indigent care funds covered as
much as 18 percent of hospital indigent care losses in FY 1988 before declining to zero
percent in FY 1991 (column 8).

CostAccountingShouldBe Revised. Reportingofindigentcare losses on the
basis ofcharges overstates the cost ofindigent care and understates the sufficiency ofthe
ICAP. The APA requires VCUIMCVHand UVAMC to report their indigent care losses
on the basis of costs. When submitting budget requests and other materials to DPB and
the General Assembly, MCHR should calculate the value of its indigent care contribu­
tions on the basis of costs rather than charges.

The policy implications of including unreimbursed Medicaid costs in the
calculation of indigent care losses are less straightforward. From the perspective of
providers, it may appear justifiable to include unreimbursed. Medicaid costs in the
determination of indigent care losses because Medicaid payments are perceived to be
insufficient. The 1992 JLARC report, Medicaid-Financed Physician and Pharmacy
Services in Virginia, found that Medicaid physician reimbursement is generally lower
than that of other payors, and that some physicians limit the number of Medicaid
patients in their practices because of low reimbursement. The 1992 JLARC report,
Medicaid-Financed Hospital Services in Virginia, found that hospital providers are also
dissatisfied with Medicaid reimbursement rates. From the perspective of the Depart­
ment of Medical Assistance Services (DMAS), Medicaid reimbursement rates are
sufficient for efficient providers.

The General Assembly could decide to exclude unreimbursed Medicaid costs
from the determination ofindigentcarecosts atMCHR. Such a policy wouldbe consistent
with the principle of accepting Medicaid reimbursement as payment in full. However,
it could also adversely affect the ability ofMCHR physicians and affiliated hospitals to
serve Medicaid patients.

Recommendation (9). The Medical College of Hampton Roads should
use costs rather than charges as the basis for requesting indigent care appro­
priations and reporting indigent care losses.

Recommendation (10). The General Assembly should clarify its intent
for the inclusion of unreimbursed Medicaid costs in the determination of
indigent care losses at the Medical College of Hampton Roads.

Legislative Intent Should Be Clarified for Hospital Reimbursement

As explained earlier, the affiliated hospitals have agreed to forego their share
of the ICAP since FY 1991. However, this policy has not left the institutions without any
support for charity care. Beginning in FY 1991, the Trost Fund reimbursed hospitals for
a portion of their charity care. In fact, in FY 1991, the affiliated hospitals, as a group,
received more from the Trust Fund than they would have received from the ICAP.
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Table 13 shows the net Trust Fund payments for each of the MCHR affiliated
hospitals in FY 1991. The data indicate that four of the seven hospitals received
payments from the Trust Fund, while three hospitals made payments to the Trust Fund.
Overall, the affiliated hospitals received a net benefit ofmore than $2.3 million from the
Trust Fund, or 13% of their indigent care costs less Medicaid contractuals. State general
funds comprised more than $1.9 million of the $2.3 million. By comparison, the affiliated
hospitals would have received only $1.2 million from the ICAP according to the MCHR
plan.

--------------Table13~--------------

Net Trust Fund Contributions at MCHR
Mfiliated Hospitals, FY 1991

Hospital

Chesapeake General
Childrens-King's Daughters
Depaul
Maryview
Portsmouth General
Sentara Health Systems
Virginia Beach General

TOTAL

Source: JLARC staff analysis ofDMAS data.

Net Contribution

($66,769)
($60,359)

$1,206,448
$187,008
$305,975
$948,637

($174203)

$2,346,737

State Share of
Net Contribution

$0
$24,624

$957,617
$130,678
$189,316
$607,004

$0

$1,909,059

Given the presence ofthe TrustFund, the General Assembly may wish to clarify
its intent to use the leAP to support charity care at the affiliated hospitals. The General
Assembly could decide to disallow the use of the leAP for hospital charity care. This
decision could be based on the premise that the Trust Fund is the preferred method of
subsidizingcharitycare at non-State hospitals. Under this approach, use ofthe leAPfor
hospital charity care would be considered unnecessarily duplicative of the Trust Fund
payments. However, the leAP could still be used to finance hospital care for indigent
patients with incomes above 100 percent of poverty.

Alternatively, the General Assembly could decide that the ICAP should be used
to supplement the Trust Fund, subject to the availability offunds. Such a decision could
be based on the view that the teaching hospitals incur additional costs because of their
teaching activities.

In any case, MCHR should appropriately account for the impact ofTrust Fund
payments to hospitals when determining indigent care costs. This will provide a more
accurate estimation of the unsponsored indigent care costs at the institutions.

71



Recommendation (11). Due to the presence ofthe Indigent Health Care
Trust Fund, the General Assembly shouldc~fyits intent to use the indigent
care appropriation to subsidize charity care provided by the teaching hospi­
tals affiliated with the Medical College of Hampton Roads.

Recommendation (12). The Medical College ofHampton Roads should
subtract net positive payments from the Indigent Health Care Trust Fund
when determining indigent care losses at its affiliated teaching hospitals.

Eligibility and Scope of Services Are Reasonable

The eligibility guidelines for MCHR are much like those for VCUIMCVH and
UVAMC,with two exceptions: (1) only Virginia indigents are eligible for funding, and (2)
hospitals are allowed to include all bad debt in the determination of their indigent care
losses, as opposed to only the portionofbad debt for people with incomes up to 200 percent
ofpoverty. At CUJTent levels of funding, MCHR's bad debt policy would appear to have
a minimal fiscal impact. Ifindigent care funding levels were to be significantlyincreased
in future years, it may become necessary to place limits similar to those at VCUIMCVH
and UVAMC on the determination of eligibility at MCHR.

The scope of services for indigent care at MCHR is similar to that of VCU/
MCVH. Current service limitations for indigent care are more restrictive than at
UVAMC. While there are no service restrictions at UVAMC, MCHR limits the services
which can be accounted for as indigent care losses to those allowable under Medicare or
Medicaid. This policy appears to be reasonable compared to those ofother state indigent
health care programs.

OPTIMIZING GENERAL FUNDS

SJR 180 requested JLARC to identify options for using Medicaid funds to pay
for services which are solely fmanced with general funds. Such options are often
desirable because State general funds canbematched dollar for dollarwith federal funds.
As described in Chapter II, Virginia has alreadyimplemented a policy for sharingthe cost
of the leAP to VCU/MCVH and UVAMC with the federal government through the
Medicaid program. This section examines whether itmight be possible to implement a
similar approach for the ICAP to MCHR.

The policy at VCUIMCVH and UVAMC involves the use ofMedicaid dispropor­
tionate share adjustment (DSA) payments. DSA payments are special Medicaid
payments for hospitals which serve a disproportionate share of indigent patients.
Beginning in FY 1992, a portion of UVAMC's and VCUIMCVH's ICAP was reallocated
to the Virginia Medicaid program, with the remainder being used by the State for other
purposes. These funds and the matching federal dollars are being returned to the two
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hospitals in the form ofenhanced Medicaid DBA payments. Thus, State general funds
are saved while the institutions do not experience a loss in funding.

There is a possibility of implementing an enhanced Medicaid DSA policy
through MCHR's affiliated hospitals. This option would involve assigning a special DSA
designation to one or more of the affiliated hospitals for Medicaid reimbursement. All or
a portion of the ICAP to MCHR could then be reallocated to Virginia Medicaid in order
to draw federal matching funds. The leveraged funds could then be returned to the
MCHR teaching hospitals in the form of enhanced Medicaid DBA payments. A portion
ofthose funds could be returned to MCHR in the form of enhanced affiliation payments,
much in the manner that the leAP allocation is currently handled.

The feasibility of this option is uncertain for a number of reasons. A new
disproportionate share payment policy would have to be approved by the U.S. Health
Care Financing Administration (HCFA). Agreements would have to be made between
the State, MCHR, and the affiliated hospitals on the amount and distribution of funds
involved. Also, implications for Medicaid payment reform would have to be carefully
scrutinized.

For these reasons, the Joint Commission on Health Care should request the
SecretaryofHealth andHuman Resources and the SecretaryofEducation to examine the
feasibility of using Medicaid funds to support indigent care by the Medical College of
Hampton Roads. In addition, the memorandum. ofagreement developed for joint budget
and program review ofVCUIMCVH and UVAMC between these two secretaries should
include MCHR.

Uncertain Factors Affect Feasibility

There are a number ofcontingencies which would determine the feasibility of
an enhanced Medicaid DBA strategy at the affiliated hospitals. At a minimum, the
feasibility of the option would be highly dependent on federal requirements, the
cooperation of the designated hospitals, and Medicaid reimbursement reform.

Federal Requirement». Federal requirements are a concern because HCFA
would have to approve a Medicaid State Plan amendment to enact a special DBA policy
for the designated hospitals. Federal regulations do not appear to rule out this
possibility. Also, HCFA has approved a special DSA designation for VCU/MCVH and
UVAMC. Ultimately, however, HCFA would have the final ruling over a new DSA
proposal to obtain additional federal matching funds.

In addition, as explained in Chapter II, in future years there will be federal
limits on the extent to which states can increase their Medicaid DSA payments. The
extent to which Virginia will be able to increase its Medicaid DSA payments in the next
fiscal year is still uncertain.
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Cooperation ofHospitals, The identified teaching hospitals would also have
to agree to participate in an enhanced DSA policy. Special agreements would have to be
developed to specify obligations and administrative processes for each institution.
Estimates would have to be developed for the amount ofenhanced DSA payments to be
received by each hospital. Affiliation costs would have to be increased by a specified
amount in order to return a portion of the DSA funds to MCHR.

Medicaid Payment Reform. The feasibility of the option would have to be
considered in the contextofMedicaidpaymentreform. Under the settlement terms of the
Virginia Hospital Association (VIlA) lawsuit against the State, the Commonwealth has
limited flexibility to implement Medicaid reimbursement reform prior to FY 1997. In the
interim, implementation ofa special DSA policy for the affiliated hospitals may require
the approval of the VIlA. Furthermore, a special task force on Medicaid inpatient
reimbursement is scheduled to begin meeting in 1995 in order to revise the reimburse­
ment system for implementation in FY 1997. Revisions implemented at that time may
also affect the feasibility of a special Medicaid DSA policy.

Enhanced Medicaid DSA Payments to MCHR Teaching Hospitals

An essential requirement of this option is the ability to increase Medicaid
payments only to those hospitals which are designated as teaching hospitals by MCHR.
This would facilitate the transfer of Medicaid DSA dollars to MCHR in the form of
affiliation payments. Thus, the focus is on those hospitals which are both Medicaid DSA
hospitals and MCHR teaching hospitals which pay for their affiliation status. As ofFY
1991, there were three hospitals which met these requirements: Children's Hospital of
the King's Daughters, Depaul Hospital, and Sentara Norfolk Hospital (part of Sentara
Health Systems).

Step 1: Separate Medicaid DSA Statu•. The three identified hospitals
would have to be given a separate MedicaidDSAstatus inorder to receive enhanced DSA
payments. This would be necessary in order to target the enhanced disproportionate
share payments to these hospitals only. The criterion for special designation could be
each hospital's status as a MCHR affiliated teaching hospital. Once the hospitals
obtained a special DSA status, an enhanced DSA payment policy could be developed for
each hospital by DMAS.

Step 2: Establish Enhanced Medicaid DSA Payment Rate. The DSA
payment rate would be based on the amount of the leAP the State was willing to
reallocate to Virginia Medicaid. For example, if the State were to allocate to Virginia
Medicaid all of the current MCHR leAP of more than $4 million, then an equal amount
of federal matching funds could beobtained, and a total of more than $8 million could be
distributed to the hospitals in the form of enhanced DSA payments. Or, if the State
wanted to save general funds, an amount less than $4 million could be allocated to
Virginia Medicaid, and the resulting total offederal and State funds could be distributed
to the teaching hospitals through enhanced Medicaid DSA payments.
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Step 8: Payment' to MCHR. If State and federal matching funds could be
successfully distributed to the teaching hospitals through enhanced DSA, then the next
step would be to channel a portion of the funds toMCHR. One available mechanism for
doing so is the affiliation costs paid by the hospitals to MCHR. These payments for
affiliation could be enhanced by an appropriate amount in order to transfer an agreed­
upon portion of the enhanced DSA to MCHR. MOHR could then use these funds to
finance indigent physician care and educational costs of the institution.

Further Study is Necessary

Given the uncertain feasibility ofthis option, it will require further study before
a definitive course of action may be taken. Considering that the option involves both
education and health care policy, the Secretary ofEducation and Secretary ofHealth and
Human Resources should be involved in the review.

In addition, because the potential for .optimizing general funds exists at the
Medical College ofHampton Roads, a formal mechanism for joint budget and program
review by the Secretary of Education and SeCretary of Health and Human Resources
should be implemented. As was discussed in Chapter III, the relationships between
indigentcare funding and Medicaid and betweenmedical education andindigentcare are
intertwined. Therefore, both secretaries should have the opportunity to commenton and
review budgetary decisions affecting State support to a medical education entity which
also provides significant levels of indigent care.

Recommendation (13). The Joint Commission on Health Care should
request the Secretary of Health and Human Resources and the Secretary of
Education toexamine thefeasibility ofusingMedicaid funds to cross-subsidize
indigent care at the Medical College of Hampton Roads and its affiliated
hospitals.

Recommendation (14). The memorandum of agreement between the
Secretary of Education and Secretary ofHealth and Human Resources imple­
menting joint budget and program review for the State teaching hospitals
should also include the Medical College of Hampton Roads.
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v: Optimizing General Funds for
Indigent Hospital Care

In Virginia, as in most other states, hospital costs have continued to grow
rapidly. At the same time, the number of uninsured people has increased. Together,
these factors have increased the cost of hospital-based indigent health care programs.
Consequently, Virginia has continued to search for ways to control indigent health care
spending while providing reasonable access to care.

Tocontrol indigenthealth care spending, the states are attempting to maximize
their use of the Medicaid program. Because the federal government matches a percent­
age ofeach state's Medicaid expenditures, it canbemore cost effective for a state to cover
indigent care costs through Medicaid, rather than through other State-supported
programs. In light ofthis fact, SenateJointResolution(SJR) 180(1991)directedJLARC
to "examine the relationship [ofMedicaid] withotherState programs to promote optimal
utilization ofState funds," and to "identify options for using Medicaid funds for services
currently supported with general funds."

As discussed in previous chapters, Virginia has already transferred a portion of
the State teaching hospital indigent care appropriations (ICAP) to Medicaid to draw
federal matchingfunds. JLARC staffexamined additional ways thatcouldmaximize the
use ofMedicaidfunds for indigenthospitalcare. Specifically,possibilities were examined
for: (1) expanding Medicaid eligibility to include people covered under other State
indigent care programs, (2) expanding Medicaid services to include those covered under
other programs, and (3) using Medicaid funds to cross-subsidize other programs.

First, with regard to eligibility, analysis was conducted to assess the potential
for expandingMedicaid eligibility to reduce demand for the State and Local Hospitaliza­
tion (SLH) program and the Indigent Health Care Trust Fund (Trust Fund). Findings
indicate that expandingMedicaid eligibilitywouldcost the State more than it would save
in either the SLH program or the Trust Fund.

. Second,with regard to services, analysis was performed to assess the financial
impact of the Medicaid 21-day length of stay limit. Although a lack of data prohibits
definitive conclusions, the 21-day length of stay limit appears to be cost effective for the
State. However, this limit should be reevaluated based upon more systematic data
collection by the Department of Medical Assistance Services (DMAS) prior to the
convening of the 1995 task force on Medicaid inpatient reimbursement.

Another major Medicaid service restriction is non-coverage of certain trans­
plants. In Chapter III, it was recommended that the Secretary of Health and Human

. Resources conduct an in-depth examination of these limits. This recommendation was
made because some transplants for Medicaid patients are now being financed entirely
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with State general funds through the ICAP. Additional research by JLARC staff
indicates that no transplants have been financed through either the SLH program or the
Trust Fund. -

Finally, JLARC staff examined the possibility of using Medicaid to cross­
subsidize the SLH program and the Trust Fund in ways similar to what has been done
with the leAP. The purpose was to identify methods to increase federal funding for
indigent care without compromising the current mission of these programs. Although
the SLH program currently covers some services provided outside of the inpatient
hospital setting, the largest portion of SLH funding supports inpatient hospital care.
Therefore, options to cross-subsidize the SLH program through Medicaid were analyzed
based on inpatient reimbursement.

In this context, JLARC staffidentifiedoptions for using Medicaid funds to cross­
subsidize the SLH program and the Trust Fund. However, analysis indicates that it
would be difficult to implement these options due to federal regulations, administrative
obstacles, and the requirements of the Virginia Hospital Association (VHA) 'lawsuit
settlement agreement. There are other options available to the State which could be
simpler to implement, but which would change the nature of the SLH program and the
Trust Fund. ~.

MEDICAID ELIGmILITY EXPANSIONS NOT COST EFFECTIVE

One way to maximize State funding for indigent hospital care is to cover more
ofthe indigent population under Medicaid, for which a significant proportion ofcosts are
shared with the federal government. However, analysis indicates that the cost of
expandingMedicaid would likelyoutweigh what the State couldsave in the SLHprogram
or the Trust Fund, for five reasons.

First, new eligibles would have to be covered for all Medicaid services, not just
hospital care. Second, Medicaid is an entitlement program which requires payment for
all recipients, but SLH and the Trust Fund are not. Third, in most cases expansion of
Medicaid eligibilitywould require expansion ofother federal/State programs such as Aid
to Dependent Children (ADC). Fourth, because offederal eligibility restrictions, only a
portion of those eligible for the SLH program or the Trust Fund could be made eligible
for Medicaid. Fifth, expanded eligibility could tap hidden demand because eligibility
would not be limited tojust those people who would have received services under the SLH
program or the Trust Fund.

Eligibility Expansion Would Mean Coverage
for Services beyond Hospital Care

Medicaid coverage entitles recipients to medical care in a variety of settings.
Not only maya Medicaid recipient receive care in a hospital, but the recipient also is
entitled to a wide range ofother services, including long-term care and ambulatory care.
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Ifthe State were to expand Medicaid eligibility for the sole purpose of including
some patients from the SLH program or the Trust Fund, the State would have to expect
to cover Medicaid hospital expenses as well as services provided in other settings. For
example, inFY1991, the average SLHclaim paid was $2,439, while the average Medicaid
inpatient claim was $2,982. In addition, the average cost per Medicaid recipient of long­
term care was $14,838 and the average cost per Medicaid recipient of ambulatory care
was $688 in FY 1991. Thus, even with the benefit offederal matching funds, the State
could expect to spend more on a Medicaid recipient than a SLH recipient over time.

Medicaid is an Entitlement Program Requiring Reimbursement
for Each Recipient

All individuals who are Medicaid-eligible and who have received hospital care
are entitled to have those services paid for by the Medicaid program. In contrast, the SLH
program only pays for an individual's hospital care, iffunds are available. SLH funds are
appropriated yearly, and are distributed on a first come first serve basis. There is more
demand for the funds than there are funds appropriated. Consequently, there is a
considerable amount of care provided to SLH program eligibles which goes unfunded
each year. For example, in FY 1992, more than $36 million in inpatient hospital claims
were unfunded because SLH program funds were exhausted. Similarly, the Trust Fund
does not reimburse hospitals for all charity care.

As a result, ifsome SLH program or Trust Fund recipients were instead made
eligible for Medicaid, the State would be required to payfor theircare. This could actually
increase State outlays rather than save general funds.

Most Options for Expansion Would Require Increased Spending
for Other federal/State Programs

Medicaid eligibility in most cases is tied to eligibility for ADC or the Supplemen­
tal Security Income (881) programs. Therefore, changes to expand Medicaid eligibility
would require either increasingADC or 88I income standards, or choosing to cover some
other non-covered optional group that is tied to ADC or SS!. Such a policy would require
a greaterState financial commitment in terms ofoveralloutlay for ADe orSSI payments,
as well as additional Medicaid payments.

For example, during the 1991 Session of the Virginia General Assembly, the
Senate budget proposal included a clause to increase the State ADC income limits and
paymentstandards by four percent (it was ultimatelyrejected). This increase would have
resulted in an estimated 4,000 persons becomingeligible for Medicaid. The projected cost
of providing Medicaid services to these individuals was $3.3 million in State general
funds. The total State outlay for the change would have been higher, since changes to the

.ADC program would also require an additional $4 million in State payments. Therefore,
the increase in State financial commitment through a combination of increased ADC or
S81 costs and increased Medicaid costs would appear to outweigh anyfinancial gains that
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could be achieved through expanding Medicaid eligibility to accommodate SLH program
or Trust Fund recipients.

Shift in Recipients from SLH or the Trust Fund to Medicaid Could be Small

IfMedicaid eligibility were expanded, it is likely that few ofthese new eligibles
would have been covered by the SLH program. According to DMAS and Department of
SocialServices(DSS) staff, most people who are coveredthrough the SLHprogram would
not qualify for Medicaid even if the eligibility standards were changed, because these
individuals would not meet the federal categorical requirements for ADe or SS!.
Analysis oflimited SLH claims data appears to confirm that there is a potentially large
SUI population - nondisabled males between the ages of22 and 65 - that could not be
eligible for Medicaid if income standards were changed.

Based on federal Medicaid eligibility rules, most males between the ages of 22
and 65 who are not disabled cannot be insured under Medicaid regardless of their level
of income and resources. By federal design, this group is broadly denied Medicaid
coverage. In FY 1992, most SLH program recipients were male (Table 14). Also, most

--------------Table14--------------
SLH Dollars Expended for Hospital Care*

According to Sex and Age, FY 1992

Male
Female

Percent of
8m PowiatiQP

56%
44

ARinYears

0-22
23-65

over 65

Percent of
8m PO,pulation

7%
91

2
*Includes inpatient and outpatient care

Source: JLARC staff analysis of Department ofMedical Assistance Services' SUI claims data, FY 1992.

SLH recipients were between the ages of23 and 65. This suggests that the SLH program
covers a large group ofmales that Medicaid does not cover, The Trust Fund population,
on the other hand, is unknown. Very limited data exist on the recipient population, so
it is unclear what the impact ofexpanded Medicaid eligibility would have on the Trost
Fund.

Expanded Eligibility Could Tap Hidden Demand

Inthe attemptto drawindividuals from the SLHprogram orthe TrustFundinto
Medicaid by expanding eligibility, it is possible that more individuals would be covered
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under Medicaid than would otherwise be covered under the SLH program or the Trust
Fund. Currently only people in need of hospital care benefit from the SLH program or
the Trust Fund. HMedicaid eligibility were expanded, all citizens meeting the eligibility
criteria would become eligible for Medicaid. Therefore, it is likely that more individuals
would be brought into the Medicaid program than the number of individuals who
otherwise would- be covered through SUI or the Trust Fund.

MEDICAID 2I·DAY LENGTH OF STAYLIMIT APPEARS COST EFFECTIVE

At non-State hospitals, Medicaid adult inpatient hospital stays that exceed 21
days may be reimbursed through the Trust Fund. At the State teaching hospitals,
Medicaid stays beyond 21 days can be reimbursed through the leAP. A limited
assessment of the impact of the 21-day limit on the Trust Fund and the leAP indicates
that the limit is most likely cost effective for the State. However, a more comprehensive
assessment should be conducted. Ifthis assessment indicates a potential for optimizing
general funds, then the 1995 task force on Medicaid inpatient reimbursement should
examine modifications to this limit.

Limited Assessment Indicates 21.Day Limit Is Cost Effective

Todetermine the impactofthe Medicaid 21..day length ofstay limit on the Trust
Fund, JLARC staff attempted to identify individual patients whose inpatient stays
beyond 21 were written off to the Trust Fund. However, there was insufficient data to
complete this analysis on a statewide basis.

A limited review based on FY 1991 infonnation from 12 non..State hospitals
indicates that Medicaid recipients stayed a total of 6,364 days beyond the 21-day limit
(Table 15). Because of data limitations, it was possible to track only individual patients
whose days beyond 21 were written off to the Trust Fund at three of the 12 hospitals. At
these hospitals, it would have cost the State $2.2 million ($1.1 million in general funds)
to cover the days in excess of21 through the Medicaid program. These hospitals received
in total approximately $998,000 from the Trust Fund, with $640,000 of the reimburse­
ment being State general funds. Thus, it would not have been cost effective for the State
to cover these days under the Medicaid program.

For the two State teaching hospitals, it would have cost the Virginia Medicaid
program approximately $11.7 million ($5.9 million in general funds) to cover the more
than 12,000 days in excess of21 during FY 1991 (Table 16). However, because of the 21­
day limit, the two hospitals reported approximately $10.5 million as indigent care costs
on their lCAP cost reports. The hospitals received approximately $8.2 million in State
general funds for these costs through the lCAP. Therefore, at the State teaching
hospitals, elimination of the 21-day limit would have saved the State general funds
because the lCAP reimbursement was approximately $2.3 million more than what the
general fund component of Medicaid reimbursement would have been.
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-------------Table15.---------------

Number of Patient Days Exceeding 21* and Their Cost
at Selected Non-State Hospitals, FY 1991

Days Beyond Medicaid
Hospital First 21 Per Diem Total Cost

Community Memorial Healthcenter 186 $325.39 $60,523
HCA Lewis Gale 80 402.55 32,204
Loudoun Memorial 78 501.50 39,117
Metropolitan 445 427.41 190,197
Mount Vernon 964 481.99 464,638
Page Memorial 0 341.87 0
Prince William 91 467.27 42,522
Riverside-Middle Peninsula 58 523.98 30,391
Sentara Leigh 168 380.41 63,909
Sentara Norfolk General 3,884 521.34 2,024,885
Southside Regional 289 401.12 115,924
Winchester Medical Center --l2l 404.61 48958

Program Total 6,364 $3,113,267

*These days of care were written off to the Trust Fund by the hospitals.

Source: JLARC staff analysis of hospital reported 21-day length of stay data, hospital charity care logs, and DMAS
cost settlement files.

--------------Table166--------------
Number of Patient Days Exceeding 21 and Their Cost

at State Teaching Hospitals, FY 1991

Hospital

University of Virginia Medical Center
Medical College ofVirginia

Program Total

Amount Written Off to
Indigent Care Cost Report

Amount of General Fund
Reimbursement

Days Beyond
First 21

3,411
8899

12,310

Medicaid
Per Diem

$970.67
$942.81

Total Cost

$3,310,955
$8390066

$11,701,021

$10,482,199

$8,186,258

Source: JLARC staff analysis of hospital reported 21-day length of stay data and DMAS cost settlement files.
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Basedon this finding, JLARC staffquestioned whetherthe 21·day length ofstay
iimit could be rescinded for only the State teaching hospitals. According to DMAS staff,
current federal laws and regulations do not allow states to exempt certain hospitals from
inpatient service restrictions. Therefore, the only way that State funds could be
optimizedwas ifnon-State acute care hospitals hadless than $2.3million in unreimbursed
Medicaid days (or the difference between the leAP and the general fund component of
Medicaid at the State teaching hospitals). As noted earlier, 12 hospitals had more than
$3.1 million in unreimbursed Medicaid days.

Current Reporting For Indigent Care Programs
Impedes Comprehensive Analysis

Because ofcurrent reporting requirements, there is no comprehensive method
ofdetermining the extent to which the State is payingfor adult Medicaid days beyond 21
through the Trust Fund. Hospitals are required to maintain a charity care log for the
Trust Fund. Program guidelines require that this log include the patient's principal
diagnosis, admission and discharge dates, gross family income, family income, and total
charges related to the stay. There is no requirement to include information concerning
the patient's eligibility for other indigent care programs. The hospital is not required to
report ifthe patient's account was attributed totbe TrustFund because the 21-daylength
of stay for Medicaid had been exceeded by the patient.

To ensure that the State is not expending more general funds than necessary
because of the 21-day length of stay limit, DMAS should implement reporting mecha­
nisms that will allow systematic analysis. Further, as noted earlier, a task force will
begin to examine potential methods of revising the Medicaid inpatient reimbursement
system in 1995. IfDMAS's collection of complete 21-day information indicates potential
for optimizing State funds, this task force should address the issue as part of reimburse­
ment reform.

Recommendation (15). The DepartmentofMedicalAssistance Services
should develop reporting mechanisms for Virginia Medicaid, the State and
Local Hospitalization program, and the Indigent Health Care Trust Fund that
will allow the agency to monitor the impact of the 21·day length of stay
Medicaid limit on these indigent hospital care programs.

Recommendation (16). TheJoint Commissionon Health Caremaywish
t.j consider ensuring that the current 21·day length of stay limit on adult
inpatient hospital stays is reconsidered during the work conductedby the 1995
task force on Medicaid inpatient reimbursement if systematic data collection
indicates that reimbursement of these days through other indigent care
programs is costing the State more general funds than what would be required
through Virginia Medicaid.
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OPTIMIZING GENERAL FUNDS THROUGH
CROSS-SUBSIDIZING 8LH AND THE TRUST FUND

One potential way to optimize general fund dollars for indigent health care
could be to cross-subsidize the SLHprogram or the TrustFund with Medicaid funds. The
objective would be to change the funding sources for these programs to garner additional
federal fmancial assistance, without compromising the mission of either program..

However, in practice this objective appears difficult to achieve. Federal
Medicaid regulations in conjunction with a complex SLH program. structure appear to .
make it difficult to fund SLH through Medicaid without changing the current program
characteristics. While combining Trust Fund monies with Medicaid may be possible,
further research is needed. For example, newly issued interim federal regulations could
prohibit the feasibility of this option. Until the regulations are final and their impact on
the Trust Fund understood, this option remains uncertain.

There are other options for maximizing federal matching funds, but these
options would require significant changes to the SLH program and the Trust Fund.
These possibilities are not examined in this report because they appear to be beyond the
scope ofSJR 180. Items nine and ten from SJR 180 specifically requested that indigent
healthcare programs, such as SLH and the TrustFund,beexamined with respect to their
relationship to Virginia Medicaid. Accordingly, the objective of this study was to
determine whether State funds could be optimized by maximizing the use of federal
matching funds through Medicaid.

In any case, although the VilA lawsuit settlement agreement could allow for
changes to be made to SLH or the Trost Fund prior to FY 199.7, the State may first need
approval from the participating hospitals. In addition, the settlement agreement calls
for discussions to begin in FY 1995 to revise Medicaid inpatient reimbursement
methodologies. Linking the Trust Fund or SLH funding to Medicaid inpatient reim­
bursement prior to a change in the Medicaid reimbursement methodologies could have
uncertain and potentially negative consequences.

VHA Lawsuit Settlement Agreement Constrains
Cross-Subsidization of SLH or the Trust Fund

As discussed in the 1992 JLARC report, Medicaid-Financed
Hospital Services in Virginia, Virginia was the defendant to a VHA lawsuit over Medi­
caid inpatient hospital reimbursement for approximately six years. In early 1992, the
Commonwealthand the VHA settled out ofcourt, with an agreementbindingboth parties
through State FY 1996. As part of that agreement, restrictions were placed on other
indigent care programs used to reimburse hospitals for State-defined charity care.
According to paragraph 4a of the agreement:
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The Commonwealth...agrees not to reduce general fund appropria­
tions to the State and Local Hospitalization program or the Indigent
Health Care Trust Fund program in a manner which will circumvent
this Agreement; provided however, the Commonwealth may restruc­
ture either such program and thereafter restructure the manner in
which such funds are applied.

Thus, it is possible that changes to the SLH program or the Trust Fund could
he interpreted by the hospitals as circumventing the settlement agreement. Also, in
aeeordance with the settlement agreement, a joint task force must begin meeting in
.January 1995 to discuss revising Medicaid inpatient reimbursement methods. Because
Medicaid inpatient reimbursement methods could change in FY 1997 as a result of the
~kofthis task force, any changes made to the SLH program or the Trust Fund which
would linktheir funding to thecurrentMedicaid inpatient reimbursementprocesses may
have to bechanged as well.

pption One: Cross..Subsidize SLH" Program through Virginia Medicaid

One option to maximize State indigent care funds is to channel SLH program
~dingthrough the Medicaid program. There are two mechanisms which could be used
~ pay hospitals for their SLH program costs through Medicaid. One mechanism is the
~dicaid disproportionate share adjustment, or DSA DSA payments are special
payments made to hospitals which serve a disproportionate share ofMedicaidor indigent
patients. The second mechanism is the Medicaid per diem rate. The per diem rate is the
basic rate which Medicaid pays to each hospital for a day ofcare.

Use of these mechanisms could .illow the State to capture federal matching
funds in the amount appropriated for the SUI program. The intent would beto keep the
siructure and integrity ofthe SLH program intact - changing only the funding stream.
This would mean that all current program processes would continue.

The potential financial benefits of transferring SLH program funds to Medicaid
aresignificant. The State couldeither: (Dcut inhalfits SLH program appropriation and
eontinue to fund hospitals at the same level they are currently funded under the SLH
program, or (2) use the federal match to double the level of funding currently appropri­
ated for hospitals as a means to cover more unfunded SLH program costs.

To illustrate, in FY 1991, SLH program payments for inpatient care totalled
$1~,5million.This amount included approximately $11.2 million in State funds and $1.3
million in local funds. Ifone-half of these combined funds ($6.25 million) were instead
slUfted to the Medicaid program, an additional $6.25 million in non-general funds could
have been raised through the federal match. The original total of$12.5 million could have
been returned to providers in the form of higher Medicaid payments. The State could

"have saved $5.6 million, while the local governments could have saved $.65 million.
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Alternatively, if all of the $12.5 million were shifted to the Medicaid program,
the State could have obtained federal matching funds of$12.5 million, resulting in a total
of$25 million to be reimbursed to hospitals. Since SLH program funding levels currently
do not cover all program costs (more than $19.3 million in FY 1991), this additional
reimbursement could have been used to cover those costs. .

However, a policyto cross-subsidize the SLH program would have to meet four
objectives in order to avoid compromising the mission of the program. First, the policy
would have to guarantee that local contributions wouldbeused to support the care oflocal
citizens. Second, the policywould have to limit spendingfor SLH patients to the amounts
allocated to localities at the start of the year. Third, the policy would have to allow clients
to maintain their connections with the SLH program, and to carry program benefits
across local borders. Fourth, the policy would have to allow all participating hospitals
to be reimbursed for SLH program costs. .

With these policy objectives in mind, JLARC staff analysis indicates that it
would not be feasible to use the Medicaid DBA mechanism because it would exclude
certain hospitals. Also, although the Medicaid per diem mechanism could include an
providers, it could be too impractical to implement.

Medicaid DBA Would Exclude Hospitals. Many hospitals which receive
SLH funding do not receive Medicaid DSA payments (Appendix D). For example, in FY
1991, of the 104 hospitals which participated in the SLH program, only 58 received a
Medicaid DSA payment. (These numbers include out-of-state and non-acute care
hospitals.) Furthermore, underfederal regulations it is not possible to make all hospitals
Medicaid DSA recipients. Therefore, under this reimbursement option, a number of
hospitals could not be reimbursed for their SLH program.costs. Because not all hospitals
are DSAhospitals, localities could not be guaranteed that their local contributions to the
SLH program would be used to support their local citizens.

Medicaid PerDiem Would be Administratively Complex. AllofVirgiIiia's
hospitals receive Medicaid per diem payments and thus all could be reimbursed for their
SLH program costs under this mechanism. However, the local nature of the SLH
program would make implementation of this option complex. The SLH program is
funded through local contributions and matching State contributions. These funds are
allocated annually to the localities. Hospitals bill against the locality allotments for SLH
program reimbursement. Hospitals must bill the locality where the recipient resides,
which may not necessarily be where the hospital is located.

Some localities run out of funding before others, depending upon recipient.
usage. Recipients are protected from hospital liability, so long as there is SLH program
funding available. Once their locality's funds are depleted, recipients are no longer
covered by SLH and are liable for all hospital bills.

These characteristics of the program would make it difficult to set enhanced
Medicaid per diem rates which reflect each hospital's SLH program.costs. Traditionally,
DMAS forecasts SLH program costs on the basis of locality need rather than the amount
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of funds spent at each hospital. New systems would have to be developed that could
accurately forecast SLH program. costs at each hospital inorder to detennine the amount
by which the Medicaid per diem would be increased. This process would have to be
completed for more than 90 hospitals and could result in a different Medicaid payment
rate for each hospital.

It also would be difficult to monitor SLH program costs in order to ensure that
budget allocations are not exceeded. As is currently done for the SUI program, DMAS
would have to monitor SLH program claims to ensure that localities were billed
appropriately, and that local allocations were not exceeded. This process would be
complicated by the need to reconcile SLH program costs against the enhanced Medicaid
per diem. At the end of the fiscal year, an expanded cost settlement and audit process
might be necessary to ensure that hospitals were not overpaid or underpaid. Again, this
monitoring process could be'difficult to implement for more than 90 hospitals.

In addition, even ifan appropriate reimbursement mechanism could be devel­
oped, federal Medicaid regulations might limit the amount of SLH funds that could be
shifted through Medicaid andpaid back to hospitals. Federal law requires that Medicaid
payment to a hospital must be in the aggregate lower than what Medicare would have
paid. If baseline reimbursement rates were increased to a point higher than what
Medicare would have paid, federal matching funds might be disallowed. Because in the
past a few hospitals have received large amounts of SLH program payments relative to
their Medicaid payment levels, this could put some hospitals over the federal limit.

Finally, this option could create additional administrative workloads for the
Trust Fund. For example, unless appropriate monitoringsystems were put inplace, this
option could make it more difficult to detennine which indigent patients were actually
covered under SLH and which were not. In turn, this could make it more difficult to
determine which patient accounts should be written off as charity care for the purpose
of the Trust Fund. Thus, this option may require new monitoring systems to ensure the
integrity of the charity care logs submitted for the Trust Fund.

Option Two: Cross-Subsidize Trust Fund through Medicaid

Another potential option to maximize State indigent health care funds is to
channel Trust Fund dollars through the Medicaid program to obtain the federal match.
Like the SLH option previously discussed, the intent would be to keep the structure of
the TrustFund intact - changingonly the funding stream. This wouldmaan that a" 4.he
current program processes would continue. : ";:: ·~:·S·').(

The benefits of restructuring the Trust Fund program ~to utilize the federal
Medicaid match are also significant. The State and participating hospitals could either:
(Dcut inhalftheir plannedcontributions and continue to fund hospitals at thesame level
they are currently funded, or (2) use the federal match to double the level of funding
currently appropriated for the Trust Fund, as a means to cover more charity care costs.
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To illustrate, in FY 1992, $6 million dollars in general funds and $6 million in
hospital contributions were appropriated to the Trust Fund for a total of $12 million. If
one-half of these funds were transferred into the Medicaid program, as much as $6
million could have been raised in non-general funds through the federal match. As much
as $12 million could have been returned to providers in the form of higher Medicaid
payments. The State could have saved $3 million, and the hospitals $3 million. Or, it all
of the $12 million were shifted to the Medicaid program, the State could have obtained
federal matching funds for as much as $24 million to be reimbursed to hospitals.

There are four essential characteristics ofthe Trust Fund, which are important
to the analysis ofthis option. First, the State as well as all acute care hospitals inVirginia
(except the University ofVirginia Medical Center (UVAMC) and the Medical College of
Virginia Hospitals of Virginia Commonwealth University (VCUIMCVH» contribute to
the Trust Fund. Second, the Trust Fund is designed so that funds are redistributed from
the hospitals which provide less charity care to those hospitals which provide more
charity care. Third, hospital contributions and payments are calculated and imple­
mented in the middle of the State fiscal year following thehospitaI fiscal year in which
the charitycare was actually provided. Fourth, a portion ofthe contributions to theTrust
Fund are cumulative, meaning that not all of the contributions to the Trust Fund in a
given year are spent in that year.

In light of this fourth characteristic, it should be noted that federal matching
funds can only be obtained for that portion ofcontributions which are actually expended
for hospital services. Therefore, the financial benefit ofchanneling Trust Fund monies
through Medicaid is only as valuable as the amount ofdollars that are actually expended
for hospital services. Thus, if the State decided- to set aside a portion of Trust Fund
contributions to accumulate for future years, that portion would notbe eligible for federal
matching funds until it was actually expended.

Implementation of this option would require that hospitals be reimbursed for
their Trust Fund costs just as they would have been paid under the Trust Fund. As with
the previous option, this could be done by either: (1) raising Medicaid DSA payments by
the amount determined by the Trust Fund formula, or(2) raisingeach hospital's baseline
Medicaid per diem by the amount determined by the TrustFundformula.' Aswas the case
with the SLH program option, the DSA option is not viable because it would exclude some
hospitals. The Medicaid per diem option could be feasible, but furtherresearch will be
necessary in order to draw definitive conclusions.

Use ofDSA Mechanism Not Viable. The use of the DSA mechanism to
reimburse hospitals for TrustFund costs does not appear to be viable. While all hospitals
(except UVAMC and VCUIMCVH) participate in the TrustFund, notall hospitals receive
Medicaid DSA payments. Currently this would mean that of the 94 in-state acute care
hospitals which contribute to the'I'rust Fund, only about 40 would be eligible to receive
from the Fund.

IncreasingBaselinePerDiemMayBeViable. IncreasingMedicaid baseline
per diems could be a viable method to reimburse hospitals for their Trust Fund costs.
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However, there are two federal regulatory restrictions which must be considered, as well
as some implementation concerns.

First, under this method, it is possible that Medicaid reimbursement would be
increased beyond the legal limit. By federal law, Medicaid payment to a hospital must
be in the aggregate lower than what Medicare would have paid. Ifbaseline reimburse­
ment rates were increased to a point higher than what Medicare would have paid, then
this option could be disallowed. Because historical data indicate some hospitals could
receive large Trust Fund payments relative to their Medicaid reimbursement levels,
Trust Fund payment increases to baseline Medicaid per diems could put some hospitals
over the federal limit. DMAS staff would have to examine the potential impact on
individual hospitals inorder to determine the potential impactoffederal payment limits.

Second, any attempt touse the Trust Fund for obtainingfederal matching funds
may have to comply with the federal law governing provider taxes and donations.
Hospital contributions to the Trust Fund could be considered a provider tax by Medicaid.
The Medicaid Voluntary Contribution and Provider..Specific Tax Amendments of 1991
disallow the general use of federal matching funds for State Medicaid funds raised
through provider taxes or donations.

In the case ofVirginia, there is an exception to this law which may apply. The
1991 federal law allows for a provider tax ifthe net impact of the tax and any payments
made to the providers by the State is generally redistributive. This occurs if the funds
are redistributed from hospitals with lower indigent care loads to hospitals with higher
indigent care loads. The Trust Fund is generally redistributive through its formula for
required contribution to and payment from the fund.

However, because interimfinal regulations to accompany the law havejust been
published, it is not certain whether the Trust Fund could be used to obtain federal
matching funds. The law may be interpreted in a manner which could place the Trost
Fund injeopardy. Also, there is still potential for the regulations to change through the
public comment process. Currently, DMAS staff are in the process of determining
whether the Trust Fund is allowable under the new regulations. In addition, even ifthe
plan meets the requirements ofthe law, the State would need to obtain approval of the
U.S. Health Care Financing Administration.

Finally, there are several administrative concerns which could impact the
effectiveness of this option. For example, because of the timing of contributions to and
distributions from the Trust Fund, it is not possible to determine Trust Fund payrr .:.ts
to hospitals until late in the State fiscal year. This would make it difficult to adjust
Medicaid reimbursement in the same year. Therefore, to use this method it may be
necessary to delay the implementation of the enhanced Medicaid per diem until the start
ofthe followingfiscal year. This would create delays in payment to hospitals. Also,under
this process, it may be necessary to institute a reconciliation process for the 94
participating hospitals to ensure that hospitals were not overpaid or underpaid through
the enhanced Medicaid per diem.
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Other Options

The preceding analysis indicates that it would be difficult to use Virginia
Medicaid to fmance the SLH program or the Trust Fund. Essentially, the difficulty lies
in revising the Medicaid reimbursement system to compensate hospitals for the services
which are currently financed by one of these two programs. Specifically, the Medicaid
hospital settlement agreement and federal regulations may limit the range of policy
options available to the State. In addition, administrative problems could make
implementation a costly and laborious process.

A key assumption of the options presented is that the SLH program and the
Trust Fund should maintain their current missions. Thus, both options focus on
changingthe funding stream for these programs withoutchanging theirothercharacter­
istics. In developing the options, an attempt was made to maintain the interests of
program funders, program recipients, and service providers. It is this objective which
creates many of the identified administrative problems.

There are other options available to the State which would be administratively
simpler. For example, the State has the option ofreallocating the funds it spends on the
SLH program and the Trust Fund to the Medicaid program without trying to maintain
the essential characteristics of these programs. The reallocated general funds and
matching federal funds could be used to increase Medicaid reimbursement without
trying to link the enhanced reimbursement to SLH program costs or Trust Fund
distributions. As much as $24.5 million in federal matching funds could be obtained for
inpatient reimbursement under this tyPe of approach (based on FY 1992 program
estimates).

However, this type ofpolicy could have the effect of diminishing or abolishing
the SLH program and the Trust Fund as they currently exist. In this situation, it is
uncertain whether local governments and providers wouldwant to continue to contribute
to the fmancingofindigent hospital care. It is also uncertain what would happen to SLH
program clients, who would lose their current affiliation with the program.

There might also be options for consolidating the Trust Fund and the SLH
program into one entity. Currently, both of these programs are targeted at the charity
care population. Together, the programs represent a partnership between State
government, local governments, and providers. However, a more in-depth analysis
would be required in order to determine the operational feasibility of these types of
options because the two programs are very different in the way they are structured and
administered.
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Appendix A

Senate Joint Resolution No. 180

Requesting the Joint Legislative Audit and Review Commission to study the
Commonwealth's Medicaid program and the indigent care appropriations
to the state teaching hospitals and the Medical College ofHampton Roads.

Agreed to by the Senate, February 19, 1991
Agreed to by the House ofDelegates, February 15, 1991

WHEREAS, a goal ofthe-Commission on Health Care for All Virginians is to provide
access to basic health care for all Virginians; and

WHEREAS, approximately 330,000 persons in Vlrginia are eligible for the Medicaid
program, but an estimated 300,000 additional Virginians in poverty have no health
insurance; and

WHEREAS, the numberofVirginians eligible for Medicaid has increased by only 10
percent during the last 10 years, but Medicaid expenditures in Virginia have tripled
during that period; and

WHEREAS, costs in the 1990-92 biennium are expected to be more than 40 percent
greater than the costs in the 1988-90 biennium; and

WHEREAS, the Medicaid program now represents about 12 percent of the
Commonwealth's general fund budget, with an estimated $1.4 billion (general fund) cost
for the 1990-92: biezmfum; and

WHEREAS, Medicaid costs will continue to escalate at a rapid rate as in.fl.ation in
health care costs far surpasses other goods and services; and new federal mandates are
likely to continue as Congress expands health insurance for the elderly, disabled, and
poor through Medicare and Medicaid; and

WHEREAS, federal mandates establish the core ofthe Medicaid program, butstates
can partially shape the benefits and costs through policy adjustments in reimbursement
rates for service providers; services offered to recipients; utilization review to ensure
appropriate care; and eligibility for groups of persons, and to some extent, how much
recipients pay for their own care; and

WHEREAS, University of Virginia Medical Center, Medical College of Virginia
Hospitals, and the Medical College of Hampton Roads provide a significant amount of
care to low=income persons and receive state support for this care through Medicaid and
direct general fund appropriations; now therefore, be it

RESOLVED by the Senate, the House of Delegates concurring, That the T -~nt

Legislative Audit and Review Commission be requested to study the Virginia Medicaid
program and the indigent care appropriations to the state teaching hospitals and the
Medical College ofHampton Roads.

The study shall include, but not be limited to:
1. Assessment ofthe cost savings and health policy implications oflimiting the scope

or duration ofoptional services, or adjusting recipients' contributions to their care;
2. Examination of the interpretation of federal requirements to determine if they

have been implemented in the most effective and least costly manner;
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3. Determination of the effectiveness of current utilization review procedures in
controlling costs and exploration of additional options;

4. Evaluationofreimbursement methods to determine ifthey adequatelyencourage
cost effective delivery of services;

5. Determination of the sufficiency of reimbursement rates to provide quality care
at the lowest required cost;

6. Review ofbudget and forecasting methods to ensure that they adequately identify
and project the cost of policy changes, service utilization, and new mandates;

7. Determination of how the legislative branch could increase its capacity to more
closely monitor Medicaid forecasts and expenditures;

8. Exploration ofthe costs ofalternative administrative methods for implementing
program requirements and options;

9. Examination of the relationship with other State programs to promote optimal
utilization ofState funds;

10. Identification of options for using Medicaid funds for services currently sup­
ported with general funds; and

11. Review of eligibility scope ofservices, and reimbursement rates for indigentcare
at University of Virginia Medical Center, Medical College ofVirginia Hospitals, and the
Medical College of Hampton Roads, and a determination of the appropriateness of
general fund and Medicaid allocation methodologies.

All agencies ofthe Commonwealthshallprovide assistanceupon request1;0the study
as appropriate.

The Joint Legislative Audit and Review Commission shall completeits work in time
to submit its findings and recommendations to the Governor and to the 1993 Session of
the General Assembly, and shall provide interim reports to the Commission on Health
Care for All Virginians and to the 1992 Session of the General Assembly and at other
times as appropriate, using the procedures of the Division of Legislative Automated
Systems for the processing of legislative documents.
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AppendixB

Estimating Total Spending for
Indigent Hospital Care in FY 1991

This appendix explains the method used to estimate total spending for indigent
hospital care in FY 1991. It also explains the method used to estimate hospital
unsponsored care.

Total Spending for Indigent Care

The estimate of total spending for indigent hospital care in FY 1991 was
developedfrom several sources. TheDepartment ofMedical Assistance Services (DMAS)
provided data on Medicaid hospital claims, SLH program hospital claims, hospital
payments to the Indigent Health Care Trust Fund (Trust Fund), and payments from the
Trust Fund. Data on the indigent care appropriations were obtained from the Depart.
mentofPlanning and Budget (DPB), the Medical CollegeofHampton Roads (MCHR),the
Medical College of Virginia Hospitals of Virginia Commonwealth University (VCUI
MCVH), and the University. of Virginia Medical Center (UVAMC). Data on hospital
charity care and bad debt charges were obtained from the 1992 annual report of the
Health Services Cost Review Council (HSCRC).

Total spending for indigent care at each hospital was calculated as follows:

FY 1991 Medicaid claims filed
plus FY 1991 SLH claims paid (full and partial)
plus FY 1991 charity care charges reduced to costs
plus FY 1991 bad debt charges reduced to costs

Each hospital was assigned to a health service area (HSA) based on data from
the IiSCRC and the Virginia Department of Health (DOH). The total indigent care
spending figure for each hospital was summed to produce a measure oftotal indigentcare
spending for each HSA and the State.

Medicaid claims filed is not a completely accurate indicator of actual Medicaid
spending because these figures do not include additions to and subtractions from
payments which occur during the cost settlement and audit process at the end of the fiscal
year. Cost-settled data were not available for inclusion in this report. .

Charity care and bad debt charges were reduced to costs based on FY 1991 cost­
to-charge ratios for each institution as maintained by the DMAS. Costs were used
instead of charges because costs are a more accurate indicator of actual outlays for
indigent care.

95



It should be noted that hospital bad debt is a rough measure of indigent care.
The bad debt figures reported by hospitals do include services provided to people whose
incomes are well above poverty. However, there is general agreement in the hospital
industry that uninsured people with incomes between 100 and 200 percentofthe poverty
level represent a large portion of hospital bad debt.

Although there is a lack of definitive data on the issue, the use ofbad debt as a
proxy is not inconsistent with recent fmdings of the Joint Commission on Health Care
(Joint Commission). In its 1990 report to the Governor and the General Assembly, the
Joint Commission reported that an estimated 880,000 Virginians were uninsured. The
Joint Commission further reported that an estimated one-third of the uninsured had
incomes below the federal poverty line, and an estimated two-thirds had incomes below
200 percent of the federal poverty line. This indicates that there may be a significant
number ofuninsuredpeople with incomes between 100 and 200 percentoffederal poverty
whose unpaid hospital bills may be classified as bad debt.

Also, the eligibility criteria for indigent care at MCVH and UVAMC' include
people with incomes between 100 and 200 percent of poverty. Unpaid bills for people in
this income category would be classified as bad debt in other hospitals. Therefore, for the
purpose of this study, the bad debt portion of uncompensated care was used as a'rough
measure of indigent care.

Unsponsored Care

The tenn uncompensated care is commonly used in reference to the charity care
and bad debt provided by a hospital. Hospitals report their uncompensated care to the
HSCRC. However, the uncompensated care data reported to the Council do not account
for the impact ofthe Trust Fund or the indigent care appropriations. In effect, the Trust
Fund and the indigent care appropriations pay for a portion of the uncompensated care
reported by hospitals.

In order to develop a more accurate measure of unsponsored hospital care, the
following formula was used: -

FY 1991 charity care charges reduced to costs
plus FY 1991 bad debt charges reduced to costs
less FY 1991 net Trust Fund contributions
less FY 1991 indigent care appropriations

Net Trust Fund contributions include the net difference between payments to
the Trust Fund and payments from the Trust Fund for each hospital. Ifa hospital made
a net payment to the Trust Fund, this payment was counted as charity care subsidized
by the hospital. Ifa hospital received a net payment from the Trust Fund, this payment
was counted as sponsored care, and subtracted from the hospital's charity care costs.
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The indigent care appropriations include funds appropriated to MCVH and
UVAMC for FY 1991. The appropriations to MCHR were not included in this analysis
because none of those funds were allocated to the MCHR affiliated hospitals in FY 1991.
The indigent care appropriations were subtracted from the charity care and bad debt
costs at MCVH and UVAMC in order to develop a measure of unsponsored care at these
institutions.
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AppendixC

Indigent Care Appropriations to State Teaching Hospitals

Medical College of University of Virginia
Fiscal Year Virginia Hospitals Medical Center !2tal

1985 $39,631,000 $26,402,624 $66,033,624

1986 $44,890,000 $30,847,261 $75,737,261

1987 $59,123,000 $30,079,313 $89,202,313

1988 $65,423,000 $34,851,042 $100,274,042

1989 $49,452,000 $38,769,806 $88,221,806

1990 $53,257,000 $42,136,730 $95,393,730

1991 $54,117,000 $39,258,482 $93,375,482

1992 $52,374,000 $34,939,820 $87,313,820
State 40,794,000 28,952,389 69,746,389
Federal 11,580,000 5,987,431 17,567,431

1993 $59,863,589 $42,536,833 $102,400,422
State 37,073,589 32,756,833 69,830,422
Federal 22,790,000 9,780,000 32,570,000

1994 $63,388,858 $44,943,348 $108,332,206
State 40,188,858 34,933,348 75,122,206
Federal 23,200,000 10,010,000 33,210,000

Note: Amounts shown for FY 1993 and FY 1994 are based on Chapter 893 and are subject to change by the 1993 and
1994 General Assembly.
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AppendixD

Providers Ranked Accordmgto Total SLH Inpatient
Claims* With Medicaid DSA Status Noted, FY 1991

Provider

SENTARA NORFOLX GENERAL
ROANOKE MEMORIAL
UVA MEDICAL CENTER
DEPAUL
FAIRFAX
ALEXANDRIA
LOUISE OSICI MEMORIAL
RIVERSIDE REGIONAL
MARYVIEW
MEDICAL COLLEGE OF VA
PORTSMOUTH GENERAL
MARY WASHINGTON
ARLINGTON
LYNCHBURG GENERAL
MOUNT VERNON
SOUTHSIDE REGIONAL
CHESAPEAKE GENERAL
SENTARA HAMPTON GENERAL
VIRGINIA BEACH GENERAL
NORTHAMPTON-ACCOMACK
HEM HOSP/DANVILLE
HUMANA CLINCH VALLEY
COMM HOSP ROANOKE VALLEY
POTOMAC
BRISTOL REG MEDICAL
FAUQUIER
LOUDOUN
JEFFERSON
HUMANA BAYSIDE
HOLSTON VALLEY
VIRGINIA BAPTIST
HALIFAX-SOUTH BOSTON
GREENSVILLE MEMORIAL
PULASKI COMMUNITY
PRINCE WILLIAM
COMMUNITY HEM HEALTH CENT
JOHNSTON MEMORIAL
RADFORD COMMUNITY
WINCHESTER MEDICAL CENTER
CHIPPENHAM
WARREN MEMORIAL

DSA
Status·*

1
1
1
1
1

1
1.

1
1

1

1

1.
1
1

1
1

1
1
1
1
1
1
1
1
1.
1.

1

SUI Inpatient
Dollars Claimed*

$4,062,621.09
$2,334,629.54
$1,854,226.48
$1,640,330.53
$1,457,202.22
$1,179,036.20
$1,104,282.17

$994,936.19
$885,098.60
$870,910.22
$680,655.53
$661,543.20
$648,172.73
$548,675 .. 59
$546,910.05
$540,008.32
$504,695.43
$501,728.86
$476,917 .. 52
$454,139 .. 21
$440,577.61
$427,246.27
$369,491.37
$347,632.19
$335,738.96
$326,894.52
$318,601.94
$298,937 .. 98
$276,246.85
$250,878.68
$247,727.07
$235,652.93
$228,095.57
$227,929.85
$220,620.32
$206,923.47
$198,795.63
$191,900.96
$112,891.~':'

$1.53,381.18
$148,542.48

* In cases where 5LH payment was not made to a provider,
claims data did not exist; billed charqes were used.

**A "1." indicates that the hospital received a Medicaid
DSA payment in FY 1991.

101



DSA SLH Inpatient
Provider status** Dollars Claimed*
--------- -------- ---------------

NORTH CAROLINA BAPTIST 1 $136,254.52
BUCHANAN GENERAL 1 $135,806.42
FAIR OAKS $132,885.87
RICHMOND MEMORIAL 1 $132,368.86
RUSSELL COUNTY MEDICAL 1 $131,139.48
HEM -- MARTINSVILLE/HENRY $130,026.23
ROCKINGHAM MEMORIAL $128,825.86
METROPOLITAN 1 $127,047.75
SOUTHSIDE COMMUNITY 1 $125,532.71
WYTHE COUNTY COMMUNITY 1 $115,828.73
NORFOLK COMMUNITY 1 $115,440.72
SENTARA LEIGH $114,896.80
TWIN COUNTY COMMUNITY 1 $110,506.72
NEWPORT NEWS GENERAL 1 $108,762.98
NATIONAL ORTHO $105,398.21
JOHN RANDOLPH 1 $102,183.77
TAZEWELL COMMUNITY 1 $95,110.46
SMYTH COUNTY COMMUNITY 1 $94,399.12
RETREAT $85,787.55
RESTON $80,286.25
JOHNSTON-WILLIS $80,164.92
ST MARY'S NORTON 1 $77,292.80
WILLIAMSBURG COMMUNITY $74,610.96
ST MARY'S RICHMOND $72,339.92
MONTGOMERY REGIONAL $60,495.60

4RICHMOND COMMUNITY 1 $58,482.66
KING'S DAUGHTERS $57,331.91
ALLEGHANY REGIONAL $57,213.72
MARY IMMACULATE $55,522.27
RIVERSIDE TAPPAHANNOCK $55,333.95
LONESOME PINE 1 $52,927.21
WAYNESBORO COMMUNITY $50,881.88
MARTHA JEFFERSON $50,496.41
RAPPAHANOCK GENERAL 1 $49,002.13
NORTON COMMUNITY 1 $48,967.88
HENRICO DOCTORS' $48,575.41
LEWIS GALE $48,477.65
WASHINGTON HOSPITAL CENTE $46,955.33
RIVERSIDE MIDDLE PENINSUL $45,943.96
SOUTHAMPTON MEMORIAL 1 $43,816.55
SHENANDOAH CO MEMORIAL 1 $42,161.52
NORTHERN VA DOCTORS $40,595.68
CULPEPER MEMORIAL $38,810.63
DICKENSON COUNTY MEDICAL 1 $38,413.04
DUKE UNIVERSITY 1 $37,510.96

* In cases where SLH payment was not made to a provider,
claims data did not exist; billed charges were used.

**A "1" indicates that the hospital received a Medicaid
DSA payment in FY 1991.
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Provider

PENINSULA GENERAL
LEE COUNTY COMMUNITY
BEDFORD COUNTY MEMORIAL
SHELTERING ARMS REHAB
WISE APPALACHIAN REGIONAL
STONEWALL JACKSON
FRANKLIN MEMORIAL
GILES MEMORIAL
CHILDREN'S HOSP/KING DAUG
CHILDREN'S HOSPITAL
STUART CIRCLE
PRINCE GEORGE'S
INDIAN PATH MEDICAL
R J REYNOLDS-PATRICK COUN
GEORGE WASHINGTON UNIV
D C GENERAL
PAGE MEMORIAL
MIDDLESBORO APPALACH REG

Total

DSA
status**

1
1
1
1
1
1
1
1
1

1

SLH Inpatient
Dollars Claimed*

$33,316.87
$31,541.97
$29,624.74
$28,933.87
$24,460.40
$23,098.84
$18,129.97
$12,793.32
$10,636.51
$8,133.38
$6,706.60
$5,964.69
$4,512.43
$4,360.65
$4,025.68
$3,126.61
$2,745.44

$450.00

$31,464,803.66

* In cases where SLH payment was not made to a provider,
claims data did not exist; billed charges were used.

**A "1" indicates that the hospital received a Medicaid
DSA payment in FY 1991.
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AppendixE

Agency Responses

As part of JLARC's data validation process, the Governor's Secretaries and
State agencies involved in a study effort are given the opportunity to comment on an
exposure draft of the report. Appropriate technical corrections resulting from the
comments have been made in this version of the report. This appendix contains the
responses of the following agencies:

• Medical College ofHampton Roads,

• University of Virginia, and

• Virginia Commonwealth University.
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MEDICAL COLLEGE OF HAMPTON ROADS
POST OFFICE SOX 1 980

NORFOLK, VIRGINIA 23501 -1 S80

TaEPHONE (8041 446-6090
FIJ.J«B04}446-6087

January 6, 1992

Mr. Philip A. Leone, Director
Commonwealth of Virginia
Joint legislative Audit and Review Commission
Suite 1100, General Assembly Building, Capitol Square
Richmond, VA 2321 9

Dear Mr. Leone:

Thank you for the opportunity to comment on the draft report, Funding of Indigent Hospital
Care in Virginia.

The analysis of the history of the indigent care appropriation to the Medical College of
Hampton Roads, the uses of the appropriation, and current policy issues is accurate.
Indeed, the analysis would have been even more enlightening if space had permitted a fuller
description of the magnitude of poverty, medical indigency and the associated costs that are
borne by the physicians and hospitals affiliated with the Medical College. However, the
conclusions about the situation would have been the same: the indigent population in
eastern Virginia is substantial and the physicians and hospitals of the Medical College of
Hampton Roads are essential providers of medical care to that population.

The staff recommendations are reasonable and we agree with them. EspeciaJly important
are the recommendations that support a cost-based formula for the indigent care
appropriation, the joint review of funding requests by the Secretary of Education and Health
and Human Resources, and the exploration of the disproportionate share funding
mechanism. We hope that the General Assembly will support the expeditious
implementation of the latter recommendation because of the potential for increased support
for the indigent care provided through the medical education programs of the Medical
College of Hampton Roads. This increased support is critical if we are to maintain the
College's capacity to respond to the needs of eastern Virginia and the Commonwealth-at­
large.

Again, I appreciate the opportunity to comment on the draft report and to respond to the
study during the Commission's January 12 meeting.

Sincerely,

tC~~L
C. Donald Combs, Ph. D.
Vice President for Institutional Advancement

CDC/adc



UNIVERSITY OFVIRGINIA

~
HEALTH

SCIENCES
CENTER

OFFICE OF THE VICE PRESIDENT

January 11, 1993

Mr. Philip A. Leone
Director
Joint Legislative Audit and Review Commission
Suite 1100, General Assembly Building
Richmond, Virginia 23219

RE: Exposure Draft - Funding Indigent Hospital Care in Virginia

Dear Mr. Leone:

Thank you for providing us the opportunity to review and comment on your
above titled report.

We appreciate the open communication between the JLARC staff and our Health
Sciences Center staff wh ich has produced an informat ive, ins ight ful report.
Overall, we consider the report to be an objective representation of the complex
issues surrounding the funding of indigent care and medical education in the two
State teaching hospitals. Our specific comments are attached.

While recognizing that our Medical Center del ivers a lower percent of
indigent care in the State than the Medical College of Virginia Hospitals (4.8%
vs 10.7% in FY 1991), our volume of indigent care is sufficiently large to
threaten our financial viability. We recommend formation of a group, related to
the Commission on Healthcare, to study the feasibility of developing a cost
effective, comprehensive network for care in central Virginia surrounding the
University of Virginia, particularly since our planning region has the lowest
cost per citizen according to the Virginia Health Service Cost Review Council.
As a part of the study, the group would also examine the policy Questions raised
in your report, as well as remedies for the need of greater flexibility for the
clinical activities of our Medical Center as a State Agency. This group should
include legislators, health professionals, insurers, business leaders, citizens,
other regional care administrators, as well as representatives from the
University of Virginia. The group should present its report to the Commission
prior to the 1994 legislative session.

HEALTH SCIENCES CENTER BOX 179, CHARLOTTESVILLE, VIRGINIA 22908 804-924-2444



Mr. Leone
January 11, 1993
Page 2

We appreciate the opportunity to comment on your report and look forward
to attending the presentation of the report to the Commission on January 12,
1993.

Sincerely,

Don E. Detmer, M.D.
Vice President for Health Sciences

as

cc: President John T. Casteen
Michael J. Halseth
Leonard W. Sandridge, Jr.



UNIVERSITY OF VIRGINIA

COMMENTS ON EXPOSURE DRAFT OF JOINT LEGISLATIVE AND AUDIT REVIEW COMMITTEE

FUNDING INDIGENT HOSPITAL CARE IN VIRGINIA

Options for Funding Indigent Care

We are pleased with the JlARC report's recognition that the State
consider, in its level of appropriation support, an amount that will
allow each of the State teaching hospitals to fill the dual roles of
providing indigent care and medical education while maintaining a
strong financial position. We believe that the Commonwealth's
stated objective of funding 100 percent of the cost of indigent care
services is consistent with that recommendation. Maintaining a
strong financial position is critical for our Medical Center in
order to meet our current bond obligations and maintain our It AA It

bond rating. Financing large capital projects to improve and meet
the growing demand for our clinical programs is more feasible when
we can demonstrate a strong financial position.

Indigent Care Eligibility Guidelines

In Recommendation # 2, the report suggests the General Assembly
clarify its intent concerning whether indigent care appropriations
should be used to reimburse the State teaching hospitals for
services provided to non-Virginians. We believe that our Medical
Center's provision of indigent care to non-Virginians sustains
goodwill with institutions in neighboring states that are often
asked to care for Virginians. It builds strong relationships with
referring physicians for our providing the tertiary needs of all of
their patients regardless of their ability to pay. Also, out-of­
state indigent transplantation patients have contributed to the case
volumes necessary for certification by Medicare and other third
parties for reimbursement purposes. These patients require clinical
procedures which also provide high Quality educational opportunities
for medical students and other health care professionals.

Indigent Care Scope of Services

In Recommendation #4, the report suggests that, at least for
transplantations, the General Assembly clarify its intent concerning
scope of hospital services reimbursable through the indigent care
appropriations to the State teaching hospitals. In this regard, the
report ra i ses the quest i on of whether the use of i ndigent care
appropriations should have the same service limitations as other
State indigent hospital care programs. Bone marrow, heart and liver
transplantations are not currently covered under the Medicaid
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program; whereas, Medicare does cover them as acceptable clinical
therapy. In our opinion, the appropriation funding of
transplantations for indigent patients has been important, both in
supporting the academic and patient care missions of the Medical
Center and, in adding to the case volumes necessary for
certification by Medicare and other third party payors for
reimbursement purposes. We are pleased that the Board of Medical
Assistance Services is currently reconsidering Medicaid coverage of
bone marrow, heart, liver, and pancreas transplantations based on
the outcome success rates and the economic consequences for each
type of transplant. The Board expects to issue a study report
during 1993.

In addition to the above referenced transplantations, Recommendation
#4 calls into question the indigent care funding of adult patient
stays beyond 21 days. Medicaid and the State and Local Hospital
Program do not cover patient stays beyond 21 days but the Trust Fund
does. We believe that our Medical Center would be
disproportionately impacted by not reimbursing the portion of the
stay over 21 days, based upon our estimate that indigent inpatients
incurred approximately $9.2 million in charges for the portion of
their stays exceeding 21 days in FY 1991-92. The continuation of
indigent care coverage is critical to our tertiary care programs
which involve many patient stays of greater than 21 days and for
which we receive many patient referrals from throughout Virginia.
Frequently, at the time such tertiary care referrals are made to our
Medical Center, a portion of the 21 authorized Medicaid days has
already been utilized at another hospital.

Unreimbursed Medicaid Costs

In Recommendation #5, the report suggests the General Assembly
clarify its intent concerning the funding of unreimbursed Medicaid
costs as indigent care costs for the two State teaching hospitals.
Since all Medicaid patients qual ify within the indigent patient
eligibility guidelines, State funding of the unreimbursed Medicaid
costs is consistent with the State's objective of paying 100% of the
indigent care costs. Inasmuch as Medicaid utilization is quite
large at University of Virginia Medical Center (43.1% of Health
Service Area Region 1 and 4.8% of State in FY 1991) and at Medical
College of Virginia Hospitals (44.6% of Health Service Area Region
4 and 10.7% of State), a disproportionate burden would be placed
upon the two State teaching hospitals if unreimbursed Medicaid cost
is disallowed as an indigent care cost.

Joint Budget and Program Reviews

In Recommendat ion #6, the report suggests that the Secretary of
Education and the Secretary of Heal th and Human Services (H&HS)
develop a memorandum of agreement to implement joint budget
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development and associated program review of the two State teaching
hospitals. It is our understanding that the Secretary of Education
will consult with the Secretary -of H&HS regarding such budget and
program matters and will continue to be responsible for making
recommendations to the Governor on such matters for the two State
teaching hospitals. In a dynamically changing health care field,
such administrative clarity is critical to accomplishing our Medical
Center's medical education and indigent care missions and making
progress on decentralization issues.
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Virginia Commonwealth University

January 8, 1993

Mr. Philip A. Leone, Director
Joint Legislative Audit and

Review Commission
Suite 1100, General Assembly Building
Capitol Square
Richmond, Virginia 23219

Dear Mr. Leone:

I appreciate the opportunity to review and comment on the JLARC
report entitled, "Funding of Indigent Hospital Care in Virginia. rr

Your staff has demonstrated a good understanding of the issues and
has provided a very informative document.

As the report points out on pages 66-69, the funding of Indigent
Care at the State's teaching hospitals is a complex and dynamic
issue. In making a decision regarding funding ~ several factors must
be considered, including the impact on access to Indigent Care,
changing healthcare and the medical educational environment, the role
of the teaching hospitals, and the importance of maintaining a sound
financial position for these hospitals.

Virginia Commonwealth University's Medical College of Virginia Hospi­
tals has over the years assumed increasing responsibility for the
provision of Indigent Care throughout the Commonwealth. As noted
in the report, in 1991 MCV Hospitals provided 38% of the charity care
in the entire Commonwealth and 88% in its region of 18 other hospi­
tals. Nearly 11% of the total Medicaid care in the Commonwealth was
also provided.

MCV Hospitals has in recent years experienced decreasing reimburse­
ment in Medicare. The combination of Indigent, Medicaid, and Medi­
care patient days has reached 70% of total volume, making our Hospi­
tals' ability to continue to provide unlimited Indigent Care a very
serious concern.

Although the current funding levels are at issue here, it is impor­
tant as well to seek long-term. solutions to preserve the mission and
financial viability of our teaching hospital. I recommend the forma­
tion of a group under the aegies of the Commission on Healthcare to
study the problems unique to MCV Hospitals and the provision of
Indigent Care in the Richmond area in particular. Membership would

. consist of legislators, administrators, providers, insurers, citizens

Office of the President· Box 2512 ·910 West Franklin Street· Richmond. Virginia. 23284-2512
(804) 367-1200 . VOICE 'IDD (804) 786-4331 . FAX (&1)4) 367-0978



Mr. Philip A. Leone
Page 2
January 8, 1993

and representatives from MCV Hospitals. The committee's charge
would be to address these problems as well as numerous policy ques­
tions raised in the JLARC document, with a final report presented at
the 1994 legislative session.

I have appreciated the opportunity to participate in this process and
look forward to attending the presentation of the report on January
12, 1993. I do not plan to speak but will be available to respond to
questions.

Sincerely,

~I',~.'
Eugene P. Trani
President

gmp

copy: Mr. Roger L. Gregory
Rector, Board of Visitors

Mr. F. Dixon Whitworth
Vice Rector, Board of Visitors

Dr. Harry I. Johnson, Jr.
Chairman, Health Affairs Committee
Board of Visitors
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Technical Report: Statewide Staffing Standards for the Funding ofFinancial Officers, April· 1990
Funding ofConstitutional Officers, May 1990
Special Report: The Lonesome PiM Regional Library System, September 1990
Review ofthe Virginia Community College System, September 1990
Review ofthe Funding Formula for the Older Americans Act, November 1990
FoUow·Up Review ofHomes for Adults in Virginia, November 1990
Publication Practices ofVirginia State A8encies. November 1990
Review ofEconomic Development in Vir6i:nia, January 1991
State Funding ofthe Regional Voca~Educational Centers in Virginia, January 1991
Interim Report: State and Fetkral Mandates on Local Gove1T&1lU!nts and TMir Fiscal Impact, January 1991
Revenue Forecasting in the bcutive Branch: Process and. MOtkls, January 1991
Proposal for a Revenlll!Stabilization Fund in Virginia, February 1991
Catalog ofVirginia's Ecol1lJmU: Development Organizations and Programs, February 1991
ReviewofVirginio. 's PrJ.role Process, July 1991
Compensation ofGeneral Registrars, July 1991
The Reorganization ofthe Department ofEducatwn, September 1991
1991 Report to the General Assembly, September 1991
Substance Abuse and Sex Offender Treatment Services for Parole Eligible Inmates, September 1991
Review ofVirginia's Eucutive Budget Process, December 1991
Special Report: Evaluation ofa Health Insuring Organization for the Admin.istration ofMedicaid in

Virginia, January 1992
Interim Report: Review ofVirginia's Administrative Process Act, January 1992
Review ofthe Department ofTaxatwn, January 1992
Interim Report: Review oftlu! Virginia Medicaid Program, February 1992
Catalog ofState and Federal Mandates on Local Gooemment», February 1992
Intergovernmental Mandates and Financial Aid to Local Gouernments, March 1992
Medicaid Asset Transfers and Estate Recovery, November 1992
Medicaid·Financed Hospital Services in Virginia, November 1992
Medicaid·Financed Long-Term Care Services in Virginia, December 1992
Medicaid·Financed Physician and Pharmacy Servias in Virginia, January 1993
Review Committee Report on the Performance and Potential ofthe Center for Innovative Technology,

December 1992
Review ofVirginia 's Administrative Process Act, January 1993
Interim Report: Review ofInmate Dental Care, January 1993
Review ofthe Virginia Medicaid Program: Final Summary Report, February 1993
Funding ofIndigent Hospital Care in Virginia, March 1993


	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	



