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To the New York State Departments of Health and Insurance: 
 
The Opportunity Agenda would like to thank Governor Eliot Spitzer, Commissioner of Health 
Richard Daines, and Superintendent of Insurance Eric Dinallo for the chance to contribute to the 
development of a comprehensive and equitable health care system in New York.  Please find 
included written testimony and recommendations, submitted on behalf of The Opportunity 
Agenda, for your New York City public hearing today, “Increasing Access to Health Insurance 
Coverage and Moving Toward Universal Healthcare Coverage.” 
 
If you have any questions or would like further information, please use the following contact 
information: 
 

Kevin Shawn Hsu 
Associate Counsel 
568 Broadway, Suite 302 
New York, NY 10012 
212.334.4267 
khsu@opportunityagenda.org 
 

Thank you for your consideration of this testimony. 
 
Sincerely, 
 
 
Kevin Hsu 
Associate Counsel 



 
 

Recommendations for Ensuring Equitable Access and Quality 
in New York State Health Care System Reform 

Submitted to the New York State Departments of Health and Insurance 
by The Opportunity Agenda 

October 30, 2007 
 
The Opportunity Agenda welcomes the chance to provide testimony to the Departments of 
Health and Insurance to assist in the development of a health care system that provides equal 
access to high-quality care for all New Yorkers. 
 
This testimony seeks to provide New York with equity benchmarks, elements of state-level 
health care policies and proposals that promote equitable health care access and quality for all 
populations, that should be used in evaluating any health care system reform proposals.  The 
benchmarks address six aspects of the health care system: (1) Access to Health Care, (2) Quality 
of Care, (3) Patient Empowerment, (4) Health Care Infrastructure, (5) Policy Infrastructure, (6) 
Social and Community Determinants of Health.  These benchmarks are informed by our review 
of literature on health care disparities and draw from existing and proposed state-level policies 
that promote equitable, high-quality health care for all. 
 
Summary of Recommendations 
 
In crafting a universal health care system that provides access to quality care for all residents of 
New York, the State should include reforms that ensure improvements to the system for all while 
eliminating health care disparities based on race, ethnicity, primary language and income.  New 
York should utilize the equity benchmarks described in this testimony to evaluate any health care 
system reform proposal.  In making health care affordable and accessible to all, including 
underserved communities, a health care system must ensure that cost-sharing policies are 
equitable by, for example, preventing policies such as premium pricing based on existing health 
status or individual mandates from disproportionately excluding communities of color from care.  
Reforms must also improve the cultural and linguistic competency of both providers and health 
care systems to encourage effective use of health care resources and delivery of appropriate care.  
In all of these efforts, New York must also integrate monitoring efforts into reforms to guarantee 
that changes lessen, rather than exacerbate health care disparities. 
 
New York must also improve the quality of care that patient receive, regardless of the insurance 
program in which they are enrolled.  With regards to eliminating the documented inequities in 
the quality of health care received by communities of color, immigrant communities, and low-
income populations in New York, reforms must include collection of quality of care data, 
stratified by race, ethnicity, primary language and other characteristics of underserved 
communities.  This data should be publicly reported and, more importantly, acted upon by 
providing incentives to providers who engage in quality improvement programs targeting 
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demonstrated health care disparities, educating patients, and supporting and expanding 
community health worker programs that bridge cultural and trust gaps between providers and 
underserved communities. 
 
Finally, New York must reform the health care system infrastructure to better address the needs 
of racial, ethnic, and language minorities.  This includes increasing state support for and 
reducing the financial vulnerability of “safety net” hospitals, community health centers, and 
health care institutions serving poor and minority communities.  Reforms should also construct 
or revive programs that combat disparities, such as creating incentives for health care 
professionals working in underserved communities, reviving the statewide network of Health 
Systems Agencies that used community health planning to better align community needs and 
health care resources, and reviewing the use of the Certificate of Need process so that changes to 
hospital services are contingent on community need and reduction of racial, ethnic, and linguistic 
health disparities.  To implement these infrastructure and policy reforms, New York should 
dedicate resources to coordinating the various responsible state agencies in creating a 
comprehensive, statewide approach to eliminating racial and ethnic health disparities. 
 
About The Opportunity Agenda 
 
The Opportunity Agenda is a communications, advocacy and research organization with the 
mission of building the national will to expand opportunity in America.  Founded in 2004 as a 
project of the Tides Center, The Opportunity Agenda is headquartered in New York, with offices 
in New York City and Washington, D.C.  Our Health Care Equity Initiative promotes policies 
and practices that ensure equal access to high quality health care for all New Yorkers.   
 
Legal and Ethical Principles 
 
Our review of New York’s constitutional, statutory and other legal obligations, as well as public 
opinion, indicate that efforts to reform New York’s health care system must be informed by the 
following principles: 
 

• That the New York State Constitution obligates the State to provide access to high quality 
health care to all New York residents, with particular attention to vulnerable groups and 
those least able to pay for care.1 

• That federal civil rights laws and international human rights laws obligate the State, its 
subdivisions, and virtually all health care providers to avoid and actively dismantle any 
practices having a discriminatory purport or effect on particular racial, ethnic, or 
linguistic groups, with respect to access to or quality of health care.2 

• That federal and state health care laws obligate the State to ensure adequate support and 
care for low-income and medically underserved communities, including through adequate 
Medicaid reimbursement rates and equal treatment, irrespective of income or insurance 
status.3 

• That the people of New York overwhelmingly believe that everyone in New York has a 
right to health care, and that the State is responsible for ensuring that racial or ethnic 
minorities and low-income New Yorkers have an equal chance to access health care as do 
wealthy people.4 
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• That protecting and promoting the health of the inhabitants of New York5 requires 
systems, policies, and practices that ensure equitable access to high quality care.6 

 
Health Care Equity in New York 
 
The efforts of Governor Eliot Spitzer, the Department of Health, and the Department of 
Insurance to move New York toward universal health coverage are to be lauded.  Rapidly 
escalating health care costs, a rising number of people who lack health insurance, inconsistent 
health care quality, and a paucity of federal action to address these problems necessitates the 
consideration of state-level health care reform proposals that, if enacted, would create significant 
changes in how the State approaches health insurance coverage and health system regulation.7  A 
poll conducted by The Opportunity Agenda and designed by researchers at the Harvard School 
of Public Health confirms public support for these efforts: 89% surveyed said that “everyone in 
New York has a right to health care.”8

 
The New York State Departments of Health and Insurance are holding these hearings with the 
explicit goals of achieving universal, high-quality health insurance coverage and containing 
health care costs.  However, a major problem which impacts both cost and quality, yet is often 
unaddressed, is the problem of inequality in health care access and quality.  Inequality is a 
pervasive and persistent problem that is acknowledged by health care quality and policy experts 
to be a central concern in any heath care reform effort.9  We use the term health care inequality 
to describe disparate or disproportionate health care access and quality problems experienced by 
racial and ethnic minorities, the uninsured, immigrants, those who are not proficient in English, 
and others, relative to more advantaged groups.  While having health insurance is the single most 
significant factor determining the timeliness and quality of health care that patients receive, 
inequality persists even among similarly insured patients.  For example, a large body of research 
demonstrates that even with the same health problems and the same sources of health insurance, 
racial and ethnic minority patients, as well as those who are not proficient in English, tend to 
receive a lower quality of health care.10

 
Health care disparities are intimately linked to access, quality, and cost issues within the health 
care system.  For example, a relatively small investment targeted toward communities 
experiencing significant gaps in care can save the State significant amounts of money.  Consider 
the neighborhood of Rockaway, Queens, where 13.5% of mothers receive late or no prenatal 
care; unsurprisingly, a full 10% of babies in that community are born low-weight.11  While the 
average cost of medical and follow-up care for a healthy normal weight baby is $6,500, care for 
a premature or low birth-weight baby costs between $90,000 and $180,000.  However, a 
$180,000 health promotion program will provide more than 50 at-risk pregnant women with 
intervention to reduce their risk of bearing low birth-weight babies; if the program is even 
modestly successful, it would dramatically improve the financial efficiency, as well as the 
quality, of the neighborhood’s health care system.12  New York State could save hundreds of 
millions of dollars if it ensured access to quality primary care for all New Yorkers.13  True high-
quality, universal care requires recognition and efforts to eliminate the significant health care 
inequities facing residents of New York. 
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Racial and ethnic minority and language-minority groups face well-documented problems in 
both accessing health care and receiving equal quality care.  Lack of health insurance is a 
primary cause of these disparities; over half of the nation’s 47 million uninsured individuals are 
people of color.14  In New York City, 30% of New Yorkers of color are uninsured, compared to 
under 17% of white New Yorkers.15  And in New York State, Asian residents are more than 
twice as likely to be uninsured, and Hispanic residents are more than three times likely to be 
uninsured as non-Hispanic Whites (Figure 1). 
 

Figure 1: Uninsured Rate in New York State, Adults 18-64 by Race, 2007 
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Source: New York State Department of Health, New York State Minority Health Surveillance Report, Sept. 2007; 

“All races” comes from the Current Population Survey Annual Social and Economic Supplement, available from the 
Current Population Survey Table Creator at http://www.census.gov/hhes/www/hlthins/data_access.html. 

 
Closing racial and ethnic gaps in insurance coverage while increasing overall insurance rates is 
crucial.  But health insurance coverage expansions alone do not ensure that medically-
underserved, predominantly-minority communities will receive quality care in a timely fashion, 
or that inequality in health care access and quality will be eliminated.  Predominantly minority 
communities also face higher rates of health problems, but have fewer health care resources, 
such as hospitals, primary care providers, outpatient clinics, and nursing home facilities.16  The 
health care services that are available to them are often of lower quality than those in more 
advantaged communities.17  And even among minorities who have insurance, many face cultural 
and/or linguistic barriers to accessing care, despite the existence of federal standards for cultural 
and linguistic competence in health care settings.18

 
As described below, in addition to providing truly universal health insurance coverage, steps 
toward ending inequality can include collecting data and monitoring for inequality, improving 
the health care infrastructure in low-income communities and communities of color, and 
addressing these groups’ cultural and linguistic needs. 
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I. Access to Health Care  
 
New York can expand access for underserved populations by: 
 
Making health care affordable 
Seeing that health care is affordable for all communities necessitates that policies take into 
account and attempt to minimize the disproportionate impact that health care costs may have on 
access and utilization among underserved populations.  In creating a cost-effective and 
sustainable economic model for a health care system, New York should be sensitive to the 
potential effect of proposals on health insurance coverage and access among communities of 
color.  Specifically, New York should: 

• Examine the equity of health insurance premium pricing.  For example, charging people 
in poor health more for insurance than those in good health is inequitable, and 
disproportionately burdens communities of color.   

• Consider the equity of cost-sharing arrangements.  Cost-sharing arrangements are 
intended to make costs more transparent and promote cost-conscious consumer behavior, 
but may thwart universal coverage and exacerbate disparities.  Several studies 
demonstrate that minority and low-income communities are less likely to access health 
care as out-of-pocket costs rise.19 

• Enable those with low incomes to purchase health insurance through sliding fee scales for 
premiums, public subsidies, and limits on co-payments and other out-of-pocket costs 
such that those at the lowest income levels will face only nominal charges. 

• After implementing any cost-sharing policies, study and respond to potential unintended 
effects of cost-sharing on utilization by currently uninsured and underinsured groups. 

 
Assessing the differential impact of individual mandates on communities of color, immigrants, 
and low-income populations 
Massachusetts’ new statute to achieve universal coverage requires individuals and families to 
purchase health insurance, and also establishes standards of affordability to determine premium 
or cost-sharing contributions.  The impact of a similar individual mandate and definitions of 
affordability here in New York may vary across racial and ethnic groups, even at the same 
income level, as these groups vary in wealth and access to resources.20  In addition, the 
challenges of enforcing an individual insurance mandate across different communities are 
significant.  Some documented immigrants, for example, may be reluctant to apply for public 
health insurance programs, even if eligible, as a result of anti-immigrant rhetoric and policies, 
and might therefore be slower to comply with a mandate.21  If New York chooses to apply an 
individual mandate, it should monitor insurance take-up among previously uninsured people by 
race, ethnicity and immigration status, and take steps to correct policies that might have a 
disproportionate impact. 
 
Promoting cultural and linguistic competence in health care settings 
Health care providers and systems must be culturally and linguistically competent to improve 
health care access and quality for an increasingly diverse U.S. population.22  The federal 
Culturally and Linguistically Appropriate Services (CLAS) standards identify fourteen 
benchmarks that have been widely accepted and increasingly adopted by health systems and 
providers.23  Indeed, federally-funded health care organizations are mandated to meet four of the 
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standards.24  Similarly, greater diversity among health care professionals is associated with 
greater access to and satisfaction with care among patients of color.25  New York must develop 
or expand diversity efforts, which improve the cultural competence of health systems and 
increase the likelihood that patients of color will access and be satisfied with the health care they 
receive.  Specifically, New York may: 

• Promote cultural and linguistic competence through policies that encourage and reward 
health care organizations that implement the CLAS standards, such as fully reimbursing 
providers for language services through the Medicaid and Child Health Plus programs, or 
increasing payments through these programs for providers complying with the full set of 
standards. 

• Promote greater diversity among health care professionals by developing or expanding 
tuition-for-service agreements with underrepresented health care professionals. 

 
Requiring cultural competency training for health care professional licensure 
New York State is one of the most diverse states in the country, and New York City’s population 
is predominantly people of color.  Demographic changes require that the health professions keep 
pace by training future and current providers to manage diversity in their practice.26  Some states 
have taken action to address this need—as of 2005, New Jersey required that all physicians 
practicing in the state must attain minimal cultural competency training as a condition of 
licensure.  New York should assess whether and how various health care expansion proposals 
should follow suit. 
 
Reducing “fragmentation” of the health insurance market 
A potentially significant source of racial and ethnic health care disparities among privately 
insured populations lies in the fact that minorities who have insurance are likely to be 
disproportionately enrolled in “lower-tier” health insurance plans.  Such plans tend to limit 
services, offer fewer covered benefits, and have relatively small provider networks.  These 
limitations can impair access to quality care.27  New York can take steps as part of coverage 
expansion proposals to improve access to the same health care products and services, regardless 
of coverage source.  For example, one proposed California plan, AB 8, provides for the 
Insurance Commissioner to approve no more than five standardized plans for both public and 
private insurance markets, allowing patients to make fully-educated decisions about both the cost 
and quality of benefits each plan will provide.28

 
Improving and streamlining enrollment procedures for public health insurance programs 
Racial and ethnic minorities and immigrants are underrepresented, relative to eligibility rates, in 
public health insurance programs.  States that have achieved greater success in increasing 
minority participation in public programs have developed and sustained aggressive outreach 
programs and have taken steps to improve and streamline enrollment, with particular attention to 
the needs of cultural and language-minority groups.29  New York can improve and streamline 
enrollment through policies that evaluate and improve enrollment procedures among eligible yet 
underserved groups.  For example, New York can utilize media campaigns, community-based 
outreach and application assistance, identification of potential enrollees through other systems 
(such as school lunch, early childhood education, etc.), and simplified enrollment systems. 
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Consistently evaluating outreach to and enrollment of underserved groups in public health 
insurance programs 
Measurement of public insurance take-up rates in low-income communities and communities of 
color is an important step to ensure that health care expansion efforts reach underserved groups.  
By regularly conducting such evaluations and responding to gaps and shortfalls, New York can 
expect to see improved coverage rates among eligible populations.30

 
II. Quality of Care 

 
New York seeks to expand health care quality, as well as access.  The State can provide 
incentives for quality improvement, such as pay-for-performance programs, performance 
measurement, and report cards.  But quality improvement efforts that fail to take into account the 
different challenges and needs of underserved communities, and the health care institutions that 
serve them, can unintentionally worsen health care quality gaps.  To prevent unintentional 
exacerbation of inequities, New York should establish mechanisms for promoting equity and 
accountability by promoting the collection of data on health care access and quality by patients’ 
race, ethnicity, income or education level, and primary language, and by publicly reporting this 
information. 
 
New York can establish mechanisms for ensuring quality care and accountability to all 
communities by: 
 
Requiring public and private health systems to collect data revealing and monitoring 
racial/ethnic, language status, and income-based health care disparities 
Currently, state data collection efforts with regard to health care disparities are uneven.  New 
York requires recipients of state funding (e.g., Medicaid managed care organizations) to collect 
and report health care access and quality data by patient demographic factors, but fails to utilize 
its leverage as a regulator, payer, and plan purchaser to require all health systems to collect and 
report data using consistent standards.31  And given that New York has non-discrimination laws 
that apply to health care settings and require state diligence to enforce, requirements to collect 
and report standardized data are an important benchmark for efforts to reduce health care 
inequality.  New York should ensure that state health care expansion proposals mandate 
participation by all health systems operating in the state in a standardized data collection 
program. 
 
Publicly reporting health care access and quality disparities 
Once New York has obtained health care access and quality data by patient demographic 
characteristics, this information should be publicly reported, to promote greater public 
accountability, to allow consumers to make more informed decisions about where to seek care, 
and to assist state efforts to appropriate action to investigate potential violations of law.32

 
Encouraging the adoption of quality improvement programs that consider the health care 
challenges and needs of underserved communities 
State health care quality improvement efforts, such as pay-for-performance or performance 
measurement, are gaining increasing attention.  But because underserved communities typically 
face greater health needs and barriers to treatment, performance measurement that is blind to the 
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additional challenges in providing health care to these communities can inadvertently dampen 
provider enthusiasm for treating low-income communities or communities of color.  Quality 
improvement efforts should take into account the challenges and needs of underserved 
communities and reward efforts that reduce disparities and improve patient outcomes relative to 
baseline measures.33  New York should ensure that health care expansion proposals emphasize 
disparities reduction efforts and avoid unfairly penalizing providers in underserved communities 
while holding them and health systems accountable for improvements in health outcomes. 
 

III. Patient Empowerment 
 
Patients should be empowered to make decisions about their health care and to insist that care be 
delivered in a manner consistent with their health care needs, economic status, and cultural 
context.  These issues are particularly relevant for racial and ethnic minority and immigrant 
patients, who may face significant cultural barriers in U.S. health care settings.34  These concerns 
can be addressed by: 
 
Developing and strengthening patient education programs that are well-researched and are 
tailored to the need of underserved communities 
Patient education programs commonly seek to help patients understand how to best access health 
care services and participate fully in treatment plans.  Such efforts to empower patients can help 
reduce health care disparities by providing patients with skills to effectively navigate health care 
systems and ensure that their needs and preferences are met.  For example, patient education 
programs have been found to be effective as a means of reducing racial and ethnic disparities in 
pain control.35  Patient education programs are most effective when designed in partnership with 
community members and groups and when language, culture, and other concerns faced by 
communities of color are fully addressed.36

 
Supporting and expanding community health worker programs 
Community health workers, also known as lay health navigators or promotoras, are trained 
members of medically underserved communities who work to improve community health 
outcomes.  Community health worker programs train individuals to teach disease prevention, 
conduct simple assessments of health problems, and help their neighbors access appropriate 
health and human resources.37  New York State currently has 23 community health work 
programs, focused on prenatal and early childhood health.38    Research and practice indicate that 
such services can improve patients’ ability to access care and understand how to manage illness.  
Most importantly, community health workers can help reduce health disparities by community 
mistrust of health care providers stemming from historical discrimination, breaking down 
cultural divides between providers and patients, assisting in obtaining health insurance and 
accessing care, and disseminating vital health information to underserved communities.39  From 
a health care system perspective, community health workers also improve quality and reduce 
costs by encouraging more appropriate use of health care resources and reducing uncompensated 
care.40  New York can build on the successes of its existing perinatal community health worker 
programs by providing grants, seed funding, or other resources to help stimulate community 
health worker programs in new areas of health disparities, such as diabetes, HIV/AIDS, and 
preventable ambulatory care sensitive conditions such as asthma, hypertension, and pneumonia. 
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IV. State Health Care Infrastructure 
 
The disproportionate lack of health insurance among racial and ethnic minorities is associated 
with lower levels of health care resources (e.g., practitioners, hospitals and health care centers) in 
communities of color.  Even if New York achieves universal health insurance coverage, 
communities of color will still require investments to improve their health care infrastructure.  
New York can ensure that the community-level health care infrastructure needs of racial, ethnic, 
and language minority patients are better addressed by:  
 
Supporting “safety net” hospitals and community health centers, and reducing the financial 
vulnerability of health care institutions serving poor and minority communities 
People of color, immigrants and low-income individuals are more likely than other populations 
to access health care in safety net institutions, such as public hospitals and community health 
centers.41  In many cases, these institutions face financial vulnerability because of low Medicaid 
reimbursement rates and/or the costs of providing uncompensated care to uninsured 
individuals.42  These institutions may fare better in states where near-universal health insurance 
coverage proposals are enacted and where health insurance expansions are realized, but they will 
likely continue to face financial vulnerability until universal and equitable coverage is achieved.   
 
New York operates a free care/bad debt pool aimed at reimbursing hospitals for uncompensated 
care.  Yet the U.S. Department of Health and Human Services has said that many of New York’s 
most financially troubled hospitals will go bankrupt or default on their loans without more state 
assistance.43  State health care expansion proposals should include provisions to provide 
additional financial resources or other support to safety net institutions, particularly until 
coverage plans “ramp up” to reach uninsured populations.  The viability of these institutions is 
particularly important if New York fails to establish truly “universal” coverage due to exclusion 
of childless adults or undocumented immigrants who are not eligible for Medicaid and are 
subject to enrollment caps in many state-funded programs—exclusions which we recommend 
against.  In such a scenario, New York would likely rely on safety net institutions to provide a 
significant uninsured population with primary and preventative health care that is essential to the 
state’s health. 
 
Creating and/or improving incentives for health care professionals to practice in underserved 
communities 
Low-income and minority communities often have the most pressing need for health care 
services, but they are served by a dwindling number of providers and institutions that lack 
resources to expand and improve services (Figure 2).44  New York can address this imbalance by 
providing incentives, such as funds for graduate medical education programs that focus on 
underserved populations, tuition reimbursement and loan forgiveness programs that require 
service in communities with health professional shortage areas. 
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V. State Program and Policy Infrastructure 
 
New York can improve its capacity to plan for and address the health care policy challenges and 
needs of minority communities by adopting or strengthening existing policies such as: 
 
Community health planning 
Community health planning is a means of gaining community input and better aligning health 
care resources with community needs.  Community health planning has a long history, but its 
promise as a tool to reduce health care disparities has yet to be fully realized.  Community health 
planning seeks to strengthen communities to play a greater role in their own health, actively 
involving residents in the planning, evaluation, and implementation of health activities in their 
communities.  The 1974 National Health Planning Law sought to create and support a network of 
community Health Systems Agencies (HSAs), but a lack of funding and effective mechanisms 
for community input to shape health policy has led to a decline of HSA power and influence.45  
In New York, the laws creating a statewide Health Systems Agnecy remain on the books,46 
though the State stopped funding the agency in the 1990s.47  Despite its decline, HSAs have been 
proven effective and significant tools for equity in New York.  The Finger Lakes HAS (FLHSA), 
for example, has served as an important vehicle to address the common concerns of consumer 
groups, businesses, health plans, and providers regarding health planning.48  Through 
collaboration between the Rochester community, local businesses, and the local insurer, Blue 
Cross Blue Shield, FLHSA has remained an active, self-funded project, but requires greater 
funding support to remain a broad-based planning agency.  New York can integrate strategies to 
restart and reinvigorate HSAs and include disparities reduction efforts as part of the mission of 
these planning agencies into its health care expansion proposals. 
 
Certificate of Need assessment 
Historically, the purpose of the Certificate of Need (CoN) process has been to control health care 
costs and ensure that capital and technology investments in the health care industry reflect 
community needs.  In New York, the process has required hospitals and other health care 
institutions that seek to establish, expand or reduce services to submit proposals so that the 
Department of Health can evaluate projects to eliminate unnecessary duplication of services and 
ensure that investments strategically address health care needs.  The CoN process, however, has 
great potential to encourage a better distribution of health care resources, reflecting community 
and statewide need.49  The four current criteria examined by the DOH through the CoN—public 
need, financial feasibility, character/competence and construction50—are necessary but 
insufficient to ensure reflection of community needs.  Although DOH is required to assess public 
need in determining whether to grant a Certificate of Need application for the construction, 
expansion, or conversion of hospitals,51 the agency has not historically done so (Figure 3).52  

New York should re-evaluate and reinvigorate the CoN process through new policies that ensure 
accountability for the use of public funds; reduce geographic, racial, ethnic and socioeconomic 
disparities; and reduce the “fragmentation” of the health insurance market.  Specifically, New 
York should ensure that the collection of data revealing racial/ethnic, language status, and 
income-based health care disparities, discussed above, is integrated into the CoN process.  DOH 
should make obtaining a Certificate of Need contingent on evidence that changes sought would 
reduce racial and economic health care inequality.53
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Figure 3 
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Coordination between DOH, DOI, the New York State Division of Human Rights, and the 
Attorney General 
The New York State Division of Human Rights is charged with reviewing complaints under the 
New York State Human Rights Law and enforcing the law.  However, few complaints reviewed 
by the State Division address discrimination in access to health care.54  But because 
discrimination in health care is often covert, structural, and sometimes unintentional, review of 
these limited number of complaints are not alone a good way to discover and eliminate existing 
racial discrimination.  The State Division should exercise its power to initiate its own 
investigations, file its own complaints, and conduct studies in compliance with state, federal and 
international human rights law and to prevent and eliminate discrimination in access to health 
care.55

 
To this end, New York should develop a comprehensive, statewide approach to eliminating 
racial and ethnic health disparities, grounded in the fundamental understanding that these 
disparities stem from historical, interpersonal and institutional racism.  The State is empowered 
to eliminate health care gaps through its control of funding, power of regulation and control over 
the authorization of hospital closings and downsizing to control the allocation of health care 
resources.  Moreover, the Attorney General possesses broad authority under parens patriae 
standing, which provides states with the ability to sue to protect the health of their residents.56  
The Departments of Health and Insurance, the Office of the Attorney General, and the State 
Division of Human Rights should coordinate efforts to end health disparities based on race or 
ethnicity.  One model of coordination is a bill pending before the Massachusetts legislature to 
establish an Office of Health Equity to coordinate all efforts to eliminate racial and ethnic 
discrimination in health care.57  An equally comprehensive government-led initiative in New 
York would need: (1) to share the honesty of the Massachusetts Commission to End Racial and 
Ethnic Health Disparities58 in acknowledging that racial and ethnic health disparities are caused 
by racism and institutional tolerance of racial bias; (2) to be led by influential policymakers who 
could implement the recommendations into law; and (3) to examine and address the multiple 
causes of disparities, including health care services, patient education and behavior, and larger 
social conditions.59

 
VI. Policies to Address Social and Community-Level Determinants of Health 

 
While largely outside of the purview of state health insurance coverage expansion proposals, any 
effort to reduce racial and ethnic health status gaps must address factors that lie largely outside of 
the health care arena.  These include social and community-level determinants of health—such 
as environmental conditions in homes, employment, or educational institutions—which are 
powerful “upstream” predictors of who is healthy and who is ill.  New York State health care 
reform proposals can consider strategies to: 
 
Improve coordination of relevant state agencies that should address determinants (e.g., 
education, housing, employment) 
State agencies that seek to reduce social and economic gaps are inherently engaging in health 
equity work.  Almost all aspects of state policy in education, transportation, housing, commerce, 
and criminal justice influence the health of state residents, and can have a disproportionate 
impact on underserved communities.  New York can take steps to coordinate the work of state 
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agencies that impact health disparities, which would likely reduce duplication of effort, increase 
efficiency, and more effectively address health outcome disparities. 
 
Health impact assessment (HIA) policies 
HIA attempts to ensure that all government programs and initiatives in and outside of the health 
care delivery sector—such as transportation, housing, and environmental protection—are 
assessed to determine their potential impact on the health status of affected communities.60  HIA 
is used extensively as a policy and planning tool in Europe and other countries, and is used 
increasingly in the United States.  The San Francisco Department of Public Health, for example, 
has developed and implemented the Healthy Development Measurement Tool to identify and 
assess community health needs and understand how land use and development projects can 
complement public health goals. New York should determine whether state health care 
expansion proposals include use of health impact assessments to assist planning. 
 
Conclusion 
 
New York is synonymous with opportunity in the American vocabulary.  In considering health 
care system proposals, we ask that you evaluate not only whether a greater number of residents 
will be insured, but also whether system reform proposals improve the equal opportunity of New 
York residents to access quality health care.  We hope the equity benchmarks laid out above will 
assist in your evaluation process. 
 

### 
 
The Opportunity Agenda is a communications, advocacy and research organization whose 
mission is to build the national will to expand opportunity in the United States.  For more 
information, please visit www.opportunityagenda.org.  The Opportunity Agenda is a project of 
the Tides Center. 
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