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Executive Summary 
 
Over the past two years, there have been 
several initiatives to garner public opinion 
and facilitate discussion on health reforms in 
New York State (NYS).  In December 2006, 
NYS Assembly Representative Richard 
Gottfried opened a series of three public 
hearings, “How to Increase Health Insurance 
Coverage in New York State.” Beginning in 
September 2007, former Governor Eliot 
Spitzer introduced the “Partnership for Cov-
erage” hearings, which ultimately included 
over two-hundred participants in eight ses-
sions.  In December 2007 the Manhattan In-
stitute sponsored a conference, “New York’s 
Uninsured:  Looking Back and Moving 
Forward,” which explored lessons from oth-
er states and reform attempts that might be 
applied to NYS.    
 

This report summarizes the results of our 
qualitative analysis of verbatim transcripts 
and written testimony submitted by partici-
pants at these events.1  The report is a sum-
mary of the major ideas and themes raised 
during the hearings and serves as a barome-
ter of the diversity of public views on NYS 
health reform.  The report does not provide a 
quantitative assessment of public prefer-
ences.  In addition, we did not validate any 
of the data, statistics, or facts presented by 
participants at these hearings. 
 
Using thematic analysis, we classified the 
testimonies and presentations into three 
over-arching nodes, which we further strati-
fied into several sub-themes. In Figure 1, we 
present the conceptual model illustrating the 
categorization of themes based on the com-
ments by the participants.   

 
Figure 1:  Thematic Analysis of Testimony and Presentations at the Three Hearings 
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Views on the Current System 
This category highlights participant views 
on the current state of health care in New 
York and nationally.  We identified the fol-
lowing major sub-themes: 
 
 Health Costs and Spending:  The rise in 

health care costs, health spending, and 
premiums have affected a wide variety 
of groups including middle-income 
families and small business owners.   
 

 Lack of Insurance Leads to Poor 
Treatment and Care:  Not having insur-
ance is associated with people foregoing 
preventative care such as cancer screen-
ings, and relying on emergency rooms 
for care.   
    

 Complexities of a Multi-Payer Market-
Based System:  There are inefficiencies 
associated with a voluntary system with 
multiple payers including bureaucracy 
and administrative difficulties associated 
with both commercial insurers and pub-
lic programs.  
  

 Problems with Government Regulation 
and Public Programs:  The current 
health care system has too much gov-
ernment intervention.  Expanding public 
insurance has resulted in an increased 
tax burden for consumers and commu-
nity rating has increased health insur-
ance premiums.  Public insurance dimin-
ishes consumer choice.    
 

 Health Outcomes and Delivery:  Char-
acteristics of the health care delivery 
system in NYS, including physician re-
cruitment and retention, malpractice liti-
gation, and health care reimbursement 
structures, may lead to diminished health 
outcomes.   

 
 Health Care Disparities:  Gaps in health 

coverage or health insurance stem from 
factors such as race, age, income, and 
citizenship status.  There is unequal ac-

cess to care and various groups struggle 
to obtain quality health care.   

 
Health Reform and Expansion 
Ideas 
Major ideas for health reform that emerged 
from the hearings include suggestions for 
expanding coverage, minimizing health care 
disparities, and reducing insurance costs, 
classified into the following sub-themes:  
 
 Build on Existing Public Programs:  

Expand existing NYS public programs 
such as Family Health Plus, Child 
Health Plus and Medicaid.  Proposals in-
cluded expanding Child Health Plus eli-
gibility from 250% to 400% of the fed-
eral poverty level, raising Family Health 
Plus eligibility levels, simplifying and 
streamlining enrollment and renewal 
procedures, and establishing an em-
ployer or individual buy-in for Family 
Health Plus.  
  

 Single Payer:  Establish a single payer 
health care system, which would pro-
duce administrative simplification, lower 
costs, higher quality care, and more eq-
uity and fairness.   
 

 Mandates:  Individual or employer 
mandates could expand coverage and 
lower costs in NYS.   
 

 Private Market Reforms:  Market-based 
initiatives such as merging the small 
group and the non-group market would 
lower premiums; the state could also 
provide tax credits to individuals to pur-
chase health insurance and fund a state-
wide high risk pool. 
 

 Benefit Packages:  Benefit design is a 
critical component of health reform.  
Some stressed the need for comprehen-
sive benefits packages, including ser-
vices such as mental health, dental and 
reproductive services, while others 
stressed more flexible designs ranging 
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from high-deductible bare-bones plans to 
more comprehensive ones. 

 
 Improve the Health Care Delivery Sys-

tem:   Invest more in primary and pre-
ventative services, develop better health 
information technology (HIT), develop 
global budgeting systems, open addi-
tional clinics, improve physician re-
cruitment and retention, and reform the 
malpractice system.   

 
 

New York Specific Factors  
This category summarizes the major themes 
that emerged pertaining to data, statistics, 
and other characteristics that distinguish 
NYS from other states with respect to health 
reform.  These include:   
 

 Uninsured Characteristics 
 Coverage Characteristics and Public 

Program Structure 
 Cost  
 Disparities 
 Health Care Delivery 
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Introduction 
 
Enacting sustained and effective substantial 
health reform in NYS will require the input 
of many interest groups.  In an effort to gain 
this input and facilitate debate and discus-
sion amongst stakeholders, NYS has held 
hearings on the issue of reforming its state 
health care infrastructure.  Assembly Repre-
sentative Richard Gottfried held three hear-
ings entitled “How to Increase Health Insur-
ance Coverage in New York State” via the 
Assembly Standing Committees on Health, 
Insurance and Labor.  The first took place 
on December 8, 2006 in Albany, New York 
and featured seventeen participants.  The 
second took place on March 9, 2007 in New 
York, New York and featured thirty partici-
pants.  The third was held in Rochester, New 
York on April 19, 2007 and featured twelve 
participants.  These participants ranged from 
prominent health policy experts to health 
care providers, insurance companies, and 
health advocates.  Each one spoke at the 
hearings for approximately ten minutes and 
submitted a written copy of his or her testi-
mony to Assemblyman Gottfried.   
 
Former Governor’s Spitzer introduced the 
“Partnership for Coverage,” a series of pub-
lic hearings aimed at gathering proposals 
and ideas on increasing access to coverage 
in New York and determining ways to re-
form the health care system.  From Septem-
ber to December 2007, there were eight 
hearings in total that took place in Glen 
Falls, Buffalo, New York, Syracuse, Roch-
ester, Old Westbury, and one which was a 
call-in hearing.   In all, 230 participants ap-
peared at the hearings; they were also asked 
to submit written copies of their testimony.          
 
The Manhattan Institute held a conference, 
“New York’s Uninsured:  Looking Back and 
Moving Forward,” on December 11, 2007, 
examining New York’s health care system 
and exploring lessons for New York policy 

makers.  The conference consisted of two 
panels and a key-note speaker, totaling eight 
participants, each of whom spoke for ap-
proximately ten minutes on the issue of state 
health reform. 
 
This report summarizes the major themes 
and issues that emerged in these various 
hearings [see Figure 1], illustrating the di-
versity of opinions on approaches to im-
prove health insurance coverage in NYS ex-
pressed at these events. 
 
Results 
Most of the speakers who presented testi-
mony based their recommendations about 
health reform on a set of views and concerns 
they had about the current health care sys-
tem in NYS and in the United States.  Tes-
timonies typically began by highlighting 
specific problems with the current system 
and using these as a basis for making policy 
recommendations.   
 
Three major over-arching themes emerged, 
which we used as a framework.  These were:  
 
Views on the Current System:  Participant 
views on the current state of health care in 
NYS and nationally.   

 
Health Reform and Expansion Ideas:  
Ideas for health reform. 

 
New York Specific Factors:  Statements 
about the health care system in New York.  
 
We then used these very broad areas as an 
over-arching framework for subsequent cod-
ing.  In the following three sections we high-
light themes and sub-themes we obtained by 
mapping the testimonies and transcripts into 
to the broad groupings listed above. 
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Views on the Current System 
 
Participants’ concerns ranged from the soar-
ing costs of health care and health insurance 
to the growing number of uninsured and 
health care disparities.  
 
Major sub-themes include: 
 
 Health Costs and Spending 
 Lack of Insurance Leads to Poor 

Treatment and Care 
 Complexities of a Market-Based Sys-

tem 
 Problems with Government Regula-

tion and Public Programs 
 Health Outcomes and Delivery 
 Health Care Disparities 

 
 
Health Costs and Spending 
The issue of high health care costs and rising 
insurance premiums surfaced numerous 
times.  Many participants noted that the af-
fordability of health care is a major problem 
for the United States.  Cost escalation affects 
several different groups, including low-to-
middle income consumers, workers, and 
business owners.  Many argued that high 
costs place a strain on overall market com-
petition and the well-being of the economy. 
 
 One of the things we have to do with 

health care reform is spend less money.  
We are charging too much money to the 
consumers, we are charging too much 
money to the taxpayers, and we are 
charging way, way too much money to 
businesses.2 
 

 According to AHRQ’s Medical Expendi-
ture Panel Survey, New York has the 11th 
highest average premium for private 
sector family coverage.  We are the sec-
ond highest in personal healthcare 
spending.  These spending numbers 
alone are cause for concern; set against 
healthcare outcomes they paint a dis-
couraging picture.3 

Burden on Middle Class Individuals and 
Families. Participants argued that the high 
costs of medical care and the steady rise of 
insurance premiums are a burden for middle 
class individuals and families who neither 
qualify for public programs nor have the 
wealth to maintain steady insurance.  They 
often make tradeoffs between purchasing 
health insurance and other necessities.  This 
may lead to the reduced use of health ser-
vices, lack of critical and preventative care, 
and diminished overall health outcomes [See 
Lack of Insurance Leads to Poor Treatment 
and Care].    
 
 A person who makes 30,000 dollars a 

year brings home a little more than 1700 
dollars a month.  After rent, utilities, and 
food, how much is this person supposed 
to be able to afford the 700 dollars aver-
age monthly payment for individual 
market health insurance plans offered in 
New York?4 
 

 Those with coverage are struggling to 
pay premiums, while those without are 
foregoing primary and preventative 
health care, which can lead to greater 
complications and more advance disease 
states.5 

 
Burden on Businesses.  Other participants 
highlighted the cost strain on business own-
ers, particularly on small businesses.  Ac-
cording to them, the rising cost of health in-
surance makes it increasingly difficult to 
maintain a profitable enterprise while simul-
taneously offering comprehensive and af-
fordable employee health benefits.   
 
 Most small businesspeople I know care 

very deeply about their workers.  We are 
just frustrated and embattled.  Taxes, 
fees, inspections, forms, penalties, loans, 
regulations, certifications, paperwork.  
All of this has to be dealt with on top of 
running one’s business.  We are tasked 
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with finding a way to pay fair wages and 
with providing health care coverage for 
our employees.  This is simply not possi-
ble under the current system.6   

 
 Private insurance linked to employment 

is decreasing in response to increased 
premium pricing and competitive busi-
ness strains.7 
 

 As health care costs keep escalating, 
corporate America is strangling and has 
lost its competitive edge.8 

 
High Medicaid Spending.  Many cited the 
issue of high Medicaid spending not only as 
a major problem with the current health care 
system, but also as one of the distinguishing 
characteristics of New York State.  Partici-
pants who commented on cost-related initia-
tives to reform New York State health insur-
ance were often particularly concerned 
about Medicaid costs and their effect on the 
state’s budget.     
 
 We now spend more on Medicaid per 

capita than any other State, about dou-
ble the national average.  Spending 
more than Texas and Pennsylvania, and 
Florida all combined.  And yet one finds 
the percentage of uninsured is basically 
about the national average.9   

 
 
Lack of Insurance Leads to Poor 
Treatment and Care 
Policy advocates, physicians, and uninsured 
residents of New York addressed the links 
between insurance and quality care.  They 
argued that people who are uninsured tend 
to receive less primary and preventative 
care, often forego necessary treatment, and 
ultimately contract more diseases than those 
that have access to continuous insurance.  
They noted that lack of insurance may en-
gender more use of hospital emergency 
rooms rather than primary care, which plac-
es greater stress on the physicians in those 
emergency settings.   

Avoidance of Preventative Care.  Lack of 
preventative care, participants noted, may 
raise health care costs and reduce overall 
well-being.  Many physicians in various 
specialties pointed out the harm of not hav-
ing health insurance, whether it was delay-
ing cancer screenings and mammograms 
among women without coverage, neglecting 
receiving MRI scans for Multiple Sclerosis, 
or sacrificing other forms of preventative 
and primary care.  This, according to many 
participants, is a significant factor generat-
ing poor health outcomes in the United 
States.  
 
 Uninsured persons receive less preven-

tative care, are diagnosed at a more ad-
vanced stage of illness, and once diag-
nosed, tend to receive less therapeutic 
care, and have a higher mortality rate.10 
 

  Numerous studies have shown that peo-
ple who have health insurance and a 
medical home are more likely to receive 
key preventative services and screenings 
such as pap tests, mammograms, and flu 
shots.  And these same studies make it 
clear that those without insurance tend 
to skip needed preventative screenings 
and medical care.11 

 
Increased Emergency Room Use.  The in-
creased use of emergency rooms is another 
effect of lack of insurance that many ad-
dressed during the hearings.  Speakers noted 
that patients who are uninsured or underin-
sured may be diagnosed with diseases and 
illnesses at a later stage and seek treatment 
in emergency rooms for conditions that 
could have been more appropriately handled 
in other settings.  Several participants ar-
gued that this places greater pressure on 
emergency rooms, increasing waiting times 
and decreasing outcomes as physicians con-
tinue to spend less time with their patients.   
 
 Emergency rooms are often the settings 

for the treatment of illnesses or chronic 
conditions that could have been pre-
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vented or treated earlier had they been 
part of a course of care associated with 
having health insurance.12 
 
 

Complexities of a Market-Based 
System 
Participants remarked on the inefficiency 
associated with a multi-tiered, fragmented 
system. Many were concerned that our sys-
tem of multiple, competing payers breeds 
bureaucratic and administrative errors aside 
from rising insurance premiums [See Health 
Costs and Spending].   They also raised con-
cerns about insurance loading costs and over 
the growing problem of adverse selection in 
the voluntary market.  
  
Bureaucracy.  Several participants noted that 
public programs and private insurers all use 
different forms and rules to determine pa-
tient eligibility for insurance, with different 
standards for paying out claims and reim-
bursing providers.  Consumers at the hear-
ings reported being overwhelmed by the 
constantly shifting rules and procedures, of-
ten claiming that they were too complicated 
to comprehend.  Providers complained about 
the difficulty in maneuvering through large 
amounts of insurance paperwork and sorting 
through reimbursement protocols.        
   
 Our current system breeds errors, 

requires a separate subsystem to 
correct those errors, and involves 
duplicate systems by which the pro-
vider and the payer record essen-
tially the same information. Com-
municating information about coor-
dination of benefits is also extremely 
inefficient.13       

 
 Since [my wife’s] death and my retire-

ment, I have been attempting to navigate 
the corporate based health insurance 
maze as a patient.  […] And I am experi-
enced and can’t make it work for me, 
and if it is hard for me to make the sys-
tem work for me, imagine what it is for 

people who haven’t spent 50 years in the 
system.  What happens is that a lot of 
people just give up.14 

 
 One of the reasons the United States 

spends more and gets less than other 
modern democracies is a system of 
mind-boggling complexity and fragmen-
tation.  Hundreds of companies offers 
thousands of policies and benefits pack-
ages.15 

 
Administrative Excesses.  Another concern 
noted was the amount of revenue that does 
not get spent directly on health care but on 
what participants referred to as “administra-
tive waste,” “private insurance loading 
costs,” or “medical cost ratios.”  Speakers 
used these terms to refer to the funds from 
premiums that go towards administrative 
functions, including marketing, company 
overheads and profits. Participants often 
complained that these administrative costs 
were the main drivers of high premiums and 
decline in the overall insurance rate.  Many 
believed that the high costs harm the overall 
quality of care, diverting funds from the 
health delivery system [See Health Out-
comes and Delivery].  
 
 It is clear that private insurers’ primary 

product is not insurance, but administra-
tive services, and this has contributed 
significantly to the waste in our health 
care spending.16 

 
 Right now, we have such a hodge podge 

of insurances and public programs that 
insurance companies spend a large part 
of their money on marketing, determina-
tion of eligibility, and denial of claims.17 

 
Adverse Selection and Risk Avoidance.  Some 
participants noted the problem of adverse 
selection as a major concern.  By adverse 
selection, they referred to individuals or 
consumers who elect not to purchase health 
insurance until they feel they will need it.  
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This may cause insurance companies to 
search for individuals who are low risk.   
 
 If you have a voluntary market and you 

have one with easy access as New York 
does, it’s clear that the people who are 
going to buy insurance under those cir-
cumstances are going to be people who 
tend to think they’re going to need it and 
young invincible people who may think 
they’re never going to get sick and not 
going to purchase it.18 

 
 
Problems with Government Regula-
tion and Public Programs 
Although many participants found fault with 
the current, market-based health care sys-
tem, many others praised markets as the best 
means of ensuring quality and consumer 
choice.  They argued that increased empha-
sis on publicly financed health care and 
market regulation caused high prices and 
reduced access to health insurance, as well 
as heavy tax burdens, lack of consumer 
choice, inefficient community rating, and 
inappropriate state-mandated benefits.  
 
New York’s Large Public Programs.  Some 
participants remarked on New York’s al-
ready large public insurance system, point-
ing to programs such as Child Health Plus 
and Family Health Plus being singled out.  
They remarked on the high Medicaid spend-
ing rate in New York, compared with other 
states [See Health Costs and Spending].  
They attributed the problem of New York’s 
uninsured to a lack of adequate private cov-
erage rather than a lack of public programs.   
 
 If we were to learn from other states, 

there are many states that have a lower 
rate of uninsured, a lower portion of 
their population that’s uninsured com-
pared to New York.  The characteristics 
of those states are that they have more 
people with private coverage, not more 
individuals on public coverage.19 

Tax Burden.  Many participants noted that 
increasing taxes to finance expansions of 
public programs may harm the NYS econ-
omy.  Some expressed concern over HCRA 
taxes that are used to finance graduate medi-
cal education, charity care, and Medicaid.   
 
 New York has achieved success in de-

creasing—or at least stabilizing—the 
number of uninsured by increasing en-
rollments in CHP, FHP, Medicaid.  Yet 
with every expansion of government in-
surance programs, there are costs that 
are born by taxpayers.  Our economy is 
less diversified and less competitive 
relative to taxes, so expanding entitle-
ments is challenging to our common 
goal of seeking job growth.20 

 
 So we’re taxing people trying to buy in-

surance and afford it to subsidize other 
health insurance programs, as well as a 
number of other public goods, not neces-
sarily health insurance, and it really 
creates this vicious cycle.21  

 
Community Rating Leads to More Adverse 
Selection. Presenters noted that community 
rating laws prohibit insurers from charging 
different premiums based on factors such as 
health status and age.  Many participants 
stated that NYS’s community rating rules in 
the individual market contribute to the prob-
lem of high insurance premiums.  They also 
argued that community rating increases ad-
verse selection problems.  
 
 The fact that all small groups and some 

large groups are subject to a pure com-
munity rate means that the premium rate 
cannot be adjusted for group demo-
graphics, industry or health status.  In 
addition to increasing costs, community 
rating reduces incentives for employers 
to invest in wellness activities, or to 
promote healthy lifestyles for employ-
ees.22 
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Benefit Mandates. State mandated benefits 
are services that the legislature decrees in-
surance companies must include in all poli-
cies sold.  Participants noted that imposing 
state-mandated benefits increases health in-
surance premiums in NY.   
 
 The purpose of insurance is to protect 

against rare and uncertain substantial 
loss, and that the presence of such cov-
erage should not alter individual or 
group behavior.  It becomes clear that 
these mandates have changed the pur-
pose of insurance and created an ineffi-
cient financial funding vehicle for these 
predictable costs of individuals evaluat-
ing their own insurance.23 
 

 In 2003, the Employer Alliance for Af-
fordable Health Care initiated the only 
study ever undertaken on the cost of New 
York’s mandated services.  This report 
determined that at that time policyhold-
ers paid 12.2% more annually to cover 
the costs of mandates.24 

 
Consumer Choice.  Many participants feared 
that expanding public programs and empha-
sizing government regulation would limit 
choice in the private marketplace.  They va-
lued the consumer’s ability to pick and 
choose from a wide variety of benefits pack-
ages, providers, and insurance carriers, ra-
ther than being limited to a “one-size-fits-
all” policy.     
 
 Representing more than 700,000 mem-

bers, I can tell you that competition and 
choice matter.  They ensure better ser-
vice, better products, and better overall 
quality.25 

 
 A value maximizing system creates com-

petition at the individual patient and dis-
ease level.  The key to that result is a 
shift from a payer centered system to a 
consumer centered system.26 

 
 

Health Outcomes and Delivery 
One of the themes that emerged often during 
the hearings is that access to coverage is 
necessary but not sufficient to achieve a bet-
ter health system.  Many asserted that ex-
panding coverage alone would be futile 
unless accompanied by measures to improve 
overall health care quality.  Participants 
noted the United States’ relatively poor 
health outcomes compared with other coun-
tries.  
 
 Access to care alone is not enough—it is 

equally important to focus on the quality 
of care people receive.27 

 
Poor Health Outcomes.  Participants com-
mented on the poor quality of health care in 
New York and the United States and the 
need to address this issue through reform.     
 
 The quality of American health care is 

getting poorer, more expensive and less 
of a guarantee everyday.  Our position 
in overall quality and child mortality 
among developed nations of the world is 
shameful.28 
 

 Other nations spend half as much as we 
do and provide quality health care for 
all their people that is good or better 
than we do in many respects.  It is a 
critical problem of truly mammoth pro-
portions and we can do better.29 

 
Focus on Treatment Rather than Preventa-
tive Care.  One of the reasons cited for poor 
health outcomes is the tendency of the 
health care system to focus on the treatment 
of diseases rather than the care of the pa-
tients.  Critics of the current system argued 
that the United States subscribes to a “sick 
care” system, rather than a “health care” sys-
tem.  Participants pointed to the reimburse-
ment structure that rewards procedures in-
stead of preventative care.  
 
 In general, office doctors and primary 

care are no longer going to the hospital.  
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Do you think the hospitalists and the 
specialists changing daily have a coher-
ent picture of the patient?  On the week-
end, the hospitalist attempts to cover 
dozens of patients.  What problems are 
being overlooked?30 
 

 Our health care system provides expen-
sive, ineffective care that drives up costs 
and emphasizes treatment rather than 
prevention and quality.  The U.S. spends 
more than most countries on health care, 
yet we trail 47 other nations in life ex-
pectancy and we only get approximately 
half of the recommended level of medical 
care.31 

 
Loss of Providers / Burden on Physicians.  
Physicians at the hearings spoke of growing 
concerns in the provider community includ-
ing increased costs of practicing and lack of 
reimbursement for treating uninsured pa-
tients.  Safety net program and community 
health center advocates stated that they re-
ceived even less reimbursement from com-
mercial insurers and Medicaid.  Some com-
plained of the tremendous bureaucracy and 
paperwork involved in their work, the rising 
cost of medical malpractice litigation, and 
the difficulty of managing emergency rooms 
that have many uninsured patients.   
 
 A lack of adequate reimbursement for 

health care providers who care for 
growing numbers of uninsured patients 
is starving these very providers that low-
income patients rely on for care32 

 
 A widening gap between reimbursement 

rates received by community health cen-
ters from public versus private payers is 
threatening community health centers’ 
ability to serve commercially insured pa-
tients, and is eating away at the limited 
public resources intended for the unin-
sured and other public funds.33 
 

 The mountains of paperwork created by 
such a system place a particular burden 

on primary care physicians, who already 
spend increasingly large amounts of 
time on the largely unreimbursed task of 
coordinating care for their patients with 
multiple chronic conditions.34 
 

 Multimillion dollar lawsuits in obstetric 
malpractice cases in New York State are 
driving older doctors to retire and dis-
couraging new medical students from se-
lecting obstetrics as a field.35   

 
 
Health Care Disparities 
Speakers noted that in the current health 
care system access to care is unequal. Par-
ticipants identified several factors that affect 
access to and affordability of coverage, in-
cluding citizenship status, age, race, and 
work status.  Immigrants and non-citizens 
face both income and language barriers to 
care.  People with non-traditional work ar-
rangements, such as artists, actors, and even 
adjunct professors at certain NYS universi-
ties also have difficulty obtaining coverage 
and care.         
 
Racial/Ethnic Disparities.  Participants noted 
that race remains a characteristic that sepa-
rates those who have health insurance and 
those who lack it.   
 
 The problem of lack of insurance intensi-

fies prevalent disparities in health and 
health care, as person of color in New 
York are more likely to be uninsured 
than Caucasians.  Of those without 
health insurance, 25 percent are Hispan-
ics, and 21 percent are African-
Americans.36 

 
 People of color are sicker and more like-

ly to die in our current health care sys-
tem because of lack of investment in ac-
cess, treatment and research in people 
and communities of color.  There is 
abundant research to support this con-
clusion.37 
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Income Disparities.  Many participants noted 
that most uninsured people are working 
Americans, whose incomes are too high to 
qualify for public coverage and too low to 
make private coverage affordable.  They 
noted that lower-to-moderate income indi-
viduals and families forego preventative 
treatment [See Lack of Insurance Leads to 
Poor Treatment and Care] or rely on safety 
nets, such as community health centers for 
their treatment and care.   
 
 New York City Comptroller, William 

Thompson, released a landmark report 
on health disparities, showing that the 
gap health and health care between rich 
and poor city residents has unfortunately 
skyrocketed since 1990.  Rates of heart 
disease, cancer and, particularly, diabe-
tes have struck poor neighborhoods par-
ticularly hard in the last 15 years.38    
 

 Most (70%) of health center patients 
have family incomes below the federal 
poverty level.39 

 
Age Disparities.  Age is another factor associ-
ated with the quality of care that people re-
ceive and whether or not they remain in-
sured.  Most uninsured people are young but 
the cost burden of uninsurance falls heavily 
onto older people, near retirement age.  
Many pointed out the distinct, non-financial 
barriers to insurance and health care faced 
by adolescents, a group who often forego 
primary and preventative care, waiting until 
their problems escalate before seeking care.          
 
 We’ve spoken before about the young 

invincible and one shouldn’t forget how 
many uninsured Americans are like that 
despite their depiction on ER or Robin 
Cook novels.  In fact, you find about 
50% of the uninsured are between the 
ages of 18 and 35.40 
 

 In our conversations, we found that the 
high cost of insurance predominantly 
impacted two groups of individuals:  

those over 55, who are near retirement, 
or have already retired, and small busi-
ness owners.41 
 

 Adolescents have the lowest rates of 
primary care use of any group in the 
U.S. and are the least likely to have ac-
cess to health care.  Patterns of care of 
adolescents show that they do not seek 
routine medical care and often wait until 
problems become severe before solicit-
ing treatment.42 

 
Citizenship Status.  Another concern voiced 
by many participants was NYS’ large immi-
grant population, many of whom remain un-
insured due to their lack of citizenship and 
the language barriers in the system.    
  
 Almost a third of the uninsured in New 

York are non-citizens, both legal and il-
legal immigrants.  This is so important 
to understand because if you simply look 
at public program expansions, many of 
the Federal Medicaid rules and regula-
tions do not allow you to capture this 
very significant population and this is a 
significant uninsured population at all 
income levels.43     

 
 The complexity and onerous nature of 

enrollment and recertification process 
that all applicants currently face are 
particularly acute for immigrants when 
language obstacles are taken into con-
sideration.  They face a distinct set of 
barriers besides basically the applica-
tion process and document require-
ments.  Recent studies indicate that 
while one in twenty children in NYS are 
uninsured, more than one in four immi-
grant children in NYC lack health insur-
ance.44 

 
Health Status.  Some providers noted that 
uninsured patients seen by them were typi-
cally in worse health than insured patients.  
They noted that private insurers try to avoid 
providing coverage for those in poor health.  
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On the other hand, several participants ar-
gued that a majority of the uninsured in New 
York were in good health and had voluntar-
ily opted out of purchasing costly health in-
surance.   
 
 The first rule of health insurance school, 

the way you make a buck is you cover 
healthy people and if you are those 
chronically ill folks, if you’re folks at 
higher risk, go someplace else.45 
 

 We have actively promoted measures to 
avoid segmenting the market so that sick 
people are not isolated.46 

 
 Ninety percent of the uninsured are in 

good health.47 
 
 
 

Non-Standard Workers.  Non-standard 
workers are people who do not have tradi-
tional, full-time working arrangements with 
a single employer or business.  Non-
standard workers include those who fre-
quently switch jobs, part-time employees, 
artists, actors, and adjunct college profes-
sors.  Many argued that these workers face 
hardships in maintaining a steady source of 
insurance coverage and typically pay rela-
tively more for insurance.   
 
 Of New York City’s 3.7 million workers, 

approximately 31 percent or 1.2 million 
do not have traditional work arrange-
ments.  Many of these non-standard 
workers experience income insecurity, 
high mobility, and multiple concurrent 
employments.  In addition, non-standard 
workers are even less likely than stan-
dard workers to be offered health insur-
ance through their employers.48

Table 1:  Major Views on the Current System 

Health Costs and Spending 
 

Burden on Individuals 
Burden on Businesses 
High Medicaid Spending 

Lack of Insurance Leads to Poor 
Treatment and Care 

Avoidance of Preventative Care 
Increased Emergency Room Use 

Complexities of a Market-Based 
System 

Bureaucracy 
Administrative Excesses 
Adverse Selection and Risk Avoidance 

Problems with Government Regula-
tion and Public Programs 

New York’s Large Public Programs 
Increased Tax Burden 
Community Rating Leads to More Adverse Selection 
Benefit Mandates Increase Costs 
Consumer Choice 

Health Outcomes and Delivery 
Poor Health Outcomes 
Focus on Treatment Rather than Preventative Care 
Loss of Providers / Burden on Physicians 

Health Care Disparities 

Racial/Ethnic Disparities 
Income Disparities 
Age Disparities 
Citizenship Status 
Health Status 
Non-Traditional Workers 
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Health Reform and Expansion Ideas 
 
Drawing from their opinions about the cur-
rent system, participants at the public hear-
ings went on to provide ideas for expanding 
coverage in NYS.  There was considerable 
heterogeneity in the proposals put forward.  
Some emphasized the necessity for a “build-
ing block” or incremental approach towards 
achieving universal coverage.  Proponents of 
this approach tended to focus on the 2006 
reforms in Massachusetts.  Other partici-
pants proposed a more radical overhaul and 
argued that the state should enact a single 
payer style system, pointing to various sin-
gle-payer systems and proposals, such as 
those in Canada, HR-676 and “Medicare for 
All”.  Other presenters emphasized market-
based reforms that would expand private 
insurance.  Many supporters of these initia-
tives were staunchly opposed to further ex-
pansions of public programs.  We identified 
the following major themes.  
 
 Building on Existing Public Programs 
 Single Payer 
 Mandates 
 Private Market Reforms  
 Benefit Packages 
 Improve the Health Care Delivery 

System 
 

 
Build on Existing Public Programs 
Many presenters at the hearings focused on 
the expansion of insurance through New 
York’s existing public programs, including 
Family Health Plus (FHP), Child Health 
Plus (CHP) and Medicaid.  Many voiced 
their agreement with former Governor 
Spitzer’s expansion ideas or proposed simi-
lar measures (varying the public program 
chosen or the eligibility levels).  Some pro-
posed first covering all NYS children by ex-
panding SCHIP eligibility to those below 
400% of the federal poverty level (FPL), 
simplification and streamlining of applica-
tion and enrollment procedures, increased 

facilitated outreach and enrollment, and the 
enactment of an employer buy-in to FHP.49   
 
Expanding Public Program Eligibility Levels.  
Presenters remarked that the first component 
of insurance reform should be to expand eli-
gibility levels for existing public programs.  
Many participants agreed with the Gover-
nor’s proposal to expand CHP to 400% 
while others proposed additional or different 
means to expand public coverage, for exam-
ple, by expanding Family Health Plus eligi-
bility levels from 100% to 150% of the FPL 
for childless adults or by raising Family 
Health Plus eligibility to 400% of FPL.  
Others also proposed expanding EPIC to 
those with disabilities.   

 
 And yes, we can do the incremental 

things moving in this direction.  To those 
who say we shouldn’t expand Child 
Health Plus or Family Health Plus be-
cause it preserves private insurance, 
there’s a lot of people who need that in-
surance.  We need to do that.50 
 

 And I think we can go one step further, 
we would suggest that Family Health 
Plus should be brought up to 400 per-
cent of poverty as well. I think the Unit-
ed Hospital Fund has documented that 
even if we get to 300 percent of the fed-
eral poverty in the Family Health Plus 
program, that we would take care of 77 
percent of our uninsured.51 
 

 And then we would certainly call for the 
State to expand the State’s EPIC pro-
gram to all of the disabled.  So that all 
people who rely on Medicare for their 
medical care can take advantage of the 
EPIC program, not just senior citizens.52   

 
Simplifying and Streamlining Public Pro-
gram Application and Rectification. 
Several speakers proposed eliminating pub-
lic program eligibility procedures that were 
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complicated or unnecessary.  They argued 
for streamlining and simplifying the applica-
tion and renewal processes and eliminating 
barriers to enrollment for existing public 
programs.  Their ideas included extending 
the enrollment period, allowing participants 
to attest more simply to changes in their 
status, establishing statewide databases to 
store people’s status, using the concept of 
“express lane eligibility,” and simplifying 
the documentation requirements for eligibil-
ity.  Many also supported expanded outreach 
and increasing the use of facilitated enrollers 
as a method for reaching non-citizens and 
immigrants who face language barriers.     
  
 Of great concern is that nearly one half 

of the uninsured in New York State are 
eligible for existing publicly sponsored 
health insurance.  Specifically, 400,000 
uninsured children and 900,000 unin-
sured adults are eligible for Medicaid, 
Family Health Plus, or Child Health 
Plus, but they are not currently enrolled.  
As Governor Spitzer has emphasized, 
this is unacceptable.53 
 

 Evidence shows that there is a direct 
correlation between ease of application 
and enrollment procedures and partici-
pation in health insurance programs.54 
 

 Based on a study of states who allow for 
self-attestation of income, the states who 
verified their income before determining 
eligibility universally reported low error 
rates, and thereby protected their pro-
gram integrity.55 

 
 Administrative barriers make it difficult 

for people who are eligible for coverage 
in public health insurance programs to 
get and stay enrolled in these programs.  
Both New York and New Jersey could 
streamline their eligibility and renewal 
processes to ensure a coordinated, com-
prehensive approach to care, and ex-
pand their investment in facilitated en-
rollment. 56 

 Clearly facilitated enrollment is one of 
the most effective tools we have for find-
ing and enrolling the most hard to reach 
children and families.  An expansion of 
this highly successful program will help 
us reach even further into our communi-
ties to find those who are eligible yet un-
insured.57 

   
Buy-In to Public Programs.  Many partici-
pants advocated a buy-in mechanism for 
public programs.  Employers and individuals 
could purchase coverage in one of the exist-
ing public programs, such as Family Health 
Plus, at subsidized rates with sliding scale 
premiums.   
 
 We will be including the employer buy in 

bill in our budget legislation, which 
would enable an employer to purchase 
Medicaid Managed Care, Family Health 
Plus, Child Health Plus, for the em-
ployer’s workers or to offer that to its 
workers, and those workers who are in-
come eligible would receive it as a sub-
sidized rate, those workers who are not 
income eligible, the employer with or 
without worker participation would be 
paying the regular premium.58 
 

 We also believe there ought to be some 
retooling of the premium level.  Today 
it’s an all-or-nothing.  If you’re eligible, 
you’re in.  If you have a dollar over the 
cap, you’re out.  We think there ought to 
be some glide-path transition, to make it 
more accessible to people to still access 
the program.59 

 
 The employer and the employee have a 

positive reason to align themselves with 
the [buy-in] plan.  The buy-in by the 
stakeholders is fine, because each has 
something it considers worthwhile.60 

 
 
 
 

Mailman School of Public Health                                      Health Reform in New York State  17



  

Single Payer 
For many presenting at the hearings, achiev-
ing universal coverage in NYS incremen-
tally through public program expansion 
meant maintaining a system characterized 
by many flaws and inefficiencies.  These 
participants proposed converting the current 
system of multiple payers, including public 
programs and commercial insurers, to a sys-
tem with one single payer.  Many advocates 
of a single payer system expressed their be-
lief that health care should be a fundamental 
human right.  They argued that viewing ac-
cess to health care as a commodity, as the 
current system does, is the reason we have 
so many uninsured as well as a major cause 
of the disparities which exist in the current 
system.  Single payer supporters pointed to 
the Canadian health care system or to Euro-
pean countries that have achieved universal 
coverage at a lower cost than the current 
system in the United States. They high-
lighted the ability of those systems to lower 
costs, improve quality of care, and reduce 
bureaucracy.  Several noted that a single 
payer system would essentially resemble 
Medicare, but be expanded to include all 
individuals within NYS.   
 
Advantage over Expanding the Current Sys-
tem.  Participants noted that one of the main 
benefits of a single payer system is its ad-
ministrative simplicity.  They argued that a 
single payer system would reduce the ad-
ministrative waste and allow the system to 
operate with fewer rules and procedures, and 
less bureaucracy than a system with multiple 
commercial insurers.   
 
 Anything other than a universal system 

would be a commitment to a fragmented, 
overly-costly, unsafe, an un-American, 
multi-tiered caste system of health care.  
Medicare for All should be our number 
one public health priority.61 
 

 Moving to a single payer system will get 
rid of the multiple rules and procedures, 
and eliminate enrollment and eligibility 

problems.  Based on the single payer in 
Canada, we could reduce administrative 
costs by 10-15% of total health spending 
or $10 billion - $15 billion.62 
 

 Streamlining payment through a single 
nonprofit payer could save more than 
$350 billion per year, enough to provide 
comprehensive, high quality coverage 
for all Americans.  While Medicare op-
erates with less than 3% overhead, 
HMOs have 15% to 30% overhead.63 
 

 So, how would it work if we had single 
payer?  Well if you came to me, I would 
send you to the doctor I want to send you 
to.  I would write prescriptions on this 
one formulary that our insurance single 
payer health plan gives us.  It’s simple.  
The administrator that we deal with, all 
these headaches, it reverts back to a 
form of health care that is personal-
ized.64 

 
Quality Care.  Advocates argued that a sin-
gle payer system can improve the quality of 
health care.  Funds saved through reduced 
administrative costs could be channeled to-
wards preventative care and health promo-
tion programs.  Coverage under a single 
payer system would be comprehensive, in-
cluding preventative care, prescription 
drugs, cancer screenings, etc.   Hospitals op-
erating under a global budgeting system 
would have the ability to account for and 
track costs more easily.  
 
 Under a single payer model, coverage 

for disease prevention and health pro-
motion programs and services will also 
make good economic sense.  Private 
health insurers are not motivated to 
achieve long-term benefits in health 
status, especially with the employer-
based system.65 

 
 Think of everybody getting seen when 

they need to be seen—preventative care 
instead of waiting and waiting, often un-
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til it is way too late to be diagnosed and 
treated—the current plight of almost 50 
million of us.66 
 

 A single payer system would align us 
with all of America’s major western in-
dustrial rivals.67 

 
Business Viability.  Advocates argued that a 
single payer system would facilitate busi-
ness by making the workforce more com-
petitive and reducing unnecessary costs.   
 
 A single payer, with its more effective 

cost control mechanisms, means that an-
nual medical care inflation will be better 
controlled, slowing down the rapid in-
creases in health care costs, which will 
help to make businesses more competi-
tive.68 
 

 Workers who have health care would not 
be forced to choose between paying liv-
ing costs and debt, and having health in-
surance.  If we were to classify this in 
more strict economic terms, health care 
costs are a tax on workers’ wages; they 
prevent more of their income from enter-
ing the economy as a whole.69  

 
Public Support.  Advocates noted that while 
single payer enjoys considerable support 
among the general public, it has garnered 
little support from policymakers.  They felt 
that the political influence of large corpora-
tions such as the pharmaceutical and insur-
ance industry were major obstacles to the 
single payer plan.   
 
 In a recent survey of 600 registered New 

York State voters, nearly half support 
replacing private health insurance with 
universal public insurance.70 

 
 
Mandates 
Two types of mandates were addressed fre-
quently: an individual mandate, which 
would require all New Yorkers to obtain 

coverage; and an employer mandate, which 
would impose an assessment either per 
worker or on employer payroll that would 
provide an incentive for business owners to 
provide coverage for their workers or con-
tribute significantly towards the cost of 
workers’ health insurance.   
 
Individual Mandates.  Proponents of indi-
vidual mandates argued that requiring indi-
viduals to purchase health insurance would 
both expand coverage and diminish the ad-
verse selection problem that currently exists, 
lowering premiums.   
 
 Well I submit to you first of all that 

mandates are required to make everyone 
pay their fair share.  The uninsured are 
quite a diverse population and the poster 
child tends to be the low income popula-
tion and struggling but at least 10%, 
maybe 20%, maybe 30% of the unin-
sured are actually fairly high income 
and they could afford to buy health in-
surance now and are choosing not to.  
Those are the free riders.71 

 
 Aetna was the first national insurer to 

support an individual coverage require-
ment that would require all Americans to 
possess a basic level of health insurance.  
If properly structured, this common-
sense approach would require those who 
can afford health care coverage to pur-
chase it, while providing subsidies from 
broad-based funding mechanisms for 
those who qualify for free or reduced 
coverage.72 

 
 An individual mandate responds to le-

gitimate concerns from those who are 
covered that those who do not have 
health insurance still receive medical 
services when needed, while the costs for 
those services are being passed on to 
those with health insurance.73 

 
Employer Requirements. Several participants 
at the hearings spoke in favor of an assess-
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ment on employers who do not provide cov-
erage to their workers. Such an employer 
mandate would encourage more employers 
to offer health coverage to their workers or 
would collect more funds that could be used 
to finance coverage.   
 
 If every employer were required to pro-

vide health insurance, then no employers 
could ride for free.   Fairly soon the 
market would work itself out.  Compa-
nies could again charge enough to cover 
their costs.74 
 

 The debate really provided an opportu-
nity to engage the employer community 
about their ongoing role in the private 
insurance system.  And to sort of say, 
look for better or worse you guys have a 
role to play and let’s figure this thing out 
rather than allowing the employer com-
munity to continue to step away from it 
under a voluntary program that cur-
rently exists.75 

  
 
Private Market Reforms 
Some participants at the hearings argued that 
private insurance should be expanded and be 
made more easily available to the uninsured.  
Some favored initiatives such as an insur-
ance “exchange” or “connector” that would 
offer subsidized rates and information on 
various plans; others recommended funding 
high-risk pools; and some thought insurance 
premiums should be regulated. 
 
Insurance Exchange or Connector.   Several 
participants mentioned the concept of an in-
surance connector.  Like the Connector that 
is part of the Massachusetts plan, this insti-
tution would serve as a marketplace where 
consumers could compare various health 
plans and select one.  The Connector might 
also administer subsidies. 
 
 Massachusetts calls it a connector that 

would administer the subsidies associ-
ated with that buy in.  It would then, in 

effect, create a marketplace in which 
other products could be offered at group 
rates to individuals beyond the 300 per-
cent poverty level.76 

 
 So you put in three pieces of informa-

tion:  your age, your size of household 
you’re buying for, and your zip code.  
And we have 42 options for you ap-
proved by a competitive bidding process, 
making it easier for you as a shopper to 
say, “Gee, I want gold.  I want virtually 
no cost sharing and the highest premi-
ums.  Show me my options.”  And up pop 
the three lowest priced options side by 
side.77 

 
Tax Credits and Tax Deductibility.  Some 
participants suggested that the government 
offer tax incentives to those who purchase 
insurance in the non-group market.   
 
 I think the key to making U.S. health 

care work better in general is to put the 
money back in the hands of the families.  
A lot of things have to go on.  The way I 
would do that would be to repeal the ex-
clusion of employer sponsored insur-
ance, provide a tax credit that’s twenty 
five hundred for the individual, five 
thousand for a family, and that would be 
available for purchase in both the em-
ployer and non-employer markets.78 
 

 Society should provide coverage for 
those people with little or no income as-
sets.  It is necessary for us as a society to 
make care available to all.  This can be 
best accomplished by giving tax credits 
and where necessary refundable tax cre-
dits to those in need.79 
 

HCRA Taxes.  Participants recommended 
eliminating or reducing the HCRA taxes on 
voluntary health insurance.  Participants ar-
gued that these taxes, intended primarily to 
fund hospital bad debt and charity care, lead 
to increases in private insurance premiums.    
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 New York imposes significant sur-

charges, or taxes, that are incorporated 
into the premium rates and paid by 
health insurers.  These include Graduate 
Medical Education (GME), Bad Debt 
and Charity, and HCRA Small Group 
Demographic Surcharges.  These taxes 
add a significant amount to the premium 
rates each year and, if reduced, would 
make rates more affordable.80  

 
Risk Pools.  A statewide, high-risk pool was 
advocated as another mechanism to increase 
access to health insurance for people with 
significant health care expenses.  Proponents 
suggested the establishment of a non-profit 
association that would provide insurance for 
residents of the state with pre-existing con-
ditions that made it hard to buy coverage.  
Other participants suggested additional 
means of pooling, such as separately creat-
ing new risk pools in the direct pay market 
and varying community rating slightly based 
on certain health risk factors.   
 
 All New Yorkers should have some form 

of health care insurance that guarantees 
them appropriate treatment if their med-
ical situation changes.  A statewide risk 
pool should be established for those with 
pre-existing conditions, so that status 
can never again be used to exclude indi-
viduals.81    

 
 We propose creating a new risk pool for 

Direct Pay consumers.  To facilitate 
creation of the pool, we propose using 
the administrative structure of the state 
employee/retiree plan (NYSHIP).82 

 
Reinsurance.  Reinsurance pools were sug-
gested by several participants as mecha-
nisms to help spread the cost of high risk 
individuals and families among insurance 
carriers.  Under reinsurance, claims that ex-
ceeded some predetermined threshold would 
be transferred to the pool, which would as-
sume any further risk for these high-cost in-
dividuals.  Blue Cross, Blue Shield, for ex-

ample, proposed implementing a stop-loss 
program to reimburse health plans for pay-
ments that exceed $20,000.   
 
 A critical piece to enhance the afforda-

bility of coverage […] is redeployment 
of existing subsidies used for hospital 
bad debt and charity care and the 
Healthy NY Program, along with per-
haps additional sources of revenue, into 
a new stop-loss pool for claims exceed-
ing $20,000.83 

 
 The key to creating affordability in the 

direct market is the significant increase 
in amounts allocated by HCRA to cover 
all currently eligible high cost claims.  
The stop loss pool needs to be fully 
funded, requiring an additional increase 
to at least $100 million.84 

 
Merge Small Group and Non-group Markets.  
Some participants recommended following 
the Massachusetts reform by merging the 
NYS small group and non-group markets.  
They argued that merging the markets would 
create one large pool, thus lowering costs for 
those with greater medical needs. 
 
 We would recommend that the state 

merge the small group and individual 
markets.  This step alone would dra-
matically reduce premium rates for indi-
viduals, but it would also increase rates 
for small groups.85 

 
Section 125 Plans.  Some participants sug-
gested that employers be required to offer 
Section 125 plans, which would allow em-
ployees to purchase coverage with pre-tax 
dollars.   
 
 We need to make sure that people have 

access to tax free health insurance 
through a Section 125 plan through their 
employer, and encourage as many em-
ployers as possible to offer health insur-
ance.  What’s interesting is if you’ll look 
at employers who simply offer and pay a 
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very small share of the premium, the vast 
majority of employees enroll—its’ a very 
efficient way for them to get health in-
surance.86 

 
Reform Healthy New York for Small Busi-
nesses.  Many participants suggested several 
reforms to the existing Healthy New York 
program to increase access and lower costs.  
These suggestions included expanding in-
come eligibility limits and adjusting re-
quired employer contributions for the pro-
gram. 
 
 Remove the requirement that employers 

contribute 50% or more of the monthly 
premium for full-time employees.  In ad-
dition to eliminating a suggested contri-
bution amount for some employers, this 
change will allow small businesses that 
cannot afford to contribute to health 
benefits to make Healthy NY available to 
employees and allow them to pay the en-
tire premium on a pre-tax basis.87 
 

 Help equalize access to Healthy NY for 
New York City’s businesses by adjusting 
the income eligibility levels to reflect re-
gional variations in the cost of living 
and doing business.88 

 
Regulating the Private Insurance Market.  
Many participants argued that more regula-
tion of insurance, rather than less, was 
needed to control costs and ensure quality.  
One suggestion often mentioned was to 
regulate medical loss ratios (the amount that 
insurance companies spend on paying 
claims for medical care).  Many suggested 
raising New York’s current medical loss ra-
tio requirement in the small group market 
from 75 percent to 80 or 85 percent.  Others 
proposed increasing the ratios in the direct 
pay market from 80 percent to 85 or 90 per-
cent.  Another suggestion was to re-establish 
rate hearings throughout NYS, so that in-
creases in premiums in the direct pay market 
would be publicly vetted.  
 

 Establish a minimum loss ratio for direct 
pay products at 85 percent.89 
 

 The Insurance Department should re-
sume its full regulatory role by regulat-
ing premiums, holding hearings on pre-
mium increases, and enforcing (as cur-
rent pending legislation would do) a 
reasonable minimum care share (or 
benefit expense or loss ratio) on all poli-
cies, set at 90% of premiums and in-
vestment income.90 
 

 Prior to the year 2000, New York re-
quired public hearings on rate increase 
proposals in the direct pay market of 
more than 10 percent.  This law helped 
to deter insurance companies from con-
tinuing raising rates 20 or 30 percent 
per year, as they currently do.  Legisla-
tion introduced in ’06, in both the As-
sembly and Senate would have rein-
stated rate hearings when premium in-
creases exceeded 5 percent as proposed 
for the direct pay market.91 

 
 
Benefit Packages 
One of the major complaints about proposals 
that would reduce the cost of insurance was 
that the term “affordable coverage” was of-
ten synonymous with “bare-bones” plans, 
high co-payments, high deductibles, and less 
comprehensive benefits.  Many participants 
emphasized the importance of providing 
comprehensive coverage.  Others, however, 
stressed the significance of design flexibility 
and consumer choice in benefit design.   
 
Mandate Comprehensive Coverage.  Many 
participants at the hearings emphasized the 
importance of providing comprehensive 
coverage to all residents of NYS, suggesting 
that a required benefit package include pre-
ventative care, mental health, rehabilitative 
care, reproductive care, and prescription 
drug coverage.  Participants acknowledged 
that comprehensive coverage would be 
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costly, but argued that only this type of cov-
erage would be appropriate.   
 
 Other states that are looking to provide 

universal health insurance are propos-
ing bare bones and high deductible that 
are not appropriate for people living 
with chronic illnesses and people living 
on low incomes.  Plans that do not offer 
comprehensive coverage, including pre-
scription drug coverage, mental health 
services, physical therapy and other 
such benefits are not options for people 
living with chronic illnesses.92 

 
 Health insurance must provide the full 

range of health benefits to meet people’s 
needs.  All health coverage should in-
clude a standard for health benefits that 
covers what people need to keep healthy 
and to be treated when they are ill, in-
cluding preventative services and treat-
ment needed by those with serious and 
chronic conditions.  We want to be sure 
that everyone gets the same benefits that 
you and other government employees 
have.93 

 
 Any reformed system should include a 

state-mandated minimum benefits pack-
age, including increased and improved 
preventative and primary care, all nec-
essary acute and specialty care, and ser-
vices for the disabled and others with 
significant medical-care needs, and must 
at least be coordinated with an exten-
sive, long-term care system, now largely 
covered by Medicaid alone.94 

 
Minimize Cost-Sharing.   Many participants 
noted that high cost-sharing impeded access 
to care.  Several participants proposed ad-
justing the cost-sharing structure according 
to income or minimizing co-payments and 
deductibles. 
 
 Research has shown over the years the 

adverse consequences of cost-sharing.  It 
deters people from getting care.  It de-

ters people from signing up for health 
insurance.95 

 
 Cost Sharing should be minimized for 

those with very low income.  Co-
payments, co-premiums, and high de-
ductibles are not the answer for low-
income New Yorkers.  People need cov-
erage they can use.96 

 
Standardized Benefit Designs and Flexible 
Plans.   Other participants suggested keeping 
benefit design flexible by setting only mini-
mal benefit standards and then allowing 
people to choose additional policies.  Such 
benefit flexibility would be valuable to small 
businesses who sought lower cost coverage 
for their employees.      
  
 An incremental step towards universal 

coverage might be to offer a base insur-
ance product, with a benefit design that 
reflects evidence based medicine and 
achieves a level of affordability that may 
be more sustainable.  The basic plan 
would cover the following:  Preventative 
services with minimal or no co-
payments; care for chronic conditions, 
subject only to reasonable co-payments; 
acute services subject to co-payments 
and deductibles; most other services 
subject to co-payments and deductibles, 
with an ability to purchase additional 
coverage and pricing options for these 
services.97 

 
 Create more standard benefit designs 

that range from lower-priced consumer-
directed health plans to more compre-
hensive designs to improve options in the 
individual market.  Each product would 
be offered on an open enrollment basis 
and community rated separately.  The 
concept here is to provide consumers the 
ability to comparison shop and have a 
wider array of benefit choices.98 

 
 Allow more flexibility in plan design and 

covered benefits.  Small businesses that 
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currently provide coverage should have 
more health benefit choices available to 
them—ranging from standardized plans 
that include all State mandated benefits 
to those with more basic coverage, such 
as Healthy NY and Brooklyn Health-
Works.99 

 
 
Improve the Health Care Delivery 
System 
Although the focus of these three sets of 
hearings was on health insurance, many par-
ticipants argued that expanding health insur-
ance coverage was of secondary importance 
compared to improving the overall health 
care delivery system in NYS [See Health 
Outcomes and Delivery].  Many discussed 
strategies to improve the quality of health 
care in NYS and the health of NYS resi-
dents.  
 
Invest in Preventative, Long-Term, and Pri-
mary Care.  Participants suggested taking 
steps to encourage residents to establish a 
medical home and to develop a network of 
primary care providers in New York State.   
 

 We should consider opening up clinics in 
every borough, from 5 p.m. to 9 p.m., no 
major procedures should be carried out 
on the premises.  They would be referred 
to hospitals.  Create a medic corps, simi-
lar to our peace corps, with young newly 
licensed doctors getting service from one 
to two years in these neighborhood clin-
ics and given government assistance to 
pay down their student loans.  What a 
great human experience these doctors 
would receive.101 

 
Physician Recruitment and Retention.  Sev-
eral providers at the hearings urged state of-
ficials to improve conditions in order to at-
tract more physicians to NYS.  They shared 
their concerns about increasing physician 
attrition due to low reimbursements by in-
surance companies, rising medical malprac-
tice costs and bureaucratic complexities.    
 
 The physician population is not the same 

as it was twenty years ago.  The age 
level is different. To encourage more 
physicians to come into New York State, 
which is the solution to your problem, is 
something that would be wonderful for 
us.102  Expand primary, home and community-

based care.  New York needs to invest 
resources to build capacity within the 
health delivery system to provide ser-
vices in a community-based, patient-
centered and cost-effective manner.  
Many consumers want long-term care 
services that allow them to remain in 
their homes and part of their neighbor-
hoods.  Providing coordinated services 
in the most integrated setting will not 
only save dollars, it allows patients to 
receive high quality care in a dignified 
manner.100 

 
Additional Clinics and Health Centers.  An-
other proposal was to open additional clinics 
or to provide incentives for new or experi-
enced physicians to work at clinics and cen-
ters in underserved areas of NYS.  
 

 
 If New York wants to stop the hemor-

rhage of doctors, it will need to assure 
us and ensure that we will also be pro-
tected and compensated for our dedica-
tion, diligence and attention.103 

   
Health Information Technology (HIT).  
Many presenters called for an increased em-
phasis on HIT, which could enhance the 
health care delivery system and promote bet-
ter health outcomes.  They noted the benefits 
of HIT in allowing for the secure and effi-
cient exchange of health information be-
tween consumers and providers and in stor-
ing medical records and streamlining health 
care processes.   
 
 Expanding our use of health information 

technology is critical to achieving our 
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goal of improving quality care and 
health outcomes.  Our health care sys-
tem continues to rely on antiquated me-
thods.104 
 

 The widespread adoption of innovative 
technologies like electronic prescribing 
and electronic medical records should 
be encouraged throughout New York.105 

 
 

Table 2:  Major Health Reform and Expansion Ideas 

Build on Existing Public Pro-
grams 

Expand Public Program Eligibility Levels 
Simplifying and Streamlining Public Program Application   
     and Recertification 
Buy-In to Public Programs 

Single Payer 

Advantage over Expanding Current System 
Quality Care 
Business Viability 
Public Support 

Mandates Individual Mandate 
Employer Requirements 

Private Market Reforms 

Insurance Exchange or Connector 
Tax Credits 
HCRA Taxes 
Risk Pools 
Reinsurance 
Merge Markets 
Section 125 Plans 
Healthy NY Reform 
Regulate Private Insurance Market 

Benefit Packages 
Mandate Comprehensive Coverage 
Minimize Cost-Sharing 
Standardized Minimum Benefits with Flexible Plans 

Improve the Health Care De-
livery System 

Invest in Preventative, Long-Term and Primary Care 
Open Additional Clinics and Health Centers 
Physician Recruitment and Retention 
Health Information Technology (HIT) 
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New York Specific Factors 
 
As we previously noted, the purpose of the 
“Improving the Analysis of Health Insur-
ance Expansion Options for New York 
State” project is to analyze, both qualita-
tively and quantitatively, meaningful and 
lasting options to expand health insurance 
coverage in NYS.  In the next phase of the 
project we will be conducting quantitative 
modeling of various reform proposals for 
NYS.  Thus, in reviewing and coding the 
transcripts and testimony, we were particu-
larly interested in identifying statements 
about features of the NYS health care that 
set it apart from other states.  Below, we list 
facts noted by participants about the NYS 
health care system.    
 
Uninsured Characteristics 
 2.6 million New Yorkers lack health 

coverage.106 
 Of the 2.6 million lacking insurance, 

about 450,000 are children.  About 
350,000 are already eligible for Medi-
caid or Child Health Plus.107 

 1.3 million are uninsured because cover-
age is unaffordable, or because residents 
require assistance to obtain public cov-
erage.108 

 New York has higher rates of insurance 
than the national average.109 

 The number of uninsured non-elderly 
New York City residents decreased from 
1.7 million in 2002-2003 to 1.5 million 
in 2003-2004.  From 2003-2003 to 2003-
2004, the number of uninsured children 
in New York decreased from 289,000 to 
240,000.  This was primarily due to an 
increase in the number of public pro-
gram enrollees.  Between 2002 and 
2007, public health insurance enrollment 
in New York City increased by almost 
755,000.110    

 The majority of uninsured workers in 
New York City are employed by small 
businesses.111  

 New York State has a larger share of 
low-income uninsured people than Mas-
sachusetts.112   

Coverage Characteristics and Public Pro-
gram Structure 
 New York City has a broad spectrum of 

public programs, including Medicaid, 
Child Health Plus, and Family Health 
plus, which have so far succeeded in en-
rolling many uninsured people.113 

 In 2004, the number of individuals cov-
ered by employer sponsored insurance 
dropped to 61% (down 1% from the pre-
vious year), while the percentage of in-
dividuals covered in public programs 
dramatically increased from 15% to 19% 
in just two years.114   

 New York State has a lower rate of peo-
ple receiving employer sponsored insur-
ance than does Massachusetts.  In addi-
tion, New York has had less success 
with its public programs—it has a larger 
eligible but uninsured population.115 

 New York’s Medicaid program is al-
ready large.  It is as large as the pro-
grams in Texas, Florida and Pennsyl-
vania combined.116 

 There are many states with a lower unin-
surance rate than New York.  The char-
acteristics of those states are that they 
have more people with private coverage, 
not more people with public coverage.117 

 There are eleven states with a lower rate 
of uninsurance among children than 
New York.   Nine of these have SCHIP 
eligibility levels below New York’s.118  

 People under the age of 65 who have a 
disability or chronic illness do not have 
access to prescription drug coverage 
through the EPIC program.  This is 
unlike Massachusetts, New Jersey, Con-
necticut and 12 other states across the 
country, which do cover both the dis-
abled and the aged in State drug cover-
age programs.119 

 
Costs 
 Medicaid costs in New York are among 

the highest in the nation, and New York 
has a very broad-based public financing 
system for safety net programs.120 



  
 New York State now spends more on 

Medicaid per capita than any other state, 
and double the national average.121 

 New York has the second highest aver-
age monthly premium for family cover-
age at small businesses.122 

 
Disparities 
 Two-thirds of the uninsured are from 

low-income families, and approximately 
38% are families with incomes less than 
100% of the federal poverty level.123 

 Most of the growth in the number of un-
insured was from low-income fami-
lies.124 

 Persons of color in New York are more 
likely to be uninsured than Caucasians. 

 Of those without health insurance, 25% 
are Hispanics and 21% are African-
Americans.125   

 Of the 1.2 million uninsured adults in 
New York City, 400 to 600,000 fall into 
overlapping categories of low-wage, 
non-standard and undocumented work-
ers.126 

 Buffalo is the second poorest city in the 
nation, according to new estimates by 
the U.S. Census Bureau.  Nearly 30% of 
its residents are considered poor.127   

 Almost a third of the uninsured in New 
York are non-citizens, both legal and il-
legal immigrants.  Many are not eligible 
for coverage under federal Medicaid 
rules.128 

 Recent studies indicate that while one in 
twenty children in NYS are uninsured, 
more than one in four immigrant chil-
dren in NYC lack health insurance.129 

 In New York State, fewer than 40 per-
cent of uninsured women got annual 
mammograms in 2004, in contrast to 
more than 60 percent of those with in-
surance.  Black and Hispanic women 
overall had rates of 55 percent.130   

 39 percent of low-income New Yorkers 
do not even have a hundred dollars in 
savings.  Over half have less than five 
hundred dollars.131   

 Immigrants, refugees, and their families 
comprise a large and growing percentage 
of New York State residents.  More than 
one in five New Yorkers are foreign 
born and more than 100,000 interna-
tional immigrants settle in New York 
every year. 132  

 
Health Care Delivery and Quality 
 In New York City, the Health and Hos-

pitals Corporation has had electronic 
medical records for some time, whereas 
nationally only about 10 to 15% of hos-
pitals use electronic health records.133 

 There is a difference between health care 
in upstate New York and downstate.  
The upstate system uses community 
based physicians, community oriented 
hospitals, and referral centers.  Down-
state, there are more hospital clinics, 
staff physicians, faculty practice physi-
cians, and a significant academic and 
specialty presence.134 

 
Other State Characteristics 
 In a poll conducted of 600 registered 

New York voters in October 2006 by 
Pace University, New York Magazine, 
WCBS 2 News, and WNYC, nearly half 
supported replacing private health insur-
ance with universal public insurance.135   

 About 97 percent of the approximately 
365,000 businesses in New York City 
are small, meaning they have fewer than 
50 employees, and almost 86 percent of 
small businesses have fewer than 10 em-
ployees.136 

 Of New York City’s 3.7 million work-
ers, approximately 31% or 1.2 million 
are in non-traditional work arrange-
ments.  Many of these non-standard 
workers experience income insecurity, 
high mobility, and multiple concurrent 
employments.  Non-standard workers 
are even less likely than standard work-
ers to be offered health insurance 
through their employers137
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Conclusion 
 
The three sets of hearings and conferences 
sponsored by Gottfried, Spitzer and the 
Manhattan Institute captured a wide array of 
public opinions on health care reform.  Al-
though the participants came from very di-
verse backgrounds (including health care 
providers, advocacy groups, policy analysts, 
insurance industry representatives, econo-
mists and health care consumers), there was 
overwhelming consensus that health care in 
NYS is in need of substantial change.  All 
presenters agreed that policymakers need to 
make health insurance reform a priority in 
NYS.  The positions put forward by partici-
pants also suggest such reform must rest 
upon the core tenets of access, affordability, 
and quality.  While most presenters agreed 

on these as tenets of reform, they put for-
ward quite varied and often contradictory 
opinions and policy prescriptions on how 
health insurance expansions should proceed.  
This diversity is summarized in the figure 
below.  
 
We hope that by summarizing nearly a 
dozen days worth of testimony and presenta-
tions, our report will better inform policy-
makers of the great variety of opinions 
which exist within NYS.  Given the lack of 
consensus on a specific approach, the obvi-
ous challenge will be for policymakers to 
successfully translate these varied opinions 
into specific policy formulations.   

New York State 
Health Reform 

Views on the 
Current System 

Health Reform and 
Expansion Ideas 

New York State 
Specific Factors 

Health Costs and  
Spending 

Lack of Insurance 
Leads to Poor Care 

Complexities of a 
Fragmented System 

Problems with 
Government Reg. 

Health Outcomes and 
Delivery 

Uninsured 

Coverage Characteris-
tics 

Costs 

Disparities 

Health Care 
Delivery 

Build on Existing 
Public Programs 

Single Payer 

Mandates Private Market 
Reform 

Benefit 
Packages 

Improve 
Delivery System 

Health Care 
Disparities 

Other State 
Characteristics 
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Methods 
 
We obtained written transcripts of all three of the Gottfried Assembly Committee hearings as 
well as the Manhattan Institute conference.  For the Spitzer “Partnership for Coverage” hearings 
we obtained the testimony submitted by each participant that is available through the State web-
site. 138   As speakers at these hearings were limited to ten minutes, the written testimony we use 
was often more detailed than what was presented orally.  We imported the available transcripts 
and testimonies into qualitative analysis software, N Vivo 7.   We then conducted thematic con-
tent analysis of the transcribed text to systematically identify the themes and the relationships 
among these documents.  In the analysis, we used an open coding approach to identify these ma-
jor themes and generate a broad list of codes.  A more focused coding scheme was then used to 
establish variations within the broader codes as well as more specific codes within each theme.  
Once we had generated the final list of codes, these were applied to the transcript text file in or-
der to compare the extent to which a theme occurred across sets of narrative text.   In this report 
we present our findings grouped into the major themes and codes and include transcribed text 
that was representative of each coding point. 
 
This report is a summary of the major ideas that were raised during the hearings and is meant to 
be viewed as a depiction of diverse and varied public views within NYS.  While we note some of 
the most common themes and issues which emerged, we do not provide a quantitative tally of 
speakers expressing a specific concern or numbers of persons expressing support for a particular 
insurance reform option.  This is because the hearings and conferences were not designed to 
serve such a survey or polling function.  Instead they were established to obtain input, which is 
what we summarize in our report.   Readers should also be aware that the transcripts and testi-
monies were our only source of data for the report.  Thus, we have not attempted to validate any 
of the statistics or facts provided at these hearings and this needs to be taken into account in our 
presentation of transcribed text. 
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75 Mark Hannay.  Metro New York Health Care for 
All.  How to Increase Health Insurance Coverage in 
New York State.  March 9 2007. 
76 James Tallon.  United Hospital Fund.  How to In-
crease Health Insurance Coverage in New York 
State.  March 9, 2007. 
77 Jon Kingsdale.  Commonwealth Health Insurance 
Connector Authority.  New York’s Uninsured:  Look-
ing Back and Moving Forward.  December 11, 2007. 
78 Douglas Holtz-Eakin.  Peterson Institute for Inter-
national Economics.  New York’s Uninsured:  Look-
ing Back and Moving Forward.  December 11, 2007. 
79 Mickey Lyons.  New York State Association of 
Health Underwriters.  Partnership for Coverage.  
November 2, 2007. 
80 Michael Cropp.  Independent Health.  Partnership 
for Coverage.  October 3, 2007. 
81 Alan Lubin.  Balcony Business and Labor Coali-
tion.  Partnership for Coverage.  September 5, 2007. 
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82 Michael Turpin.  United Health.  Partnership for 
Coverage.  November 13, 2007. 
83 David Klein.  Excellus BlueCross BlueShield.  
Partnership for Coverage.  September 5, 2007. 
84 Enzo Pastore and Mark Scherzer.  Center for Inde-
pendence of the Disabled and New Yorkers for Ac-
cessible Health Care.  How to Increase Health Insur-
ance Coverage in New York State.  March 9, 2007. 
85 David Klein.  Excellus BlueCross BlueShield.  
Partnership for Coverage.  September 5, 2007. 
86 Tarren Bragdon.  Empire Center for New York 
State Policy in Albany.  New York’s Uninsured:  
Looking Back and Moving Forward.  December 11, 
2007. 
87 Dean  Mohs.  Brooklyn Health Works.  Partner-
ship for Coverage.  November 2, 2007. 
88 Marjorie Cadogan.  Citywide Health Insurance 
Access.  Partnership for Coverage.  November 2, 
2007. 
89 Cheryl Howe.  Healthnow New York.  Partnership 
for Coverage.  October 3, 2007. 
90 Robert Padgug.  Rekindling Reform.  Partnership 
for Coverage.  October 30, 2007. 
91 Enzo Pastore and Mark Scherzer.  Center for Inde-
pendence of the Disabled and New Yorkers for Ac-
cessible Health Care.  How to Increase Health Insur-
ance Coverage in New York State.  March 9, 2007. 
92 Courtney Totter.  National Multiple Sclerosis Soci-
ety.  How to Increase Health Insurance Coverage in 
New York State.  April 19, 2007 
93 Ellen Kennedy.  Citizen Action of New York.  
Partnership for Coverage.  October 3, 2007. 
94 Robert Padgug.  Rekindling Reform.  Partnership 
for Coverage.  October 30, 2007. 
95 Elisabeth Benjamin.  Community Service Society.  
How to Increase Health Insurance Coverage in New 
York State.  March 9, 2007 
96 Beverly Grossman.  Community Health Care As-
sociation of NYS.  How to Increase Health Insurance 
Coverage in New York State.  December 8, 2006. 
97 Michael Cropp.  Independent Health.  Partnership 
for Coverage.  October 3, 2007 
98 David Klein.  Excellus BlueCross/BlueShield.  
Partnership for Coverage.  September 5, 2007. 
99 Dean Mohs.  Brooklyn HealthWorks.  Partnership 
for Coverage.  November 2, 2007. 
100 Mark Dunlea.  Hunger Action Network.  Partner-
ship for Coverage.  September 5, 2007. 
101 Pearl Korn.  How to Increase Health Insurance 
Coverage in New York State.  March 9, 2007. 
102 Dr. Rober Scher.  Medical Society of the State of 
NY.  How to Increase Health Insurance Coverage in 
New York State.  December 8, 2006.  
103 Edward Denious.  Partnership for Coverage.  Sep-
tember 5, 2007. 
104 Marjorie Cadogen.  Human Resources Admini-
stration’s Office of Citywide Health Insurance Ac-

cess.  How to Increase Health Insurance Coverage in 
New York State.  March 9, 2007. 
105 Mark Amodeo.  Business Council of New York.  
Partnership for Coverage.  September 5, 2007. 
106 Raymond Sweeney.  Healthcare Association of 
New York.  How to Increase Health Insurance Cov-
erage in New York State.  December 8, 2006. 
107 Ibid. 
108 Laura Teller.  Finger Lakes Health Systems 
Agency.  How to Increase Health Insurance Cover-
age in New York State.  December 8, 2006 
109 Commissioner Daines.  How to Increase Health 
Insurance Coverage in New York State.  March 9, 
2007. 
110 Majorie Cadogan and Louise Cohen.  Human Re-
sources Administration’s Office of Citywide Health 
Insurance Access.  How to Increase Health Insurance 
Coverage in New York State.  March 9, 2007. 
111 Ibid. 
112 Jim Tallon.  United Hospital Fund.  How to In-
crease Health Insurance Coverage in New York 
State.  March 9, 2007. 
113 Abbey Abboa-Offei.  Affinity Health Plan.  How 
to Increase Health Insurance Coverage in New York 
State.  March 9, 2007 
114 Pamela Finch and Jeff Leland.  Employer Alliance 
for Affordable Health Care.  Partnership for Cover-
age.  September 5, 2007. 
115 Jim Tallon.  United Hospital Fund.  How to In-
crease Health Insurance Coverage in New York 
State.  March 9, 2007. 
116 Tarren Bragdon.  Empire Center for New York 
State Policy.  New York’s Uninsured:  Looking Back 
and Moving Forward.  December 11, 2007. 
117 Ibid. 
118 Ibid. 
119 Enzo Pastore and Mark Scherzer.  Center for In-
dependence of the Disabled and New Yorkers for 
Accessible Health Care.  How to Increase Health 
Insurance Coverage in New York State.  March 9, 
2007. 
120 Mark Amodeo.  Business Council of New York.  
Partnership for Coverage.  September 5, 2007. 
121 David Gratzer.  Manhattan Institute Center for 
Medical Progress.  New York’s Uninsured:  Looking 
Back and Moving Forward.  December 11, 2007. 
122 Mark Amodeo.  Business Council of New York.  
Partnership for Coverage.  September 5, 2007. 
123 Dr. Robert Scher.  Medical Society of the State of 
NY.  How to Increase Health Insurance Coverage in 
New York State.  December 8, 2006. 
124 Ibid. 
125 Beverly Grossman.  Community Health Care As-
sociation of NYS.  How to Increase Health Insurance 
Coverage in New York State.  December 8, 2006. 
126 Marjorie Cadogan and Louise Cohen.  Human 
Resources Administration’s Office of Citywide 
Health Insurance Access.  How to Increase Health 
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Insurance Coverage in New York State.  March 9, 
2007. 
127 Terri Schelter.  Western New York Health Care 
Campaign.  Partnership for Coverage.  October 3, 
2007. 
128 Tarren Bragdon.  Empire Center for New York 
State Policy.  New York’s Uninsured:  Looking Back 
and Moving Forward.  December 11, 2007. 
129 Maysoun Freji.  New York Immigrant Coalition.  
How to Increase Health Insurance Coverage in New 
York State. March 9, 2007. 
130 Rosemary Mackey.  American Cancer Society.  
How to Increase Health Insurance Coverage in New 
York State.  March 9, 2007. 
131 Elisabeth Benjamin.  Community Service Society.  
How to Increase Health Insurance Coverage in New 
York State.  March 9, 2007. 
132 Maysoun Freji.  New York Immigrant Coalition.  
How to Increase Health Insurance Coverage in New 
York State.  March 9, 2007. 
133 Marjorie Cadogan and Louise Cohen.  Human 
Resources Administration’s Office of Citywide 
Health Insurance Access.  How to Increase Health 
Insurance Coverage in New York State.  March 9, 
2007. 
134 Jim Tallon.  United Hospital Fund.  New York’s 
Uninsured:  Looking Back and Moving Forward.  
December 11, 2007. 
135 Michael Kaufman.  Health Care Reform Work-
group of the Coalition of Democracy.  How to In-
crease Health Insurance Coverage in New York 
State.  December 8, 2006. 
136 Marjorie Cadogan and Louise Cohen.  Human 
Resources Administration’s Office of Citywide 
Health Insurance Access.  How to Increase Health 
Insurance Coverage in New York State.  March 9, 
2007.  
137 Marjorie Cadogan and Louise Cohen.  Human 
Resources Administration’s Office of Citywide 
Health Insurance Access.  How to Increase Health 
Insurance Coverage in New York State. March 9, 
2007. 
138 These are available for the public on the “Partner-
ship for Coverage” website, 
http://www.partnership4coverage.ny.gov.   
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Mailman School of Public Health                                      Health Reform in New York State  33

http://www.partnership4coverage.ny.gov/

