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Via electronic submission to pfd_hospitals@hhsc.state.tx.us 
 
Texas Hospital Association Comments on Article IX Draft Report  
 
Dear Mr. Wood: 
 
On behalf of 460 member hospitals including acute care, rural, children’s and teaching, the Texas Hospital AssociaPon 
(THA) appreciates the opportunity to comment as a contributor to the ArPcle IX Charity Care Report developed by Myers 
and Stauffer, LC for the Texas Health and Human Services Commission (HHSC), pursuant to ArPcle IX, Sec. 17.34 of the 
General AppropriaPons Act, 88th Texas Legislature.  
 

Summary 
Texas hospitals are delivering extraordinary benefits to their communi@es. This report provides ample evidence that 
Texas hospitals are going above and beyond to deliver extraordinary benefits to their communiPes, adding to other publicly 
available evidence illustraPng the same conclusions. Billions of dollars in charity care and other community benefits are 
clearly documented across hundreds of hospital-specific profiles. Tax-exempt hospitals are providing benefits exceeding 
the value of their tax exempPons many Pmes over, doing exactly what federal and state law require to demonstrate 
fulfillment of their charitable missions and reinvest in the communiPes they serve. CommuniPes across Texas – rich, poor 
and everywhere in between – are benefiPng from the free and discounted care hospitals deliver 24/7 to anyone who needs 
it, regardless of the paPent’s ability to pay. Further, the data reinforces that hospitals are underpaid in the safety net health 
care system, documenPng billions in unreimbursed government-sponsored indigent care. 
 
Report data are missing context. Any effort to describe the finances of an industry as large and varied as Texas hospitals 
requires context around the data. In this report, data is ample but context is missing. Myers and Stauffer chose to report 
on fiscal years (FYs) 2021 and 2022, two pandemic-affected years that were financially and operaPonally irregular. THA’s 
comments intend to supply needed context around the financial experience of hospitals who delivered care to low-income 
paPents during the COVID-19 pandemic. The remainder of our leaer aims to guide the appropriate use of data in this 
report, and avoid its misuse. We encourage all policymakers to reference THA’s comments to support appropriate uses 
of the data in this report. Relevant context issues are described in the Financial Context secPon of this leaer. 
 
This report has mul@ple limita@ons and methodological flaws. Regardless of what the report data conveys, the process 
used to generate the report is not one we would endorse or suggest repeaPng. To produce the required analyses, Myers 
and Stauffer hybridized many public sources of hospital data, each with different purposes, availabiliPes, definiPons, 
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instrucPons for reporPng, bases of accounPng and audit standards. Each data source has strengths and limitaPons for this 
project. These differences, strengths and limitaPons are not thoroughly discussed in the report. Certain data elements 
required by the ArPcle IX rider had no known standardized data source. In some such cases, Myers and Stauffer imputed 
novel values. In others, they requested non-publicly available data from hospitals with short response windows, few 
instrucPons, and minimal controls to promote uniformity. UlPmately, these inconsistent and non-standardized methods 
govern whether the final product can be deemed useful, and THA holds deep reservaPons about the methods used here.  
 
Hospitals have iden@fied specific errors and omissions in their data. In several cases, Myers and Stauffer’s methods 
generated fact errors and omissions. We are concerned these could lead to improper conclusions about the financial 
posiPon of certain hospitals or segments of the industry. We explain in the Disputed Methods and CalculaPons secPon 
errors and omissions that appear to have been common to all hospitals or classes of hospital. We are grateful HHSC has 
given contributors the opportunity to review their data and comment on errors and omissions that pertain to individual 
faciliPes. However, the burden should not fall on readers to piece together correcPons from comments appended to an 
erroneous report. Rather, we call on HHSC to direct Myers and Stauffer to revise the report itself to correct these errors 
and omissions before it is delivered to the Legislature. 
 

Financial Context 

Context Issue 1. Data years 
FYs 2021 and 2022 were financially irregular due to the COVID-19 pandemic and resulPng public health emergency. 
Hospital revenues, costs and payer mixes were uncharacterisPc of normal operaPons. Relying exclusively on COVID-19-
affected data could lead to misleading portrayals of hospital finances and uncompensated care amounts.  
 
In January 2021, the state of Texas also received a 10-year extension of the state’s Medicaid 1115 waiver, which set into 
moPon a major transiPon of Medicaid supplemental payments. 
 
FYs 2021 and 2022 charity care and financial data were influenced by: 

• Medicaid conPnuous coverage, leading to statewide Medicaid caseload growth of over 2 million between 
September 2020 and August 2022.1 Of these, a large porPon might have otherwise been uninsured and charity 
care-eligible.  

• PaPent avoidance or delay of non-emergency procedures. Hospitals treated higher-acuity paPents during this Pme 
and delivered higher-cost care.2 

• Abnormally high contract labor costs.3 
• Receipt of one-Pme federal and state relief payments, including reimbursement specific to COVID-19 tesPng, 

treatment and vaccinaPon of uninsured paPents.4 
• DisconPnuaPon of Texas’ longstanding Delivery System Reform IncenPve Payment (DSRIP) program in FY 2021 and 

replacement with directed payment programs in FY 2022. This led to a major redistribuPon in Medicaid and 
uninsured supplemental payments by hospital class between FY 2021 and FY 2022.5  

 

 
1 End of Con(nuous Coverage (Texas HHSC, July 2022) and End of Con(nuous Medicaid Coverage Dashboard (Texas HHSC, Feb. 2024) 
2 Pandemic-Driven Deferred Care Has Led to Increased Pa(ent Acuity in America’s Hospitals. (AHA, Aug. 2022) 
3 Hospital Vitals: Financial and Opera(onal Trends (Syntellis, Feb. 2023) 
4 COVID-19 Claims Reimbursement to Health Care Providers and Facili(es for Tes(ng, Treatment, and Vaccine Administra(on for the Uninsured. (HRSA, 2024) 
5 Funding Impacts of the DSRIP Transi(on. (Texas HHSC, Oct. 2022) 
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Any use of Ar@cle IX report data should caveat the pandemic-related financial effects of FYs 2021 and 2022. It should 
establish that costs and payments related to Medicaid and uninsured care during these years are not typical for Texas 
hospitals, and treat data from these two years as point-in-Pme snapshots. 
 
 

Context Issue 2. Data sources 
MulPple sources of hospital and health system financial data exist. Each have different purposes, definiPons, instrucPons 
for hospital reporPng, basis of accounPng, completeness, public accessibility, and audit standards. Each data source has 
strengths and limitaPons for this project. Certain data elements in this report had no known standardized source of data 
and were either imputed using novel methods or relied on hospital self-report.  
 
For more informaPon, reference Kaiser Family FoundaPon’s Strengths and Weaknesses of ExisPng Hospital and Health 
System Financial Data. 
 
Any use of the Myers and Stauffer report data should clearly iden@fy the source of financial data used, including the 
defini@ons of measures, and iden@fy whether the data does or does not come from a standardized, publicly available 
source. 
 
  

Context Issue 3. Variation arising from hospital charity care policies and payer mixes 
Each hospital’s approach to recognizing charity care is different. Hospitals establish their own charity care and financial 
assistance policies according to their mission, ability to levy tax, financial condiPon, paPent social and economic status, 
array of specialized services and charitable duPes under law.  All hospitals will also have processes to differenPate charity 
care from other unpaid dollar amounts including courtesy discounts and bad debt.  
 
Charity care charges, costs, and payments vary according to underlying variaPon in charity care policies. PaPent accounts 
classified as charity care in one hospital could be recorded as bad debt expense in another hospital. PaPents eligible for 
free or discounted care in one hospital would not be expected to be eligible in all hospitals. Hospitals serving communiPes 
with comparable social and economic profiles may deliver different amounts of charity care, and systems comprised of 
mulPple hospitals may also report an overall valuaPon of charity care that is not uniformly distributed between component 
faciliPes. 
 
The insurance status of a hospital’s paPent populaPon is the prevailing factor governing eligibility for charity care. Hospitals 
serving more insured paPents will have a more limited pool of paPents potenPally eligible for charity care. 

• Children’s hospitals are one example, because the uninsured rate of children in Texas is lower than adults and 
eligibility for public programs is more generous. The community benefits delivered by pediatric hospitals are 
largely weighted toward government-sponsored indigent care shorkalls (i.e., the Medicaid shorkall) relaPve to 
charity care. This context is necessary when comparing the ArPcle IX report’s representaPon of charity care 
volumes at children’s hospitals to adult hospitals. 

• Similarly, rural hospitals in areas with large populaPons of older low-income residents (i.e., who are dually covered 
by Medicare and Medicaid) may see fewer uninsured paPents that would qualify under the hospitals’ charity care 
policies.  This context is necessary when comparing the ArPcle IX report’s representaPon of charity care volumes 
at rural hospitals to non-rural hospitals. 
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A hospital’s charity care policy may also state whether charity discounts only apply to uninsured paPents, or if charity 
discounts apply to insured self-pay amounts (like deducPbles or copays) or insured non-covered charges if other financial 
assistance criteria are met. 
 
Any use of Ar@cle IX report uncompensated care data should recognize that varia@on in charity care and bad debt 
amounts derive from normal and expected varia@on in charity care policies and payer mixes. To the extent Myers and 
Stauffer’s data conveys such variance, it should be considered a normal output intrinsic to charity care delivery and 
recordkeeping. 
 

Context Issue 4. Payment incentives related to charity care 
In Texas, the high uninsured rate and restricPve eligibility criteria for Medicaid and other public programs mean that many 
uninsured or underinsured paPents will qualify for and receive free or discounted care under hospital charity care policies. 
 
Any hospital receiving supplemental reimbursement from the state’s Medicaid 1115 waiver uncompensated care (UC) pool 
must maintain a financial assistance policy adhering to the charity care principles of the Healthcare Financial Management 
AssociaPon (HFMA).6  This includes investor-owned hospitals not required by law to maintain a charity care policy. Texas 
hospitals must be able to idenPfy charity-eligible paPent accounts for UC pool payment. Texas Medicaid computes the 
1115 waiver UC pool payment based only on uninsured charity care cost; bad debt cannot be claimed for UC pool 
reimbursement. Non-duplicated uninsured charity care costs can also be reimbursed through Texas’ Medicaid 
disproporPonate share hospital (DSH) payment formula.  
 
There is liale incenPve to forego charity discounts to paPents in financial hardship. When a paPent owes a balance they 
cannot pay, hospitals either incur expenses related to pursuit of the debt or bear the full cost of an uncollecPble debt. 
Conversely, a hospital incurs no collecPon costs on the discounted porPon of a charity care paPent’s bill.  
 
Therefore, Texas hospitals with and without explicitly charitable missions are incenPvized to set charity care policies that 
allow paPents who demonstrate financial hardship to qualify, correctly idenPfy those paPents, ensure paPents receive the 
full discount available under the policy, and record charity costs comprehensively. 
 
Any use of Ar@cle IX report charity care data should acknowledge that the payment environment in Texas supports 
charity care delivery from all hospital types (governmental, investor-owned, nonprofit).  Proper recording of charity care 
limits the cost of collecPon acPviPes, reduces bad debt and increases available reimbursement remedies under Medicaid. 
For nonprofits, these benefits also encompass tax exempPons maintained by delivering legally required charity care. 
 
Context Issue 5. Exclusion of non-allowable costs from Medicare cost reports 
Medicare’s exclusion of non-reimbursable (non-allowable) costs underesPmates hospitals’ true costs on Medicare cost 
reports, including Medicaid, charity and uncompensated care costs. These include physician professional fees and 
overhead related to non-reimbursable cost centers, such as administraPve & general expenses, capital costs and employee 
benefits.  
 
In the case of public hospital districts, non-allowable costs incurred may include jail care, mental health, public health, 
paPent transportaPon and indigent care provided in other seongs but paid by the hospital district. These are non-hospital 
paPent care expenses disallowed by Medicare but incurred to fulfill the hospital districts’ consPtuPonal indigent care 
obligaPon.  

 
6 HFMA Principles & Prac(ces Board Statement 15. (HFMA, 2019). 
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CMS excludes Medicare-disallowed costs for reimbursement but this does not mean those costs are insignificant to 
hospitals or that they should be discounted. The magnitude of cost underreporPng in each non-reimbursable cost center 
can vary at the individual hospital level. For more informaPon, see THA’s Worksheet S-10 Reference Guide for Texas 
Hospitals. 
 
Any use of Ar@cle IX report data should acknowledge costs derived from hospitals’ Medicare cost report exclude non-
allowable costs, which are real and significant to the safe delivery of care. The magnitude of cost underrepor@ng for 
each non-reimbursable cost center can vary between hospitals. 
 

Context Issue 6. Establishment of eligibility for charity care 
It is unclear how the ArPcle IX rider or Myers and Stauffer report define a “rejected charity care applicaPon." This imprecise 
term is not standard in the hospital industry to characterize paPent accounts not receiving financial assistance. It resulted 
in confusion and inconsistency in responding to Myers and Stauffer’s data requests. Such circumstances are beaer 
described as: pa9ent accounts evaluated for financial assistance but whose eligibility under the hospital’s charity care policy 
could not be established.  
 
A hospital has discrePon over which data it will use to support an eligibility determinaPon for charity care. Such data may 
include but are not limited to: individual or family income, net worth, employment status, credit scores, amount and 
frequency of health care bills, and eligibility for public assistance. A hospital may determine that charity-eligible paPents 
can qualify according to whether they are financially indigent, medically indigent or both. Hospitals also vary in the 
sophisPcaPon of administraPve tasks they can support in validaPng eligibility for charity care. Data may be self-reported 
by the paPent or paPent’s representaPve, or queried from external sources. Some hospitals use a presumpPve process for 
certain eligibility categories. 
 
Hospitals may require a paPent to demonstrate charity eligibility at Pme of service, or – recognizing paPents’ circumstances 
and ability to pay may change – allow a paPent to demonstrate eligibility during a defined Pme frame Ped to the Pme of 
service. Timing of an eligibility determinaPon depends on these factors. Some charity care policies allow for the possibility 
that a paPent’s eligibility can change. 
 
In all cases, discrete and measurable criteria are used to determine charity care eligibility. The hospital’s charity care policy 
transparently describes which criteria are used. 
 
The following examples are a non-exhausPve list of reasons a paPent account could be evaluated for financial assistance 
and not receive it7: 

• PaPent income is verified to be too high to qualify for the hospital’s charity care policy. 
• PaPent seeks financial assistance but is found to be eligible for another public program. 
• InformaPon supplied by the paPent and/or queried from external sources is insufficient to evaluate eligibility. 

Ability to pay cannot be reliably determined.  
• Preliminary informaPon relied upon at Pme of service is later found to be in error. The determinaPon of eligibility 

is modified. 
• PaPent eligibility for financial assistance is evaluated at Pme of service and not established. The paPent later 

experiences a change in financial circumstances within the Pme frame allowed by the charity care policy. The 
paPent’s new circumstances are not known to the hospital. 

 
7 Hospital charity care policies may differ in addressing eligibility for charity care when there is insufficient informa(on, when informa(on relied upon is found to be in 
error, or how determina(ons are modified based on changes over (me in pa(ents’ ability to pay.  
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Any use of Ar@cle IX report data should make clear that “rejected charity care applica@ons” are not a reliable or standard 
recordkeeping category. To the extent hospitals’ profiles feature this data, the profiles should not be compared. 
 
Any use of Ar@cle IX report data should acknowledge wide varia@on in methods used to evaluate pa@ent eligibility for 
charity care discounts, and varied circumstances that can affect a determina@on. Hospitals’ individual charity care 
policies offer transparency in the methods a hospital will use. PaPents’ eligibility for charity care may not be established 
for numerous reasons. 
 
 

Disputed Methods and Calculations 
In this secPon, we document ArPcle IX report errors and omissions that appear to have been common to all hospitals or 
classes of hospitals. In general, the report’s sparse methodology descripPons made it challenging for hospitals to verify 
and reproduce Myers and Stauffer’s results. In some instances, hospitals were unable to validate their data. Others noted 
that the figures presented in the report do not match informaPon submiaed to Myers and Stauffer by the hospital in the 
provider survey. 
 

Operating expense-to-revenue ratio 
Myers and Stauffer’s operaPng expense, revenues and operaPng expense-to-revenue raPos omit material costs and do not 
match operaPng expenses to revenues in accordance with Generally Accepted AccounPng Principles (GAAP). This is 
parPally aaributable to use of Medicare Cost Report Worksheet G-3 revenues, whose instrucPons have not been updated 
to match GAAP. Worksheet G-3 data used in this manner will fail to correctly match expenses and revenues, and leads us 
to recommend against use of the operaPng expense-to-revenue raPos in this report. Specifically: 

• The cost side of the calculaPon used allowable costs and excluded non-reimbursable expenses.  
• Physician costs are excluded, but physician revenues are counted. 
• Non-operaPng revenues are included. 
• For one public hospital that operates a Medicaid managed care organizaPon (MCO), MCO costs are excluded but 

revenues included. 
 

The methods used to tabulate operaPng expenses and revenues in this report are parPcularly misleading for governmental 
hospitals. On the cost side, public hospital districts bear a consPtuPonal indigent care obligaPon for their enPre jurisdicPon 
(usually, a county). For this reason, they incur costs that are not related directly to hospital paPent care. Excluding these 
costs materially understates the cost side of the calculaPon. On the revenue side, the full balance of public hospitals’ 
property tax revenues appears to have been included. It is not correct to represent hospitals’ property tax revenues as a 
full offset for hospital expenses. These revenues are used for other obligaPons like maintenance and operaPons of hospital 
districts, debt service or non-hospital community investments. As a result, the operaPng expense-to-revenue raPo of 
governmental hospitals overstates their financial posiPon. 
 

Financing of hospital supplemental funding 
In Texas, Medicaid supplemental payments are self-financed by hospitals. About 40% of the gross payment amount is 
comprised of hospitals’ own money. Public hospitals finance the nonfederal share of Medicaid supplemental payments 
with intergovernmental transfers (IGTs) while private hospitals fund the nonfederal share with local assessments. Public 
hospital IGT is not recorded as an expense on the cost report, while private hospital assessments are recorded as an 
expense in the cost report offset by related revenue. Medicare cost report Worksheet S-10 instrucPons do state that 
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supplemental revenue should be recorded net of expense, but that instrucPon does not apply to the allowable expense 
lines used in Myers and Stauffer’s calculaPons. Furthermore, hospital methods for recording provider assessment expense 
on the cost report are varied and there can be no assumpPon of uniformity between providers.  
 
Public hospital supplemental payments were recorded as gross payments, which include the IGTs used to finance them. 
This overstates the supplemental revenue public hospitals appear to have received relaPve to their private counterparts 
and means public and private hospitals’ supplemental payment amounts should not be compared. The distorPon is 
especially pronounced for the five large public hospital districts who fund Medicaid DSH, a $2 billion program that relies 
on these five public hospitals alone to supply nearly all the nonfederal share. 
 
For private hospitals, Myers and Stauffer appears to have included local assessments as a general expense with no neong 
from supplemental amounts. Since local assessment expense is offset on the cost report to determine allowable expense, 
this counts only supplemental revenue and not the expense. The Percentage of OperaPng Cost and Unreimbursed Cost of 
Health Services data items on each profile, therefore, fail to match revenue against expenses. Myers and Stauffer ought to 
have explained these differences in accounPng standards and reporPng pracPces. 
 

Unreimbursed cost of health services 
In each hospital profile, Myers and Stauffer provides the unreimbursed cost of health services. The report does not describe 
how this figure was derived. 
 
Auer working to reproduce the calculaPon, it appears that for each of FY 2021 and FY 2022, Myers and Stauffer subtracted 
net paPent revenue on Medicare Cost Report Worksheet G-3, Line 3, Col. 1 from allowable paPent costs on Worksheet B, 
Part I, Col. 24, Line 118, then deducted state supplemental payment amounts reported by HHSC and federal supplemental 
payments reported by hospitals. 
 
As with the operaPng expense-to-revenue raPo, material costs are omiaed. The cost side of the calculaPon used allowable 
costs and excluded non-reimbursable expenses. Physician costs were also excluded. 
 
To the extent net paPent revenue reported on Worksheet G-3 already includes federal and state supplemental payments, 
supplemental payment revenue is being double-counted. If so, this calculaPon is erroneous and misstates the magnitude 
and potenPally the direcPon of hospitals’ unreimbursed costs. 
 
The data is also ripe for misunderstanding because the direcPon of the figure is presented in reverse. When payments 
exceed costs, posiPve values are represented without parentheses as a longfall or credit. When costs exceed payments, 
negaPve values are represented in parentheses as a shorkall or debit. Myers and Stauffer appears to represent shorkalls 
with parentheses, but the data label ‘unreimbursed costs’ already implies a shorkall before applying a direcPonal sign. Like 
using a double-negaPve, labeling unreimbursed costs in parentheses as a negaPve value muddies the data presentaPon 
and could lead to mischaracterizaPons. 
 

Property tax exemption values 
On p. 25, Myers and Stauffer describes the process used to esPmate the tax benefits of nonprofits. One of the steps taken 
was to request parcel numbers from each hospital on the Myers and Stauffer Provider Survey. However, the report states, 
“Auer review of the provided [parcel number] data, it was determined the data was not sufficient enough to complete the 
review; therefore, Myers and Stauffer began researching each hospital system name and address at the county level.” 
Myers and Stauffer did not explain what was insufficient about the data that hospitals submiaed.  
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It is disappoinPng that Myers and Stauffer did not rely on data hospitals took Pme to gather and report and resorted to 
manual methods. Auer reviewing individual profiles, many hospitals determined the property values Myers and Stauffer 
included do not match the parcel numbers of their properPes. In some cases, the property values (and tax exempPon 
values derived from them) appear understated or overstated by orders of magnitude and are misleading. Some do not 
meet a basic plausibility test. For example, one hospital system observed that the listed property value of its smallest 
hospital in a rural town is 23 Pmes higher than that of its 400-bed flagship hospital in a large urban area. 
 
Myers and Stauffer describes the methods it used to impute property and tax exempPon values that were not available in 
all appraisal districts. Its approach hybridizes many sources of informaPon that are not necessarily comparable. These 
values should be regarded as esPmates only, and should be revised as needed based on hospital validaPon. 
 
Finally, under any legal definiPon, public hospital districts are units of government, not nonprofit organizaPons. However, 
public hospitals appear to have been included in the nonprofit medical exempt properPes analysis. Myers and Stauffer 
avoided explaining to public hospitals why they are regarded as nonprofits in this analysis. During the provider survey, 
public hospitals were told: “The [ArPcle IX] rider does not explicitly exclude governmental enPPes from this reporPng 
requirement. ... If your hospital benefits from the exempPon from property tax on the parcels it operates and maintains 
(which are owned by the hospital's owner - the county), these parcels should be reported.”8 It is circular to declare that 
governmental enPPes ‘benefit’ from tax exempPons when governments are taxing enPPes, as if to imply that governments 
forgo revenue by not collecPng tax from themselves. The Myers and Stauffer report states “only hospitals idenPfied as 
‘Non-Profit’ on HHSC (sic) hospital lisPng will be included in the property tax exempPon analysis, and included on the final 
report, unless that designaPon of non-profit is disproven during hospital analysis.” Myers and Stauffer does not provide 
the HHSC hospital lisPng, but we are not aware of any hospital classificaPon or legal opinion currently used by HHSC that 
regards governmental hospitals as nonprofit organizaPons. 
 

Myers and Stauffer Provider Survey 
Myers and Stauffer distributed provider surveys to obtain required informaPon from licensed Texas hospitals. Most 
hospitals received two data requests – one in February 2024 and one in April 2024. Hospitals not governed by or licensed 
under Health and Safety Code Ch. 241 appear to have been excluded from iniPal survey distribuPon and received both 
data requests in May 2024.  
 
THA and partner hospital associaPons supported survey efforts by noPfying hospitals of the survey distribuPon, purpose 
and deadlines; supplemenPng hospital contact lists to HHSC to ensure survey noPficaPons reached the correct hospital 
personnel; and convening a workgroup to consolidate quesPons on behalf of the industry, promote consistency in 
responses and provide feedback to HHSC and Myers and Stauffer upon request. 
 
The data request process was labor- and Pme-intensive for hospitals, adding to an expanding burden of uncompensated 
and legally mandated reporPng to the state of Texas. The surveys were submiaed to hospitals with Pght response windows 
and limited Pme offered for extensions. IdenPcal data requests were made of all licensed hospitals regardless of whether 
the item(s) applied to those hospitals. The surveys requested copies of publicly retrievable informaPon such as Forms 990 
Schedule H, audited financial statements, and charity care policies. The surveys also requested certain elements that 
hospitals do not report publicly, or do not report at all in any standardized way. Requests for novel data featured 
considerable ambiguity in instrucPons and quesPon intent, and minimal controls to promote uniformity.   
 

 
8 Survey 2 Questions Responses. Texas Article IX Hospital Charity Care and Transparency Report. (Myers and Stauffer, 2024). 
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We hold deep reservaPons about the reliability of the data collecPon methods in the provider survey. We are also 
disappointed that our members’ review of the drau report reveals that several data elements submiaed through the 
provider survey were discarded or not correctly reflected in the hospital profiles. These factors together resulted in a 
process that we do not endorse and would not want to see repeated.                       
 

Reducing Duplicate Hospital Reporting 
The provider survey solicited hospitals’ open-ended feedback on the Annual Statement of Community Benefit Standard 
(ASCBS) survey and reducPon of duplicaPve reporPng. Hospitals found this item difficult to return thorough and 
construcPve comments on, given the short Pme frame for survey responses. The open-ended nature of the quesPon was 
not similar to the other survey items, which were discrete document and informaPon requests. We appreciate the intent 
and direcPon of the conversaPon this quesPon was intended to generate. Efforts to reduce reporPng and re-imagine 
longstanding data collecPon tools will require a collaboraPve, mulP-stakeholder effort over a broader Pme frame and 
outside the context of the Myers and Stauffer report. 
 
Using the feedback Myers and Stauffer collected as a starPng place, we recommend HHSC and DSHS undertake – in 
collaboraPon with the hospital industry – a strategic effort to revise the ASCBS and reduce duplicaPve reporPng.  
 
Thank you for the opportunity to comment. If you have any quesPons, please contact me at (512) 465-1000. 
 
Sincerely, 
 
/s/ 
 
John Hawkins 
President and CEO 
Texas Hospital Association 
 


