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Executive Summary
Since the rollout of the Affordable Care Act, the healthcare industry has seen a significant 
reduction in the uninsured population throughout the nation from a combination of 
increased Medicaid coverage and the insurance exchange marketplace. While this 
development has reduced uncompensated care as a whole for providers, it has created 
challenges in the collection of patient responsibility. Providers should be mindful of the 
ever-increasing high-deductible health plan (HDHP) population from the newly insured 
and the migration of employer-sponsored health plans.

With greater shifts of patient responsibility into managed care and commercial health 
insurance, what previously was considered low financial risk – for uncompensated 
care – should be clearly defined and separated into two distinct populations:

1. Traditional managed care/commercial

2. HDHP managed care/commercial

In the past year, bad debt saw a sizable shift in its allocation, from uninsured write-offs 
to a greater share of write-offs associated with insured patient responsibility. In this 
new environment, organizations must develop strategies to mitigate financial risk from 
insured patients.

How can organizations better position themselves to reduce the higher financial risk 
from increasing patient responsibilities? Providers first must use real-time data from 
both payer and provider patient account systems and incorporate newly created 
metrics into organization processes and decision-making. These key performance 
indicators (KPIs) should be implemented strategically throughout revenue cycle 
operations, from the emergency department and registration to patient financial 
services. Ultimately, these efforts will better identify opportunities to improve provider 
financial performance in the evolving insured/underinsured patient population.

Traditionally, providers measure bad debt and charity as a function of write-off 
transactions over a given period of time compared with gross revenue. Using the 
Crowe Horwath LLP benchmarking analytics tool, we focus on metrics that tie bad 
debt and charity write-offs to their dates of service and specific account gross 
charges. As a result, our trends and findings remove the effects associated with the 
timing of uncompensated care write-offs, as well as gross revenue variances over 
the period.

The following benchmarking results were compiled using a daily feed of account-level 
transactional data from the Crowe RCA solution, tracking KPIs for 167 U.S. hospitals. 

Insured patients’ share 
of total uncompensated 
care up sharply: 

Medicaid Expansion
Bad Debt Charity

Up 
22%

Up 
130%

Nonexpansion
Bad Debt Charity

Up 
35%

Up 
130%
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Using account-level transactional data from the Crowe RCA solution, an industry 
assessment of uncompensated care has been compiled based on a variety of 
factors and KPIs.

Self-Pay After Insurance Percentage 
of Total Bad Debt and Charity

Medicaid Expansion

2013 Bad Debt Mix 2014 Bad Debt Mix 

25.2% 30.7%

2013 Charity Mix 2014 Charity Mix

6.3% 14.5%

Nonexpansion

2013 Bad Debt Mix 2014 Bad Debt Mix

22% 29.7%

2013 Charity Mix 2014 Charity Mix

4.6% 10.6%

Historically, uninsured patients made up the overwhelming majority of uncompensated 
care dollars. Due to large declines in the overall uninsured population combined with 
increased patient responsibility for commercial/managed care plans, self-pay after 
insurance uncompensated care has increased significantly. As a result, facilities 
should develop effective pre-service and point-of-service strategies to reduce 
uncompensated care. Strategies should include the real-time determination of patient 
responsibility based on yearly deductible amounts to date. Commercial insured 
patients with significant deductibles might have financial risk more similar to uninsured 
patients compared to traditionally insured patient populations, with lower patient 
financial responsibility.

Additionally, through the use of electronic 835 and 837 data, providers more easily 
can track copays and deductibles, using this information to update realization models 
reflecting the industry’s shift toward more patient financial risk.

Commercial insured 
patients with significant 
deductibles might have 
financial risk more 
similar to uninsured 
patients compared to 
traditionally insured 
patient populations.
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 HDHP Codes With Material Volume

 HDHP Codes With 
Immaterial Volume

 No HDHP Codes

Only 7% of assessed facilities showed 
material use of HDHP codes, and 
84% of facilities had yet to create 
specific HDHP codes in their patient 
accounting systems.

84%

9%

7%

Growth in HDHPs

Statistics

HDHP Enrollees (1/2013)1 15.5M

HDHP Enrollees (1/2014)1 17.4M

Existing HDHP Estimated Growth1 16%

Exchange Marketplace Enrollment (5/2014)2 >8M

Bronze and Silver Plans Mix (5/2014)2 85%

Average Silver Plan Deductible (5/2014)3 $2,927 per individual

For organizations to reduce revenue leakage/financial risk from HDHPs, providers 
must be proactive in identifying this growing patient population at the outset of the 
patient access process. Through the creation and effective use of specific HDHP 
codes combined with the implementation of robust training to see that patient access 
staff members correctly register HDHP patients, organizations can improve patient 
satisfaction and reduce uncompensated care write-offs.

Providers should track the financial realization of HDHPs, not only for revenue cycle 
operational improvement purposes but to incorporate into payer discussions, future 
managed care contract negotiations, and budgeting.

HDHP Enrollees

15.5M×17.4M
2013-2014
Estimated Growth  

16% 
EXISTING HDHP

 8M
Exchange 

Marketplace 
ENROLLMENT

85%
Bronze & Silver 
PLANS MIX

$2,927
average silver plan
deductible

MORE 
T H A N
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Commercial Bad Debt and Charity Rates: 2013 vs. 2014
In states where Medicaid expanded, previously uninsured patients earning between 
100 and 133 percent of the federal poverty level were covered primarily under 
Medicaid in 2014. This is a high financial risk population for providers; under new 
Medicaid coverage, this population’s patient responsibility was reduced considerably 
and in many cases was reduced to zero.

Conversely, in states without Medicaid expansion, this high-risk population was 
supported primarily by exchange marketplace products in 2014. The vast majority 
of health plans (85 percent) purchased through state exchanges qualify as HDHPs. 
Lower-income patients seemingly would have a higher propensity to select the lower-
cost bronze plans, whose deductibles can soar to more than $5,000 for a single adult. 
In some cases, these newly insured lower-income patients might see little change in 
their overall patient responsibility compared with when they were uninsured. This could 
be a significant contributing factor to the dramatic increase in uncompensated care for 
commercial/managed care insurance patients.

Uncompensated Care: Commercial/Managed Care Trends 
in Medicaid Expansion and Nonexpansion States

Statistics

Medicaid Nonexpansion Commercial Bad Debt % Change CY13 to CY14 12.3%

Medicaid Nonexpansion Commercial Charity % Change CY13 to CY14 51.2%

Medicaid Expansion Commercial Bad Debt % Change CY13 to CY14 -8.7%

Medicaid Expansion Commercial Charity % Change CY13 to CY14 -1.0%

0.0%

0.5%

1.0%

1.5%

2.0%

2.5%

3.0%

Medicaid

Expansion Bad

Debt %

Medicaid

Expansion Charity

%

Non-Expansion

Bad Debt %

Non-Expansion

Charity %

Bad Debt and Charity Rates: 2013 vs. 2014

2013 2014

Uncompensated care 
for insured patients:

Medicaid Expansion
Bad Debt

Down 8.7% from 
2013 to 2014

Nonexpansion
Charity

Up 51.2% from 
2013 to 2014
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Market Trends: Payer Mix
 ■ Medicaid managed care saw the largest shift in Medicaid expansion states after 

increasing approximately 4.5 percent, from 6.7 percent in first-quarter 2014 to 
11.2 percent in first-quarter 2015. The shift was comparatively much smaller in 
nonexpansion states, showing less than a 1 percent increase compared with 
first-quarter 2014.

 ■ These findings are consistent with the increased market appetite to shift Medicaid 
administration from the traditional government setting to a managed care setting.

 ■ Another payer group showing deviation between Medicaid expansion and 
nonexpansion is the commercial/managed care payer group. It saw a decline in 
expansion states of about 1.8 percent, from 32.9 percent in first-quarter 2014 to 31.1 
percent in first-quarter 2015, compared with nonexpansion states, which saw an 
increase from 30.6 percent in first-quarter 2014 to 31.3 percent in first-quarter 2015.

 ■ This deviation might be indicative of larger, previously uninsured coverage 
conversion to commercial plans in nonexpansion states compared with greater 
dependence on Medicaid managed care plans for coverage in expansion states. 

Medicaid Expansion Nonexpansion
Payer Group 3/31/14 3/31/15 Change 3/31/14 3/31/15 Change

Commercial/Managed Care 32.88% 31.11% -1.77% 30.55% 31.30% 0.76%

Medicaid – Managed Care 6.68% 11.22% 4.55% 6.50% 7.37% 0.87%

Medicaid – Traditional 8.17% 6.77% -1.39% 4.80% 4.08% -0.73%

Medicare – Managed Care 12.26% 12.52% 0.26% 12.66% 13.84% 1.18%

Medicare – Traditional 30.53% 30.59% 0.06% 33.52% 32.09% -1.44%

Other 4.26% 4.21% -0.06% 3.48% 3.56% 0.08%

Self-Pay 5.23% 3.58% -1.65% 8.49% 7.76% -0.73%

Total 100% 100% 100% 100%

In Medicaid expansion 
states, Medicaid managed 
care plans increased 
4.5% of total gross 
patient service revenue 
from 2014 to 2015.
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Market Trends: Volume
 ■ Inpatient admissions showed consistent increases when comparing first-quarter 2015 

with first-quarter 2014. Medicaid expansion states saw a 10.7 percent increase in 
inpatient admissions compared with a 10.9 percent increase in nonexpansion states.

 ■ Outpatient admissions saw a sizable variance between Medicaid expansion and 
nonexpansion states when comparing first-quarter 2015 with first-quarter 2014. 
Medicaid expansion states saw an increase of 17.0 percent compared with an 
increase of 2.5 percent in nonexpansion states.
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Outpatient admissions in 
Medicaid expansion states 
increased 17% compared 
with a 2.5% increase in 
nonexpansion states.
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Market Trends: Net Revenue Per Case
 ■ Compared with first-quarter 2014, inpatient net revenue per case in Medicaid 

expansion states increased 12.1 percent while nonexpansion states saw a decline of 
5.3 percent.

 ■ Outpatient net revenue per case trended more similarly in Medicaid expansion 
versus nonexpansion states, increasing 8 percent and 3.3 percent, respectively.

 ■ The gap in net revenue per case between expansion and nonexpansion states is 
likely due to the significantly lower self-pay payer mix in Medicaid expansion states.

Expansion
Acute facility with more than 125 
beds in a Medicaid expansion state

Nonexpansion
Acute facility with more than 125 beds 
in a Medicaid nonexpansion state

Linear
The best fit, or trend line, for each of 
the above terms for the time frame 
of January 2014 through March 2015 8,000
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1 AHIP January 2014 HSA/HDHP Enrollee Report.

2 “Health Insurance Marketplace: Summary Enrollment Report for the Initial Annual Open Enrollment Period,” 
ASPE Issue Brief, May 1, 2014, http://aspe.hhs.gov/health/reports/2014/marketplaceenrollment/apr2014/
ib_2014apr_enrollment.pdf

3 Silver Plan – Affordable Care Act (Obamacare), HealthPocket Inc., Nov. 21, 2014, http://www.healthpocket.com/
individual-health-insurance/silver-health-plans#.VTlAKSFVhS0

Methodology Overview 
The Crowe RCA benchmarking initiative comprises 420 distinct hospitals in a database. Of those, 251 are classified as acute 
care facilities, 65 are classified as critical-access facilities, and the remaining 104 are classified as rehabilitation, psychiatric, 
or cardiovascular clinics. Regarding bed counts, 162 facilities have 25 or fewer beds, 116 have 26-150 beds, 71 have 151-300 
beds, and 71 have more than 300 beds. For the market-level analysis presented in this report, we considered 167 facilities – 80 
in expansion states and 87 in nonexpansion states. All had more than 125 beds. The hospitals with 125 or fewer beds contained 
a significant number of highly specialized facilities that introduced an undesirable level of inconsistency to the data distribution.

The database has information from hospitals in 35 states. The following states are represented by 20 or more facilities 
apiece: Colorado, Florida, Indiana, Kentucky, Ohio, South Dakota, Texas, and Wisconsin. The database also has fields 
in which Crowe can customize specific peer groups to analyze hospitals in the most meaningful segments, including 
geographic regions, urban versus rural, academic hospitals only, outsourced versus internal revenue cycle functions, 
patient accounting systems, net revenue per day, and payer mix. Our method uses daily feeds of account transaction 
information and is supplemented by a monthly upload used for generating a variety of finance and revenue cycle metrics.

Conclusion
It is clear that the Affordable Care Act, Medicaid expansion, and HDHPs’ increased 
popularity have caused shifts in payer mix and uncompensated care. These trends 
highlight the need for organizations to implement focused efforts with insured and 
underinsured patients. Due to the increased financial risk from HDHPs and insured 
patient responsibility, organizations should evaluate uncompensated care in multiple 
segments: uninsured, HDHPs, and other insured. By creating, tracking, and assessing 
KPIs associated with different market segments, providers will be better equipped 
to adjust to market changes and align processes to improve patient financial 
outcomes. This model also will provide managed care professionals with access to 
improved data to drive discussions and negotiations with payers about specific plan 
performance and overall financial realization. Hospitals will need to be innovative in 
their approaches to evaluate insured patient financial risk and accurately identify and 
collect patient responsibility both prior to and at the time of service. Better tracking 
and benchmarking against comparable organizations can help assess and improve 
performance in this new reality. 

http://aspe.hhs.gov/health/reports/2014/marketplaceenrollment/apr2014/ib_2014apr_enrollment.pdf
http://aspe.hhs.gov/health/reports/2014/marketplaceenrollment/apr2014/ib_2014apr_enrollment.pdf
http://www.healthpocket.com/individual-health-insurance/silver-health-plans#.VTlAKSFVhS0
http://www.healthpocket.com/individual-health-insurance/silver-health-plans#.VTlAKSFVhS0
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The Crowe Revenue Cycle Analytics (Crowe RCA) solution was invented by Derek Bang of Crowe Horwath LLP. The Crowe RCA solution is covered by U.S. Patent number 8,301,519.

The Crowe Tax Risk Assessment and Control (C-TRAC) solution was invented by Geralyn Hurd of Crowe Horwath LLP. A patent is pending for the C-TRAC solution.

The Crowe Wage Index Navigator system was invented by Mark Strawmyer and Jay Sutton of Crowe Horwath LLP. The Crowe Wage Index Navigator system is covered by U.S. Patent number 8,725,556.

Crowe Horwath LLP is an independent member of Crowe Horwath International, a Swiss verein. Each member firm of Crowe Horwath International is a separate and independent legal entity. 
Crowe Horwath LLP and its affiliates are not responsible or liable for any acts or omissions of Crowe Horwath International or any other member of Crowe Horwath International and specifically 
disclaim any and all responsibility or liability for acts or omissions of Crowe Horwath International or any other Crowe Horwath International member. Accountancy services in Kansas and North 
Carolina are rendered by Crowe Chizek LLP, which is not a member of Crowe Horwath International. © 2015 Crowe Horwath LLP
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Contact Information
For more information on the Crowe RCA 
benchmarking program, please contact:

Daniel Wallace 
317.208.1997 
daniel.wallace@crowehorwath.com

http://www.crowehorwath.com/hc
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