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Maryland Infant Lifetime Care Trust 
House Bill 1563 

 
Before the House Judiciary Committee 

 
March 9, 2020 

Position: Support 
 
Good Afternoon, my name is Dr. Ajoke Ajayi-Akintade.  
 
I am a board-certified neurodevelopmental pediatrician and the Assistant Medical Director at 
Mt. Washington Pediatric Hospital in Baltimore, Maryland. I am also the Director of the Pediatric 
Complex Care Program (PCCP), a program that transitions children with complex medical 
diagnoses including severe neurological impairment to home, ensuring that all needed medical 
and health support are in place to promote ongoing developmental growth and stability. I 
earned a Master's degree of Occupational Health from Harvard University and completed my 
pediatric residency at Howard University Hospital, followed by a Neurodevelopmental 
Disabilities fellowship at Johns Hopkins University.  
 
As a neurodevelopmental pediatrician with more than 20 years of experience I am an untiring 
advocate of medically fragile children. As such, I know firsthand the unique needs of these 
children with neurological injuries, genetic birth defects and complex medical conditions. As the 
director of the Pediatric Complex Care Program, my team and I care for the most medically 
complex and fragile newborns and children in Maryland, each and every day.  
 
I am here in support of HB 1563 - the Maryland Infant Lifetime Care Trust. Less than 1 % of 
children in the US have such complex medical diagnoses--approximately seven children per year 
in the state of Maryland. As the neurodevelopment pediatrician at MWPH, I receive about five 
of these seven cases each year so I know what it takes to care for a child with such disabilities. 
The child’s pediatrician is in the best position to plan for the course of treatment because they 
interact with the child on a routine basis and monitor the child’s improvements and regressions.   
 
This Trust and the mechanics of determining the child’s needs by the treating physician and 
making the monies available for the care or necessary accommodations when they are needed 
is the best course of action. This Trust would ensure that the child receives the best quality of 
care by providing adequate funds, when needed, to support the development of the child 
throughout their entire lifetime, and ensuring that the course of treatment is determined by an 
unbiased expert who actually treats the child during the course of the child’s life.  
 
 



 

The Infant Lifetime Care Trust is a just and equitable plan of action for Maryland. I urge a 
favorable vote on HB 1563. 
 
Sincerely,  
 
Ajoke Ajayi-Akintade, MD, FAAP, MOH 
Assistant Medical Director 
Neurodevelopmental Pediatrician 
Mount Washington Pediatric Hospital 
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DATE:     March 9, 2020                  COMMITTEE:  House Judiciary Committee 

BILL NO:    House Bill 1563 

BILL TITLE:   Public Health – Maryland Infant Lifetime Care Trust Funded by HSCRC and Maryland  

     Patient Safety Center Duties 

POSITION:     Support  

 
Kennedy Krieger Institute supports House Bill 1563 - Public Health – Maryland Infant Lifetime Care Trust 

Funded by HSCRC and Maryland Patient Safety Center Duties 

 

Bill Summary: 

This legislation establishes the Infant Lifetime Care Trust.  The trust will be funded by hospitals who deliver 

babies and would provide guaranteed lifetime care for infants injured at birth.  

 

Background:  

Kennedy Krieger Institute is an internationally recognized institution dedicated to improving the lives of 

children and adults with developmental disabilities and disorders of the brain, spinal cord and musculoskeletal 

system. KKI serves over 24,000 patients per year throughout their life spans, many of whom have a history of 

perinatal brain injury.  

 

The Infant Neurodevelopment Center at Kennedy Krieger specializes on follow-up of high risk infants 

including those with devastating brain injury in the perinatal period. We see around 500 children a year, 

following them from hospital discharge through preschool years, and provide neurodevelopmental consults in 

the Neonatal Intensive Care Units at Johns Hopkins.  

 

A key piece of our practice is guiding parents through appropriate support as new developmental concerns arise. 

We provide comprehensive, multi-disciplinary assessments at key points when best prognostication is available 

for disability such as cerebral palsy, intellectual disability, cortical vision impairment, autism, learning 

disability and ADHD.  

 

Infants with severe perinatal brain injury can require a number of specialized services for ongoing medical and 

developmental care:   
 

 Gastrostomy tubes (for problems of the mouth, stomach, esophagus or intestines)  

 Supplemental oxygen 

 Durable medical equipment, braces, wheelchairs and augmentative communication devices 

 Targeted therapies, most commonly physical therapy, occupational therapy and speech language therapy 

 Supports and accommodations including nursing care and school accommodations. 

 

Each of these supports is targeted to a particular need and those needs change over time, requiring ongoing, 

serial assessment to tailor the child's treatment plan. 

 

Rationale:  

The Maryland Infant Lifetime Care Trust is important for the overall health of the children it would serve 

because it allows for the family and treating physician to provide appropriate support to the children when they 

need it based on thorough individualized assessment rather than on prognostication of the future.  
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Children's needs change as they grow and age. Support needs that are appropriate at younger ages may not be 

appropriate at older ages. Similarly, additional needs may surface throughout a patient’s life that may require 

new therapies unforeseen at infancy or childhood.  

 

Finally, we are at an exciting time in perinatal brain injury medicine with new targeted therapies for 

complications of perinatal brain injury such as cerebral palsy that are changing outcomes, which makes it 

increasingly difficult to predict outcomes at a single point in time; the pace of change requires ongoing, lifelong 

evaluations to determine appropriate care. Treating physicians and families need a reasonable way forward that 

allows children with severe perinatal brain injury to receive fully-compensated, targeted, timely and 

individualized lifetime care to address the children’s ever-changing needs. The Infant Lifetime Care Trust 

would guarantee that care. 

 

Kennedy Krieger Institute requests a favorable report on House Bill 1563.  
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Testimony in Support of HB 1563 

Public Health—Maryland Infant Lifetime Care Trust Funded by HSCRC and  

Maryland Patient Safety Center Duties. 
 

Good afternoon Chair Clippinger, Vice Chair Atterbeary and members of the Judiciary 

Committee. I am here to introduce House Bill 1563 Public Health—Maryland Infant Lifetime 

Care Trust Funded by HSCRC and Maryland Patient Safety Center Duties.   
 

I am passionate about this new bill.  Not only does it address all the criticisms that have been 

raised in the past about a similar bill, it provides benefits to the State, and most importantly, to 

infants injured at birth and their families.  Now is the time to act on this very important piece of 

legislation. 

 

There are many reasons to pass this legislation, but for me the fact that it directly supports the 

individuals who are living with the impact of neurological birth injury—not the just the child, but 

the family.  It provides assurance that medical needs will be funded; it incorporates the families 

and their chosen physicians into life planning. That planning will be designed to help the 

individual—the child—overcome, and maybe even remove some barriers, so their quality of life 

can be maximized. The costs for the supports in those plans are high—and on-going through the 

life of the person. 

 

Consider for a moment what might be needed; the list below does not begin to be exhaustive; it 

only touches the surface: 

 

Equipment: 

 Wheelchairs that need to upgraded at least every 5 years 

 Walkers 

 Air concentrators 

 Supplies for feeding tubes and catheterization 

 Diapers 

 Augmentative speech devices 

 

Accessibility 

 Housing with appropriate ramps and spaces 

 Transportation 

 Physical access to all the rooms 

 

Supportive Services: 

 Occupational therapy 
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 Physical Therapy 

 Speech Therapy 

 Assistive nursing care 

 

There is simply no way to predict what care and services will serve an individual child the best 

when they are young.  As a career special educator I have actually witnessed miracles; through 

the provisions of services and appropriate equipment, children who were “written off” become 

engaged, interactive and even get jobs.  How much money will be needed to facilitate those 

miracles is unpredictable.  These miracles should not be available to just those with resources 

and that is what the Trust will guarantee through its payment for the elements that the person 

needs to reach high levels of engagement. These things are costly—and ongoing through the life 

of the individual.   

 

There is no question that infants with birth injuries should be guaranteed the care they need – for 

life. But today’s system doesn’t provide that guarantee. Instead, to cover the cost of care, 

families have to rely on a jury’s estimate or a lawyer’s agreement of what will be needed to care 

for the complex, lifelong health challenges of an infant with birth injuries. Contrary to the 

current system of upfront payments, based on estimations with no evidence for potential, these 

costs would be covered in real time. 

 

Under the current system, in some cases, this estimate may be too little and families could face 

serious strain if the money runs out before the child’s needs do. No family should have to run 

fundraisers in order to afford lifelong healthcare needs for their children, and nobody should 

have to jump through hoops to access necessary care – from diapers to medicines to therapy – for 

their child. The Infant Lifetime Care Trust would guarantee they never would.  

 

In other cases, the estimate will be too much and astronomical awards will destabilize the 

healthcare system in Maryland, leading to higher costs for all and impacting the availability of 

maternity care in our state. The Infant Lifetime Care Trust would guarantee stability to 

Maryland’s hospital insurance premiums and prevent the current crisis from deepening.    

The Maryland Infant Lifetime Care Trust is a new, common-sense approach that is right for 

families, for infants, and for Maryland.  

 

The Trust turns today’s guess—a lump sum payment that may or may not be sufficient—into a 

guarantee of lifetime care directed by the family’s own chosen physician. Permanently funded 

through assessments on hospitals, the Trust would provide guaranteed lifetime care for infants 

born with neurological injuries. And if a mistake has been made, hospitals remain accountable to 

those families.  A family’s right to a jury trial would remain unchanged.  This is a better way 

than our current system.  

 

As we all know, caring for a chronic condition requires more than medical care and doctors’ 

visits. The Trust would pay not only for medical treatment but also for other expenses necessary 

for the lifetime care of the child.  It would pay for transportation costs, physical, behavioral and 

specialty therapies, including home modifications, and other services that a family and their 

chosen doctor deem is necessary.   
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And, the Trust would lead to savings in Maryland’s Medicaid system.  Maryland’s Medicaid 

system would no longer be responsible for paying for the care of these children.  Under the 

current system, Medicaid is often financially responsible for the medical care of children born 

with neurological injuries.  Under this proposal, the Trust would pay for all care currently 

covered by Medicaid, and cover care and services that are currently not allowed to be paid for by 

Medicaid.   

 

You are going to hear today from several experts regarding: 

 

 Rising medical liability costs and the serious destabilization of the hospital reinsurance 

market. 

 Concerns about the training, recruitment, and retention of OB doctors and access to 

critical OB services. 

 How it is very difficult to accurately predict future care costs in these rare, complex 

cases. 

 The mechanics of the bill, how it works to provide guaranteed lifetime care without 

major changes to the tort system. 

 How the State of New York has successfully enacted and implemented a similar model.  

 

These experts will be able to clearly articulate the nuances of this problem and how thoughtfully 

this solution has been created. Unfortunately, the issues addressed in this bill, specifically the 

volatility of the medical liability market and the uncertainty of the cost of life time care for an 

infant with a neurological injury, are not going away. If a solution is not implemented, the 

consequences could be detrimental to the accessibility of medical care in Maryland. This is the 

innovative, commonsense solution we have been waiting for.  

 

Finally, I want to remind the committee that this is a new bill and a new commonsense approach 

to medical liability. This new bill—the Infant Lifetime Care Trust – was designed specifically to 

address the concerns of the opposition. It allows access to the courts so patients may seek their 

justice, it does not change attorney’s fees calculations, and most importantly it creates a family-

friendly process to guarantee full access to all benefits. If the family’s physician doctor orders a 

new treatment, equipment, or anything that child may need, it is automatically presumed to be a 

valid health care cost under this new approach.  

 

As Maryland’s duly elected representatives, we have an important opportunity before us. We can 

provide six guarantees to the families, infants, and patients of Maryland: 

 

 A guarantee of care for life. 

 A guarantee of permanent solvency of the fund. 

 A guarantee of physician-directed benefits.  

 A guarantee of family access to benefits on demand. 

 A guarantee of long-term decreases in Medicaid spending. 

 And a guarantee of improving Maryland’s ability to attract and retain OB-GYNs to serve 

our communities.  
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For all these reasons, I request a favorable report on House Bill 1653 Public Health—Maryland 

Infant Lifetime Care Trust Funded by HSCRC and Maryland Patient Safety Center Duties.  
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Bill: House Bill 1563 – Public Health – Maryland Infant Lifetime Care Trust Funded 

by HSCRC and Maryland Patient Safety Center Duties 

Date:  March 9, 2020 

Position: SUPPORT 

Bill Summary 

House Bill 1563 establishes the Maryland Infant Lifetime Care Trust (the “Trust”) to 

provide payment for economic and health care services to infants who experience a birth-related 

neurological injury.  First, the bill creates a seven-member Board of Trustees to oversee the Trust, 

and a Trust Administrator, appointed by the Board of Trustees, to serve as the administrative head 

of the Trust.  Second, Maryland hospitals providing obstetrical services fund the Trust, and one 

million dollars will be allocated each year to study improving maternal and fetal outcomes in 

Maryland.  Third, House Bill 1563 does not alter a claimant’s access to the courts and instead 

imposes a system where a claimant’s eligibility for the Trust is determined after settlement or 

judgment.  After a settlement or judgment, the Trust then ascertains whether an injury qualifies as 

a birth-related neurological injury, and once confirmed that the injury does qualify, the Trust 

disperses compensation for services needed for a claimant’s lifetime care.    

Medical Mutual’s Position  

Medical Mutual supports House Bill 1563.  Currently, there are three birth-related injury 

funds that operate in the United States: the Florida Birth-Related Neurological Injury 

Compensation Association, the Virginia Birth-Related Neurological Injury Compensation 

Program, and the New York State Medical Indemnity Fund.  House Bill 1563 incorporates the 

system set forth in the New York State Medical Indemnity Fund by creating the Trust and also 

allowing claimants to litigate an alleged medical malpractice claim in the court system.  If a 

judgment or settlement is entered in favor of a claimant and the Trust determines that the claimant 

is eligible for payments from the Trust, the Trust provides compensation for the remainder of the 

claimant’s lifetime.   
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As a mutual company, Medical Mutual is owned by its physician policyholders, and we 

strive to offer affordable medical professional liability insurance.  Medical Mutual supports House 

Bill 1563, because it creates a system that balances the need to control medical malpractice costs 

to ensure that Maryland women continue to have access to quality obstetrical services in all regions 

of the State with the need to provide lifetime care to infants who experience a birth-related 

neurological injury.  

For the reasons contained herein, Medical Mutual respectfully requests a FAVORABLE 

report of HOUSE BILL 1563. 

For more information contact: 

Cheryl F. Matricciani / cmatricciani@weinsuredocs.com

Ashton DeLong / adelong@weinsuredocs.com

(410) 785-0050 
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Committee:   House Judiciary Committee 

Bill Number:   House Bill 1563 

Title: Public Health – Maryland Infant Lifetime Care Trust Funded by HSCRC and 

Maryland Patient Safety Center Duties 

Hearing Date:  March 9, 2020 

Position:    Support 

 

 

The Maryland Nurses Association (MNA) supports House Bill 1563 – Public Health – Maryland 

Infant Lifetime Care Trust Funded by HSCRC and Maryland Patient Safety Center Duties.  This bill would 

create a trust, supported by an assessment on hospital obstetric units, that would pay for medical and 

supportive care for individuals who suffer a neurological injury during birth.  

 

After a traumatic event where an infant suffers a neurological injury during childbirth, families 

often turn to the courts to cover expenses relating to the newborn’s care.  However, the current system 

does not consistently meet families’ needs and has destabilized the healthcare system.  Currently, juries 

award a lump sum to a family for an infant’s future care following a neurological birth injury.  This is 

difficult to estimate, and has resulted in awards that have been insufficient to cover future costs to 

others that have been so high that they have impacted the ability of providers to provide maternity 

care. 

 

This bill would pay medical and supportive expenses from the trust as needed throughout the 

life of the injured individual, rather than awarding estimated lifetime costs at the outset.   This would 

help balance the cost of these cases and allow hospitals, particularly smaller community hospitals, to 

operate delivery units without such financial uncertainty.  In addition, we strongly support the bill’s 

provision requiring that the trust devote $1 million annually to address health disparities and improve 

maternal and fetal outcomes across Maryland.  

 

We believe this bill is a way forward to ensure coverage for affected families while maintaining 

access to maternity care, and we ask for a favorable report.   If we can provide any further information, 

please contact Robyn Elliott at relliott@policypartners.net or (443) 926-3443. 

 

 

 

mailto:relliott@policypartners.net
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March 9, 2020 

 

To:        The Honorable Luke Clippinger, Chairman 

              House Judiciary Committee 

 

From:   Barbara Epke 

              Interim President and CEO 

              Maryland Patient Safety Center 

 

RE:  Letter of Support---House Bill 1563—Maryland Infant Lifetime Care Trust Funded by HSCRC and 

Maryland Patient Safety Center Duties    

 

Thank you for the opportunity to express support of House Bill 1563 on behalf of the Maryland Patient 

Safety Center.  The MPSC is an independent organization, and our reputation has shown us to be 

effective as a convener of healthcare providers without institutional bias to disseminate best practices, 

educate and train allied healthcare workers, and facilitate discussion in order to improve patient 

safety.  MPSC has been engaged in infant and maternal health initiatives since 2006, working on 

improving outcomes related to OB Hemorrhage, NEC (necrotizing enterocolitis), Early Elective Deliveries 

and “Golden Hour” protocols for infants in distress.  More recently, we have seen significant success 

from our collaborative initiatives with Maryland hospitals focused on the reduction of first time C-

sections and Neonatal Abstinence Syndrome—establishing standardized treatment protocols for 

substance addicted infants.   I believe the MPSC is uniquely qualified to conduct the duties as outlined in 

HB 1563, specifically, to convene a certain Perinatal Clinical Advisory Committee, which will take certain 

actions and report annually to the Board of Trustees of the Maryland Infant Lifetime Care Trust. 

The MPSC has long been familiar with the incidence of risk and injury at hospitals that deliver babies, as 

well as care needs of infants who suffer a neurological injury at birth.  While it is understood that 

families may still hold hospitals and physicians accountable, the enormous resources required to 

adequately care for an infant sustaining an injury must be assured, and the fact that the proposed Trust 

will cover medical and supportive care for anyone receiving a court approved settlement or verdict for a 

birth-related neurological injury is progress indeed.   It should be noted that because of our extensive 

experience in maternal and infant health related initiatives, the MPSC was chosen to participate in the 

Maryland Maternal Health Innovation Program, a five-year initiative that began in October of 2019 and 

aims to improve maternal health across the state of Maryland. 

 

 

  



 

 

The Maryland Patient Safety Center strongly supports House Bill 1563—Maryland Infant Lifetime Care 

Trust Funded by HSCRC and Maryland Patient Safety Center Duties.  The focus of the bill is clearly in 

line with our mission to promote safety and safe care in and beyond the hospital setting in the state of 

Maryland.  Because of our existing relationships with hospitals and hospital appointed Patient Safety 

Officers,  and because of our extensive experience in gathering, reviewing, and trending outcome data, 

MPSC is uniquely qualified to convene and lead a group to study and address disparities in care and to 

improve maternal and fetal outcomes across the state.  In addition to identifying risks and obstacles to 

care, MPSC is experienced in working with hospitals on the next step in managing such issues, including 

establishing or proposing protocols, procedures and policies for improvement.   

The horizon for risk has expanded to include healthcare disparities and implicit bias, an area now 

receiving attention in the aforementioned Maryland Maternal Health Innovation Program, funded by 

the Health Resources and Services Administration (HRSA) of the U.S. Department of Health and Human 

Services (HHS).  The MPSC welcomes this opportunity to move safe infant care to a new level and is 

grateful to be able to devote resources to the education, analysis, and collaboration with hospitals and 

local agencies to foster the actual improvement.  The MPSC is prepared to both report routinely to the 

Board of Trustees of the Maryland Infant Lifetime Care Trust as well as to submit a written report of 

progress. 

In conclusion, the MPSC is in complete support of House Bill 1563 and we are excited to assist the State 

with the initiative proposed, so that together we can improve the quality of care received by infants in 

Maryland.  Should you wish to discuss further, please do not hesitate to contact me. 

 

For more information, please contact: 

Barbara Epke 

bepke@marylandpatientsafety.org 

410-540-9210  
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TESTIMONY PRESENTED TO THE HOUSE JUDICIARY COMMITTEE AND  

HOUSE APPROPRIATIONS COMMITTEE 
 

HOUSE BILL 1563 -- PUBLIC HEALTH – MARYLAND INFANT LIFETIME CARE TRUST FUNDED 

BY HSCRC AND MARYLAND PATIENT SAFETY CENTER DUTIES 

 

March 9, 2020 
 

DONALD C. FRY 

PRESIDENT & CEO 

GREATER BALTIMORE COMMITTEE 
 

Position: Support 

 

House Bill 1563 establishes the Maryland Infant Lifetime Care Trust (Trust) to pay for the costs of medical 

and supportive care for individuals who suffer a neurological injury during birth. The bill provides 

guaranteed coverage for the lifetime care needs as determined by their physician to be paid for by the Trust, 

which would be funded by Maryland hospitals that deliver babies. The bill would also allocate $1 million 

annually to improve fetal outcomes in Maryland. 

 

The GBC supports House Bill 1563 because it provides a common sense solution for the needs of the 

families of children who suffer a neurological injury during birth. Additionally, the bill acknowledges the 

importance of one of the leading employment sectors in the Greater Baltimore region. Hospitals are one of 

Maryland’s most important economic drivers, providing not only jobs and economic activity, but the ability 

to deliver some of the best health care in the world. According to the Maryland Hospital Association, 

Maryland hospitals account for nearly eight percent of the State’s gross domestic product, employ nearly 

108,000 people and indirectly support an additional 120,000 non-hospital jobs, accounting for eight percent 

of the State’s total employment in Maryland. 

 

The GBC believes that an important priority for policymakers is enhancing the ability of hospitals to 

compete in an increasingly competitive health care market. Passage of House Bill 1563 would be an 

important step to ensuring Maryland’s hospitals are able to stay competitive and continue providing their 

vital services to Marylanders. 

 

Hospitals have been increasingly concerned with the liability climate in Maryland and its potential impact on 

access to care. Recent events, such as a $229.6 million medical malpractice verdict against Johns Hopkins, 

and the decision of some liability insurers to exit Maryland, have brought this issue to the forefront. Under 

Maryland’s current system, when infants are injured at birth, families may turn to the courts to ensure 

coverage of their child’s future medical costs and hold doctors and hospitals accountable. However, families 

have to rely on whatever amount juries determine will be needed to care for the complex, lifelong health 

challenges of an infant with birth injuries. In some cases the amount may be insufficient while in other cases 

there are awards that could potentially destabilize the healthcare system in Maryland, leading to higher costs 

and impacting the availability of maternity care. 
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GREATER BALTIMORE COMMITTEE  

Suite 1700. 111 South Calvert Street. Baltimore, Maryland 21202-6180 
410. 727-2820. Fax 410. 539-5705 

House Bill 1563 is consistent with a key tenet in Gaining the Competitive Edge: Keys to Economic Growth 

and Job Creation in Maryland, a report published by the GBC that identifies eight core pillars for a 

competitive business environment and job growth: 

 

Competitive costs of doing business. Public policies must reflect a government predisposition to 

nurture business growth and to avoid arbitrarily or disproportionately imposing additional overhead 

upon the business sector. 

 

For these reasons, the Greater Baltimore Committee urges a favorable report on House Bill 1563. 
 

The Greater Baltimore Committee (GBC) is a non-partisan, independent, regional business advocacy organization comprised of 

hundreds of businesses -- large, medium and small -- educational institutions, nonprofit organizations and foundations located in 

Anne Arundel, Baltimore, Carroll, Harford, and Howard counties as well as Baltimore City. The GBC is a 65-year-old, private-

sector membership organization with a rich legacy of working with government to find solutions to problems that negatively affect 

our competitiveness and viability. 
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Maryland Section 

Maryland Section 

MedChi 
 
 
The Maryland State Medical Society  
1211 Cathedral Street 

Baltimore, MD 21201-5516 

410.539.0872 

Fax: 410.547.0915 

1.800.492.1056 

www.medchi.org 

 

TO: The Honorable Luke Clippinger, Chair 

 The Honorable Maggie McIntosh, Chair 

 Members, House Judiciary Committee 

 Members, House Appropriations Committee 

 The Honorable Bonnie Cullison 
  

FROM: J. Steven Wise 

 Pamela Metz Kasemeyer 

 Danna L. Kauffman 

 Richard A. Tabuteau 
 

DATE: March 9, 2020 
 

RE: SUPPORT – House Bill 1563 – Public Health – Maryland Infant Lifetime Care Trust Funded by 

HSCRC and Maryland Patient Safety Center Duties 
 

 

On behalf of the Maryland State Medical Society (MedChi) and the Maryland Section of the American 

College of Obstetricians and Gynecologists (MDACOG), we submit this letter of support for House Bill 1563. 
 

House Bill 1563 establishes a Trust that will provide compensation and benefits for claims asserted against 

health care practitioners or hospitals in connection with birth injuries, where an infant is permanently 

neurologically and physically impaired.  These injuries can be devastating to the infant and their family or 

caregiver and require health care and other resources be made available to them, in amounts often running into 

the millions of dollars.  The awards or settlements for these costs are borne by the hospital, the providers and their 

insurers, driving up their liability costs and the cost of health care generally. 
 

The Trust established under House Bill 1563 will help ensure that the infant and caregivers are given the 

resources they need to provide proper care for the injured party.  At the same time, the Trust helps the hospitals 

and providers manage the costs of damage awards stemming from these cases.  The Trust is funded through an 

assessment on those hospitals that provide acute obstetrics, neonatal intensive care, newborn and premature 

nursery, normal newborn or labor and delivery services.  It can be accessed on application to the Trust by any 

qualifying party. 
 

Considering the recent $220 million verdict against Johns Hopkins, MedChi and MDACOG believe this 

legislation is a necessary step to ensure that birth-related health care services remain available in our State, and 

that injured claimants are assured of proper care resulting from birth injuries. 
 

For these reasons, MedChi and MDACOG support House Bill 1563. 
 

For more information call: 

J. Steven Wise 

Pamela Metz Kasemeyer 

Danna L. Kauffman 

Richard A. Tabuteau 

410-244-7000 
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Department of Gynecology and Obstetrics 
600 N. Wolfe Street / Phipps 264 
Baltimore, MD 21287-1264 
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HB 1563: Favorable 

To: The Honorable Luke Clippinger, Chair 
House Judiciary Committee 

 The Honorable Maggie McIntosh, Chair 
 House Appropriations Committee 
 

From:  Jaden R. Kohn, MD, MPH 
Resident Physician in Gynecology & Obstetrics 
Johns Hopkins Medicine 

Date:  March 9, 2020   

As a Resident Physician in Gynecology & Obstetrics at Johns Hopkins Medicine, I strongly support 
House Bill 1563 – Maryland Infant Lifetime Care Trust Funded by HSCRC and Maryland   
Patient Safety Center Duties. In addition to my medical doctorate, I have a Master’s degree in Public 
Health, focusing on Health Services Research and Healthcare Management. I also have extensive 
training in safety and quality, and I am the Gynecology & Obstetrics departmental representative for 
the House staff Patient Safety and Quality Council at Hopkins.  

I am driven by a passion to provide high-quality care to women and their families, each of whom 
deserve access to healthcare that is safe, dependable, and equitable. The current legal environment 
jeopardizes access to that care for women throughout the state of Maryland. Nationally, an increasing 
number of Labor and Delivery units are closing, in part, due to non-sustainable financial structures 
resulting from malpractice premiums – and Labor and Delivery units in Maryland are not exempt from 
these threats. House Bill 1563 is a necessary and important step to ensure that the women of Maryland 
will continue to have access to obstetric care. 

Furthermore, my colleagues share my sentiment that, as resident physicians, we have two obligations 
to our patients: 1) to invest ourselves in our training such that we are prepared to provide the high-
quality medical care that Marylanders deserve, and 2) to give back to the women who have contributed 
to our education by devoting our careers to clinical excellence. Thus, it is crucial to ensure that Labor 
and Delivery units have the necessary support to provide high-quality education to obstetricians-in-
training, while also providing exceptional care for women. Unfortunately, if the trends in our liability 
system continue unabated without House Bill 1563, it will become increasingly difficult to attract and 
to retain both obstetricians-in-training and experienced obstetricians in the state of Maryland, 
jeopardizing the future of healthcare for the women in our local communities. 

This bill is an opportunity for change. House Bill 1563 offers a straightforward solution to the existing 
system – a financially-sustainable strategy to pay for the costs of a lifetime of care, while still holding 
hospitals accountable. Maryland families are asking for our support; their beloved children are some 



of our communities’ most vulnerable. House Bill 1563 is one means to create a just and equitable 
system that helps to secure their future.   

Historically, Maryland has been a national leader in innovative payment reform; Senate Bill 879 
provides our state the opportunity to continue to be a leader, by 1) addressing current malpractice 
concerns that jeopardize the future of hospitals and obstetricians, 2) preserving access to high-quality 
obstetric care for all women, and 3) creating a commitment to families that financial resources will 
exist to provide for their children’s future.  

For these reasons, I urge a favorable report on House Bill 1563 – Maryland Infant Lifetime Care 
Trust Funded by HSCRC and Maryland Patient Safety Center Duties. 
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c/o Ryan O’Doherty  
Mercy Health Services 
Director of External Affairs and Strategic Communications 
[Delivered via email to RODohert@mdmercy.com] 

 

 

Dear Mr. O’Doherty: 

 

Enclosed is Pinnacle Actuarial Resource’s (Pinnacle’s) report to the Alliance for Lifetime Infant Care and 

other interested parties providing information on design and funding features of other birth‐related 

neurological injury compensation funds (birth funds) as well as the estimated benefit costs and funding 

levels developed by the current version of the proposed birth fund legislation in Maryland contained in 

SB0879.   

 

I, Robert J. Walling III, FCAS, MAAA, CERA am a member in good standing of the American Academy of 

Actuaries and meet its qualification standards to render this actuarial opinion. 

 

If you have any questions, comments, or if you require anything further please call me at 

309.807.2320. 

 

Sincerely, 

 
Robert J. Walling III, FCAS, MAAA, CERA 

Principal and Consulting Actuary 
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Maryland SB0879 and the Feasibility, Design and Funding of  
The Maryland Infant Lifetime Care Trust 

 
 

Purpose & Scope 

Pinnacle Actuarial Resources, Inc. (Pinnacle) has been retained by the Alliance for Lifetime Infant Care 

and other interested parties to provide an overview of the important design features of a potential 

birth‐related neurological injury compensation fund (birth fund) in Maryland.  In addition, Pinnacle has 

also been tasked with developing an estimate of expected annual benefits obligations of the final 

version of the proposed Maryland Infant Lifetime Care Trust legislation as contained in Maryland 

SB0879 and the expected revenue produced to fund these benefits. Pinnacle has relied heavily on 

available information regarding existing birth funds in Virginia and Florida, and to a lesser extent New 

York.   

 

 

Executive Summary  

There are several key elements about the design of a birth fund that can be determined by examining 

similar programs in Virginia and Florida.  These include:  

 Carefully defined benefits and eligibility requirements are an important feature of birth 

funds. Changes as simple as changing the phrase “physical and mental” to “physical or 

mental” can result in differences in benefits of millions of dollars. 

 Formation as a segregated trust account, rather than a state agency, is the preferred 

organizational form. 

 Birth funds are typically governed by a Board of Directors with representation by the 

various stakeholders including participating physicians, hospitals, non‐participating 

physicians, liability insurers, and public citizens. 

 Involvement of relevant state agencies, medical associations and medical schools can bring 

existing skills and expertise and ensure the development of strong program fundamental 

processes. 

 An executive director, hired by the Board of Directors, and supporting staff are 

recommended to manage the day‐to‐day operations of a birth fund.  Certain services 

requiring technical expertise, such as investment, legal and actuarial work, should be 

outsourced. 

 Appropriate financial controls are imperative to the soundness of a birth fund. 

 The proposed final legislation contains additional legislative features including requirements 

regarding the actuarial soundness of the unpaid benefits reserves and premium levels that 
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appear to strengthen the financial soundness of the proposed Maryland Infant Lifetime 

Care Trust. 

 The proposed use of the existing Maryland Hospital Services Cost Review Commission 

(HSCRC or the Commission) to collect the premiums of the proposed Maryland Infant 

Lifetime Care Trust should prove to be an efficient and easy to implement administrative 

approach. 

 

Pinnacle’s analysis of the frequency of covered birth‐related neurological injuries in Florida and 

Virginia suggests that Maryland can expect that between 0.9 and 1.0 claims per 10,000 live births, or 

a total of about 6.8 qualifying births, occur in Maryland annually.  The experience of the existing 

birth funds suggests that the expected present value of lifetime benefits in Maryland as currently 

proposed would be between $2.87 million and $3.27 million per claim. Based on these assumptions, 

a Maryland birth fund would incur accrued benefits costs of between $18.4 million and $23.2 million 

annually.  Overall operational expenses were estimated at $750,000 annually.  In addition, the 

current bill proposes $1.0 million per year as a grant designated for improving maternal and fetal 

outcomes in the state.  Total expected costs for the Infant Lifetime Care Trust under the current bill 

are therefore $22.5 million. 

 

The proposed approach to funding the proposed Maryland Infant Lifetime Care Trust are premiums 

assessed from Maryland hospitals through the Maryland Hospital Services Cost Review Commission. 

Under the legislation, the HSCRC would be authorized to assess and collect premiums by establishing 

regulations to assess an annual premium on hospitals to fully account for the annual actuarial funding 

need of the birth injury fund based on an annual certified report.  This approach has been used 

historically to fund other programs as well.  In the following table, we show a few of these assessments 

and their size to the prior overall HSCRC revenue1: 

 

                                                       

1 Table data provided by Mercy Health Services staff  
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In comparison, the total cost of the Maryland Infant Lifetime Care Trust (including a 10% markup for 

nonpayment) would be only 0.14% of total revenue or 2.6% of obstetrics related revenue (see Exhibit 

3, Page 1). 

 

The HSCRC would be granted statutory authority to establish a hospital premium methodology that 

accounts for: geographic differences among hospitals, differences in historical birth‐related claims 

experience among hospitals, and differences between hospitals that provide obstetrical care and those 

that do not.   This represents a reasonable, appropriate and actuarially sound approach to funding the 

fund on an accrual basis.  This approach should also help the proposed Maryland Infant Lifetime Care 

Trust avoid some of the pitfalls the Virginia birth fund has experienced in the past. 

 

 

Birth Fund Background 

 

General 

It may be useful to define birth funds in general terms before describing specific features and options.  

Birth funds are a specialized form of patient compensation funds (PCFs).  Patient compensation funds 

are medical malpractice government insurance programs, created by state law, designed to increase 

professional liability coverage availability and/or affordability primarily by providing coverage for a 

specific type of injury or an excess layer of coverage.  In the case of birth funds, both the type of injury 

(birth‐related neurological injuries) and the benefits are very precisely defined. To date, there are 

three birth funds (in Florida, New York and Virginia).  There is also the National Vaccine Injury 

Compensation Program (VICP).   VICP is a national program for individuals found to be injured by 

Assessment Payment % of Revenue

Medicaid Expansion 193,914,773           1.07%

HSCRC User Fees 15,000,000             0.08%

Medicaid Deficit 309,000,000           1.70%

Maryland Health Care Commission 5,679,756               0.03%

Nurse Support Program 1 17,472,274             0.10%

Nurse Support Program 2 17,186,577             0.09%

Maryland Patient Safety Center 369,056                   0.00%

Total Assessments 558,622,435           3.07%

Total Assessments with Markup 614,484,679           3.38%

Total Revenue 18,200,000,000    

Maryland Infant Lifetime Care Trust 24,728,530             0.14%
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certain vaccines.  VICP has many of the same design features and benefits of a birth fund, but covers a 

different type of medical incident. 

 

Three of these funds, other than New York’s, were formed in the 1980’s in response to severe crisis 

conditions in the healthcare industry and specifically medical professional liability.  The most severe of 

these conditions related to birth‐related neurological injuries which have very high claim severities, 

often in the tens of millions of dollars.  The large claim severities and highly emotional nature of the 

claims presented significant challenges to the tort system.  Similarly, the high claim costs also led 

directly to very high medical professional liability insurance premiums for hospitals and OB/GYNs.  

These costs were high enough that access to available and affordable healthcare became a material 

issue. The essential nature of obstetrics services makes the access to birth‐related care particularly 

important.  The New York program was established in late 2011 based on similar concerns as well as 

the additional incentive of removing future medical expenses for injured infants out of the Medicaid 

system.  Currently Maryland is facing a similar crisis in the wake of a recent birth‐related injury award 

totaling over $200 million. 

 

We will focus on the Virginia and Florida programs as they are most similar to the type of program 

being considered in Maryland. 

 

Benefits Provided 

The nature of the coverage and benefits of the Florida and Virginia birth funds are somewhat similar to 

those proposed in Maryland.  They provide unlimited and broad medical and economic benefits to 

qualifying program participants.  The economic benefits are quite extensive and commonly extend 

beyond medical care (physicians, hospital, on‐site nursing care, physical therapy, prescription drugs 

and medical equipment) to include housing and transportation accommodations, legal expenses and 

lost wages.  There is no deductible or any other limitation of benefits.  However, collateral sources 

such as health insurance and other sources of benefits, including state and federal health insurance 

programs, can provide primary compensation before the birth funds in some cases.  In Virginia, the 

birth fund purchases health insurance for participants to deliver some of their benefits. These 

unlimited benefits do not include non‐economic damages.  

 

The general theory of the birth fund mechanisms is that all stakeholders in the medical professional 

liability system benefit from the fund.  Injured infants and their families benefit by receiving much 

broader, unlimited benefits than they would receive in the tort system.  Families benefit by receiving 

the guarantee of unlimited future medical payments instead of relying on a lump sum or periodic 

payments. Physicians and hospitals also benefit by often having lower overall insurance costs.  Medical 

professional liability insurers benefit by not having to bear the risk and volatility associated with these 
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very low frequency/high severity claims.  This often leads to greater availability and affordability of 

coverage and increased competition in the medical professional liability insurance sector.   

 

In addition, a birth injury fund facilitates better cooperation between healthcare providers and 

patients and their families by allowing them to focus on developing and implementing treatment plans, 

rather than worrying about potential liability. 

 

Virginia Birth‐Related Neurological Injury Compensation Program 

The Virginia Birth‐Related Neurological Injury Compensation Program (VABRNICP or the Program) was 

created in 1987 to provide the exclusive remedy for covered birth‐related neurological injuries in 

Virginia.  Injury must have resulted from oxygen deprivation or mechanical injury during labor, 

delivery, or immediately post‐delivery.  The injury must result in both physical and mental impairment.  

Participation is voluntary for physicians, registered nurses, midwives and hospitals.  A ten‐year statute 

of limitations applies to all claims for Program benefits. 

 

The Virginia Workers’ Compensation Commission is the exclusive venue for hearings to determine 

whether a claimant will be admitted to the Program.  The Virginia Office of the Attorney General 

supports the Program by providing requested legal services. 

 

The process for filing a claim is as follows: 

 The claimant submits a petition containing a specific list of required information and 

documentation. 

 The Virginia Department of Health Professions, Board of Medicine and Department of 

Health all investigate the claim. 

 The Program responds to the claim petition. 

 The Virginia Workers’ Compensation Commission holds a hearing to determine  

o whether the injury claimed is a birth‐related neurological injury (based on the 

opinion of a panel of three qualified and impartial physicians with pertinent 

expertise and a plan developed by the deans of three medical schools in the state), 

o whether the obstetrical services were delivered by a participating physician 

o whether the birth occurred in a participating  hospital, and  

o how much compensation is awardable. 

 Subject to an appeals process for rehearings within a specified time frame, the findings of 

the Commission are conclusive and binding. 
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Benefits provided include: 

 Unlimited actual, necessary medical expenses including physicians, nursing, hospital, 

rehabilitation and therapy, prescription medications, medical equipment and appliances 

and related travel expenses.  This includes certain housing and transportation expenses. 

 Loss of earnings from the age of 18 to age 65 based on 50% of the average weekly wage in 

the Commonwealth for workers in the private, non‐farm sector. 

 Reasonable attorney fees and other expenses associated with the application for 

admittance. 

 As previously mentioned, several collateral sources offset Program benefits costs. 

The birth fund legislation in Virginia also explicitly states several expenses that are not covered. 

 

The Program is governed by a nine‐member board of directors.  The board is appointed by the 

Governor with six citizen representatives and one representative each of participating physicians, 

participating hospitals, and liability insurers.  The board’s powers are clearly delineated in the 

Program’s enabling legislation.  Day to day operations are managed by an Executive Director hired by 

the Board.  The executive director is supported by additional staff as needed.   

 

The Program is funded through the Virginia Birth‐Related Neurological Injury Compensation Fund (the 

Fund), which is organized as a segregated account trust fund.  The assets of the Fund are administered 

by the board of directors of the Program.  The Board has retained investment advisors to manage the 

Program’s assets. 

 

The Program uses a variety of funding approaches and is intended to provide accrual based funding.  

First, participating physicians are required to pay a premium.  The current assessment is $6,200.  In 

addition, all licensed physicians, including non‐OB/GYNs, that do not participate in the Program are 

required to pay a fee of $300 annually as a condition of being licensed in Virginia.  Hospitals pay a 

premium of $55 per live birth to participate, subject to a maximum of $200,000 in premiums annually.  

A number of exclusions to the premiums apply for physicians with extenuating circumstances.  Finally, 

if and only if the Program is determined to be actuarially unsound, a premium of up to 0.25% of all “net 

direct premiums written” by liability insurers in Virginia may be charged.  These premiums of liability 

insurers have been charged at the maximum amount for many years.  All changes in premium levels 

require legislative action. 

 

Medical professional liability insurers in the Commonwealth of Virginia are required by law to provide a 

discount for hospitals and healthcare providers that participate in the Program.  These discounts 

typically range from 15% to 20% of otherwise indicated premiums.   
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An annual audit by a certified public accountant selected by the board is a required element of the 

Program’s financial controls.  In addition, a biennial actuarial study on the financial soundness of the 

program and recommended premium rates is required.  The actuarial study is funded and directed by 

the Virginia State Corporation Commission. 

 

The current financial condition of the Program has been a subject of much discussion.  The Fund 

currently shows an unfunded deficit on an accrual basis of approximately $76.8 million as of December 

31, 2018.  This deficit has grown substantially in recent years as the Fund’s liabilities have shifted due 

to a 2018 court judgment.  Previous deficits were the result of two historical issues. First, the Program 

initially significantly underestimated the life expectancy for Program participants.  Essentially, the 

participants are living longer than expected.  Over the last decade, the Program has steadily revised 

their life expectancies.  This led to material adverse development of the unpaid benefits liability of the 

Fund which has resulted in previous revenues being inadequate to fund the ultimate benefits liabilities.  

Second, the requirements regarding revisions to Program premium levels made it extremely difficult to 

react to the higher expected loss estimates.  However, it must be noted that on a cash flow basis the 

Fund appears to have the ability to pay benefits going forward for many years and holds sufficient 

assets to meet all expected future benefit obligations for current participants.  The benefits paying 

ability and solvency of the Program will not be a concern for several decades and a variety of 

stakeholders are working diligently to further continue reducing and ultimately eliminate the Fund 

deficit. 

 

Florida Birth‐Related Neurological Injury Compensation Association (NICA) 

The Florida Birth‐Related Neurological Injury Compensation Association (NICA) was created in 1988 to 

provide an exclusive no‐fault remedy for birth‐related neurological injury claims in Florida.  Injury must 

be a brain or spinal cord injury caused by oxygen deprivation or mechanical injury during labor, 

delivery, or immediately post‐delivery.  The injury must result in both physical and mental impairment.  

Florida also has a requirement that the weight at birth must exceed 2,500 grams, 2,000 for multiple 

gestations.  The Plan also does not apply to genetic or congenital abnormalities.  Participation is 

voluntary for physicians.   

 

The Florida Division of Administrative Hearings is the exclusive venue for hearings to determine 

whether a claimant will be admitted to NICA.   

 

The process for filing a claim is as follows: 

 The claimant submits a petition containing a specific list of required information and 

documentation.  (The required information is quite similar to Virginia’s.) 
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 The Florida Division of Medical Quality Assurance and the Florida Agency for Health Care 

Administration both investigate the claim. 

 NICA responds to the claim petition. 

 The administrative law judge holds a hearing to determine:  

o whether the injury claimed is a birth‐related neurological injury, 

o whether the obstetrical services were delivered by a participating physician  

o how much compensation is awardable. 

 

The applicable statute of limitations for a birth‐related neurological injury shall be tolled by the filing of 

a claim with NICA and the time that the claim to NICA is pending shall not be computed as part of the 

period within which a civil action may be brought.  In addition, a claim must be made to NICA within 

five years of the birth. 

 

Benefits provided include: 

 Unlimited actual, necessary medical expenses including: 

o Medical 

o Hospital 

o Rehabilitation/therapy/training 

o Family or professional residential or custodial care  

o Prescription medications 

o Special equipment or facilities 

o Related travel expenses.   

 Reasonable attorney fees and other expenses associated with the application for 

admittance. 

 

The NICA legislation also explicitly states several expenses that are not covered and notes that 

collateral sources may offset NICA benefits. 

 

The Program is governed by a five‐member board of directors.  The board is appointed by NICA’s Chief 

Financial Officer.  The board will be composed of one citizen representative, one representative of 

participating physicians, one hospital representative, one representative of liability insurers, and one 

representative of non‐participating physicians.  The board’s powers are clearly delineated in the 

Program’s enabling legislation.  Day to day operations are managed by an executive team, including 

the Chief Financial Officer hired by the Board.  The executive team is supported by additional staff as 

needed.   
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NICA is organized as a non‐governmental association whose assets are treated as a segregated 

association fund.  NICA is “not a state agency, board, or commission”, but may use the state seal. 

 

NICA uses a variety of funding approaches intended to provide for benefits on an accrual basis.  First, 

participating physicians are required to pay a premium of $6,200.  In addition, all licensed physicians, 

including non‐OB/GYNs, that do not participate in the Program are required to pay a fee of $300 

annually as a condition of being licensed in Florida.  Hospitals pay a premium of $55 per live birth.  A 

number of exclusions to the premiums apply for physicians with extenuating circumstances.  Finally, if 

and only if the above premiums are “insufficient to maintain the plan on an actuarially sound basis” 

two additional revenue sources are available.  The first of these is a transfer of $20 million from the 

Insurance Regulatory Trust Fund.  Further, a premium of up to 0.25% of all “net direct premiums 

written” by casualty insurers in Florida may be assessed.  These insurers are also explicitly permitted to 

recoup these premiums via surcharges in future policy premiums.  In addition, “if the Office of 

Insurance Regulation finds that the plan cannot be maintained on an actuarially sound basis…the office 

shall increase the premiums … on a proportional basis as needed.” 

 

An annual audit by a certified public accountant selected by the board is required to be provided to the 

Office of Insurance Regulation.  An annual actuarial study on the financial soundness of the program is 

also conducted.  NICA also has a unique additional protection in their enabling legislation.  It states that 

“in the event that the total of all current (claims) estimates equals 80% of the funds on hand and the 

funds that will become available to the association within the next 12 months from all sources…, the 

association shall not accept any new claims without express authority from the Legislature.” 

NICA is currently in excellent financial condition, having avoided some of the problems experienced by 

the Virginia Program.   

 

New York Medical Indemnity Fund (MIF) 

“The Medical Indemnity Fund ("Fund") was established by Chapter 69 of the 2011 Session Laws of the 

State of New York. The Fund is designed to pay all future costs necessary to meet the health care needs 

of plaintiffs in medical malpractice actions who have received either court‐approved settlements or 

judgments deeming the plaintiffs' neurological impairments to be birth‐related.”  More specifically, a 

“birth‐related neurological injury” is “an injury to the brain or spinal cord as the result of a deprivation 

of oxygen or mechanical injury that occurred in the course of labor, delivery or resuscitation, or by the 

provision or non‐provision of other medical services during the delivery admission.”  The law in New 

York currently states that these injuries need to have “rendered the infant with a permanent and 

substantial motor impairment or with a developmental disability.” This change from requiring both 

physical and mental injuries to one or the other or both is a subtle but very important difference from 

Virginia and Florida.  As a result, participation rates in New York are currently about five times the rates 
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in the other states as a large number of participants that would not be eligible in either other state are 

being accepted into the MIF. Another major difference between the MIF and the Florida and Virginia 

birth funds is that claims are still pursued through the tort system and the determination of birth fund 

coverage is made by the judge responsible for the case. 

 

Benefits provided by the Fund include: 

 Medical, Dental, Surgical and Hospital Care 

 Nursing and Custodial Care 

 Prescription and Non‐Prescription Drugs 

 Rehabilitation Services  

 Durable Medical Equipment and Assistive Technology 

 Certain Home and Vehicle Modifications 

 Other Health Care Costs for Medical Services and Supplies for Participants 

 

The New York State Department of Health (NYS DOH) serves as the current administrator of the Fund. 

Three different third party administrators (TPA) have been involved in the MIF.  

 

The Fund currently is financed through a budget allocation from the state of New York and is indirectly 

funded by “a quality contribution … imposed on the inpatient revenue of each general hospital that is 

received for the provision of inpatient obstetrical patient care services in an amount equal to 1.6% of 

such revenue, as defined in § 2807‐d(3)(a) of the Public Health Law.”  Participation in the fund is 

triggered by an application by any party to a medical professional liability claim to have the judgment 

reflect that the judgment should provide that the portion of the judgment related to benefits covered 

by the Fund should be paid by the Fund. 

 

 

Birth Fund Design Features 

In evaluating program features for a potential birth fund in Maryland, the lessons learned in Florida 

and Virginia can be instructive in replicating successes and assist in avoiding repetition of mistakes. 

 

Benefits Provided 

The benefits covered by both the Florida and Virginia birth funds are fairly similar with the exception of 

the wage loss benefit.   

 

An additional feature associated with providing birth fund medical benefits that is worthy of 

consideration is the use of managed care networks and/or the application of fee schedules to provide 

medical benefits, particularly nursing care.  Significant cost savings may be realized through the use of 
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these cost controlling mechanisms to provide these benefits.  Both the Virginia and Florida programs 

also coordinate benefits with private insurance and Social Security. 

 

The benefits contained in the final version of the proposed Maryland Infant Lifetime Care Trust 

legislation as contained in Maryland SB0879 include reasonable expenses of: 

 “Actual lifetime expenses for qualifying health care costs, limited to reasonable charges 

prevailing in the same community for similar treatment of injured individuals when the 

treatment is paid for by the injured individual” including 

o Medical care provided by physicians, surgeons and other health care providers 

o Hospital 

o Rehabilitative care 

o Nursing, family residential or custodial care 

o Durable medical equipment 

o Assistive technology 

o Medically necessary drugs 

 Travel expenses or vehicle modifications that are necessary to meet the participant’s 

health care needs  

 Modification of the residential housing environment 

 Reasonable expenses associated with “the adjudication of any disputed matters under 

this subtitle” 

 

The benefits in the legislation are generally in line with the Florida and Virginia funds but exclude 

any loss of earnings benefit. 

 

In addition, “a heath care cost that a qualified plaintiff’s treating physician, physician’s assistant, or 

nurse practitioner determines to be reasonable and necessary is presumed to be a qualifying health 

care cost unless there is clear and convincing evidence that the cost is not a qualifying health care 

cost.”  This provision ultimately gives the determination of benefits into the hands of the participant’s 

health care provider rather than the Fund administrator. 

 
Participation and Eligibility 

A key issue in the area of participation and eligibility is whether participation in the birth fund is 

mandatory or not.  Mandatory participation, as the final version of the proposed Maryland Infant 

Lifetime Care Trust contains, would appear to be a superior design feature.  Making participation 

mandatory for both hospitals and OB/GYNs avoids a common situation in Virginia where either the 

hospital or the OB/GYN is a participant, but not both.  In this scenario, only one of the parties has paid 

a premium but the child is eligible nonetheless.  In this case, mandatory participation would increase 
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funds, but not add to the expected number of claims.  The current Maryland bill proposes a mandatory 

birth fund.  A detailed comparison of the birth fund eligibility criteria between the proposed Maryland 

legislation and the eligibility of the Florida and Virginia birth funds is attached as Exhibit 4. 

 

Governance  

In viewing patient compensation funds in general, two governance approaches are predominant: 

department of insurance administration and Board of Directors governance.  Both birth funds use a 

board of directors approach, with some form of insurance department oversight.  While Virginia 

authorizes the governor to have authority to appoint members to the Board, the Chief Financial Officer 

makes the appointments in Florida.  The proposed Maryland Infant Lifetime Care Trust would follow 

form with Virginia and have the Governor make the Board appointments.  The representation of the 

key birth fund stakeholders on the Florida Board (participating physicians, hospitals, non‐ participating 

physicians, and casualty insurers) is also quite appealing.  The proposed Maryland Infant Lifetime Care 

Trust proposes a seven member Board comprised of: 

 

 One obstetrician 

 One pediatric neurologist 

 One representative of the Maryland Hospital Association 

 One attorney 

 Two citizen representatives 

 One expert in disability care 

 

The proposed Maryland Infant Lifetime Care Trust would also be expected to have staff to handle day‐

to‐day operations in a manner similar to the Florida and Virginia funds.  Some staffing functions could 

also be accomplished through third party service providers.  The currently proposed Maryland Infant 

Lifetime Care Trust bill would create the position of Trust Administrator and empower the 

administrator to administer the fund at the direction of the Board. 

 

Administration 

Once the decisions as to the overall governance and administration of the birth fund have been made, 

a number of specific tactical decisions need to be made about the fund’s day‐to‐day operations.  The 

most significant of these relate to compliance and policy management, billings and collections, claims 

administration, asset management, and actuarial services. 

 

Services requiring technical expertise, such as legal and actuarial, tend to be outsourced more often 

than some other services.  Virginia’s approach of using other state agencies for certain services, such as 

legal services, may reduce costs and be intuitively appealing.  Other PCFs utilize their State Investment 
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Board to manage investments; however, this raises potential risks which will be discussed later in the 

report.  The use of a dedicated venue for establishing eligibility and participation of claimants is used 

by both the Florida and Virginia birth funds.  It is important to select this venue so as to ensure that 

they have the requisite expertise and consistently apply the eligibility criteria. 

 

The proposed Maryland Infant Lifetime Care Trust proposes that the Board oversee the investments of 

the fund, likely in partnership with professional investment managers.  The proposed Maryland Infant 

Lifetime Care Trust also requires the engagement of a qualified actuary to be an advisor on appropriate 

funding levels and estimating unpaid benefits for the fund.  These are both common and generally 

accepted approaches.   

 

One innovative use of existing governmental agencies and processes in the current legislation is 

utilizing the existing Maryland Hospital Services Cost Review Commission (Commission) to collect the 

premiums of the proposed Maryland Infant Lifetime Care Trust.  Because the Commission already has 

the statutory authority to collect certain other hospital assessments and the infrastructure to 

administer these assessments, utilizing it to also collect Fund premiums should prove an efficient and 

easy to implement approach. 

 

Control of Funds and Investments 

In terms of financial structure, two approaches are common for PCFs generally: a separate trust fund 

or a state agency.  The trust fund approach has the advantage of independence from state 

government.  The state agency approach allows the opportunity for better organizational controls, 

more access to other state agencies that can provide valuable services, a somewhat different position 

in claims negotiations, and independence from the influence of special interests.   

 

In our opinion, it is absolutely imperative that birth fund assets be established in such a way that they 

are kept at arm’s length from the funds of the state.  Lessons learned in New Hampshire and 

Wisconsin, where government insurance program funds were taken in an effort to balance state 

budgets or fund other programs, made this abundantly clear.  While the use of state investment 

managers has some appealing cost savings, it may lead to a co‐mingling of funds that is not intended.  

There are usually controls on the percentage or amounts of funds that can be invested in different 

types of securities.  These types of controls are also prudent for a fund that may hold premiums for 

decades before benefits are paid.  The current Maryland bill addresses this concern. 
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Financial Oversight 

Both birth funds require annual audits and financial reporting.  We view this as absolutely essential.  In 

addition, periodic actuarial studies to evaluate the soundness of the birth fund are also very important, 

especially in the early years of a birth fund.  The birth funds use this actuarial review as an opportunity 

to review indicated premium rates.  The New York Medical Indemnity Fund goes so far as to produce 

quarterly actuarial reports.  The final version of the proposed Maryland Infant Lifetime Care Trust 

legislation requires both annual audits and actuarial reviews. 

 

Other Legislative Features 

Based on the experience of the Virginia fund, it appears that requiring a legislative action to achieve 

changes in premium levels is too restrictive and does not allow a birth fund to react to changing 

experience trends.  The Florida legislation allowing the state’s insurance regulators to intervene and 

increase premiums appears much more flexible and a reasonable measure to ensure program financial 

soundness.  The additional Florida legislative features allowing access to additional state funds, if 

necessary, as well as the temporary discontinuation of accepting new claimants also appear to have 

merits.  The Virginia legislative feature requiring discounts for participating hospitals and physicians 

also appears to be a reasonable control to ensure the overall economic soundness of the birth funds.  

The final version of the Maryland Infant Lifetime Care Trust bill requires the premium levels charged to 

hospitals in Maryland to be actuarially determined.  In addition, the assessments of premiums are 

required to: 

 

 Reflect geographic differences among hospitals 

 Account for differences in historical experience by hospital 

 Distinguish between hospitals that provide obstetrical services and those that do not. 

 

This approach should help the proposed Maryland Infant Lifetime Care Trust avoid some of the pitfalls 

the Virginia birth fund has experienced. 

 

 

Approaches to Funding 

The Florida and Virginia birth funds both rely on some common funding approaches: premiums of 

participating physicians, non‐participating physicians (including non‐OB/GYNs) and hospitals.  Both 

funds use an accrual based approach to funding in an effort to avoid large, unfunded, future benefits 

obligations.  They both also have the means to assess liability insurers in the state.  The New York Fund, 

on the other hand, is funded on a fiscal year basis with no accrual for future benefits payments.   
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Basis of Funding  

Benefits are carried by the Virginia and Florida birth funds on an occurrence basis intended to cover all 

benefits accrued during that period.  That is, unpaid benefits liabilities are accrued by the funds when 

the births occur, not when the petition for participation is made or when a participant is deemed 

eligible for participation in the birth fund.  This would strongly suggest that the premiums paid by 

participants be developed on the same basis.  The New York Medical Indemnity Fund is funded on a 

cash flow or “pay as you go” basis as a budget allocation from the state budget.  This is likely to result 

in a significant unfunded liability for future benefits payments to current program participants as the 

MIF adds additional participants in future years.  This was demonstrated in legislative costing studies 

produced by Pinnacle during the 2017 legislative session in New York. The proposed Maryland Infant 

Lifetime Care Trust legislation appears to be consistent with the approach in Florida and Virginia. 

 
Hospital Premiums 

Both the Florida and Virginia funds assess hospitals on a per live birth basis.  This appears to be a sound 

approach.  The proposed Maryland Infant Lifetime Care Trust legislation goes one step further and 

makes hospital assessments the sole funding source.  The Virginia feature capping a hospital’s annual 

premium may be a reasonable approach to recognize the important role of women’s and infant’s 

hospitals and other centers of excellence for difficult births.  

 

Neither Florida nor Virginia differentiates the premiums of participants according to geographic 

differences.  Some argument could be made that a flat premium fails to recognize differences in both 

physician revenues and medical professional liability premiums between participants in urban areas 

(e.g., Miami, Fairfax, VA or Baltimore) and participants in rural areas.  The proposed requirement in 

Maryland that the premium assessment methodology “account for geographic differences” appears 

both reasonable and actuarially sound. 

 
Health Care Provider Premiums 

The impact of birth funds on the total medical professional liability insurance costs of OB/GYNs is an 

essential consideration of any birth fund.  It is actuarially reasonable for future rates to reflect the 

lower expected losses due to implementation of the Trust.  An exhibit showing potential impact to 

OB/GYN premiums is shown in Exhibit 5. The current OB/GYN rates for four of the leading medical 

professional liability insurers in the state, Medical Liability Mutual Insurance Society of Maryland, The 

Doctors Company, ProAssurance, and Medical Protective are shown by territory.  There is a significant 

difference in premium rates by territory for each company.  It is our understanding that premium 

discounts for birth fund participants in other states are commonly at least 10% to 15%.  Based on this 

assumption, the premium savings for participating OB/GYNs would be typically between $10,000 and 

$20,000.  In fact, this range of expected premium savings may be somewhat conservative.  This is 
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based on the fact that the discount provided by the Medical Liability Mutual Insurance Society of 

Maryland to OB/GYNs that participate in the Virginia Birth Fund is currently 17%.   

 

The Virginia birth fund also charges a lesser assessment to non‐participating physicians, including non‐

OB/GYNs.  This revenue generation approach has two desirable characteristics: first, it spreads some 

portion of the birth fund’s costs across a broader premium base (i.e., all licensed healthcare providers 

in the state), and second, it encourages a higher rate of participation by OB/GYNs.  This approach is not 

part of the current Maryland legislation. 

 

Some PCFs charge premiums as a percentage of underlying insurance premiums.  This approach has 

the desirable feature that the premium is adjusted for the insured’s experience to the same extent as 

the underlying premium has been adjusted explicitly or implicitly for the insured’s experience.  The 

potentially undesirable feature of this approach is that comparable providers with different carriers 

would pay different premiums purely based on their primary carrier’s expense loadings or rate 

adequacy level.  This does not appear to be an attractive approach for birth funds.   

 

Insurance Premium Taxes 

Virginia’s birth fund charges a premium tax of up to 0.25% on all liability premiums in the state.  The 

logic behind the premium taxes on liability insurers is that the removal of birth injuries from the tort 

system removes a group of catastrophic injuries from the tort system and benefits liability insurers in 

total.  While this logic may apply more fully to some liability coverages than others, it serves to spread 

the birth fund’s costs across a broader segment of the interested parties in the state.  It is important to 

realize that insurers are not only permitted, but expected, to recoup these premium taxes by reflecting 

their premium taxes in their filed rates.  This type of special purpose tax on insurance premiums is 

quite common in almost every state and is recouped by the expense provision in insurers’ rates.  It is 

also noteworthy that the premium taxes can only be assessed when the Virginia birth fund is not 

“actuarially sound,” that is physician and hospital premiums have not been sufficient to fund for all 

program benefits.  This approach is not part of the proposed Maryland Infant Lifetime Care Trust 

legislation. 

 
Premium Collection 

The most common premium collection technique used by PCFs is requiring the primary insurer to 

collect the funds and serve as a “pass‐through” to the PCF or birth fund.  This approach to collection is 

well suited to premiums based on fixed dollar amounts.  This approach has the benefit that the 

number of revenue sources is greatly reduced from having each hospital and provider pay the birth 

fund directly.  Conversely, adding a layer of bureaucracy increases the potential for error.  We find the 

proposed use of the existing Maryland Hospital Services Cost Review Commission to collect the 
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premiums of the proposed Maryland Infant Lifetime Care Trust to be an appealing and efficient 

approach. 

 

 
Expected Funding Need and Benefits of the Maryland Infant Lifetime Care Trust 

 

Expected Funding Need 

The first step in developing a financial model of a potential birth fund in Maryland is an estimate of the 

expected annual benefits such a program would incur.  Pinnacle’s estimate is contained in attached 

Exhibit 2.  We have assumed that the Maryland birth fund would be designed with similar benefits 

structures to those of the Virginia and Florida funds.  Based on available information from those 

programs, we estimate that the frequency of qualifying claims would be between 0.9 and 1.0 claims 

per 10,000 live births.  This estimate does not contemplate any impact on the number of participants 

in the Maryland Infant Lifetime Care Trust due to the changes in the definition of “birth‐related 

neurological injury” in the final version of the legislation. It also does not assume a greater frequency 

of eligible births in Maryland due to differences in eligibility wording to Florida, that describes 

“substantial” impairments, or Virginia that describes specific characteristics of an eligible participant.  

In addition, the difference in the Maryland birth fund (allowing actions to proceed under the tort 

system) will also not materially change the number of admitted participants annually. A hospital that 

believes a child is eligible for birth fund benefits will in all likelihood offer birth fund participation as an 

early settlement offer. It is difficult to envision a scenario where a child that would have been admitted 

to the program under the originally proposed no‐fault approach would somehow not be admitted 

under the tort approach.  Based on this assumption, we estimate that a total of about 6.80 qualifying 

births occur in Maryland annually.   

 

Similarly, a review of Florida and Virginia benefits payments and unpaid benefits estimates suggests 

that lifetime claims benefits in Maryland for benefits similar to those in the Virginia and Florida birth 

funds and adjusted for unique benefits elements in Maryland would have a present value of between 

$2.87 million and $3.27 million.  These present values assume a discount rate of 4%, which provides a 

reasonable estimate of a conservative investment return for birth fund invested assets.  These 

estimates also make necessary cost of living adjustments to reflect medical, housing, and other cost 

differences in Maryland.  Based on these assumptions, a Maryland birth fund would incur benefits 

costs of between $18.4 million and $23.2 million annually. This calculation is documented in Exhibit 2. 

 

The next consideration is the means of funding the birth fund’s benefit obligations.  In the proposed 

legislation, the HSCRC, in conjunction with a qualified actuary, will develop a hospital premium 

methodology that accounts for: geographic differences among hospitals, differences in historical birth‐
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related claims experience among hospitals, differences between hospitals that provide obstetrical care 

and those that do not.   This represents a reasonable, appropriate and actuarially sound approach to 

funding the fund on an accrual basis.  This approach should also help the proposed Maryland Infant 

Lifetime Care Trust avoid some of the pitfalls the Virginia birth fund has experienced in the past. 

 

This funding mechanism is a valid approach to fully funding the proposed Maryland Infant Lifetime 

Care Trust’s expected benefits.   

 

More detail is provided in the attached exhibits. 

 

Expected Benefits 

Funding for the Maryland Infant Lifetime Care Trust initially causes higher costs for Medicaid based on 

increased reimbursement rates.  We estimate that rates for obstetric services would increase by 

approximately 2.6% (see Exhibit 3, Page 1).  However, these costs are more than offset by the Trust 

removing medical expenses from Medicaid for decades into the future.  Based on the Virginia, Florida, 

and New York birth funds, approximately 60% of expenses paid by the Maryland Infant Lifetime Care 

Trust would otherwise have been paid by Medicaid.  We estimate that the ultimate saving to Medicaid 

far exceeds the additional costs to the state general fund.  Exhibit 3, Page 2 shows the benefit payment 

streams for Trust participants born in 2020 compared to the initial cost to Medicaid due to the rate 

increase.  Exhibit 3, Page 3 further generalizes this result by looking at five birth years of participants 

expected to be placed in the Trust. 
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Distribution & Use 

This Report has been prepared in support of the Alliance for Lifetime Infant Care and the other 

members of the group working to develop this legislation and for their internal use only.  It is 

understood that the Alliance for Lifetime Infant Care may also wish to distribute this report to the 

various policymakers and stakeholders in the state, potentially including the Governor and the 

Legislature, as well as the general public via their website.  This distribution as well as any further 

distribution to the makers of public policy and the various stakeholders in the healthcare industry in 

the State of Maryland is hereby granted.      

 

When this report is distributed, it should be distributed in its entirety.  All recipients of this report 

should be aware that Pinnacle is available to answer any questions regarding the report.  These third 

parties should recognize that the furnishing of this report is not a substitute for their own due diligence 

and should place no reliance on this report or the data, computations, and interpretations contained 

herein that would result in the creation of any duty or liability by Pinnacle to the third party. 

 

Pinnacle consents to reference by the Alliance for Lifetime Infant Care to Pinnacle’s reports, opinions, 

advice and firm name in documents released by or at the direction of the Alliance for Lifetime Infant 

Care concerning our findings.   

 

The exhibits attached in support of our findings are an integral part of this Report.  These sections have 

been prepared so that our actuarial assumptions and judgments are documented.  Judgments about 

the conclusions drawn in this Report should be made only after considering the Report in its entirety.  

We remain available to answer any questions that may arise regarding this Report.  We assume that 

the user of this Report will seek such explanation on any matter in question. 

 

Our conclusions are predicated on a number of assumptions as to future conditions and events.  Those 

assumptions, which are documented in subsequent sections of this report, must be understood in 

order to place our conclusions in their appropriate context.  In addition, our work is subject to inherent 

limitations, which are also discussed in this Report. 
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Reliances & Limitations 

We have prepared this Report in conformity with its intended use by persons technically competent in 

the areas addressed and for the stated purposes only.  

 

Throughout our analysis we have, without audit or verification, relied on historical data and qualitative 

information provided by the American Medical Association, the Florida Birth‐Related Neurological 

Injury Compensation Association, the Virginia Birth‐Related Neurological Injury Compensation Program 

and other publicly available sources. The accuracy of our results is dependent upon the accuracy and 

completeness of this underlying data.  However, we did review as many elements of this data and 

information as practical for reasonableness and consistency with our knowledge of the insurance 

industry.  We have not anticipated any extraordinary changes to the legal, social, or economic 

environment. 

 

Judgments as to conclusions, recommendations, methods, and data contained in this report should be 

made only after studying the report in its entirety.  Furthermore, Pinnacle is available to explain any 

matter presented herein, and it is assumed that the user of this report will seek such explanation as to 

any matter in question.  It should be understood that the exhibits, graphs, and figures are integral 

elements of the report. 

 

Pinnacle is expressing no opinion on the appropriateness of the 4% interest rate used in the 

discounting calculations. 

 

Estimates discounted for the time value of money can be more uncertain than those on an 

undiscounted basis. In addition to the usual uncertainty in projecting unpaid claims obligations and 

benefits, discounted estimates are also influenced by: 

 Variations in the timing of actual benefit payments versus the rate of payment assumed in 

discounting estimates to present value 

 Variation in the actual investment yield on the assets underlying the liabilities versus the 

assumed interest rate used in discounting. 

 

While an explicit risk margin may be applied to account for this additional uncertainty, we have not 

incorporated an explicit risk margin in our analysis.   

 

Pinnacle is not qualified to provide formal legal interpretations of current or proposed state legislation.  

The elements of this report that require legal interpretation should be recognized as reasonable 

interpretations of the available statutes, regulations, and administrative rules.  State governments and 

courts are also constantly changing and reinterpreting these statutes. 
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There is a limitation upon the accuracy of these estimates in that there is inherent uncertainty in any 

estimate of future claims benefits.  This is due to the fact that the ultimate liability for claims is subject 

to the outcome of events yet to occur, e.g., the likelihood of claimants bringing suit, the size of jury 

awards, changes in the standards of liability and the attitudes of claimants toward settlement of their 

claims.  We have employed generally accepted actuarial techniques and assumptions that we believe 

are reasonable and appropriate.  Further, the conclusions presented herein are reasonable and 

appropriate and supported by our analysis, given the information currently available.  However, it 

should be recognized that future loss emergence will likely deviate, perhaps materially, from our 

estimates. 
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Maryland Infant Lifetime Care Trust Exhibit 1

Projected Birth Fund Costs and Revenues

Expected Costs

(1) Central Expected Benefits Paid 20,730,482

(2) Operating Expenses 750,000

(3) Maternal and Fetal Outcomes Grant 1,000,000

(4) Total Program Costs 22,480,482

Footnotes

(1) From Exhibit 2

(2) Based on review of comparable programs in Florida and Virginia

(3) Grant allocated by legislation to improve maternal and fetal health outcomes

(4) = (1) + (2) + (3)

MD Birth Fund Analysis 2020 2/26/2020

  Pinnacle Actuarial Resources, Inc.
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Projected Birth Fund Benefits

Low Central High
(1) Expected Number of Live Births 71,080 71,080 71,080

(2) Expected Frequency of Claimants per 10,000 Live Births 0.90 0.95 1.00

(3) Expected Number of Claimants Admitted to the Program 6.4 6.8 7.1

(4) Expected Average Benefits Paid to Admitted Claimants (Present Value Basis) 2,870,000 3,070,000 3,270,000

(5) Expected Birth Fund Benefits    18,359,964 20,730,482 23,243,160

Footnotes
(1) 2018 live birth data from National Center for Health Statistics (www.cdc.gov/nchs/data/nvsr/nvsr68/nvsr68_13‐508.pdf)

(2), (4) Based on review of comparable programs in Florida and Virginia
(3) = (1) x (2) / 10,000
(5) = (3) x (4)

MD Birth Fund Analysis 2020 2/26/2020

  Pinnacle Actuarial Resources, Inc.
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Projected Impact to Medicaid Page 1

Rate Center Center Code Hospital Count Average Rate Statewide Volume Expected Total Charges

(1) (2) (3) (4) (5) (6)

Obstetrics Acute OBS 32 1,221.73 168,211 205,508,430

Neonatal ICU NEO 16 1,729.50 111,254 192,414,355

Newborn Nursery NUR 32 723.11 150,694 108,967,914

Premature Nursery PRE 1 1,239.48 1,129 1,399,894

Labor & Delivery Services DEL 32 124.59 3,510,572 437,382,133

945,672,726

(7) Total Infant Care Trust Annual Cost 22,480,482

(8) Markup for underpayment (estimated) 1.10

(9) Hospital Rate Revenue Increase Required 24,728,530

(10) Percentage of Charges to Medicaid 45%

(11) Incremental Medicaid Charges 11,127,839

(12) % of Federal Match 40%

(13) Annual Program Cost to State General Fund 4,451,135

(14) Rate Increase to Obstetrics Services 2.6%

Footnotes
(1) ‐ (5) Rate Center data from HSCRC FY 2020 rates (obtained from https://hscrc.state.md.us/Pages/hsp_rates2.aspx)

(6) = (4) x (5) 

(7) = Exhibit 1, Item 4

(8), (10), (12) Estimates based on publicly available HSCRC data

(9) = (7) x (8)

(11) = (9) x (10)

(13) = (11) x (12)

(14) = (9) / (6) Total

MD Birth Fund Analysis ‐ Medicaid Impact 2019 2/26/2020  Pinnacle Actuarial Resources, Inc.
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Projected Trust Benefits to Medicaid Page 2

Payment Streams for 2020 Birth Year Participants Only

Trust Payments 2020 2021 2022 2023 2024 2025 ‐ 2029 2030 ‐ 2034 2035 ‐ 2039 2040 ‐ 2044 2045 ‐ 2049 2050 ‐ 2054 2055 and beyond

(1) Estimated Trust Benefits 434,549 541,107 573,237 646,979 657,131 3,063,312 2,238,120 2,434,176 2,475,977 2,476,057 2,478,473 22,523,863

Medicaid Cost 2020 2021 2022 2023 2024 2025 ‐ 2029 2030 ‐ 2034 2035 ‐ 2039 2040 ‐ 2044 2045 ‐ 2049 2050 ‐ 2054 2055 and beyond

(2) Program Cost to State General Fund 4,451,135

Net Benefit Position 2020 2021 2022 2023 2024 2025 ‐ 2029 2030 ‐ 2034 2035 ‐ 2039 2040 ‐ 2044 2045 ‐ 2049 2050 ‐ 2054 2055 and beyond

(3) Projected Benefit to Medicaid ‐4,016,586 ‐3,475,479 ‐2,902,241 ‐2,255,262 ‐1,598,131 1,465,181 3,703,301 6,137,477 8,613,453 11,089,510 13,567,983 36,091,846

Footnotes

(1) Based on Trust analysis central estimate on a nominal basis for expected 6.8 participants born in 2020

      Assumes approximately 60% of future payments would otherwise be covered by Medicaid

      Payment pattern estimated from Virginia program

(2) Projected Cost to Medicaid estimated on Exhibit 3, Page 1

(3) = (1) ‐ (2)

MD Birth Fund Analysis ‐ Medicaid Impact 2019 2/26/2020  Pinnacle Actuarial Resources, Inc.



Maryland Infant Lifetime Care Trust Exhibit 3

Projected Trust Benefits to Medicaid Page 3

Payment Streams for 2020 through 2024 Birth Year Participants Only

Trust Payments 2020 2021 2022 2023 2024 2025 ‐ 2029 2030 ‐ 2034 2035 ‐ 2039 2040 ‐ 2044 2045 ‐ 2049 2050 ‐ 2054 2055 and beyond

(1) Estimated Trust Benefits

Year 1 434,549 541,107 573,237 646,979 657,131 3,063,312 2,238,120 2,434,176 2,475,977 2,476,057 2,478,473 22,523,863

Year 2 434,549 541,107 573,237 646,979 3,158,379 2,354,607 2,387,697 2,478,368 2,467,772 2,476,005 23,024,281

Year 3 434,549 541,107 573,237 3,209,723 2,514,199 2,332,268 2,472,233 2,467,560 2,474,557 23,523,546

Year 4 434,549 541,107 3,170,593 2,694,969 2,262,659 2,475,453 2,468,556 2,476,878 24,018,217

Year 5 434,549 3,088,279 2,877,033 2,220,352 2,461,499 2,473,768 2,476,436 24,511,065

Medicaid Cost 2020 2021 2022 2023 2024 2025 ‐ 2029 2030 ‐ 2034 2035 ‐ 2039 2040 ‐ 2044 2045 ‐ 2049 2050 ‐ 2054 2055 and beyond

(2) Program Cost to State General Fund 4,451,135 4,451,135 4,451,135 4,451,135 4,451,135

Net Benefit Position 2020 2021 2022 2023 2024 2025 ‐ 2029 2030 ‐ 2034 2035 ‐ 2039 2040 ‐ 2044 2045 ‐ 2049 2050 ‐ 2054 2055 and beyond

(3) Projected Benefit to Medicaid ‐4,016,586 ‐7,492,065 ‐10,394,306 ‐12,649,568 ‐14,247,699 1,442,586 14,121,514 25,758,666 38,122,196 50,475,909 62,858,257 180,459,228

Footnotes

(1) Based on Trust analysis central estimate on a nominal basis for expected 6.8 participants per birth year

      Assumes approximately 60% of future payments would otherwise be covered by Medicaid

      Payment pattern estimated from Virginia program

(2) Projected Cost to Medicaid estimated on Exhibit 3, Page 1

(3) = (1) ‐ (2)

MD Birth Fund Analysis ‐ Medicaid Impact 2019 2/26/2020  Pinnacle Actuarial Resources, Inc.
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Maryland Infant Lifetime Care Trust    Exhibit 4 

Comparison of Birth‐Related Neurological Injury Definitions 
 

Maryland Proposed  Florida [s. 766.302(2)]  Virginia (§ 38.2‐5001) 

"Birth‐related neurological 
injury" means 

Identical  Identical 

an injury to the brain or spinal 
cord of a live infant that: 

Identical  Omits “live” due to death benefit 

is caused by oxygen deprivation 
or other injury   

Replaces “other” with 
“mechanical” 

Replaces “other” with 
“mechanical” 

Omitted entirely  weighing at least 2,500 grams for 
a single gestation; or in the case 
on multiple gestation, weighing 
at least 2,000 grams at birth; 

Omitted entirely 

that occurred or could have 
occurred during labor, during 
delivery, or in the resuscitative 
period after delivery; and 

occurring in the course of labor, 
delivery, or resuscitation in the 
immediate postdelivery period in 
a hospital, which 

that occurred in the course of 
labor or delivery, in a hospital 
which 
   

renders the infant permanently 
neurologically and physically 
impaired.  

renders the infant permanently 
and substantially mentally and 
physically impaired. 

renders the infant permanently 
motorically disabled and (i) 
developmentally disabled or (ii) 
for infants sufficiently developed 
to be cognitively evaluated, 
cognitively disabled. 

Additional language not included 
in Maryland. 

Additional language not included 
in Florida. 

In order to constitute a "birth‐
related neurological injury" 
within the meaning of this 
chapter, such disability shall 
cause the infant to be 
permanently in need of 
assistance in all activities of daily 
living. 

Additional Clarifications 
includes only injuries involving 
live infants born in a Maryland 
hospital. 

 
Addressed elsewhere in 
definition. 

 
Addressed elsewhere in 
definition. 

does not include disability or 
death caused by genetic or 
congenital abnormality. 

shall not include disability or 
death caused by genetic or 
congenital abnormality. 

shall not include disability or 
death caused by genetic or 
congenital abnormality, 
degenerative neurological 
disease, or maternal substance 
abuse. 

*New York not shown due to significant definition difference from other three funds. 
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Projected Obstetrician Medical Professional Liability Insurance Premium Savings
Mature Claims‐Made Coverage, $1 Million per Occurrence Limit/$3 Million Aggregate

Company/ Manual 10% 15%

Est. Market Share Territory Premium Decrease Decrease

Medical Liability Mutual Baltimore City and County 116,378 11,638 17,457

    Insurance Society of MD
Montgomery, Prince Georges, Howard, and 

Anne Arundel Counties 105,787 10,579 15,868

55%

Remainder of State 93,102 9,310 13,965

The Doctors Company Baltimore City and County 152,989 15,299 22,948

     (TDC)
Montgomery, Prince Georges, Howard, and 

Anne Arundel Counties 140,391 14,039 21,059

14%

Remainder of State 113,991 11,399 17,099

ProAssurance Baltimore County 158,317 15,832 23,748

D.C. Beltway 143,969 14,397 21,595

6%

Remainder of State 127,126 12,713 19,069

Medical Protective Baltimore City and County 113,558 11,356 17,034

     (Med Pro)
Montgomery, Prince Georges, Howard, and 

Anne Arundel Counties 100,931 10,093 15,140

3%

Remainder of State 84,111 8,411 12,617

Source:   Medical Liability Monitor, October 2019, Annual Rate Survey Issue

MD Birth Fund Analysis 2020 2/26/2020

  Pinnacle Actuarial Resources, Inc.
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• Associate of the Casualty Actuarial Society (ACAS)

• Member of the American Academy of Actuaries (MAAA)

Pinnacle Actuarial Resources has served:

 New York Medical Indemnity Fund since before it was enacted 
in October of 2011

 Florida Birth-Related Neurological Injury Compensation 
Association (NICA) since 2008

 Virginia Birth-Related Neurological Injury Compensation 
Program in various capacities since 2003

 Patient compensation funds in New Mexico and Wisconsin
since 2002 and 2007, respectively.

Pinnacle Introduction & Background
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• Maryland can expect between 0.9 and 1.0 claims per 10,000 
live births, or a total of about 6.8 qualifying births annually.

• Present value of lifetime benefits in Maryland as currently 
proposed would be between $2.87 million and $3.27 million 
per claim.

• Total expected costs for the Infant Lifetime Care Trust under 
the current bill are therefore $22.5 million:

– Accrued annual benefits costs of $18.4 - 23.2 million

– Overall operational expenses estimated at $750,000 annually

– $1.0 million per year as a grant designated for improving 
maternal and fetal outcomes in the state

Key Findings: Expected Cost of the Trust
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• The Trust is funded on accrual basis by an estimated $22.5 
million HSCRC assessment on hospital rates, based on an 
annual actuarial report evaluating projected liabilities.

• The total cost of the Maryland Infant Lifetime Care would be 
only 0.14% of total hospital revenue (or 2.6% of OB revenue).

• The Trust will generate significant savings for Maryland’s 
overall healthcare system over time.

Key Findings: Funding the Trust
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• Bill HB1563 provides a reasonable, appropriate and actuarially 
sound approach to funding the Trust on an accrual basis.

• State General Fund Medicaid will be minimally impacted in 
early years and ultimately accrue savings in the long term.

• Trust benefits will paid as incurred, not estimated as part of a 
one-time lump sum.

• Guaranteed lifetime care will be provided to families once 
enrolled in the Trust.

• Virginia Birth Fund has over $462 million in assets available to 
pay claims compared to $16-20 million in annual paid benefits

• New York Medical Indemnity Fund has an intentional
unfunded liability of over $900 million as its legislative intent 
was to be a “pay as you go” program similar to Social Security

Conclusion



Commitment Beyond Numbers 5

Thank You for Your Attention

Christina Negley, ACAS, MAAA

309-807-2300

cnegley@pinnacleactuaries.com

mailto:rwalling@pinnacleactuaries.com
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Ryan O’Doherty, Vice President, External Affairs, Mercy Health Services 
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Mercy Medical Center Background 
HB1563 Maryland Lifetime Infant Care Trust 

 Independent, Community Hospital 

• Sponsored by the Sisters of 
Mercy since 1874 

• Teaching affiliation with UMD 
 

 City’s Largest Birthing Hospital 

• ~3,000 Births annually  

 (1-in-5 City births) 

• Over 70% of Mercy mothers 
are Medicaid-insured 
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Mercy Hospital Medical Liability Costs 
HSCRC Annual Filing (FY2001-2019)1 

 $1,899,600  

 $6,327,906  

 $5,223,900   $5,295,400  

 $6,838,500  

 $12,448,700  

 $15,876,500  

 $20,671,500  

 $-

 $5,000,000

 $10,000,000

 $15,000,000

 $20,000,000

 $25,000,000

FY01 FY02 FY03 FY04 FY05 FY06 FY07 FY08 FY09 FY10 FY11 FY12 FY13 FY14 FY15 FY16 FY17 FY18 FY19

$55 Million2 (Martinez v. Hopkins)  

$21 Million3 (Norfleet v. Harbor) 

$229 Million4  
(Byrom v. Hopkins)  

? 

Sources: 

1. Mercy Medical Center HSCRC Annual Filing, Schedule UA 

2. Gilman & Bedigian, LLC. Website 

3. Arfaa Law Group Website 

4. Wais, Vogelstein, Forman & Offutt, LLC Website 

 

2004 MGA Special Session 
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Who Pays for Medical Liability Costs? 
HB1563 Maryland Lifetime Infant Care Trust 

$5,320 
FY2019 Liability Cost 

Per Birth 

$14,534 
FY2012 Average 
Charge per Birth 

$17,768 
FY2019 Average 
Charge per Birth 

MERCY MEDICAL CENTER 

+22% Price Increase 

On All Payers 
Source: 

Mercy Medical Center HSCRC Annual Filing 
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Addressing Maternal Health Disparities 
HB1563 Maryland Lifetime Infant Care Trust 

 

“Black mothers delivering at Mercy also bucked the national trend among delivery patients.  
Their severe complications were half the overall rate from USA TODAY’s analysis.” 

—USA TODAY, November 13, 2019. 

HB1563 Maternal Health Provisions: 
$1 million in hospital grant funding to address maternal health disparities 

Maryland Patient Safety Center Perinatal Clinical Advisory Committee  
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Conclusion: Mercy Strongly Urges Favorable Report 
HB1563 Maryland Lifetime Infant Care Trust 

Guaranteed Lifetime Care for Injured Infants 

Reliable funding source for families 

Available/Affordable reinsurance for providers 

Protects access to care for vulnerable populations 

Generates Medicaid savings over time 
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Committee:  House Judiciary Committee 

Bill number:  HB 1563 

Title: Public Health – Maryland Infant Lifetime Care Trust Funded by HSCRC and 

Maryland Patient Safety Center Duties 

Hearing Date:  March 9, 2020 

Position:  Support  

 

              

 

The Maryland Affiliate of the American College of Nurse Midwives (ACNM) supports House Bill 

1563 – Public Health – Maryland Infant Lifetime Care Trust Funded by HSCRC and Maryland Patient 

Safety Center Duties.   This bill would create a trust, supported by an assessment on hospital obstetric 

units, that would pay for medical and supportive care for individuals who suffer a neurological injury 

during birth.  

 

ACNM supports policy to stabilize what has become a liability crisis for hospitals and families 

that have a child who has suffered neurological injury during birth.  Under the current system, juries 

award a lump sum to a family for an infant’s future care.  This is difficult to estimate, as has been 

demonstrated by awards that have been insufficient to cover future costs to others that have been so 

high they have led to drastic cost of care increases and impacted the ability of providers to provide 

maternity care. 

 

This bill would pay medical and supportive expenses, which would include transportation and 

home modifications, as needed throughout the life of the injured individual, offering peace of mind to 

the family that their expenses is this regard will always be covered.  Hospitals will still be responsible for 

all other costs associated with litigation, such as non-economic damages, pain and suffering, lost 

earnings, and attorney’s fees. 

 

We believe this bill is a way forward to ensure coverage for affected families while maintaining 

access to maternity care, and we ask for a favorable report.   If we can provide any further information, 

please contact Robyn Elliott at relliott@policypartners.net or (443) 926-3443. 

 

 

mailto:relliott@policypartners.net
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TO: The Honorable Luke Clippinger, Chair 

House Judiciary Committee 
 
The Honorable Maggie McIntosh, Chair 
House Appropriations Committee 
 

FROM: Kevin Sowers, M.S.N, R.N., F.A.A.N. 
President, Johns Hopkins Health System 
Executive Vice President, Johns Hopkins Medicine 
 

DATE: March 9, 2020  

 INTRODUCTION 
 
The Maryland General Assembly has the opportunity to provide urgently needed stability to 
Maryland’s healthcare system and to secure a common sense, common-ground approach to 
a long-intractable problem. Most importantly, however, legislators have the 
opportunity to establish a mechanism by which Maryland’s most vulnerable infants 
are guaranteed the medical care and supportive services that they will need for life. 
Therefore, on behalf of the Johns Hopkins Health System, I offer the following testimony in 
strong support of House Bill 1563, Public Health – Maryland Infant Lifetime Care 
Trust Funded by HSCRC and Maryland Patient Safety Center Duties  
 
A NEW, COMMON-SENSE PROPOSAL: HOUSE BILL 1563 
 
The approach proposed by House Bill 1563 is simple, straightforward and would benefit 
everyone. Families would still be able to hold hospitals and doctors accountable and would 
still receive direct compensation for non-economic damages, past medical expenses, legal 
fees, and lost earnings. None of that would change.  
 
Instead, the bill creates the Infant Lifetime Care Trust, which would assume the payment 
responsibilities for all future medical expenses for infants who suffer birth injuries. The 
Trust would be funded by an annual assessment on Maryland’s hospitals that deliver babies 
and would be required to cover all costs of care as determined solely by the patients’ own 
physicians in perpetuity.  
 
Through this one change, House Bill 1563 provides certainty to what is today uncertain. It 
provides certainty to families that their loved ones will receive the care they need for life. It 
provides certainty to insurers that hospitals won’t receive astronomic verdicts that will drive 
up premiums to unsustainable levels. And it provides certainty to Marylanders that they will 
be able to access high quality maternity care when and where they need it.  
 

HB 1563 
SUPPORT 
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In addition, the Trust would commit $1 million each year to study maternal and fetal health 
disparities through the Office of Minority Health and Health Disparities. This investment 
nearly doubles the current budget and sends a clear signal that Maryland is committed to 
making sure that every mother – regardless of race or socioeconomic status – is able to 
access high quality pre-natal care.  
 
Finally, by designating the Infant Lifetime Care Trust as the party responsible for paying for 
medical care, House Bill 1563 would relieve Maryland’s Medicaid system of paying for this 
care. Under current law, when a plaintiff obtains a settlement or wins a jury verdict for 
medical liability, the proceeds generally go into a ‘Special Needs Trust’ (SNT). That SNT 
allows the family to protect those proceeds and still qualify for medical care from the 
Maryland Medicaid Program. Initially under this new Infant Lifetime Care Trust, the costs 
for Medicaid will increase by a small amount because of the hospital rate adjustment to fund 
the Trust. However, it is estimated that funding a child’s lifetime care through the Infant 
Lifetime Care Trust rather than from the state Medicaid program will produce significant 
annual savings to the state general fund after the first few years.  
 
MARYLAND’S STATUS QUO 
 
Tens of thousands of babies are born in Maryland each year, and Johns Hopkins Health 
System is a leader in providing world-class obstetric care to Marylanders. Our hospitals 
deliver more than 7,200 babies each year, and we receive more than 350 high-risk transfers 
from around the state. The Johns Hopkins Hospital and Johns Hopkins Bayview Medical 
Center are two of a limited number of Maryland hospitals with level III and level IV 
neonatal intensive care units (NICU) that are equipped to handle the most complex births. 
As a result, we frequently receive patients – transferred from other hospitals throughout the 
state – whom our physicians and nurses have never treated before and with whom we have 
no prior relationship. Our clinical teams care for these patients – as we do all our patients – 
with expertise, compassion, and a single goal: ensuring their safety and wellbeing. 
 
Though extremely rare, in a very small number of complex cases, an infant may require 
long-term medical care and specialized support services as a result of neurological injuries 
that occur at birth. It is these cases, and the lifelong health of the infants in question as well 
as the broader impact on the health system, that are the focal points of this testimony.  
 
Maryland has the second highest quality hospitals in the country according to independent 
rankings, and the Johns Hopkins Hospital is nationally recognized as one of the top three 
hospitals in the country. Yet despite the exceptional care provided by the state’s hospitals -- 
Maryland has half the national average of medical liability claims – Maryland hospital 
payouts are double the national average. This is one indication of a long-term trend that has 
destabilized the liability insurance market in Maryland. Another is that over the last 12 years 
as claim amounts in all other states went up by 50 percent, claim amounts in Maryland 
surged by more than 300 percent.  
 
Let me be clear at the outset that infants who have suffered injuries at birth should be 
guaranteed the care they need for life. And it is equally clear that if a mistake has been made, 
those responsible should be held accountable. But in Maryland today a jury can only guess at 
how much a child’s future medical care will cost, and an attorney is incentivized to inflate 
that number, because he or she gets a large percentage of the total amount awarded (usually 
40 percent). Whereas other parts of a jury award are capped by law (such as non-economic 
or “pain and suffering” damages), this part is completely open-ended.   
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THE PROBLEMS WITH MARYLAND’S STATUS QUO 
 
The current system has a critical flaw: future medical expenses are impossible to 
accurately predict. The needs of a critically ill patient from birth to childhood to 
adolescence and adulthood are unknowable. At the same time, the pace of technological and 
clinical change increases seemingly every day, with new and potentially expensive therapies 
that cannot today be imagined becoming available in future years and decades. Juries are ill-
equipped to provide accurate estimates of the cost of care over the full lifetime of an infant.  
 
As a result, in some cases their estimate may be too little, leaving families unable to pay for a 
lifetime of expensive medical care without the necessary funds to do so. No family should 
have to hold fundraisers to raise money to care for their child. Yet today’s system offers no 
guarantee against such an outcome.  
 
Conversely, in other cases, the estimate may be too much, stretching the ability of hospitals 
and their liability insurance companies to pay. As one example, a recent high-profile 
medical malpractice case against Johns Hopkins resulted in a $229 million verdict -- 
the largest medical malpractice verdict in US history -- after a Maryland jury 
awarded the plaintiff more than five times what the plaintiff’s own attorney claimed 
would be necessary to provide for future medical expenses. Although this case is clearly 
an outlier, it illustrates a volatility that fundamentally destabilizes the healthcare system in 
Maryland. Claims exceeding $10 million appeared for the first time ten years ago and the 
frequency of their occurrence in Maryland has risen sharply since.  
 
The uncertainty of this environment, and the potential for juries to estimate an astronomical 
amount to cover the care of the infant, has led to a crisis for Maryland’s hospitals.  
 
Insurance companies abhor uncertainty. That is as true for automobile insurance as it is for 
hospital liability insurance. In a market where risk is uncertain, as in Maryland’s current 
hospital liability market, insurers may choose to simply leave the market rather than provide 
coverage. In fact, this has already happened and some of the nation’s largest malpractice 
insurers are now declining to cover hospitals in Maryland.  
 
As a result, insurance rates continue to rise for Maryland’s hospitals. At Johns Hopkins 
Health System, which, with four Maryland hospitals employing nearly 30,000 Marylanders, is 
among the state’s largest private employers, in 2012, our insurance liability costs were 
$39 million. Today, less than ten years later, they have risen to $151 million. On 
January 1, our insurance premium went up by $40 million. To put this new, $40 million 
insurance increase in context, the average Hopkins compensation of salary plus benefits in 
Baltimore City is about $80,000. A $40 million charge is equivalent to 500 good-paying 
Johns Hopkins jobs in Baltimore City. 
 
Adding to the pressure facing our health system, our hospital revenues are capped by 
agreement between Maryland and the federal government. As part of Maryland’s 
unique All Payer agreement with the federal government, Maryland hospitals must adhere to 
a global budget, which requires them to operate under a fixed annual revenue cap. That 
revenue cap means Johns Hopkins Health System, or any other hospital in Maryland, is 
unable to simply ‘see more patients’ or ‘just increase prices’ to cover the cost of higher 
malpractice insurance.   
 
This environment has left Johns Hopkins Health System in an unsustainable position: our 
fixed costs are ballooning due to higher liability premiums while our revenue is limited. Put 
 



             
 

   47 State Circle, Suite 203, Annapolis, MD  21401            410-269-0057                     4 | P a g e  
 

 
simply, this environment is making it increasingly urgent that to continue our core mission 
of caring for communities across Maryland, we will have to make a series of difficult choices 
as we work to reconcile our financial and budgetary realities. 
 
This unsustainable trend in Maryland’s liability system makes it increasingly challenging to 
attract obstetricians to practice in Maryland, and maternity program closures are now more 
likely.  Due in part to the rising costs of delivering obstetrical care, several hospitals in 
Maryland have significantly reduced or eliminated their obstetrics programs in 
recent years and similar closures in Washington, DC further threaten access for 
Marylanders.  
 
We cannot wait for this crisis to deepen. The Johns Hopkins Health System – along with a 
broad coalition of Maryland hospitals, physicians, nurses, and patient safety advocates – 
believes there is a better way to ensure that infants with birth injuries are provided the care 
they need for life, while simultaneously creating a sustainable liability environment that holds 
hospitals and doctors accountable. House Bill 1563 offers such a solution.  
 
CONCLUSION 
 
With House Bill 1563, the Maryland House of Delegates has the opportunity to put our 
state’s most vulnerable infants first while taking an important step to stabilize and secure the 
state’s healthcare system. The Infant Lifetime Care Trust is a smart approach to addressing a 
pressing issue facing the state. It is also an approach strongly favored by Maryland’s 
voters. In a recent survey conducted by Braun Research Incorporated, Marylanders 
supported a new approach that would provide guaranteed lifetime care for infants 
over the status quo by overwhelming margins: 85 percent to 15 percent. Support is 
bipartisan and comes from every corner of the state. The message from Maryland voters is 
clear: the status quo no longer works. The state needs a new approach, like the Infant 
Lifetime Care Trust, to provide guaranteed care to infants.     
 
For the above reasons we strongly urge a favorable report on House Bill 1563.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
cc: Members, House Judiciary Committee 
     Members, House Appropriations Committee 
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House Bill 1563 - Public Health - Maryland Infant Lifetime Care Trust Funded by HSCRC 

and Maryland Patient Safety Center Duties 

 

Position: Support 

March 9, 2020 

House Judiciary Committee 

MHA Position 

 

Maryland’s 61 nonprofit hospitals and health systems care for 5 million people each year, 

treating 2.3 million in emergency departments and delivering more than 67,000 babies. 

 

The birth of a child is one of the most joyous moments in a family’s life. However, in a small 

number of complex cases, an infant may require long-term medical care as a result of 

neurological injuries that occur at birth. These incidents are tragic and devastating for everyone 

involved. 

 

That is why Maryland hospitals want to guarantee these vulnerable infants receive the care they 

need—for life. That is the goal of HB 1563, which would establish a fund paid for by hospitals to 

ensure families receive the resources to provide the care patients’ personal physicians 

recommend. 

 

This is a common-sense solution to rescue Maryland’s medical liability climate. 

 

While our state has half the number of medical liability claims as the national average, our 

payouts are double the national average.1 In fact, payouts for claims above $10 million increased 

by 2,179% from 2016-2018 compared to the previous nine years.2 As a result of these dramatic 

spikes in payouts, Maryland is now considered one of the four worst venues for medical 

malpractice in the country.  

 

Maryland is seeing an exodus of reinsurers willing to write policies in our state. As outlined in 

the attached four letters3, reinsurers who have remained in the market are requiring far greater 

risk retention (essentially a deductible), dramatically increasing premiums, and imposing 

extensive coverage exclusions and restrictions. Maryland hospitals operate under fixed global 

budgets and are then forced to consider reductions to programs, service lines, and/or staffing to 

address these rising costs. 

 

Maryland hospitals support HB 1563, to provide comprehensive and as-needed relief to families 

who suffer an injury during childbirth and stabilize Maryland’s medical liability climate. The 

Maryland Infant Lifetime Care Trust ensures families have guaranteed medical care prescribed 

                                                 
1 Aon/ASHRM Hospital and Physician Professional Liability Benchmark Analysis, October 2018 
2 Willis Towers Watson analysis 
3 Guy Carpenter, SOMPO International, MCIC, and Slides Summarizing letter from Beazley Group 



 

 

by their own physician throughout the course of the injured child’s lifetime. This system better 

serves these families, who currently receive a lump-sum payment based on a jury’s best estimate 

of the future medical needs of an injured child. The legislation simply changes the mechanism 

for how future medical expenses are paid.  

 

There are no changes to the existing legal process—families can still hold providers accountable 

in court and attorneys still receive contingency fees. 

 

This proposal better serves families while also taking a significant step to improve a medical 

liability climate under which hospitals struggle to access and maintain reinsurance. The new 

approach is right for families, right for infants, and right for Maryland. 

 

For these reasons, we urge a favorable report.  

 

For more information, please contact: 

Nicole Stallings 

Nstallings@mhaonline.org 

 

Attachments: 

• Willis Towers Watson analysis 

• Letters speaking to Maryland Reinsurance Market: 

o Guy Carpenter 

o MCIC  

o SOMPO International 

o Slides summarizing letter from Beazley Group 

• New York Indemnity Fund Report 

• Infant Lifetime Care Trust PowerPoint 
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06 February 2020 

 

To whom it may concern 

 

Medical Malpractice Insurance coverage in Maryland 

 

The recent spate of high value Medical Malpractice settlements and verdicts in Maryland - and in particular Baltimore City 

- is making the procurement of Insurance and Reinsurance  protection extremely challenging.   

 

Insurers and Reinsurers are withdrawing &/or are reducing the amount of limits (capacity) that they are willing to provide 

to Healthcare providers based in the State.  Zurich Insurance have withdrawn and other significant US Domestic 

Insurance carriers namely Berkshire Hathaway , W R Berkley, C N A, and Chubb have either declined to participate on 

certain risks based in this jurisdiction or have markedly reduced capacity.  The market for USA Medical Malpractice 

insurance is a global one; The Bermuda and London Insurance markets are important providers of capacity and major 

carriers such as Sompo, and AXA, have materially cut back the amount of capacity that they are willing to provide, 

London Insurers particularly based in Lloyd's have followed suit.  

 

The insurers and reinsurers that are still willing to take on Baltimore based risks are requiring 

 

• Far greater risk retention (Self insurance) by the Healthcare Providers 

• Dramatically increased premiums 

• The imposition of coverage exclusions and restrictions. 

 

A recent settlement of $190 million and verdict of $229 million in Maryland has caused considerable concern within the 

specialist US Medical Malpractice insurance industry; these widely publicized values engender fear within the healthcare 

provider community that has the effect of driving up settlement values.  These increased values in combination with $100 

million plus verdicts make the provision of insurance in Maryland commercially unsustainable. 

 

Yours Sincerely 

 

 

 

 

 

Charles F Pearch 

Managing Director 



 

T w o  R a v i n i a  D r i v e ,  S u i t e  4 0 0 ,  A t l a n t a ,  G e o r g i a  3 0 3 4 6  

T e l :  7 7 0 - 5 5 1 - 5 0 6 0  •  F a x :  7 7 0 - 5 5 1 - 5 0 6 1  

 

 
 

 

 

C h r i s  S m i t h  

C h i e f  E x e c u t i v e  O f f i c e r  

 

 

February 25, 2020 

 

To whom it may concern, 

I am writing on behalf of MCIC Vermont, a Vermont Risk Retention reciprocal, that insures 

Johns Hopkins Medicine for its medical malpractice risk. MCIC insures over 4,000 physicians 

and approximately 25,000 employees in the state of Maryland. 

We believe it is imperative that the Maryland legislature pass some form of tort reform in the 

state to mitigate runaway medical malpractice costs. Baltimore, along with Cook County, 

Illinois, Philadelphia and Miami, is now one of the worst cities/counties in the U.S. for large 

medical malpractice lawsuits.  This status is verified by Willis Towers Watson, the leading 

actuarial firm in the country. 

These results are driving medical malpractice premiums to unsustainable levels and has most 

insurers considering not writing this business in Baltimore in the future.  Several important 

insurance companies, including Berkshire Hathaway and CNA, have already declined to write in 

the city of Baltimore or have significantly reduced the amount of coverage they will provide. 

MCIC utilizes many of these companies for reinsurance purposes and without such insurance 

being available brings into question the viability of companies like ours. 

Medical malpractice coverage is critical for large healthcare systems in Maryland to operate 

effectively. The potential risks to healthcare in the state are significant as certain healthcare 

services may become unsustainable from a cost perspective. In addition, these cost increases 

have made national news in many medical communities, which may also affect physicians' views 

of Maryland as a state in which to practice. Patient care could suffer significantly as a result. 

We urge you to please pass significant tort reform as quickly as possible before these 

dramatically rising claim costs negatively impact provider services and patient care. 

Sincerely, 

 

 
Christopher D. Smith 

Chief Executive Officer 

 

 



  

Sompo International 
1221 Avenue of the Americas New York, NY 10020, U.S. 
+1.212.209.6500 
  
www.sompo-intl.com 

March 4, 2020 

Susan Durbin Kinter 
Vice President Claims, Litigation & Risk Management 
Maryland Medicine Comprehensive Insurance Program 
250 West Pratt Street 
Suite 1200 
Baltimore, MD 21201 
 
 
Re: Maryland Tort Reform 
 
Dear Ms. Kinter, 
 
Sompo International writes concerning the increasingly hostile legal environment in Maryland and the critical need for 
meaningful tort reform in the state.  Sompo International is particularly concerned about the increasing severity of non-
economic damage awards and the impact it has on (re)insurers ability to do business in the state going forward.  Sompo 
International proffers its full endorsement of significant tort reform legislation to address this growing problem.  We 
believe such legislation is necessary in order to stabilize the Maryland (re)insurance market and to stem the tide of 
(re)insurers pulling their business from the state. 

Should you have any questions or need any additional information I may be reached at 212-209-6508 or rappel@sompo-
intl.com.  Thank you.   

Sincerely, 

 
Richard M. Appel 
Senior Counsel  
 

mailto:rappel@sompo-intl.com
mailto:rappel@sompo-intl.com
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New York State Medical Indemnity Fund  

2017 Legislative Report 
 

Purpose & Scope 

 

Chapter 517 of the Laws of 2016, as modified by Chapter 4 of the Laws of 2017, 

provides that the New York State Department of Financial Services (DFS) shall issue “a report to 

the governor and the legislature on the financial condition of the state medical indemnity fund, 

the future solvency of such fund, and any issues relating to the operation of such fund that the 

superintendent, in his or her sole discretion, elects to include in such report.”  This report is 

provided by DFS pursuant to this provision.  DFS, along with an independent actuary, has 

reviewed the state medical indemnity fund’s (Fund) financial condition based on enrollment, 

claims paid, administration costs, comparable data from similar funds in other states, and other 

actuarially relevant factors.   

 

Pinnacle Actuarial Resources, Inc. (Pinnacle) had been retained to provide quarterly 

assessments of the Fund’s financial condition.  Pinnacle’s scope of work was enlarged to prepare 

an analysis to DFS for this report.  This report “addresses the financial condition of the state 

medical indemnity fund, the future solvency of such fund, and any issues relating to the 

operation of such fund that the superintendent, in his or her sole discretion, elects to include in 

such report.”  This analysis is based on the Fund valued as of December 31, 2016.  

 

Background 

 

The Fund, created in 2011 under the Public Health Law, provides funding for future 

health care costs of children with birth-related neurological injuries.  The Fund was created to 

provide a funding source for future health care costs associated with birth-related neurological 

injuries and reduce medical malpractice insurance premiums.  Enrollees of the Fund have been 

plaintiffs in medical malpractice actions who have received either court-approved settlements or 

favorable judgments.   

 

Under the statute, a “birth-related neurological injury” is “an injury to the brain or spinal 

cord of a live infant caused by the deprivation of oxygen or mechanical injury occurring in the 

course of labor, delivery or resuscitation, or by other medical services provided or not provided 

during the delivery admission.”  To be eligible, these injuries must result in a “permanent and 

substantial motor impairment” or a “developmental disability” or both.   

 

Once enrolled, a qualified plaintiff will remain in the Fund for his or her lifetime.  The 

Fund pays or reimburses the cost of qualifying health care services.  “Qualifying health care costs” 

include future medical, hospital, surgical, custodial, home modifications, transportation to health 

care appointments, prescriptions, and similar costs related to the child’s care.  N.Y. Pub. Health L. 

§ 2999-h.  Qualifying health care costs are paid at the Medicaid reimbursement rate, and private 

physicians are paid at the usual and customary rate.   

 

A third-party administrator makes enrollment and claim determinations using regulations 

promulgated by the Department of Health (DOH).  Denials of enrollment are reviewable by a court 

and claims denials are handled by a DOH administrative law judge, which is subject to court 
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review.  To date, there have been only 20 appeals of claims denials decided by a DOH 

administrative law judge during the Fund’s history.   

 

The Fund, which presently covers nearly 500 children, receives an annual appropriation 

in an amount of $52 million (N.Y. Pub. Health L. § 2999-i(5)).  The funds come from Health 

Care Reform Act pools which are in turn funded by surcharges imposed on health care services.  

The Fund held approximately $162.2 million at the end of 2016 and made over 15,000 claims 

payments in 2016. 

 

According to the Public Health Law, the Fund is designed to be funded by an 

appropriation from the state up to a limit.  If the estimated amount of current liabilities in the 

Fund equals or exceeds 80% of the Fund's assets, then the Fund stops accepting new enrollments 

until a new deposit into the Fund is made to bring the liabilities back below the threshold.  N.Y. 

Pub. Health L. § 2999-i(6).  Fund enrollees are not impacted by a suspension in enrollment.  

Those liabilities will continue on unaffected by the suspension of enrollment. 

 

In 2016, a number of changes were made to the Fund’s governing statutes (the Recent 

Amendments).  Specifically: 

 

1. Since its creation in 2011, the Fund has applied solely to children born in a hospital.  

Under the Chapter 517 of the Laws of 2016, as modified by Chapter 4 of the Laws of 

2017, (the “Recent Amendments”), that limitation has been abolished.  N.Y. Pub. Health 

L. § 2999-h.  Naturally, the effect of that change is to increase the total possible pool of 

children who may be eligible for the Fund.  The greater the number of enrollees, it is 

reasonable to assume that there will be a higher cost to the Fund. 

 

2. Additional qualified benefits were included as part of the Fund.  The costs of 

“habilitation, respite, . . . [and] transportation for purpose of health care related 

appointments” are now included in qualified benefits.  N.Y. Pub. Health L. § 2999-h.  

Again, the more benefits that are included, there is a greater likelihood of higher costs to 

the Fund. 

 

3. Effective June 30, 2017 through December 31, 2019, the reimbursement rates will 

increase, and all services will be paid at the usual and customary rate.  If no such rates are 

available, then qualifying health care costs will be paid at the greater of 130% of 

Medicaid or Medicare rates.  Under the Recent Amendments, the usual and customary 

rate means “the eightieth percentile of all charges for the particular health care service 

performed by a provider in the same or similar specialty and provided in the same 

geographical area as reported in a benchmarking database maintained by a nonprofit 

organization specified by the superintendent of financial services” (N.Y. Pub. Health L. § 

2999-j(4)).  These changes substantially increase the costs to the Fund and will have the 

most significant impact on the financial condition of the Fund.  The increased costs will 

be substantial, particularly if a decision is reached in 2019 to extend the period of 

increased reimbursement. 
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Financial Condition 

Pinnacle provided estimates under the following scenarios:  

1. Original Statute Without Giving Effect To Recent Amendments.  It is projected 

that based on the original statute without giving effect to the Recent Amendments the present 

value of the Fund’s total unfunded liability would have been approximately $461.1 million 

growing to $2.13 billion by 2027.  In that case, the 80% threshold at which no additional children 

are admitted to the Fund without further financial appropriation over the expected $52 million 

per year from the state, would not have been reached in the next ten years.   

2. Current Statute With The Recent Amendments With Sunset of Increased 

Reimbursement.  Giving effect to the Recent Amendments, including the sunset of increased 

provider reimbursement at the end of 2019, it is projected that the present value of the Fund’s 

total unfunded liability is now approximately $574.92 million.  That unfunded amount would 

rise to $2.33 billion by 2027.  The 80% threshold at which no additional children are admitted to 

the Fund without further financial appropriation over the expected $52 million per year from the 

state, will not be reached within the next ten years.   

Data, Assumptions and Analysis 

 

The data reviewed in preparation of this report includes detail by Fund enrollee, benefit 

category (i.e. nursing, medical, hospital, prescription drugs, etc.) and injury type.  In this report 

some of the long term forecasts and industry benchmarks used in the analysis are based on data 

for the birth injury funds in Virginia and Florida, as well as medical professional liability 

insurers in the State of New York.  When Fund data has been deemed to be actuarially credible, 

the assumptions incorporated actual Fund experience. 

 

DFS staff, including actuaries, reviewed Pinnacle’s work, including its data, methods and 

assumptions, and found them to be reasonable. 

 

A. Number of Qualifying Participants 

 

 As of March 31, 2017, there were 455 enrollees in the Fund; because the work to prepare 

this Report was done prior to that date, it was assumed that there would be 460 living 

participants in the Fund at March 31, 2017.   

 

 Based on the experience of the Fund, it is estimated that on average there will be 4.5 

enrollees accepted to the Fund per 10,000 live births in the state of New York.  This frequency 

rate is substantially higher than the birth funds in Virginia and Florida and reflects differences in 

definitions of birth injuries and differences in eligibility determination between the states.  This 

rate has been adjusted over time as actual, credible experience has emerged.   

 

 The Recent Amendments have created the possibility of an increase in the number of 

participants.  The Recent Amendments opened the Fund to those not born in a hospital setting.  

Based on national data, approximately 1.5% of all live births occur outside of hospitals.  It is 

therefore reasonable to assume that participation rates will increase by 1.5% annually as 
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compared to what would be expected without the Recent Amendments, though this may be 

higher given the potential added risks outside a hospital setting, or may be lower since high-risk 

births may be more likely to occur in a hospital. 

 

B. Effect of Inflation 

 

There is ample evidence that the cost of medical and related services in the United States 

has increased over time.  Therefore, those increases must be taken into account in projecting out 

the future cost of services.  That increase, or inflation, is tracked by the federal Bureau of Labor 

Statistics.  The rate of increase in the cost of future benefits payments is assumed to be 3.5% 

annually in this report.  The benefits covered include:  medical, dental, surgical and hospital care; 

nursing and custodial care; medication; rehabilitation; medical equipment; home and vehicle 

modifications, and certain others.  The rate of 3.5% was determined based on a review of the 

consumer price index from the Bureau of Labor Statistics and recalculating that index using the 

Fund’s distribution of benefits.  For purposes of this exercise, consumer price index categories 

were matched to each type of benefit provided by the Fund to better estimate the impact of 

inflation.   

 

C. Discount Rate 

 

In practice, presently the Fund makes promises to pay for medical care currently and well 

into the future.  In order to have the money available in the future, the Fund invests the money 

that it has today so that there is enough money to pay out in the future.  The income derived from 

those investments play a large role in the Fund’s or an insurer’s ability to make payments in the 

future.   

 

An essential element of all birth injury funds in the United States is their ability to 

generate investment income on the funds available to pay benefits from the time these funds are 

available until the benefits are provided.  In this report it is assumed that money paid today into 

the Fund will earn 2.5% over time.  That earning is referred to as a “discount rate.”  The discount 

rate shows how much money will be worth in the future if invested today.  The rate of 2.5% is an 

assumption used by some New York insurance carriers with similar types of obligations for the 

purpose of discounting loss and loss adjustment experience (the cost of handling claims) and 

setting prospective insurance rates.  Available information indicates that actual returns on monies 

in the Fund have not been as high as 2.5%.  To the extent the Pinnacle had previously utilized a 

4% discount rate, it did so based on programs in other states.  However, 2.5% is consistent with 

New York insurer practice and rules concerning investment and reserves.  It is also more realistic 

given the lower Fund balance available for investment purposes. 

 

Because enrollees today will have costs to be paid many years from now, the impact of a 

change in the investment earnings of the money set aside today for the payment of costs in the 

future can be substantial.  A change of .5% in the discount rate assumption results in a change in 

investment income of less than $10 million until fiscal 2025, but the impact on the Fund balance 

is much more dramatic.  For fiscal year 2017, a .5% drop in the discount rate changes the Fund’s 

deficit by more than $130 million.  By fiscal year 2026, this impact increases to more than $400 

million. 
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D. Benefits Payments 

 

 Another element of the projections is how much and for long will payments have to be 

made.  That depends on the number of qualifying participants and how long they will need care.  

Because care is provided for the life time of the enrollee those payments are tied to the lifespans 

of the enrollees, which may last a long time.  Based on the Fund benefit payments to date and 

payment timing and mortality data from the Virginia medical benefit fund, it is estimated that, 

prior to the Recent Amendments, the average Fund enrollee will currently receive approximately 

$3.35 million in nominal (i.e. not subject to discounting as described above) benefits.  Virginia’s 

experience was also utilized to estimate the timing of these payments.  This allowed an estimate 

of future benefit payments by fiscal year and to compute the present value of these payments 

based on the selected discount rate. 

 

E. Fund Balance 

 

The income statements are used to estimate the Fund balance at the end of each fiscal 

year. The fiscal year-end Fund Balance is computed as the initial Fund balance (i.e. the ending 

balance from the previous year), plus the expected annual funding contribution of $52 million 

and any investment income realized by the Fund during the year.  Benefit payments and 

administrative expenses paid during the fiscal year are then subtracted producing the fiscal year 

end Fund balance.  

 

The balance sheets estimate the Fund’s surplus (positive) or unfunded liability (negative) 

at the end of each fiscal year by subtracting the present value of all future benefit payments of 

participants admitted to the Fund as of the end of that fiscal year, along with the estimated future 

administrative expenses needed to provide these benefits.  The future benefit payments are based 

on the future benefit payments by enrollee entry quarter and payment quarter as described in 

developing the income statement.  The difference between these future liabilities (benefits and 

expenses) and the current funds available to pay them is the unfunded liability.1   

 

The Fund is required by law to suspend new enrollment when liabilities equal or exceed 

80% of the Fund’s assets.  As stated above, assuming that the increase in reimbursement rates in 

the Recent Amendments lapses as stated in those amendments, that 80% threshold is not 

expected to be breached in the next ten years. 

 

F. Increase in Reimbursement Rates 

 

 Pinnacle has estimated the increased costs attributable to these increased reimbursement 

rates based on various assumptions concerning the current procedural terminology (CPT) and 

other codes.  Assumptions are necessary as there may not be an exact match between existing 

CPT codes used by Medicaid and the usual and customary costs as defined in the Recent 

Amendments and/or such costs may not be available in the benchmarking database that is to be 

                                                      
1 Note that by using the present value of the future benefit payments, this estimate is already reflecting future 

investment income received by the Fund.  While this is not consistent with statutory accounting, it is consistent with 

practice among relevant New York domiciled insurers and has been approved by the New York Department of 

Financial Services for presenting year-end financial statements. 
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utilized under the Recent Amendments.  Therefore, the actual increase in costs in the future may 

be higher or lower than Pinnacle has estimated. 

 

 Based in part on the assumptions described, Pinnacle estimated that after giving effect to 

the Recent Amendments, average lifetime benefits are estimated to increase over 3.5 times or 

250% due to the impact of increasing reimbursement rates from Medicaid rates to the 80th 

percentile of all amounts billed by providers for the particular health care service performed by a 

provider in the same or similar specialty and provided in the same geographical area as reflected 

in the FairHealth database.  The impact of the increase in reimbursement was selected for each 

benefit category.  This is important as some benefit categories, such as hospital and rehabilitation 

benefits, are expected to demonstrate larger than average increases while some other categories, 

such as home modifications, may experience no change.   

 

G. Administrative Expenses 

 

 In 2017, the third-party administrator is currently charging the fund $809 per Fund 

participant per month.  That number was used to develop the estimated levels of administrative 

expense in the various scenarios referenced in this report under the assumption that the 

legislation has no impact on the per participant per month cost to administer the Fund, all other 

things being equal.    

 

Conclusion 

 

 Presently the Fund has unfunded future liabilities.  Had the Recent Amendments not been 

enacted, that liability would have been approximately $461 million and would have been 

expected to increase to approximately $2.13 billion over the next ten years.  After giving effect 

to the Recent Amendments the present value of the Fund’s total unfunded liability is projected to 

be approximately $575 million and is expected to grow to approximately $2.33 billion over the 

next ten years.  Under both scenarios, however, in the next ten years based on current law the 

Fund is not expected to exceed the threshold after which further enrollment is suspended. This 

liability projection assumes the Recent Amendments expire in 2020 as scheduled.  Extending the 

Recent Amendments beyond 2020 could more than double the Fund’s liabilities. 
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The current medical liability 
system is unsustainable

Today’s system fails to guarantee care for the 
state’s most vulnerable infants and leads to 
rising health care costs. 

Claims associated with Maryland liability 
cases significantly and consistently exceed 
national averages.

Worse still, over the last 12 years, Maryland 
claims increased by more than 300%, while 
claims in all other states went up by 50%
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Rising claims are destabilizing the state’s 
health care system

Claims exceeding $10 million appeared for 
the first time ten years ago and have risen 
sharply since.

Maryland has half the national average of 
medical liability claims, yet the state’s payouts 
are double the national average.
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Rising health care costs fall 
on all Marylanders

As hospitals face rising liability costs, they may have to 
shutter services, end community programs, or reduce 
maternity care throughout the state.

Four hospitals in Maryland have significantly reduced their 
obstetrics programs, and three counties in Maryland have 
only one OB/GYN to provide maternity care.

Three Maryland hospitals have ceased offering obstetric care 
since 2012, and similar closures in DC further threaten 
access for Marylanders.
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A Common-Sense 
Solution
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The Infant Lifetime Care Trust

7

To guarantee care and address a medical liability crisis, the Trust would cover the 
lifetime cost of care for infants who suffer a neurological injury at birth. 

Families would still be able to hold hospitals and doctors accountable – their right to 
a jury trial would remain unchanged.

Maryland hospitals that deliver babies would pay an estimated $30 million annually
to fund the Trust. 



How the Trust Would Work

8

The Trust would cover medical and supportive care for anyone receiving a court 
approved settlement or verdict for a birth-related neurological injury.

Injured infants would have access to guaranteed lifetime care, instead of lump sum 
payments that may or may not be sufficient. 

Patients’ personal physicians would determine the care they need – and the Trust 
would be required to pay the costs of this care. 



Holding Hospitals Accountable

Hospitals would still be held accountable in court if a mistake 
has been made, and may be liable for damages, plaintiff legal 
fees, and loss of income. 

The Trust would be overseen by a state agency, and an 
administrative appeals process would address any disputes 
regarding payments. 
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A Single, Common-Sense Adjustment
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The Infant Lifetime Care 
Trust’s Six Guarantees

1. Guaranteed care for life

2. Guaranteed permanent solvency

3. Guaranteed physician-directed benefits

4. Guaranteed benefits whenever needed

5. Guaranteed long-term decreases in Medicaid spending

6. Guaranteed improvement in Maryland’s ability to retain Ob-
Gyns

11



Thank You
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Chairs, Vice Chairs and Members of the Senate Finance Committee.                                      OPPOSE SB879 

  My name is Paige Barocca. I am writing today as parent and a citizen to express my serious concern for the 

medical freedoms of parents and children in Maryland. I stand strongly against the Infant Lifetime Care Trust bill, as I 

feel that will limit choices for parents of children with birth injuries. New treatments come on the market every day.  

Medicine is improving at a rapid rate.  Parents of severely disabled children are often more up to date on the newest 

research and experimental treatments then even the doctors are.  If you force victims into this pubic fund it takes away the 

parents decision-making power about what kinds of treatments their children need.  In addition, they could be putting 

potentially gruesome waits on these vulnerable victims.  How often will the board meet to approve or deny treatments?  In 

other states it is once a month, if that, as it is within their power to reschedule.  These incredibly sick children deserve the 

best treatment, they do not have the time to wait for some board’s approval. 

   

The bill is leaving decisions out of the hands of parents and into the hands of vaguely defined medical staff. On page 10, 

line 9: “qualifying health care costs” are defined as “REASONABLE” expenses of medical, hospital and rehabilitative 

care, family residential services, custodial care, professional residential care, durable medical equipment, assistive 

technology, medically necessary drugs, and related travel, and residential or vehicle modifications that are necessary to 

meet the QUALIFIED PLANTIFF’S HEALTH CARE NEED AS DETERMINED BY THE QUALIFIED PLAINTIFF’S 

TREATING PHYSICIANS, PHYSICIANS ASSISTANTS, OR NURSE PRACTITIONER’S, AND AS OTHERWISE 

DEFINED BY STATUTE OR REGULATION. 

  WHAT IS REASONABLE? WHO DECIDES WHO IS A QUALIFIED PHYSICIAN? What does it mean 

otherwise defined by statute or regulation? I interpret that to mean that the overseeing body can create regulation not in 

statute to limit the potential definition of qualified healthcare costs.  What about my child’s acupuncture, which has 

proven incredibly helpful?  What about chiropractic care?  What about art therapy?  Or any other issue that our doctor 

may not be familiar with?  Each time I would like to add something to my child’s care, I would need to come to the board 

and beg for coverage that can be denied. 

   

Furthermore, this fund will not be treating communities in need with the equal value given in richer neighborhoods. On 

page 18, line 21, it states that only “reasonable charges prevailing in the same community for similar treatment” So if you 

live in Ellicott City you may get more money, because the care in your area costs more simply because you live in an 

affluent area.  But if you live in rural counties or in Baltimore City your child is entitled to lower valued care, as your 

community practioners cannot charge more merely because of who the local clients are?  Care in being rationed before the 

Board is even in place. 

   

I’d like to end with a reflection of who this bill benefits. The people? Surely not. It seems as though we are supporting 

hospitals who are hoping to avoid large settlements for their neglect. Do we really want to live within a system that allows 

for excuses and funds to cover up poorly managed care? Why don’t we, instead, spend a million dollars finding out why 

we are injuring and killing so many babies, especially black babies? As Maya Angelou said, “do the best you can until 

you know better. Then when you know better, do better!” 

   

An Infant Lifetime Care Trust would be a step backwards, away from progress. We should be moving forward to provide 

more options for parents and children, along with safer and more accountable care. This bill is offensive and a grotesque 

violation of the rights of the most vulnerable among us. 

Thank you for your time and consideration,  

Paige Barocca, RN, LDEM, CPM  

Moonstone Midwifery  

www.moonstone-midwifery.com 

paige@moonstone-midwifery.com 

443.907.3705 

 

https://urldefense.proofpoint.com/v2/url?u=http-3A__www.moonstone-2Dmidwifery.com&d=DwMFaQ&c=Gp5PoQfTj9yjDt8XV2x6aql0UnCZXhNkdBYbfDClWas&r=xonhAFb0FMIogXIzz0-KoTppVppnKkQpVKVeS-AjAVI&m=dp_0lB1f4PscvnI1n8h-LdzFjdaR_WolEgDnBvxU16Q&s=3ggf4_poE1UFV3TPQgx3rqt3EBkmDO56eCSE-4yKbMA&e=
mailto:paige@moonstone-midwifery.com
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SB 879 Testimony – oppose  

Sarah Cusack 

 

I strongly oppose SB 879.  While I do not understand the intricacies of this particular piece of 

legislation, I am familiar with another health fund, the Federal VICP, Vaccine Injury 

Compensation Fund. 

The VICP fund was created in coordination with parents of injured and deceased children and 

was supposed to provide swift compensation to individuals with a documented vaccine injury.  

Instead it has turned into a nightmare.  Families that file can expect 8-10 grueling years fighting 

for what they are rightly owed and may or may not be compensated at the end. 

The fund is not well publicized.  Most families of injured people have no idea that the fund 

exists, or how to file. 

There are very strict conditions and time limits to file. 

It is not a real court. 

There is no precedent set.  Each family has to start over with their own experts, scientist, and 

doctors. 

There is a paltry maximum compensation for a deceased family member of only $250,000. 

The incentive for vaccine makers (Big Pharma) to keep their products safe has literally been 

removed.  Innovation has been lost.  It has clearly left an open door for this particular industry to 

behave poorly. 

I am a pediatric Physical Therapist and worked for 10 years at the Kennedy Krieger Institute in 

Baltimore.  I am familiar with how catastrophic birth injuries can be to a child and their family. 

The right to be able to sue is an important one.  Please do not protect hospitals over our children. 

Thank You for reading and considering.  I appreciate it. 

Sarah Cusack, MPT 
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SB 879 Testimony – oppose  

My name is Joshua Dixon. I oppose SB0879.  

 

In December 2008, my wife and I transferred to Johns Hopkins Bayview ER for our birth. We 

were told our baby was dead and begged for emergency C-section or any help. For three hours 

we received none. By the grace of god we finally delivered a healthy baby.   

 

Page 11 line 3 of this bill puts the onus of solving medical malpractice on the state. Why would 

we no longer make hospitals responsible for the damage they cause to women and babies?  

 

On line 12 it states the General Assembly would "...study trust claims and other data to develop 

best practices in perinatal care. Are hospitals incapable of doing this themselves without 

governments help?  

 

Some suggestions for future perinatal care:  

1. When a licensed and certified nurse midwife brings in a transfer patient and states that the 

women requires an immediate cesarean, I suggest you give the woman an immediate cesarean 

and not wait three hours.  

2. If you have erroneously offered a woman a midterm abortion and then discovered her baby is 

healthy and not eligible. I highly suggest you tell the mother that information and then you 

monitor the baby’s heartrate during her 60 hour long induction.  

 

I provide those suggestions to hospitals free and at no cost to the state.  

 

Thank you,  

 

--  

Joshua E. Dixon  

 
UMBC Mechanical Engineering '18  
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SB 879 Testimony – oppose  

Good afternoon, I'd like to express my opposition to SB 879. This bill takes AWAY the 
right of a victim to hold the offender accountable. This bill makes hospitals and their 
staff FREE FROM LIABILITY in the care of pregnant/laboring women. A 
pregnant/laboring woman is in the most vulnerable state she will ever be in her life. 
Labor and delivery is a time when women go inside themselves and seek comfort from 
those surrounding them.  
 
 The fact that hospital staff commit errors that result in the injury to babies and their 
mothers, NOW, WHILE they are liable, should inform everyone that taking liability 
AWAY will only worsen these problems.  
 
Right now maternal and fetal mortality in Maryland are increasing in the black 
community only…no others have seen an increase. How many ways can you find to 
victimize African Americans as a group?  
 
The single and only reputable part of this bill is the allocation of the million dollar grant 
to study AND address disparities in maternal and fetal outcomes across the state. Sad 
they're only willing to allocate a million dollars to this important issue. Why are these 
injuries occurring at the rates they are? That is the crux of the problem. Victim's rights 
should not be infringed upon because of repeated medical negligence. The medical 
negligence is what needs to be addressed.  
 
 Taking liability away from the body that is being paid quite well to care for women in a 
vulnerable state is not wise. Without liability, without their malpractice insurance 
premiums, without the knowledge that their negligence can result in a lawsuit, what is 
the incentive to improve on their performance? There would be no incentive direct to the 
care provider.  
 
 Many women find contentious situations as it is when laboring in hospitals. This 
legislation will not improve upon that. This legislation also succeeds in stripping victims’ 
parents of their right to pursue medical treatments they deem fit for their child following 
the injuries they sustain. The parents of the victim would have to beg a board, which 
would have no concept of what it is to raise their now injured child. This board 
consisting heavily (57%) of medical professionals would have a STRONG medical bias 
toward any alternative treatments parents may seek to create comfort or improvement 
for their injured child. Therefore I ask that you not support SB 879. Thank you. Deirdre 
Elvis-Peterson 4123 Bedford Road Pikesville District 43B   
 

Deirdre Elvis-Peterson 
Primerica Independent Representative 

"Freedom lives here." 
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SB 879: Public Health – Maryland Infant Lifetime Care Trust Funded by HSCRC and Maryland Patient 

Safety Center Duties 

Kara Fisher 

Oppose 

 

Senate Finance Committee members: 

I ask you to oppose SB 879/HB 1563. Although I support the intentions in which this bill was written, I 

believe it is harmful overall.  

My cousin suffered a birth injury due to physician negligence and spent two years requiring daily 

medical care before she passed away. My family had the ability to pursue litigation directly with those 

responsible – the physician and hospital. I do not support a law that removes liability from providers and 

expects citizens to fund a trust to pay for the care of the injured.  

Thank you, 

Kara Fisher 

District 19 



Peggy Williams _unf_HB1563
Uploaded by: Fisher, Kara
Position: UNF



OPPOSED TO SB 879 

Chairs, Vice Chairs and Members of the Senate Finance Committee.  My name is Peggy Williams.  I am 

disturbed by many parts of this bill.  But there is one part in particular that I am confused about.  The 

fund is capped at $40million.  Where does this number even come from?  I cannot for the life of me 

understand how the state could decide this number without any idea of what the future will hold for our 

states seriously birth injured children. 

I am the parent of a severely disabled child.  Even I have trouble planning for what the expenses will be 

that he will need as he ages.  As would be inevitable, with an increase of these cases coming to this fund 

because the hospital is no longer settling any of them and instead will be litigating them all, how soon 

before the rates are increased for all of the birthing citizens of Maryland?  This bill expressly permits 

that in order for the fund to remain solvent, even with treatment rationing, which will occur and has 

occurred in the very few states who have done this, hospitals may raise their rates on patients.   

The cost of birth in Maryland is as follows: 

Vaginal birth with insurance: $6,471.87 

Vaginal birth without insurance: $12,596.52 

C-section with insurance: $9,610.39 

C-section without insurance: $16,425.80 

With the ballooning cost of healthcare in Maryland, are we really going to tell hospitals they can have 

essentially immunity at the expense of not only private insurance, but at the expense of state and 

federal Medicaid and Medicare costs?  I find that unconscionable.   

Thank you for your time and urge you to please vote against this bill.  

Peggy Williams  
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I. INTRODUCTION 
For many years New York’s medical community has asserted 

that increased medical malpractice insurance premiums have 
contributed to driving up the cost of medical care.1 Whether or 
not this is true,2 it is unquestioned that when a child suffers a 
severe neurologic injury at birth, the cost of caring for that child 
(who will eventually become an adult and may live for fifty years 
or more) can be enormous. It has been argued, that because of 
this enormous cost, malpractice verdicts and settlements arising 
from birth trauma, as compared to other causes of medical 
malpractice, contributes disproportionally to “high” malpractice 
costs paid by hospitals and obstetricians.3

It would seem that the most obvious way to decrease the cost of 
obstetric malpractice (and simultaneously improving patient 
outcome) would be to reduce the incidence of malpractice and the 

 

 
1 See GREATER N.Y. HOSP. ASS’N, OVERVIEW OF THE NEW YORK STATE MEDICAL 

INDEMNITY FUND FOR NEUROLOGICALLY IMPAIRED NEWBORNS (March 2011), 
available at www.gnyha.org/10711/File.aspx; Amos Grunebaum et al., Effect of 
a Comprehensive Obstetric Patient Safety Program on Compensation Payments 
and Sentinel Events, 204 AM. J. OBSTETRICS & GYNECOLOGY 97, 102–03 (2011). 

2 It was recently reported that medical malpractice insurance is, by a wide 
margin, the most profitable line of property and casualty insurance. “The 
medical professional liability insurance (MPLI) sector continues to stand out 
among insurance sectors for its ability to garner profits and generate returns 
far in excess of the composite averages of its property/casualty peers, according 
to a recently released A.M. Best Co. special report.” A.M. Best Special Report: 
Medical Professional Liability Outperforms, But is This Sustainable?, BUSINESS 
WIRE (May 2, 2012, 10:41 AM), http://www.businesswire.com/news/home/
20120502006132/en/A.M.-Special-Report-Medical-Professional-Liability-
Outperforms. 

3 See GREATER N.Y. HOSP. ASS’N., supra note 1. It is beyond the scope of this 
article to address, much less resolve, any argument as to the extent of 
malpractice premium cost increases, the causes of any such increases, or 
whether such increases are justified. 
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severity of the injuries that occur, as some leading hospitals have 
done.4 Another possibility, as some states have tried, would be to 
create a type of “no fault” system similar to workers 
compensation—all birth injured children would have certain but 
reduced compensation, in exchange for eliminating the need to 
establish that their injury was the result of malpractice, though 
they may still have to prove causation.5

Instead of adopting these approaches, effective April 1, 2011, 
New York took the unprecedented step of rationing care to 
children who had proven that they were injured at birth by the 
negligence of a hospital, physician, or other health care 
professional. The Legislature and the Governor did this by 
preventing these children from recovering their court determined 
damages for future care costs from the tortfeasor who caused 
their injuries, and forcing them into the state administered New 
York State Medical Indemnity Fund. The Fund is entitled to 
completely ignore the findings of the court as to the future care 
required by the child. Rather, the Fund will exclusively 
determine the nature and extent of the care that the malpractice 
victim will get and how much it will pay for such services.

 

6

Ironically, instead of controlling health care costs by reducing 
the incidence of obstetric malpractice (and the legal and care 
costs associated with it), the Fund may actually wind up 
increasing both the number of birth related injuries and costs. 
There are two reasons for this: first, since the cost of their 
negligence is no longer born by the wrongdoer, there will be less 
incentive to practice sound medicine;

 

7 second, because the Fund 
applies to settlements as well as judgments, and the tortfeasor is 
unconcerned with the actual cost of care, there may be an 
incentive to settle less meritorious cases without regard to its 
total cost to the Fund.8

 
4 Grunebaum, supra note 1, at 97, 102–104. 

 Nor does the Fund reduce the number of 
what may be asserted to be “frivolous” or unmeritorious claims. 
To the contrary, the Fund only applies to cases in which the 

5 See VA. CODE ANN. § 38.2-5002 (West 2011); FLA. STAT. ANN. § 766.303 
(West, 2011). The success or failure of these measures is beyond the scope of 
this article. 

6 See Thomas A. Moore & Matthew Gaier, Budget Bill’s ‘Tort Reform’ Targets 
Rights of Injured Children, N.Y. L.J., April 5, 2011, at 3. 

7 See Lawrence Knipel, Diverse Consequences Arising From State Medical 
Indemnity Fund, N.Y. L.J., Nov. 15, 2011, at 7. 

8 See id. 
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injured child has already established liability and causation to 
the satisfaction of the court, or to cases that the defendant has 
deemed sufficiently meritorious by agreeing to settle it.9

Entirely aside from the potential adverse health consequences 
that are likely to result from the limitations to care that are 
inherent in the bureaucratic determination of indispensable care 
services to the most catastrophically injured malpractice victims, 
the manner in which the Fund is set up to operate creates a host 
of logistical and legal issues for the enrollee. Perhaps more 
important, there are a number of serious questions concerning 
whether the Fund, and the way it is designed and operates, is 
constitutional. 

 

Despite a long tradition of tort law that allows a worthy 
plaintiff the right to recover sufficient damages from a negligent 
defendant to provide for the future care necessitated by the 
tortfeasor’s wrongdoing, the Fund makes no such provision. 
Instead, the Fund treats the successful plaintiff in a manner that 
is essentially no different than if he were receiving Medicaid—
though ironically in some ways a Medicaid recipient has greater 
legal rights than someone forced into the Fund.10 Although it 
would seem only reasonable that someone who was harmed by 
the negligence of another should at least be entitled to a recovery 
that provides for care needs beyond the often inadequate 
minimal care provided by Medicaid, such is not the case under 
the Fund.11

Part II of this article provides a general background to the 
Fund and compares it to the manner in which damages in 
medical malpractice cases are traditionally determined in New 
York. Part III explains how the Fund will function under the 
“emergency regulations” promulgated by the Department of 

 This article will initially focus on the consequences 
that will occur to the families of children enrolled in the Fund. It 
will then examine the federal and New York State Constitutional 
issues that are raised by (1) the creation of the Fund, (2) the 
manner in which the Fund operates, and (3) the Fund’s impact 
on the rights of the children who are forced into it and thus 
deprived of the right to enforce their judgment against the 
tortfeasor who caused the need for future care. 

 
9 See Moore & Gaier, supra note 6. 
10 Id. 
11 Id. 
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Health as of March, 13, 2012,12

II. BACKGROUND 

 and how these regulations may 
ultimately impact the quality of care provided to Fund enrollees. 
Part IV discusses the practical difficulties that the Fund will 
present to both enrollees and the state, and how it may impact 
the care received by these children—who of course will 
eventually become adults. Finally, Part V considers the various 
constitutional issues that are implicated by the Fund. These 
include possible violations of the separation of powers, the right 
to a jury trial, the appropriation of public monies for private 
purposes, and the denial of due process and equal protection. 

A. The Medical Indemnity Fund 
Effective April 1, 2011 the Legislature created the New York 

Medical Indemnity Fund, with the stated goal of controlling the 
costs of malpractice insurance for obstetricians and hospitals 
providing obstetric services.13 It is critical to note that 
participation in the Fund is mandatory, and is applicable only 
after the plaintiff receives a judgment or settlement that includes 
the tortfeasor’s liability for future medical care arising from 
medical malpractice that causes a birth related neurological 
injury.14

 
12 The Fund’s “emergency regulations” were adopted on September 15, 2011, 

have been readopted as “emergency regulations” several times, and remain in 
force as of June 1, 2012, the date of the submission of this article. As a result, 
there have never been any public hearings on the Fund regulations, nor have 
any public hearings been noticed as of this time. Thus, there has been no 
opportunity for the public to submit comments on the regulations, even though 
it is more than one year after the Fund was enacted and more than seven 
months after applications for enrollment have been accepted. After this article 
was submitted for publication, the Fund readopted “emergency regulations” 
effective June 15, 2012. Although there are slight changes in the “new” 
emergency regulations, they do not change the discussion contained in this 
article as submitted. However, some of the changes further demonstrate a 
violation of the separation of powers and also further impair an enrollee’s access 
to care. Moreover, the authority cited for enacting “emergency regulations” 
indefinitely is the initial budget bill which created the Fund. 2011 N.Y. Sess. 
Laws ch. 59, Part H, §§ 52, 111, 111(q) (McKinney). This is a further illustration 
of the unconstitutional enactment of changes in substantive law in a budget bill 
which is prohibited by Article VII, Section 6. See infra Part V.F. 

 Therefore, the Fund has nothing to do with reducing 
“frivolous” or “unmeritorious” claims, since it only applies to 

13 2011 N.Y. Sess. Laws ch. 59, Part H, §§ 52, 111, 111(q) (McKinney). 
14 N.Y. PUB. HEALTH LAW § 2999(j)(6)(7) (McKinney Supp. 2012); Knipel, 

supra note 7; Moore & Gaier, supra note 6. 
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plaintiffs who have either successfully won their cases at trial, or 
persuaded the defendant to settle their claims because of the 
defendant’s concern that the plaintiff will succeed at trial. The 
Fund transfers the financial obligation of the defendant and/or 
his insurer to pay for future care costs as determined by the 
court, to the state and its taxpayers. This has significant 
ramifications to each of these parties. The restrictions on 
recovery for future care costs only apply to a small subclass of 
medical malpractice victims: those who have suffered neurologic 
impairment that occurred during (1) labor, (2) delivery, or (3) any 
period of resuscitation after birth.15

The Fund therefore serves as a mandatory alternative to a 
money judgment for future medical care that was determined by 
the jury.

 

16 The Fund does not automatically take effect simply 
because an infant has suffered a birth related neurological injury 
and asserts that it is a result of medical malpractice. In order to 
be covered, a child who has suffered a neurologic impairment at 
birth must initiate a lawsuit against the defendants and then 
either (1) receive a judgment of damages based upon a jury 
verdict, just as in any other malpractice case or (2) reach a 
settlement agreement with the defendants.17 In either instance, 
it must be recognized that a portion of the damages relate to the 
future care needs of the infant.18 The Fund has no effect with 
regard to any pain and suffering damages or economic damages 
that are not attributable to future medical care.19 However, once 
the birth injured child is accepted into the Fund, the defendant is 
completely relieved of the obligation to pay any portion of the 
settlement or judgment attributable to any aspect of future care 
costs, whether or not the Fund actually pays for or provides the 
services determined to be necessary by the court.20 The Fund, 
therefore, does not provide payments to anyone except those who 
have already successfully won or settled a malpractice case.21

As noted, the Fund is mandatory for any malpractice victim 
who has suffered a birth-related neurological injury. The plaintiff 
cannot choose to simply recover his damages from the defendant 

 

 
15 PUB. HEALTH § 2999-h(1). 
16 Id. § 2999-j(6)(b); Knipel, supra note 7. 
17 PUB. HEALTH § 2999-j(6). 
18 Id. 
19 Id. Moore & Gaier, supra note 6. 
20 PUB. HEALTH § 2999-j(6). 
21 Id. 
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or opt out of the Fund. Thus, regardless of any adverse 
consequences to the plaintiff, he is stuck with all of the 
restrictions and limitations that the Fund imposes.22 The statute 
requires that any judgment made in favor of any plaintiff for 
future care damages resulting from such injury must decree “the 
future medical expenses of the plaintiff shall be paid out of the 
fund.”23 After a judgment or settlement where a finding that 
future care will be required for a birth related neurological 
injury, either the plaintiff must, or the defendant may, make an 
application to place the infant plaintiff into the Fund.24

The Commissioner of Taxation and Finance serves as the 
custodian of the Fund and it is to be administered by the 
Superintendent of Financial Services or her designee.

 
Therefore, the defendant has the right to be relieved from paying 
that portion of the judgment relating to future care costs by 
placing the plaintiff into the Fund, thereby imposing future care 
costs on the state. 

25 It 
appears that the Fund is to be financed by a combination of 
general appropriations as well as a “quality contribution” 
collected by the state from general hospitals.26 The “quality 
contribution” is based on a tax of 1.6 percent on impatient 
revenue of the general hospital derived from “inpatient 
obstetrical patient care services.”27 The legislative appropriation 
for the first year of the Fund came from the Health Care Reform 
Act Fund and amounted to $30 million.28

 
22 Id. § 2999-j(6)–(7); Knipel, supra note 7. 

 The amount that is 

23 PUB. HEALTH § 2999-j(6)(b). Even though this statement is made, the Fund 
regulations, as described below, place significant limitations on the types and 
the extent of care that will provided, how much they will pay for it, and even if 
such care will in fact be provided. 

24 Id. § 2999-j(7). 
25 Id. § 2999-i(1)–(2). 
26 Id. §§ 2807-d-1, 2999-i(5); THOMAS A. MOORE & KEVIN P. MCMULLEN, 

MEDICAL MALPRACTICE: DISCOVERY & TRIAL § 17:2.4[B][1] (7th ed. 2012). The 
term “contribution” is a euphemism since the funding source is neither a 
“contribution” nor related in any way to the improvement of the quality medical 
services. In fact it is a tax on obstetrical services, and this may have significant 
legal consequences. See infra Part V.C. Moreover, by eliminating the 
responsibility of the tortfeasor to pay for the damages caused by his or her 
negligence it is hard to see how this will in any way lead to an improved 
“quality” of services. Knipel, supra note 7. 

27 PUB. HEALTH § 2807-d-1; MOORE & MCMULLEN, supra note 26, 
§ 17:2.4[B][1]. 

28 PUB. HEALTH § 2807-d-1; Joel Stashenko, Lawyers Await Specific 
Regulations on Infant Medical Malpractice Fund, N.Y. L.J., April 20, 2011, at 1. 
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supposed to be appropriated by the Legislature will be increased 
each year based on the increase in the consumer price index 
published by the U.S. Department of Labor.29

The tax (“quality contribution”) rate is fixed, and the number of 
births in New York is relatively constant. The number of children 
covered by the Fund, however, will inevitably increase each year 
for several decades as more children are enrolled, but before a 
significant number of enrollees die and exit the plan. Therefore, 
there can be no assurance as to how long the tax will raise 
enough money for the Fund to remain solvent and either 
continue to accept new enrollees or pay care promised to those 
already accepted into the Fund. Perhaps for this reason, the 
Legislature specifically provided that when 80 percent of the 
Fund’s resources are already allocated to “beneficiaries,” 
enrollment will be suspended and the Fund will no longer accept 
new applicants until the Fund’s liabilities are below 80 percent of 
its resources.

 

30 During the period of suspension judgments and 
settlements would be satisfied as if the Fund did not exist.31 The 
appropriation to the Fund must, in addition to paying for care to 
enrollees, bear the cost of administering the Fund, thereby 
further reducing the amount available for care, and increasing 
the risk of insolvency.32

Instead of the plaintiff having the resources to pay for the 
future care from her recovery determined by the court, the 
plaintiff would have to apply anew to the Fund Administrator to 
seek payment for future care services. Because such care could be 
denied by the Fund, the very care to which the infant plaintiff 
was already found entitled by a court, after a full hearing on the 
merits, may forever be in jeopardy.

 

33

 
29 PUB. HEALTH §§ 2807-d-1(2), 2999-i(5), (7). 

 Since, as noted above, it was 
recognized that the appropriation by the Legislature may not be 
sufficient to pay all the potential claims of birth injury 
malpractice victims, the Administrator would have every 

30 Id. § 2999-i(6)(a). This has potential constitutional ramifications because it 
clearly envisions a scenario in which two identically injured children, with 
identical judgments for future care costs, could wind up with vastly different 
recoveries based solely upon the timing of whether the Fund was exhausted by 
the time of the year that their individual judgments were obtained. See infra 
Part V.B. 

31 PUB. HEALTH § 2999-i(6)(b). 
32 Id. § 2999-i(3). 
33 N.Y. COMP. CODES R. REGS. tit. 10, § 69-10.6 (2012); see id. §§ 69.7–69.13 

(explaining the prior approval requests process for future services). 
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motivation to deny the care to which the child was already found 
entitled.34 In addition, the Fund legislation provides that the 
Fund Administrator will be appointed by the Superintendent of 
the Department of Financial Services.35

The ultimate impact to those children who “qualify” for 
payment by the Fund is to remove both the court and the child’s 
caregivers as the final arbiter of health care decisions, even 
though there was already a previous jury verdict determining 
future care damages. Instead, the Fund would decide what type 
of care is appropriate for the infant victim, the quality of that 
care, and how much they will pay for it, without any regard 
whatsoever to the jury’s finding. 

 Thus, any political 
appointee who assumes this position will be beholden to the state 
and its finances and not to the plaintiff or the judgment rendered 
by the court. 

36 As a consequence, at least 
with respect to future care, the child is in no significantly better 
position than if he had no claim for malpractice at all, and had to 
rely solely upon Medicaid.37 Moreover, without control of the 
assets from a recovery for future care costs, the child’s family will 
be unable to plan for or assure essential care for their child after 
they are no longer able to do so.38

B. Malpractice Judgments in New York: Article 50-A 

 

It is important to understand the manner in which damages 
for medical malpractice plaintiffs are determined in New York. 
Since its revision in 2003, Civil Practice Law and Rules (CPLR) 
Article 50-A specifies how damages are to be computed and paid 

 
34 See supra notes 25–32 and accompanying text. 
35 PUB. HEALTH §§ 2999-i(2)(a). 
36 Id. § 2999-j(2), (6); Moore & Gaier, supra note 6. 
37 Moore & Gaier, supra note 6. 
38 Some have argued that because of the prevalence of Supplemental Needs 

Trusts, the Fund avoids the potential of a double payment for future care costs 
to the birth injured child. GREATER N.Y. HOSP. ASS’N., supra note 1. This 
argument is without basis because to the extent that a Supplemental Needs 
Trust pays for items that are not covered by Medicaid, there is obviously no 
“double” payment. See LEE S. KREINDLER ET AL., 16 NEW YORK PRACTICE 
SERIES—NEW YORK LAW OF TORTS § 21:44 (2011). For items that would 
otherwise be paid by Medicaid for the child’s care costs, under a Supplemental 
Needs Trust these payments must be repaid to Medicaid at the time of the 
death of the child. N.Y. SOC. SERV. LAW § 366(2)(b)(2)(iii)(A) (McKinney 1971 & 
Supp. 2012); KREINDLER ET AL., supra note 38, at § 21.44. Accordingly, there 
would not be a situation where there would have been a “double” payment. 
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in all medical negligence cases, including birth injury cases.39 As 
will be seen, the interplay between the Fund and Article 50-A 
will create an additional subclass of birth injury plaintiffs who 
are treated differently, not only from other tort victims, but also 
from other malpractice victims with the exact same injury.40

Article 50-A and CPLR section 4111 form the basis for 
assessing damages for future care expenses.

 

41 In summary, the 
statutes require that the jury make a finding of (1) the annual 
cost of care; (2) whether the condition is permanent (which in 
these cases it almost always is); and (3) a rate of inflation 
applicable to future care costs.42 Future costs are established by 
expert testimony, usually by a life care planner, by physicians, or 
some combination of both.43 Medical inflation is usually proven 
by an economist, and has averaged around 5.75 percent since 
1950, depending on how it is measured.44

After the jury makes the findings required by statute, the 
Judge then takes the annual cost of care, applies the jury 
determined inflation rate, and arrives at a total, which for 
purposes of entering a judgment, computing attorney’s fees and 
interest, is discounted to present value using the appropriate 
investment discount rate.

 Assuming a life 
expectancy of at least seventy years, a present value cost of care 
at $150,000 per year at current market rates going up even only 
4 percent per year would greatly exceed a present value of $10 
million per case. 

45

 
39 N.Y. C.P.L.R. § 5031 (McKinney 2007). 

 

40 C.P.L.R. § 4111 (McKinney Supp. 2012); C.P.L.R. § 5031; see infra Part 
V.B. 

41 C.P.L.R. §§ 4111, 5031. 
42 C.P.L.R. §§ 4111(d), 5031(d). 
43 Michael W. Kessler, Critical Analysis of the Life Expectancy Research from 

an Attorney’s Perspective, in PEDIATRIC LIFE CARE PLANNING AND CASE 
MANAGEMENT 797–799 (Susan Riddick-Grisham ed., 2004); Michael W. Kessler, 
Defeating the Reduced Life Expectancy Defense, in 2 ASS’N TRIAL LAW AM. ANN. 
CONVENTION REFERENCE MATERIALS: TRAUMATIC BRAIN INJURIES 2283 (2004). 

44 Robert W. Johnson, Presenting Damages for Earning Capacity and Future 
Medical Expense Damages: An Economists Perspective, in 1 ASS’N TRIAL LAW 
AM. ANN. CONVENTION REFERENCE MATERIALS: TRAUMATIC BRAIN INJURIES 1277 
(2005). 

45 C.P.L.R. § 5031(d), (f). 
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C. The Impact of the Fund on Article 50-A in Birth Injury 
Malpractice Cases 

As discussed above, the substantive law of damages in all 
medical malpractice cases and how they are paid is governed by 
CPLR Article 50-A, and in particular section 5031 and its 
counterpart section 4111, detailing the findings to be made by 
the jury.46 These provisions of law—which also direct the court 
how to compute and enter judgment in a malpractice case—were 
not repealed or amended by the Fund statute, and therefore 
remain in force.47 Some of the provisions of section 5031 would 
appear to inherently conflict with the Fund legislation, and some 
of the Article 50-A provisions could—and section 4111 would—
still be applied even if it was determined that the Fund statute 
takes precedence.48

By its terms, the application of section 5031 is just as 
obligatory as is the Fund legislation. It commands, among other 
things that “the court shall proceed as follows” and “the court 
shall apply to the findings of past and future damages.”

 These conflicts would seem to be a 
consideration with respect to several of the constitutional 
arguments discussed below—separation of powers, the right to a 
jury trial, equal protection, and due process. 

49 It 
would appear that nothing in the Fund legislation eliminates the 
defendant’s obligations pursuant to CPLR section 5031(h). That 
section mandates that “judgment shall be entered on the lump 
sum payments and the present value of the streams of payments 
required to be made by the defendants under this section.”50

Section 5031(b) provides that “all damages for future loss of 
services . . . of five hundred thousand dollars or less shall be paid 

 

 
46 Id. §§ 4111(d), 5031. Section § 4111 enumerates the specific findings 

required by the jury to provide the basis for the court to enter Judgment under 
Article 50-A. Id. § 4111(d). 

47 2011 N.Y. Sess. Laws ch. 59 (McKinney). 
48 Since by its own terms the Fund legislation only applies after the jury has 

fulfilled its fact finding role, the requirements of section 4111 will necessarily 
still apply. N.Y. PUB. HEALTH LAW § 2999-j (McKinney Supp. 2012). 

49 C.P.L.R. § 5031, (a) (emphasis added). 
50 Id. § 5031(h). This is required even under the Fund, because without this 

component of the judgment, there would be no means of computing attorney’s 
fees or interest. N.Y. PUB. HEALTH LAW § 2999-j. Similarly, because the Fund 
will cease to take enrollees after it is 80 percent exhausted, it can never be 
known at trial whether the plaintiff will be enrolled. As a result there can be no 
alternative but to compute the judgment in accordance with Article 50-A and 
C.P.L.R. section 4111. PUB. HEALTH § 2999-i(6). 
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in a lump sum.”51 This is inherently contradictory to the Fund 
legislation, which provides that portion of the judgment related 
to future care is carved out of the judgment and such services are 
to be paid by the Fund as they are approved and incurred.52 
Although it could be argued that the more specific birth injury 
case legislation trumps section 5031(b), it is equally likely that by 
leaving this section intact and by failing to except birth injury 
cases from its application, the Legislature intended to require 
that for cases under $500,000 the Fund would not apply, and 
that the defendant would have to pay that sum in cash. Similarly 
if the Fund statutory scheme does or does not apply to these 
cases, a conundrum is created: either the court’s independence to 
fashion a judgment under section 5031 is impaired, or, if 
section 5031 takes precedence, a discriminatory “subclass” and 
“taking” has been created.53

A similar and perhaps even more vexing issue is created by 
CPLR section 5031(g), which mandates that “[t]he defendants 
and their insurance carriers shall be required to offer and to 
guarantee the purchase and payment of an annuity contract to 
make annual payments in equal monthly installments of the 
remaining streams of payments specified in such subdivisions (c) 
and (d). . . .”

 In that instance, birth injury victims 
with future damages less than $500,000 are treated differently 
not only from other malpractice victims (because they are 
enrolled in the Fund), but from birth injury victims with 
damages greater than $500,000 (because they are entitled to a 
lump sum payment). These issues raise additional significant 
equal protection arguments. 

54

In the first place, with respect to the taking of a property right 
determined by the court and the denial of a jury trial, nothing 
could better demonstrate the differences between this annuity 
requirement and care being provided by the Fund instead. Under 
section 5031(g), the defendant must offer an annuity to 
guarantee payments of the sums for future care as determined by 
the jury, whereas under the Fund, there is no lifetime reserve. To 
the contrary, it is purely “pay as you go,” as long as the Fund has 

 

 
51 C.P.L.R. § 5031(b). 
52 PUB. HEALTH § 2999-j. 
53 The Fund creates a cornucopia of different subclasses of tort victims that it 

discriminates against, as this article will point out below. 
54 C.P.L.R. 5031(g). 
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assets.55 There is nothing to back the “promise” of future care or 
assure that it will be paid, even if it were to duplicate the care 
that the jury found to be required. Similarly, there would appear 
to be no reason why the annuity requirement cannot be applied 
even if the Fund statute was determined to be applicable. This 
section still requires that “defendants and their insurance 
carriers,” offer an annuity to the plaintiff to guarantee 
payments.56 One can only presume that the Legislature’s failure 
to repeal or amend section 5031 as applied to birth injury cases 
meant, at a minimum, those portions of that section that can be 
applied consistent with the Fund must still be applied. 
Section 5031(f) would appear to fall into this category. To the 
extent that it is asserted the Fund legislation effectively 
superseded section 5031(f), it would appear to demonstrate the 
Fund’s infringement of the separation of powers, a taking 
without compensation, a denial of equal protection, and 
interference with the right to a jury trial.57

By leaving Article 50-A intact when the Fund was created, it is 
certainly reasonable to argue that the Legislature fully intended 
at least portions of it would continue to be applied, even in birth 
injury malpractice cases, and there is little basis to conclude 
otherwise. 

 

III. HOW THE FUND OPERATES: THE REGULATIONS 
Without the opportunity for any significant public comment, 

effective September 15, 2011, emergency regulations to effectuate 
the New York State Medical Indemnity Fund were adopted by 
the New York State Department of Health.58 These regulations 
were adopted pursuant to Public Health Law 
Section 2999-j(15).59

 
55 Stashenko, supra note 28. 

 They have been readopted, apparently as 
“emergency regulations”—and therefore without public 
hearings—again in December 2011 and March 2012. This 
analysis of how the Fund is designed to actually operate will 
follow the sequence of the Regulations themselves. 

56 C.P.L.R. 5031(g). 
57 Id. C.P.L.R. 5031(f); see infra Part V. 
58 33 N.Y. Reg. 25–26 (Sept. 28, 2011). 
59 N.Y. PUB. HEALTH LAW § 2999-j(15) (McKinney Supp. 2012); N.Y. COMP. 

CODES R. REGS. tit. 10, § 69-10 (2012); id. 
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A. Definitions 
It is important to have an understanding of certain definitions 

in the regulations have a grasp of the various problems and 
issues that the Fund is going to have in trying to provide care to 
children who have suffered neurologic impairment from an injury 
at birth. 

Assistive Technology 
“Assistive technology (AT) means an item, piece of equipment 

or product system, whether purchased ready to use or needing 
modification or customization, ordered by a physician, that is 
used to maintain, increase or improve the functional capacities of 
the user.”60 Notably it must be “ordered by a physician.”61 This 
would seem to preclude assistive technology equipment 
recommended by other providers such as physician’s assistants, 
nurse practitioners, physical, occupational, or speech 
therapists.62

Birth-related injury 

 More importantly, the assistive technology that is 
approved may be entirely inconsistent with the “assistive 
technology” found by the jury or court to be necessary. 

Birth-related neurological injury means an injury to the brain or 
spinal cord of a live infant caused by the deprivation of oxygen or 
mechanical injury that occurred in the course of labor, delivery or 
resuscitation or by other medical services provided or not provided 
during delivery admission that rendered the infant with a 
permanent and substantial motor impairment or with a 
developmental disability . . . .63

This definition would not appear to include birth trauma that 
relates either to disfigurement or nerve damage, facial palsy, or 
other motor damage that does not result from an injury “to the 
brain or spinal cord.”

 

64

 
60 N.Y. COMP. CODES R. REGS. tit. 10, § 69-10.1(b). 

 The definition would also seem to be 
broad enough to include even neurologic injuries that have 
nothing to do with the birthing process or resuscitation after 
delivery, because it covers anything caused by a medical service 
“provided or not provided during the delivery admission.” What if 

61 Id. 
62 Id. 
63 Id. § 69-10.1(c). 
64 Id. Knipel, supra note 7. 
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a child does not leave the hospital from the delivery admission 
but suffers a hypoxic brain injury as a result of an unrelated 
anesthesia error surgery to correct a congenital defect?65 There 
may well also be an attempt by some enterprising attorneys to 
bring autism under the auspices of the Fund.66

Durable Medical Equipment 

 

“Durable medical equipment” must also be “ordered by a 
physician,” in contrast to other providers. It must meet the 
following criteria: (1) “withstand repeated use for a protracted 
period of time,” (2) be primarily used for medical purposes, (3) 
cannot be useful without an injury, (4) is “not usually fitted, 
designed, or fashioned for a particular individual’s use;” and, (5) 
if equipment is “intended for use only by one patient, it may be 
either custom-made or customized.”67

Environmental Modification 

 The definition seems to be 
self-contradictory, since it would appear that criteria (4) and (5) 
conflict with each other. 

Environmental modification (Emod) means an interior or exterior 
physical adaptation to the residence in which an enrollee lives that 
is necessary to ensure the health, welfare, and safety of the 
enrollee and enables him or her to function with greater 
independence in the community and/or helps avoid 
institutionalization and has been ordered by a physician. Emods 
include but are not limited to: ramps, widened doorways and 
handrails, roll-in showers, vertical lifts, and cabinet and shelving 
adaptations.68

Environmental modification requires an order by a physician, 
and not by any other type of provider.

 

69

 
65  N.Y. PUB. HEALTH LAW § 2999-h(1) (McKinney Supp. 2012); N.Y. COMP. 

CODES R. REGS. tit. 10, § 69-10.1(b). The author was recently consulted in a case 
where there was a failure to diagnose and treat a condition unrelated to 
delivery or resuscitation but which occurred before the child was discharged 
home after birth. Is this covered under the Fund? If so the number of potential 
Fund enrollees could greatly exceed the number of children the Fund can 
sustain. 

 This may also conflict 
with the jury’s findings. 

66 Knipel, supra note 7. 
67 N.Y. COMP. CODES R. & REGS. tit. 10, § 69-10.1(j). 
68 Id. § 69-10.1(m). 
69 It is unclear how a physician is qualified to determine the nature of 

environmental modification that is required. 
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Fund Administrator 
“Fund Administrator means the Superintendent of Financial 

Services or any person or entity designated by the 
Superintendent for purposes of administering the Fund, if any.”70 
Since the statute specifically authorizes the Superintendent to 
contract with a private entity to administer the Fund (and such 
contractor is paid out of the Fund) this could mean that instead 
of a jury, the court, the victim’s family, or even an agency of 
government making health care decisions for these children, a 
private company will be deciding what health care services will 
be approved or denied.71

Habilitation Services 

 

“Habilitation means assisting a child to achieve developmental 
skills involving mobility, communication, and the activities of 
daily living when impairments have caused the delay or have 
blocked initial acquisition of the skills.”72

Physician and Physician Assistant 

 The plaintiff may not, 
and at some point inevitably will not be a “child.” It is unclear 
whether such services will be provided to an adult, though 
presumably they will. 

“Physician” and “Physician Assistant” refers only to persons 
licensed to practice as such in New York State, another state, or 
the District of Columbia.73

Qualified Plaintiff 

 This leaves out a physician from 
another country, and perhaps even U.S. territories. 

Qualified plaintiff means every plaintiff or claimant who (i) has 
been found by a jury or court to have sustained a birth-related 
neurological injury as the result of medical malpractice, or (ii) has 
sustained a birth-related neurological injury as the result of 
alleged medical malpractice and has settled his or her lawsuit or 
claim therefor.74

 
70 N.Y. COMP. CODES R. & REGS. tit. 10, § 69-10.1(o). 

 

71 N.Y. PUB. HEALTH LAW § 2999-i(2)–(3) (McKinney Supp. 2012). 
72 N.Y. COMP. CODES R. & REGS. tit. 10, § 69-10.1(p). 
73 Id. § 69-10.1(v)–(w). 
74 Id. § 69-10.1(y). 
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Qualifying Health Care Costs 
The definition of “qualifying health care costs” is very broad. It 

does include “custodial” care and “nursing” care, but it is unclear 
as to whether this definition includes services such as home 
health aides or licensed practical nursing services.75 Although 
respite care is not specified in the definition, it is referred to 
elsewhere in the regulations and is limited to no more than 45 
days a year (less than one day per week) without prior 
approval.76 Transportation costs are limited to “health care 
related appointments.”77 Other unenumerated health care costs 
are covered if a physician, physician assistant, or nurse 
practitioner has justified them in writing.78 Qualifying health 
care costs do not include anything “provided or available” by a 
school IEP or Early Intervention Program, or “through any 
commercial insurance under which the enrollee is covered.”79

The Fund will, therefore, not make payments for care items 
that may be paid by school districts or private insurance 
companies.

 

80 Any amount of money paid by the Fund is reduced 
by the collateral source rule, and this would include care 
provided by school districts or private insurance.81 Several 
groups that provide services to disabled children have raised 
concerns that the interplay between different government 
programs and health care providers, as well as payment at 
Medicaid rates, will ultimately inhibit access to care by either 
complicating the payment system, limiting providers who will 
accept these low rates, or by giving private insurance an 
incentive to drop coverage for their services.82

Two other critical issues are presented. First, with regard to 
services provided by a school district, a plaintiff could be bound 
by a school district’s finding of what services it will provide. This 
is because “qualifying health care costs” excludes anything 

 

 
75 Id. § 69-10.1(z). 
76 Id. § 69-10.6(a). 
77 Id. § 69-10.1(z). 
78 Id. 
79 Id. 
80 Id. See N.Y. PUB. HEALTH LAW § 2999-j(3) (McKinney Supp. 2012) (stating 

that the Fund will not pay for qualifying health care costs that are paid for by 
“collateral source[s]”). 

81 PUB. HEALTH § 2999-j(3); N.Y. C.P.L.R. § 4545 (McKinney Supp. 2012). 
82 Michael Bergen, Matthew Hyland & Izel Obermeyer, Important Movement 

of Our Association, N.Y. PHYSICAL THERAPY ASS’N (July 11, 2011, 11:03 AM), 
http://nypta.blogspot.com/2011/07/important-movement-of-our-association.html. 
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provided by a school district.83

B. Application and Enrollment Process 

 For example, the school district 
may have found—over the plaintiff’s objection—that a child does 
not require a one-to-one aide, even though the family and/or the 
court in the malpractice action may have determined otherwise. 
Therefore, even though these services were found to be necessary 
by a jury, neither the defendant nor the Fund may be required to 
provide such care; under these circumstances, the plaintiff would 
have to do without it. The Fund leaves what has the potential to 
be a huge gap with regard to certain types of developmental care 
by merely assuming that school districts will gladly provide and 
pay for such services. Second, the interplay between the Fund, a 
school district or other governmental entity such as Medicaid, 
and a commercial payer will likely result in disputes between the 
three with respect to what entity has to pay for what service. 
This would leave the plaintiff caught in the middle. In the 
meantime, she will be left waiting for care to be provided—if 
indeed it is ever provided at all. 

Section 69-10.2 provides for the application and the process to 
become enrolled in the Fund. 

An application for enrollment . . . may be submitted by [either]: (1) 
a qualified plaintiff; (2) a person authorized to act on . . . [the] 
behalf [of a qualified plaintiff]; or (3) [by] a defendant in a medical 
malpractice . . . action that results in a court-approved settlement 
or judgment issued on or after April 1, 2011, [that includes a] 
finding that the plaintiff sustained a ‘birth related neurological 
injury.’84

Section 69-10.2(b) requires that an application to the Fund be 
on the form provided, as set forth on the Fund’s website.

 

85 The 
Application must include a medical release form to the Fund. 
Thus a Fund recipient must surrender a lifetime of medical 
privacy merely to try to get the services to which he was found 
entitled by a court.86

 
83 N.Y. COMP. CODES R. & REGS. tit. 10, § 69-10.1(z). 

 The application also requires “a certified 

84 Id. § 69-10.2(a) (emphasis added). 
85 Id. § 69-10.2(b). 

86 Id. § 69-10.2(b)(1). Another serious question that is raised by this 
requirement to provide a lifetime waiver of medical privacy is whether it 
violates HIPPA. Health Insurance Portability and Accountability Act of 1996, 
Pub. L. 104–191, 110 Stat. 1936 (1996); see discussion infra notes 393, 597. 
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copy of the court-approved settlement or judgment.”87

This provision requires that the plaintiff provide extensive 
documentation of the “specific nature and degree” of the 
applicant’s injury, including its “impact on . . . activities of daily 
living.”

 This 
provision assumes that a settlement would require judicial 
approval. There may be circumstances in which a settlement may 
not have to be approved, such as where the injured child is 
legally competent and has reached majority. 

88 The Fund will accept a sufficiently detailed life care 
plan prepared for litigation, a summary provided by the child’s 
physician, or other materials provided to the court to support the 
settlement or to enroll in other health related programs, as long 
as they “accurately reflect[] the applicant’s condition . . . .”89

Subparagraph (4) also requires that the applicant provide the 
names, addresses and phone numbers of “all providers,” of 
services at the time of the application.

 

90

Subparagraph (5) requires documentation of “all other present 
sources of health care coverage . . . . ”

 There may be dozens of 
providers and it would be a very burdensome process to gather 
and continue to update this material. 

91 Private health coverage 
must be used before the Fund will pay.92

Paragraph (c) permits the use of documentation submitted for 
enrollment in “another health related program” to be utilized in 
the Fund application, provided that it is still current.

 Private insurance, 
however, may indeed provide better coverage than the Fund. 
More importantly, under a private health insurance policy, 
contractual legal rights to enforce policy benefits may be more 
favorable than the remedies and burden of proof necessary to 
reverse a Fund decision. This creates another discriminatory 
subclass of birth injury victims—those who have private 
insurance versus those who do not. 

93

 
87  N.Y. COMP. CODES R. & REGS. tit. 10, § 69-10.2(b)(2). 

 It is 
questionable whether any such information will either suffice 
under the requirements of the Fund application, or be sufficiently 

88 Id. § 69-10.2(b)(3). 
89 Id. 
90 Id. § 69-10.2(b)(4). 
91 Id. § 69-10.2(b)(5). 
92 N.Y. PUB. HEALTH LAW § 2999-j(3) (McKinney Supp. 2012); N.Y. C.P.L.R. 

§ 4545(a) (McKinney Supp. 2012); N.Y. COMP. CODES R. & REGS. tit. 10, 
§ 69-10.1(z). 

93 N.Y. COMP. CODES R. & REGS. tit. 10, § 69-10.2(c). 
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current for the Fund’s application process. 
Paragraph (d) requires the Fund Administrator to review the 

“court approved settlement or judgment” to ensure it states the 
Plaintiff has sustained an injury making her eligible for Fund 
benefits.94 It further provides—in a stunning invasion of the 
separation of powers—that “[i]f the [required] language . . . is 
missing or is not clear, the Fund Administrator shall refer the 
settlement or judgment back to the court that approved the 
settlement or issued the judgment to add clarifying language, if 
appropriate.”95

Paragraph (e) requires the Fund Administrator to review all of 
the submitted documentation within fifteen business days of 
submission and notify the applicant of any missing information 
necessary to complete the application.

 The Fund Administrator, therefore, can order the 
court what to put in a judgment. 

96 If all the paperwork is 
found to be in order, the plaintiff shall be enrolled in the Fund 
within another fifteen business days.97

Paragraph (g) provides for the Fund Administrator to assign a 
Fund “case manager” to the enrollee within seven business days 
of receipt of all the necessary paperwork.

 Thus the enrollment 
process, assuming that everything was timely submitted and is 
found to be acceptable, will take thirty business days, or 
approximately forty days. In the meantime, the plaintiff receives 
no benefits, and may be deprived of care. 

98

C. Claims Assistance Manager 

 

Section 69-10.3 provides for a claims assistance manager 
whose duties include (a) “answering questions regarding the 
information and documentation [necessary to complete] the 
application process;” (b) investigating any claimed delays in 
either the application process, claims, claims denials, prior 
approvals, or reviews; and (c) “assisting in resolving any issues 
[between] enrollees and case managers or the assignment of case 
managers.”99

 
94 Id. § 69-10.2(d). 

 It does not explain what, if any, authority that the 
claims assistance manager has to resolve these issues, or how 

95 Id. 
96 Id. § 69-10.2(e). 
97 Id. § 69-10.2(f). 
98 Id. § 69-10.2(g). 
99 Id. § 69-10.3. 
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this person is assigned to assist an enrollee.100

D. Case Management 

 

Section 69-10.4 is a critical section of the regulations referring 
to the plaintiff’s case management. As a practical matter, this 
section transfers health care decisions from the plaintiff and his 
or her family, to the Fund. A “case manager” designated by the 
Fund is assigned to each plaintiff.101 The case manager will not 
be beholden to the client, but rather to the Fund, in order to get 
paid and receive assignments.102

Paragraph (a) defines case management functions and makes 
it clear that the Fund appointed case manager will be expected to 
insert themselves into every intimate detail of the plaintiff’s life 
forever.

 

103 It should be kept in mind that the state appointed case 
manager will play a major role in all care decisions, despite the 
fact that the enrollee has already been determined to be a victim 
of malpractice and entitled to various health care services by the 
jury or a court.104

The case manager is charged with the following: 

 The enrollee is being forced to completely 
surrender to the Fund case manager, any medical or personal 
privacy, her fundamental family intimacy, and more importantly, 
the right to make primary decisions concerning critical medical 
issues. 

(1) [making] an initial assessment and periodic reassessments of 
the enrollee’s medical needs; (2) evaluating the enrollee’s 
strengths, informal support system and environmental factors 
relevant to . . . care;105

 
100 Id. 

 (3) reviewing information [from] the 
enrollee, [his or her] informal support system, and current 

101 Id. § 69-10.2(g). 
102 Id. § 69-10.1(d), -10.5(a). 
103 Id. § 69-10.4(a). 
104 N.Y. PUB. HEALTH LAW § 2999-j(6)–(7) (McKinney Supp. 2012). 
105 This is another way of saying that the case manager can consider but not 

pay for the care provided by the family—presumably to avoid paying for outside 
care. The family is not obligated to provide free “custodial” care beyond normal 
parenting duties, and if they do, they are entitled to be compensated for it. See 
Schultz v. Harrison Radiator Div. General Motors Corp., 683 N.E.2d 307, 311 
(1997); Auer v. New York, 733 N.Y.S.2d 784, 787 (App. Div. 3d Dep’t 2001); 
King v. New York, 393 N.Y.S.2d 93, 94 (App. Div. 3d Dep’t 1977); 1B ASS’N OF 
JUSTICES OF THE SUPREME COURT OF THE STATE OF N.Y., COMM. ON PATTERN JURY 
INSTRUCTIONS, N.Y. PATTERN JURY INSTRUCTIONS: CIVIL § 2:280 (West 2012). The 
case manager should not be entitled to consider the “informal support system” 
to limit what the Fund will pay for. 
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providers (including [the school system]) regarding . . . services . . . 
[currently] provided . . . and any . . . gaps in the services . . . ;106 (4) 
establishing a comprehensive, written case management plan to 
provide for coordinated delivery of all qualified health care services 
[necessary];107 (5) securing services determined in the case 
management plan . . . through referral to agencies or persons 
qualified to provide those services;108 (6) assisting the enrollee with 
any forms necessary [to receive services or getting those services 
paid for]; (7) providing crisis intervention [for] . . . emergency 
service needs; (8) developing alternative provider sources . . . in the 
event of service disruption;109 and (9) monitoring and providing 
follow up services . . . (A) [to] verif[y] that [the] quality of services 
provided [are received at the amount and frequency specified in the 
plan as well as] (B) documenting . . . the [enrollee’s] medical 
condition and progress made; and (10) . . . coordinat[ing] . . . [with 
any] other case manager [in another health related program].110

Paragraph (b) describes the qualifications for a case 
manager.

 

111 It does not require any expertise other than training 
or experience in “the performance of assessments and the 
development of case management plans.”112

 
106 This further highlights the invasive nature of the duties and powers by 

the Fund and its case managers. Even if the case manager is well-meaning and 
properly motivated, she is not responsible solely to the plaintiff. 

 Significantly, it 
requires absolutely no expertise or experience in dealing with the 
assessment or the care needs of neurologically impaired children 

107 This does not account for services that may not be covered under 
“qualified health care services.” Moreover there is no requirement as to how 
frequently the plan must be reviewed, nor is it specified what services would be 
included as “qualified health care services,” and these could change over time. 
See N.Y. COMP. CODES R. & REGS. tit. 10, § 69-10.4. For example, certain 
services provided by a school district might become “qualified health care 
services” after the enrollee reaches majority. See id. § 69-10.1(z). 

108 This is a critical provision since it reinforces the fact that it is the Fund 
appointed manager, and not the family, the jury, or court, who will initially 
determine what services will be provided. Then, having been free to ignore the 
jury or the family, the Fund case manager will play a major role in determining 
who provides such services and how much they will be paid. This may work out 
fine, but then again, there is significant potential that it will not. 

109 Although this is a worthy goal, it is significantly impaired by the 
reimbursement of services at Medicaid rates. Moore & Gaier, supra note 6. The 
case manager has no power to get emergency services at higher rates if that 
would be necessary in order to avoid disruption of even “critical” services. See 
PUB. HEALTH § 2999-j(4); N.Y. COMP. CODES R. REGS. tit. 10, § 69-10.4, .20. 

110 N.Y. COMP. CODES R. REGS. tit. 10, § 69-10.4(a). 
111 Id. § 69-10.4(b). 
112 Id. 
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or adults.113

Paragraph (c) provides that an enrollee may request a change 
in case managers by written request.

 

114 There is no assurance 
that there will be a reassignment.115 Reassignments, if they do 
occur, will only be made “as promptly as possible based on case 
manager availability and existing caseloads,” or in other words, 
solely at the convenience of the Fund.116

There is no description or limitation as to the number of 
enrollees who can be assigned to a case manager, or how 
available the case manager must be to the plaintiff.

 

117

E. Claims Submission Process 

 

Section 69-10.5 describes the claims submission process.118 
Paragraph (a) is critical, since it requires that “[a]ll providers 
providing services to an enrollee must accept assignment of 
payment from the Fund.”119 This not only means that all 
providers other than physicians will be reimbursed at Medicaid 
rates, but it also compels such providers to agree to the payment 
submission and approval process. This alone, even without the 
Medicaid reimbursement rate limitations, will undoubtedly limit 
access to care.120 Moreover, there is no way for residents of states 
other than New York, or other countries, to compel their 
providers to accept Fund assignment, or the Medicaid level rates 
that will be paid by the Fund. As discussed below, this may 
impair the constitutional right of freedom to travel.121

Paragraph (d) provides that claims for services submitted 
within ninety days will be paid within forty-five days of receipt, 
thus compelling a provider to wait a significant time to be 
reimbursed.

 

122 It provides no remedy to the provider if the bill is 
not accepted or not paid within forty-five days.123

 
113 Id. 

 The paragraph 
also provides that claims submitted after ninety days may not be 
paid at all, unless the provider can show good cause for the 

114 Id. § 69-10.4(c). 
115 Id. 
116 Id. 
117 Id. § 69-10.4. 
118 Id. § 69-10.5. 
119 Id. § 69-10.5(a). 
120 See Moore & Gaier, supra note 6; Bergen, supra note 82. 
121 See infra Part V.B, V.D.2. 
122 Id. § 69-10.5(d). 
123 Id. 
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delayed billing. The finding of good cause would presumably be 
made by the Fund Administrator.124

F. Prior Approval Request Process 

 

Section 69-10.6 describes the items that require prior approval 
by the Fund before they will be provided. Essentially anything 
that is expensive will require “prior” Fund approval. This section 
prescribes the procedures that must be followed in order to 
obtain such approval.125 The concept of “prior approval” itself is 
contradictory to the way the statute was written and promoted. 
The prior approval process was supposed to be the exception 
rather than the rule.126

Under paragraph (a) some of the more common and significant 
items that require prior approval are (1) assistive technology, 
such as augmentative communication devices; (2) handicapped 
modifications for vehicles and the home; (3) private duty 
nursing;

 

127 (4) “custom made durable medical equipment;” (5) 
hearing aids; (6) enteral formula (i.e. tube feeding nutrition);128 
(7) planned specialist or hospital visits requiring “travel 
involving overnight accommodations;”129 (8) experimental 
treatment; and (9) respite care for more than 45 days in a 
calendar year.130

Paragraph (b) provides that other than for emergency requests, 
prior approval requests should be determined within thirty days 
from the time necessary documentation to support it has been 
received by the Fund.

 

131

 
124 Id. 

 

125 Id. § 69-10.6. 
126 N.Y. PUB. HEALTH LAW § 2999-j(2) (McKinney Supp. 2012). 
127 Depending on what is meant by “private duty nursing,” this could be an 

enormous concern. Nursing type care at various levels is a significant, and is 
usually the single largest component in each of these cases. ROBERT J. WALLING 
& DEREK W. FREIHAUT, COMMONWEALTH OF VIRGINIA STATE CORP. COMMISSION, 
2011 ANALYSIS OF THE VIRGINIA BIRTH-RELATED NEUROLOGICAL INJURY 
COMPENSATION PROGRAM 21–23 (2011). 

128 However the regulations state that no prior approval is required where 
the enrollee has documentation that he or she is fed by feeding tube, 
gastrostomy, or J-tube. N.Y. COMP. CODES R. & REGS. tit. 10, § 69-10.11(a). It 
appears that if a new mode of feeding is initiated the Fund must give “prior 
approval.” 

129 This definition is inconsistent with the definition of “prior approval,” 
which does not refer to overnight accommodation. Id. § 69-10.1(x). 

130 Id. § 69-10.6(a). 
131 Id. § 69-10.6(b). 
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Paragraph (c) relates to documentation for all expenses other 
than private duty nursing, which is treated separately and 
discussed below.132 In order to obtain prior approval, the request 
must be accompanied by a written justification from the 
enrollee’s treating physician stating why the service, equipment, 
or treatment is necessary, and “what other alternatives have 
been tried or explored.”133

The prior approval process creates an inherent conflict of 
interest for any professional charged with making these 
determinations on behalf of the Fund. This is inevitable, because 
the financial well-being of the Fund will necessarily be balanced 
against the best possible care that the plaintiff could receive. 
Instead of the plaintiff using the recovery to make her own 
health care determinations in her own best interest, such care 
will now be determined by the Fund Administrator or its 
contractor—essentially its own HMO. This is important because, 
unlike contractual and legal limitations that constrain 
restrictions on care by an HMO or insurer, the Fund can change 
the rules during the process, without limitation, and decide what 
services are “necessary” and which will be paid. Since the Fund 
Administrator has an incentive to preserve its funds, there is 
every motivation to deny payments for services, even those that a 
court has already determined are justified and appropriate. 

 This again gives the Fund the right to 
second guess both the physician’s determination concerning the 
necessary health care for the plaintiff, as well as the right to 
ignore the findings that have already been determined in court. 

A course of care or treatment that the child’s family believes is 
in her best interest may be subject to prior approval by the Fund 
and denied. “Prior Approval” refers to the requirement that the 
Fund Administrator must approve many aspects of care and 
equipment in advance.134

 
132 Id. § 69-10.6(c). 

 This substitutes the Fund’s 
determination for that of the child’s family and the court. It may 
result in delay and possible additional expense to secure care. 
Although the statute provides that the payment of qualifying 
health care costs “shall not be subject to prior authorization, 
except as described by the commissioner in regulation,” the 
regulations essentially reverse this presumption, and require 
virtually any significant category of expenditure to have prior 

133 Id. 
134 Id. § 69-10.1(x). 
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approval.135 Despite the statute’s purported intent to provide 
seamless care with a minimum of bureaucratic involvement it is 
apparent that a substantial amount of the most essential and 
costly services needed by an enrollee’s care will require the 
Fund’s prior blessing.136

Similarly, the plaintiff may well simultaneously have a private 
case manager, a case manager from a private insurance 
company, a Medicaid case manager, as well as one appointed by 
the Fund. This will inevitably lead to conflicts between them 
concerning what benefits will be received, who will provide them, 
and how much the providers will be paid. Although independent 
“case management” is inevitably a component of future care 
costs, there does not appear to be a provision under either the 
statute or the regulations to provide for such services, except for 
the state designated and paid “case manager” whose loyalties are 
divided, and who certainly is not chosen by the enrollee. This is 
no different than if the Fund decided which doctors or therapists 
could treat the plaintiff. In fact, to a certain extent they have 
done so, both by inserting their own case manager and by 
limiting the reimbursement to most providers at Medicaid rates. 

 

G. Prior Approval Requests for Environmental Modifications 
Section 69-10.7 specifies the requirements to obtain prior 

approval for environmental modifications.137 This section, and a 
similar provision for vehicle modifications, clearly illustrates the 
differences between what the plaintiff would be entitled to under 
a jury’s finding, and what the Fund may or may not allow.138

Paragraph (a) requires that home modifications can only be 
made to the “enrollee’s primary residence.”

 

139

 
135 N.Y. PUB. HEALTH LAW § 2999-j(2) (McKinney Supp. 2012). 

 This by itself 
creates numerous potential problems. Many of these plaintiffs do 
not own residences, and because they are limited to future care 
costs from the Fund, as compared to collecting damages from a 

136 Compare id. (“The provision of qualifying health care costs to qualified 
plaintiffs shall not be subject to prior authorization, except as described by the 
commissioner in regulation . . . .”), with N.Y. COMP. CODES R. REGS. tit. 10, 
§ 69-10.6–.13 (describing the various medical requests that need to be 
preapproved in order to receive coverage, including expensive needs such as 
private duty nursing and nonemergency ambulance transportation). 

137 N.Y. COMP. CODES R. REGS. tit. 10, § 69-10.7. 
138 Id. § 69-10.7–.8. 
139 Id. § 69-10.7(a). 
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tortfeasor, they will not likely have sufficient funds to purchase a 
residence. Paragraph (a) does provide, however, that if the 
“family does not own [a] residence, [that] written permission of 
the property owner must be [obtained].”140

Paragraph (b) requires the enrollee to provide written 
documentation of the assessed value of the residence and proof of 
adequate homeowners or rental insurance.

 It is unclear how 
readily agreeable a landlord would be to making handicapped 
accessible modifications to a rental property. 

141 Paragraph (c) 
requires that any modification “must meet applicable State and 
local building codes.”142

Paragraph (d) provides that the Fund administrator will not 
approve any home improvement “that is not medically necessary 
to ensure the health, welfare and safety of the enrollee by 
enabling him or her to function with greater independence in the 
community and/or by helping him or her to avoid 
institutionalization.”

 

143

Paragraph (e) sets forth the documentation necessary to 
support an application for home modification “prior approval.”

 Apparently no consideration is given to 
the family’s needs if they are caring for an enrollee at home, or 
whether such care would be made easier, less burdensome for 
them, or provide a better quality of life for the injured Fund 
enrollee. 

144 
It requires a written statement from the treating physician “on 
the physician’s letterhead” stating why the modification is 
medically necessary.145

Subparagraph (2) is extremely burdensome to the enrollee. It 
requires “a comprehensive evaluation of the proposed project by a 
rehabilitative evaluation agency or an independent building 
contractor who has significant experience working with ADA 
building standards.”

 

146

 
140 Id. 

 The “comprehensive evaluation” must 
include “pictures of the specific location” as well as specifying the 
need for the modification, the reason why the proposed 
modification was selected, whether it is the most cost effective 

141 Id. § 69-10.7(b). 
142 Id. § 69-10.7(c). 
143 Id. § 69-10.7(d). 
144 Id. § 69-10.7(e). 
145 Id. § 69-10.7(e)(1). Again, it is unclear how a physician is qualified to 

make these determinations. 
146 Id. § 69-10.7(e)(2). 
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means of meeting the plaintiff’s needs, and any safety concerns 
associated with the modification and how they will be met.147 
There are no standards by which the Fund will evaluate the 
project.148

Prior approval requests must also contain “a minimum of three 
acceptable bids from qualified contractors” who “have no 
outstanding judgments against [them] and/or . . . [the] business 
on file with the New York State Department of Law or the Better 
Business Bureau.”

 

149

Paragraph (g) provides that where less than three bids are 
submitted, a written explanation must be provided detailing (1) 
why additional bids were not submitted and (2) how it was 
determined that the considered bids are reasonably priced.

 The requirement to obtain three bids in 
many geographic areas is not only time consuming to families 
who are attempting to provide full time care to a severely 
disabled child, but may be expensive as well. 

150

Paragraph (f) requires the bid to describe the scope of the work 
and its specifications, proof of adequate insurance, and “a 
statement signed by the contractor . . . that the work will be done 
in a workmanlike manner . . . and will comply with all applicable 
building and zoning laws.”

 

151

Paragraph (h) describes how the Fund will evaluate the bids.
 

152 
It goes into an involved description that “[i]f the two lowest 
comparable bids are within 10 percent of each other, the 
enrollee . . . may choose the contractor.”153 However, “[i]f there is 
more than a 10 percent difference between the two lowest 
comparable bids,” the Fund will choose the lowest bid, unless 
“the higher bid reflects higher quality, longer durability or a 
higher degree of safety.”154 In that case—and this is quite 
revealing—”the Fund shall choose the bid that represents the 
best value for the Fund and the enrollee.”155

 
147 Id. 

 Thus, the Fund will 
not solely consider the enrollee’s interests. After a winning 
bidder is chosen, the Fund will pay one-third of the total bid 

148 See id. § 69-10.7 (disclosing the procedure but setting no standards as to 
review). 

149 Id. § 69-10.7(e)(3). 
150 Id. § 69-10.7(g). 
151 Id. § 69-10.7(f). 
152 Id. § 69-10.7(h). 
153 Id. 
154 Id. 
155 Id. (emphasis added). 
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amount to the contractor at that time.156

Subparagraph (i) requires that any change in specifications 
that increases the price of the modification requires Fund 
approval.

 

157 Subparagraph (j) provides that no further payment 
(i.e., the remaining two-thirds of the cost) will be paid until the 
Fund receives an undefined “evaluation,” confirming that the 
project meets the plaintiff’s “functional needs” and “is in 
compliance with the initial evaluation.”158 It is possible, 
therefore, that although an approved modification could be done 
properly, it may not meet the enrollee’s functional needs once it 
is completed, in which case payment may not be forthcoming. In 
that case, there may be a mechanic’s lien on the premises that 
would be the obligation of the enrollee to satisfy.159

Subparagraph (k) does provide that the Fund will pay for the 
cost of evaluating the pre- and post-project modification, as well 
as the cost of the project.

 

160

Subparagraph (l) provides for repairs to modification projects, 
but requires prior approval for modifications that have worn 
out.

 However, it does not say when such 
payment will be made, thus possibly requiring the family to 
advance it and hope that they will be paid back. 

161 As noted, there does not appear to be any thought 
concerning payment for modifications if the enrollee moves, or 
how many times in a lifetime modifications will be paid for.162

The potential effect of the rigorous nature of these provisions is 
twofold. First, the neurologically impaired child and his family 
may be deprived of home modifications essential to making care 
less onerous and improving life quality. Second, ironically, the 
more challenging it becomes to obtain an appropriate home 
environment, the more likely it will be that an increased number 
of these individuals may be forced to be institutionalized, leading 
to even higher possible costs to the Fund. 

 
This may be even more relevant in premises that are rented by 
the enrollee. 

Moreover, the Fund fails to adequately take into consideration 
some of the most common situations that will likely be 
 

156 Id. 
157 Id. § 69-10.7(i). 
158 Id. § 69-10.7(j). 
159 See id. 
160 Id. § 69-10.7(k). 
161 Id. § 69-10.7(l). 
162 Id. § 69-10.7. 
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encountered. For example, if a landlord denies permission to an 
enrollee for an environmental modification it will be unlikely 
that the family will be able to secure housing appropriate to 
enable the plaintiff to be cared for at home.163 When the family is 
in control of making home modifications, the process may become 
more feasible, quicker, less expensive, and better meet the 
family’s needs. It also must be noted that the Fund permits 
payment only for environmental modifications, and not for new 
housing, which may be more cost effective and which the enrollee 
may need in many instances.164

In addition to these problems, the overbearing bureaucratic 
procedures required for environmental modifications necessarily 
discourage potential providers of care and services from 
undertaking this work.

 

165 The most disturbing aspect of the 
complicated application process is that the Fund is not making 
its determination based on what may best fit the enrollee’s 
situation, would make the plaintiff the most comfortable, or 
would maximize the quality of her life. Rather, the Fund’s 
decision is required to be based on whether the modification 
allows for an appropriate balance between the injured enrollee’s 
minimum needs and the best value provided to the Fund.166

The Fund only allows for repairs to the modifications if they 
are “cost effective.”

 
These regulations, therefore, do not exist to assure quality of life 
care, but rather to limit what the Fund is obligated to pay. The 
enrollee does not care about the best value to the Fund, only the 
service that best meets his needs. 

167 The regulations do not state how cost 
effectiveness is to be measured or provide any procedure with 
regard to necessary repairs.168 If a repair is not deemed to be cost 
effective, apparently the recourse for the plaintiff is to seek prior 
approval for an entirely new modification. When modifications 
are worn out through normal use, the Fund requires the enrollee 
to reapply for approval for a new modification.169

 
163 Id. § 69-10.7(a). 

 The regulations 
are silent however, to what happens if the modification is 

164 Id. § 69-10.7. 
165 See id. 
166 Id. § 69-10.7(h). 
167 Id. § 69-10.7(l). 
168 Id. § 69-10.7. 
169 Id. § 69-10.7(l). 
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damaged or destroyed by something other than normal use.170

H. Prior Approval Requests for Vehicle Modifications 

 
This implies that the Fund might not be obliged to accept an 
application for a modification that was damaged or destroyed in a 
fire or simply failed to function to meet the family’s needs. 

Section 69-10.8 provides prior approval requirements for 
vehicle modifications, such as handicapped accessible vans.171 
These requirements are similar, but perhaps even more 
burdensome, than are the regulations applicable to home 
modifications.172 In the first place, the Fund will only pay for 
modifications to “a vehicle owned by the enrollee or a member of 
the enrollee’s household who has consistent and ongoing contact 
with the enrollee and provides unpaid primary, long term 
support to the enrollee.”173 This will present a major obstacle to 
many enrollees. The Fund will not pay for the vehicle itself, but 
rather only for the modification.174

Paragraph (b) specifies the requirements to support an 
application for vehicle modification including an evaluation of the 
modification by “a Driver Rehabilitation Specialist who has been 
certified by the Association of Driver Rehabilitation Specialists 
and approved by New York State Adult Career and Continuing 
Education Services-Vocational Rehabilitation (Acces-VR).”

 

175 The 
evaluation must specify the most cost effective means of meeting 
the enrollee’s needs, and a detailed specification of the work 
required.176

Paragraph (c) limits vehicle “[m]odifications . . . to vehicles that 
are registered, insured and meet New York State inspection 

 

 
170 See id. § 69-10.7 (failing to specifically identify how modifications 

damaged by other than normal use should be handled). Even if someone else 
causes damage, should the innocent child/enrollee be penalized? 

171 Id. § 69-10.8. 
172 Compare id. § 69-10.7 (allowing modifications are only if to the enrollee’s 

primary residence or written permission if not owned by enrollee), with id. 
§ 69-10.8 (allowing modifications to a vehicle if owned by enrollee or a person 
that provides unpaid, primary long term support to the enrollee, and if the 
vehicle is providing access to services or supports in the community, which 
increase their independence). 

173 Id. § 69-10.8(a). 
174 Id. §§ 69-10.8(a), (d), (l). 
175 Id. § 69-10.8(b), (k). One can imagine how difficult it might be to find one 

of these specialists in a rural county. 
176 Id. 
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standards.”177 This would preclude vehicles that are registered, 
insured or meet the standards of other states or countries where 
the enrollee might reside. This would seem to interfere with the 
constitutional right of freedom to travel or live in other states or 
countries.178

Paragraphs (d) and (e) and (f) impose even greater restrictions 
on the ability of many, if not most enrollees to get vehicle 
modifications, and certainly more than if the plaintiff could 
recover damages for vehicle modifications from the defendant, as 
other tort victims can. Paragraph (d) limits “[m]odifications . . . to 
(1) a new vehicle . . . purchased by the enrollee or a member of 
the enrollee’s household or (2) [a] structurally sound [vehicle], 
not in need of . . . repair [that is] less than 5 years old or [with] 
less than 50.000 miles” on it.

 

179 Without significant cash funds 
from the judgment, it is unlikely that the plaintiff or his family 
will be able to access sufficient funds to buy a new or low mileage 
van for modification. If this were not bad enough, pursuant to 
Paragraph (f) the cost of modifications cannot exceed the Blue 
Book value of the vehicle.180

Paragraph (e) limits modifications for wheelchair accessible 
vans to those necessary to assure “safe transportation and safe 
access into and out of the vehicle.”

 These provisions essentially 
eliminate poor or lower socioeconomic group plaintiffs from 
having a handicapped accessible van. Many enrollees will not be 
able to afford a used van with less than fifty thousand miles. The 
Fund would thereby deprive these families from any accessible 
transportation at all. 

181 The comfort of the enrollee 
or ease of use of the modification is apparently not a 
consideration.182

Paragraph (h) requires three bids for modifications,
 

183 and 
paragraph (g) limits bids only to those “that meet Acces-VR’s 
qualifications for performing vehicle modifications.”184

 
177 Id. § 69-10.8(c). 

 If fewer 

178 See infra Part V. 
179 Id. § 69-10.8(d). Many people in New York do not own and cannot afford a 

new or low mileage used vehicle. No alternative means of generally available 
handicapped transportation service is provided for by the Fund Regulations. 

180 Id. § 69-10.8(f). 
181 Id. § 69-10.8(e). 
182 See id. 
183 Id. § 69-10.8(h). 
184 Id. § 69-10.8(g). Again, in most counties it will be difficult to find three 

bidders and, even if they can be found, this is a major and unnecessary 
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than three bids are submitted a written explanation must be 
submitted as to why.185

Subparagraph (j) requires that any change in specifications 
that increases the price of the modification requires Fund 
approval.

 

186 Similar to home modifications, subparagraph (k) 
provides that complete payment will not be made until the Fund 
receives an evaluation confirming that the project meets the 
enrollee’s “functional needs” and is in compliance with the initial 
evaluation.187

Subparagraph (l) does provide that the Fund will pay for the 
cost of the pre- and post-project evaluation, as well as the cost of 
the modification and, in limited circumstances, travel costs.

 Again, it is possible that an approved modification 
could be done properly, but after it is completed not meet the 
enrollee’s functional needs, in which case payment may not be 
forthcoming. 

188

The problems that these Fund regulations present with respect 
to vehicle modifications are similar to those that have been 
discussed with regard to home modifications. A jury may well 
have found that a handicapped accessible van would have been 
included in the plaintiff’s future care costs as part of a reasonably 
considered life care plan. Under the Fund, however, an injured 
enrollee is not entitled to the cost of a new or even low mileage 
used van equipped for her disabilities.

 

189 The Fund will only 
provide for vehicle modifications, not the purchase of a vehicle.190

Although the regulations allow for modifications for vehicles 
that the plaintiff’s family currently owns, this too is subject to 
limitations. The owner of the van must be the person who 
provides the “unpaid primary, long-term support to the enrollee” 
and “has consistent and ongoing contact with the enrollee.”

 
Therefore, if the enrollee does not already have a vehicle—most 
usually a van that is suitable for modification to fit the plaintiff’s 
needs—the enrollee will simply not get accessible transportation 
from the Fund at all. 

191

 

imposition on families. 

 
This indicates that a handicap accessible van modification is not 

185 Id. § 69-10.8(h). 
186 Id. § 69-10.8(j). 
187 Id. § 69-10.8(k). 
188 Id. § 69-10.8(l). 
189 Id. § 69-10.8. 
190 Id. 
191 Id. § 69-10.8(a). 
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available under the Fund in any circumstance where the injured 
enrollee is institutionalized or where the family member would 
get paid for the care of the child even if they had to give up 
another paying job to do so. Moreover, the Fund will only pay for 
a modification if the vehicle is the enrollee’s “primary source of 
transportation.”192

The regulations further restrict the availability of 
modifications by requiring that (1) modifications can only be 
made on new vehicles, vehicles less than five years old, or 
vehicles with less than 50,000 miles on them; and (2) “[t]he cost 
of the modification[ ] may not exceed the Blue Book . . . value 
[for] the vehicle.

 Without the full recovery of a judgment many, 
if not most, urban dwellers will not be able to afford a van. Most 
enrollees in New York City, for example, will essentially be 
deprived of a handicapped accessible van, even for outings to 
other parts of the state. 

193 This significantly limits the opportunity for 
those who cannot afford a new van to be able to modify an older 
one, which they might be able to afford. In order for the Fund to 
pay for modifications a potential van, therefore, must fall within 
the small window of being new enough to qualify as being less 
than five years old or having 50,000 miles, and simultaneously be 
old enough to be affordable for the family to purchase, and still 
be sufficiently expensive to possess a Blue Book value that 
exceeds the cost of the modifications that must be made to it.194

These problems are in addition to similar constraints that 
vehicle modifications share with the prior approval for 
environmental modifications described above. The process is long 
and protracted, requires evaluations by independent parties, and 
requires at least three bids.

 

195 Again, if the difference between 
the two lowest bids be greater than 10 percent, the Fund is to 
pick the bid that it feels provides the best value to the Fund, and 
not what best meets the plaintiff’s needs.196 Finally, the 
regulations make absolutely no provision for maintaining the 
modified van and how that will be paid for.197

 
192 Id. 

 Presumably that 
burden would fall onto the enrollee, even though she likely lacks 
the ability to pay for it because she has been prevented from 

193 Id. § 69-10.8(d), (f). 
194 Id. 
195 Id. §§ 69-10.7(e), (g), (j), 69-10.8(b), (h), (k). 
196 Id. § 69-10.8(i). 
197 Id. § 69-10.8. 
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recovering this sum from the defendant-tortfeasor. 

I. Prior Approval Requests for Assistive Technology 
Section 69-10.9 provides for prior approval requests for 

Assistive Technology.198 Essentially the bidding process for this 
service restates the bidding requirements for home and vehicular 
modifications.199

Paragraph (a) provides that a request for an assistive 
technology device shall also “be considered to include a request 
for AT services.”

 The differences will be highlighted below. 

200 This is assistance from the Fund “to the 
enrollee in the selection, acquisition, and use of the appropriate 
AT device and necessary training.”201 Although this paragraph 
may sound benign, what it really does is supplant the decision of 
the family’s physician and other providers, who answer solely to 
the family in choosing assistive devices. The decision on 
equipment may be based on the Fund’s assessment and 
motivations in keeping cost low, rather than the enrollee’s needs, 
preferences, or choices.202

Paragraph (b) describes the requirements to be a provider of 
Assistive Technology Equipment.

 For example, insurance companies and 
government programs may refuse to pay for electric wheelchairs 
because they claim that the patient was not an appropriate 
candidate, even though her doctors, teachers, or family felt 
otherwise. It is a further example of the Fund inserting itself 
where a court, a jury, the family, or a health care professional 
disagrees with the Fund’s assessment. 

203 A provider must either (1) be 
approved under 18 N.Y.C.R.R. Part 504, (2) be a provider under 
the New York State Office for Persons with Developmental 
Disabilities Community Based Waiver Program, (3) be a licensed 
pharmacist, or (4) be a Durable Medical Equipment provider.204 
For Personal Emergency Response Systems, the provider must be 
approved under an existing contract with a local Social Services 
District or a similar agency in another state.205

 
198 Id. § 69-10.9. 

 No provision is 

199 Compare id. § 69-10.9, with id. § 69-10.7, and id. § 69-10.8. 
200 Id. § 69-10.9(a). 
201 Id. 
202 Id. § 69-10.9(a), (e), (g)–(i). 
203 Id. § 69-10.9(b). 
204 Id. 
205 Id. 
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made for providers outside the United States.206

Similarly, under paragraph (c) anyone making an assistive 
technology assessment must be either (1) “a New York State 
Acces-VR approved provider” (or equivalent in another state—
but not outside the United States), (2) an “Independent Living 
Skills trainer” (past or present under the New York State 
Community Waiver program, but apparently not another state or 
country), or (3) a “professional who is knowledgeable about the 
full range of devices and/or technology available to assist 
individuals with disabilities.”

 

207

Paragraph (d) requires that AT devices requested from the 
Fund must meet Underwriters Laboratory standards or comply 
with any applicable Federal Communications Commission 
requirements.

 This latter catchall would seem 
to include almost anyone, or perhaps no one. 

208

The process for requesting AT is quite detailed and extensive. 
It “must include . . . justification for . . . how the [requested] 
equipment . . . will meet the needs and goals of the enrollee in . . . 
improving . . . functional capacities in an efficient and cost 
effective manner.”

 

209 It also “must include . . . all assessments 
made to determine the necessary AT, including [(1)] . . . 
information [regarding] the [enrollee’s unique] needs and 
preferences, . . . limitations and prognosis; [(2)] . . . the 
environment [for where the equipment] will be used; [(3)] the 
basis for selecting the particular AT [and its] advantages over 
other options. . . ; and” (4) any information regarding at least 
three alternatives considered.210 If there are less than three 
options considered, that fact must be justified to the Fund.211

Under paragraph (f) if any AT equipment requires home 
modification, information and permission of the landlord must be 
provided if the home is not owned.

 

212

Paragraph (g) requires written explanation justifying the 
 

 
206 Id. 
207 Id. § 69-10.9(c). 
208 Id. § 69-10.9(d). 
209 Id. § 69-10.9(e)(1). This again places cost efficiency at the top of the list, 

above the needs of the plaintiff, or whether the court found that certain 
equipment was warranted. 

210 Id. § 69-10.9(e)(2). 
211 Id. § 69-10.9 (e)(2)(D). All of this creates a major burden on families, when 

in fact the court, the family, or a health professional has likely already made a 
direct or indirect finding that such equipment was justified. 

212 Id. § 69-10.9(f). 
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choice of AT equipment and, as noted above, if less than three 
alternatives were considered, an explanation as to why there 
were less than three.213 As with vehicular and home 
modifications, under Paragraph (h) if the two lowest bids are 
within ten percent of each other the enrollee may choose between 
the providers, but if there is more than a ten percent difference, 
the Fund will pick the lowest bidder, unless one provides “higher 
quality, longer durability or a higher degree of safety,” in which 
case the Fund will choose the “best overall value.”214

Paragraph (i) permits “cost effective repairs” with written 
justification “and two or more estimates for the repair,” as well as 
“a plan to minimize future loss or damage.”

 The choice of 
the enrollee’s family or health professional is apparently 
irrelevant. 

215 There is no 
discussion as to how often AT equipment can be replaced as 
needs change or technology improves.216 Paragraph (j) may 
severely limit access to AT equipment. It arbitrarily provides 
that the Fund will not pay “more than the wholesale cost of the 
equipment plus 50 percent.”217

J. Prior Approval Requests for Private Duty Nursing 

 It is unknown whether this will 
impair the availability of certain types of equipment to Fund 
enrollees. 

Section 69-10.10 provides for prior approval for “private duty 
nursing.”218

 
213 Id. § 69-10.9(g). 

 Depending on how private duty nursing is defined 
(and there is no definition of “private duty nursing” in the 
regulations or statute) this could be the single most critical item 
covered, or perhaps not covered, by the Fund. For example, it is 
unclear as to whether private duty nursing refers to only 
registered nursing care, or if it refers to someone less 
credentialed, such as a licensed practical nurse, a licensed care 
aide, or another person providing skilled or “custodial type” care 
to a neurologically impaired patient. Many of these children will 
require caregivers with extensive training and specialized skills. 
These individuals cannot be safely left with someone whom has 

214 Id. §§ 69-10.7(h), 10.8(i), 10.9(h). 
215 Id. § 69-10.9(i). 
216 Id. 
217 Id. § 69-10.9(j). 
218 Id. § 69-10.10. 
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no experience in dealing with a person who is neurologically 
impaired, much less providing the specialized care such as 
suctioning or G-tube feedings that is required. 

Paragraph (a) provides that a request for private duty nursing 
care, either at home or in a hospital, “must be accompanied by a 
physician’s written order and treatment plan.”219 If “private duty 
nursing” is to be provided in a “hospital setting,” paragraph (b) 
provides that the physician’s order must also state that the 
enrollee requires “individual and continuous care beyond that 
available by the staff of the hospital.”220

Paragraph (c) refers to “nursing services” and requires a 
“physician’s order . . . stat[ing] either that there is no approved 
home health [care] agency available to provide the intermittent 
or part-time nursing services [required] . . . or that the enrollee is 
in need of individual and continuous care beyond that available 
from an approved home health agency.”

 

221 This would seem to 
imply that nursing services less than registered nurses may be 
covered by the Fund without prior approval, but there is no 
provision that actually states this, and the answer to that 
question remains unclear.222 It is further provided, however, that 
“[t]he Fund Administrator may request [updated] periodic 
treatment plans and other medical information as he or she 
determines the particular circumstances warrant prior to 
approving additional periods of private duty nursing.”223

Paragraph (d) provides that under an urgent situation, a 
physician may order private duty nursing services for up to two 
nursing days if a prior approval request is submitted.

 

224 The 
section further provides that a claim for these services can be 
submitted to the Fund for payment, but there is no provision 
stating that they will actually make payment under these 
circumstances.225

Payment for nursing care services at Medicaid rates has the 
 

 
219 Id. § 69-10.10(a). It is unclear whether a hospital setting includes a 

nursing home, another custodial care type facility, or a group home. 
220 Id. § 69-10.10(b) 
221 Id. § 69-10.10(c). It should be noted that this paragraph refers to “nursing 

services” as opposed to “private duty nursing.” Id. This might imply that 
“nursing services,” and the requirement of prior approval, therefore, is broader 
than “private duty nursing” services. 

222 See id. 
223 Id. 
224 Id. § 69-10.10(d). 
225 Id. 
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potential to severely compromise the care of enrollees because 
families will have greater difficulty finding nurses to work at 
these rates. This will directly impact on the quality of care, 
quality of life, and even longevity of neurologically impaired 
children, as well as their families who are providing care. It may 
also have the effect of requiring families to indefinitely provide 
the necessary around the clock care simply because there will be 
a shortage of nurses at below market reimbursement levels. 
Despite the fact that a court may have found that the plaintiff 
was entitled to full time nursing care the Fund could nonetheless 
reject such a request when the plaintiff is enrolled in the Fund. 
Even if such care is approved, the low payment rates may make 
it difficult to find willing providers.226 There have already been 
concerns raised that payment by the Fund at Medicaid rates will 
have a negative impact on the accessibility to services of critical 
providers.227

The fact that nursing care is paid at Medicaid rates is 
apparently based on the presumption that family members are 
going to be able to provide the majority of care for the injured 
enrollee. This presumption is neither valid nor appropriate. A 
parent is not obligated to, in effect, serve a “life sentence” caring 
for a neurologically impaired individual. Under the law of 
damages in New York, such parents are entitled to have 
appropriate assistance either in the home or by facility care. If 
they do elect to provide care themselves, they are entitled to be 
compensated for it.

 

228 Depending on the individual’s needs, the 
level of care may require full time private duty nursing, a full-
time registered nurse, or other skilled caregivers. Each enrollee’s 
need is going to be different. Certain enrollees in the Fund are 
going to require suctioning, specialized feeding, or other care 
intensive needs. Family members are not obligated to bear these 
burdens alone, and the regulations are completely devoid of 
clarification as to what is, and is not, covered in this regard.229

 
226 See id. § 69-10.10(c). 

 
The low reimbursement rate provided by Medicaid creates an 

227 Bergen, supra note 82. 
228 See Schultz v. Harrison Radiator Div. General Motors Corp., 683 N.E.2d 

307, 311 (1997); Auer v. New York, 733 N.Y.S.2d 784, 787 (App. Div. 3d Dep’t 
2001); King v. New York, 393 N.Y.S.2d 93, 94 (App. Div. 3d Dep’t 1977); 1B N.Y. 
PATTERN JURY INSTRUCTIONS, supra note 105, at § 2:280. 

229 See N.Y. COMP. CODES R. REGS. tit. 10, § 69-10.10–.11. 
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additional problem.230

Even if the plaintiff is fortunate enough to acquire providers at 
Medicaid rates, then the issue is whether the quality of care 
would be sufficient for the plaintiff’s needs. It is not unlikely that 
the care provided under the Fund would be inferior to that which 
would be available at market rates if the plaintiff were not forced 
into the Fund. Recent studies and articles confirm the fear that 
Medicaid rates will compromise access to the care that these 
vulnerable children (and adults) require.

 Even if the Fund were to approve nursing 
care for a certain number of hours, there is no guarantee that the 
family would be able to find nursing staff who would be willing to 
work in the home at those rates or on all shifts. The same is true 
with necessary equipment, and certain providers, particularly 
those who provide more expensive or higher quality equipment, 
may refuse to provide their goods at Medicaid rates. 

231 When care is 
restricted and inadequate there is legitimate concern that these 
children may suffer unnecessarily, and perhaps die 
prematurely.232

A 2011 study published in the New England Journal of 
Medicine established that Medicaid patients (the equivalent of 
Fund enrollees, since reimbursement for most services are at 
Medicaid rates) experienced significant delays in getting 
appointments with medical subspecialists as compared to private 
pay or private insurance company patients.

 

233 The delay in 
getting appointments was about twice as long—an average of 
forty-two days under Medicaid—compared to twenty days with 
private insurance.234

It is hardly surprising therefore, that recent investigative 
reporting discovered that developmentally disabled individuals 

 

 
230 Charlene Harrington et al., Nursing Staff Levels and Medicaid 

Reimbursement Rates in Nursing Facilities, 42 HEALTH SERVICES RES. 1105, 
1106–07 (2007). 

231 See Joanna Bisgaier & Karin V. Rhodes, Auditing Access to Specialty 
Care for Children with Public Insurance, 364 NEW ENG. J. MED. 2324, 2325, 
2328 (2011) (describing a study which measures the impact of Medicaid 
coverage on the availability of medical specialty care). 

232 See Kessler, Critical Analysis, supra note 43; Danny Hakim & Russ 
Buettner, In State Care, 1,200 Deaths and Few Answers, N.Y. TIMES, Nov. 5, 
2011, at A1, available at http://www.nytimes.com/2011/11/06/nyregion/at-state-
homes-simple-tasks-and-fatal-results.html (describing a recent case of an 
individual drowning, because of an allegedly low staffing level due to 
inadequate funding). 

233 Bisgaier & Rhodes, supra note 231, at 2328. 
234 Id. 
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whose care was either provided or managed by the State of New 
York were dying prematurely at an alarming rate.235 A 
November, 2011 New York Times article describes a number of 
unexplained deaths and other injuries to disabled individuals in 
state facilities, most of which apparently related to poor care, 
such as choking, drowning.236 The Times reported “the average 
age of those who died [from] unknown causes was 40, while the 
average age of residents dying of natural causes was 54.”237 The 
State Commission on Quality of Care and Advocacy for Persons 
with Disabilities found that there had been “concerns about the 
quality of care in nearly half” of the unexplained deaths.238

A 2011 editorial in the Albany Times Union noted that the 
state of New York was spending on average $144,000 per year 
per developmentally disabled person under their care.

 

239 Despite 
this, the “unexplained” death rate for individuals cared for by the 
State of New York was more than four times higher than the rate 
in Massachusetts and Connecticut.240

K. Prior Approval Requests for Enteral Nutritional Formula 

 These findings, therefore, 
may well be a preview of will happen when the Fund, rather than 
families, is making health care decisions for neurologically 
impaired patients. 

Section 69-10.11 requires prior approval for supplemental 
nutritional formula.241

Paragraph (a) specifies that no prior approval is necessary if 
the Fund has documentation that the child is fed by NG tube, G-
tube or J-tube.

 

242

Paragraph (b) specifies that requests for additional nutritional 
formula to be provided orally as a supplement must be ordered 
by a physician, physician’s assistant, or nurse practitioner, and 
the order must specify “a diagnosed medical condition or 
pathological process causing malnutrition” and “clinical findings 

 

 
235 Hakim & Buettner, supra note 232. 
236 Id. 
237 Id. 
238 Id. 
239 TU Editorial Board, A Deadly System for the Disabled, TIMES UNION (Nov. 

9, 2011, 6:01 AM), http://blog.timesunion.com/opinion/a-deadly-system-for-the-
disabled/15958/. 

240 Id. 
241 N.Y. COMP. CODES R. & REGS. tit. 10, § 69-10.11(2012). 
242 Id. § 69-10.11(a). 
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supporting malnutrition,” a physiologic disorder resulting from 
surgery, or laboratory confirmation of low protein.243 Such clinical 
findings would include involuntary weight loss, a failure to gain 
weight or height in six months, or the loss of lean body mass.244

The regulations do not appear to consider the possibility that a 
patient may be fed by tube, but still be able, and indeed 
medically required, to take supplemental enteral formula or 
other nutrition by mouth.

 

245

L. Prior Approval Requests for Transportation for Medical Care 
and Services 

 

Section 69-10.12 requires prior approval for transportation to 
receive medical care and other services.246 It does not provide for 
the Fund to pay for specialized transportation services that 
would be required by a disabled enrollee for recreational or other 
nonmedical treatment.247 Therefore, a disabled individual who 
cannot afford a vehicle or cannot meet the requirements to obtain 
vehicle modifications as set forth in Section 69-10.8, but 
nevertheless needs specialized transportation for activities of 
daily living, is not entitled to such transportation under the 
Fund.248

Even transportation for “non-emergency ambulance . . . or . . . 
ambulette” is subject to prior approval by the Fund 
Administrator and must be supported by an order from a 
physician, nurse practitioner, physician’s assistant, or a facility 
servicing the enrollee.

 They will have no means to access the community. 

249 Paragraph (b) specifies that only 
authorized commercial providers will be paid.250

Paragraph (c) lists six criteria used in determining whether 
approval will be granted: “(1) whether . . . the enrollee’s condition 
necessitates a mode of transportation other than that ordinarily 
used”

 

251

 
243 Id. § 69-10.11(b). 

 and if such mode of transportation is the only one that 
can be safely used; (2) whether multiple treatments are required 

244 Id. § 69-10.11(b)(2). 
245 See id. § 69-10.11. 
246 Id. § 69-10.12. 
247 See id. 
248 Id. § 69-10.12(c); see id. § 69-10.8. 
249 Id. § 69-10.12(a). 
250 Id. § 69-10.12(b). 
251 As noted, because of the restrictions on vans and/or other transportation 

the enrollee may well not have access to appropriate transportation for regular 
use to access the community at all. 
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“over a short period of time that would cause an undue financial 
hardship;”252 (3) if “the geographic location of the enrollee and the 
provider of medical care and/or services are such that the usual 
mode of transportation would be inappropriate;” (4) “whether the 
distance to be traveled for medical care and/or services would 
require a large transportation expense that would result in an 
undue financial hardship for the enrollee;” (5) whether there is a 
need to continue medical care or obtain services with a specific 
provider outside the enrollee’s usual geographic location; and (6) 
the enrollee’s unique circumstances.253

If the plaintiff cannot acquire a modified van either on their 
own or through the Fund, his options for transportation are very 
limited. The only transportation provided by the Fund is that 
which is required to transport the plaintiff to receive medical 
care.

 

254

Even if a physician deems such treatment requiring 
transportation to be necessary, prior approval for such 
transportation might still be denied pursuant to the criteria that 
the Fund must consider in determining whether an application 
should be approved.

 Therefore, the Fund will not provide for transportation to 
recreational or other activities that would improve the quality of 
life of the plaintiff and integrate her into the community. The 
Fund simply would not provide for trips to the library, a ball 
game, the mall, or to give an urban enrollee an occasional trip to 
the country to get some fresh air. 

255 These criteria effectively eliminate the 
ability for the enrollee to choose when certain medical care is 
necessary, who is going to provide that care, and where that care 
is going to be provided. This is because the Fund simply may not 
provide for transportation to a certain location or geographic area 
for care if it is felt that such care could be provided more 
proximately to the enrollee.256

 
252 As discussed below, apparently ordinary financial hardship, or even 

simply not being able to afford transportation, is not enough to warrant 
payment. 

 Apparently no consideration is 
given to the quality of care that may be provided elsewhere. 
Under the Fund’s criteria one neurologist, for example, is as good 
as the next. The Fund has the power to prevent an enrollee from 
obtaining even necessary medical services outside of their home 

253 Id. § 69-10.12(c). 
254 Id. § 69-10.12. 
255 Id. § 69-10.12(c). 
256 Id. § 69-10.12(c)(5). 
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area because it is likely that the enrollee will not be able to 
secure a van on her own and has to rely on the Fund for all 
transportation. For example, someone who lives in rural upstate 
New York may be precluded from obtaining transportation to 
obtain medical services in New York City, Boston, or California. 
It would appear that fundamental decisions about where care is 
to be provided should not be within the control of the Fund. No 
other malpractice victim has such restrictions imposed on him. It 
would appear only fair that the injured plaintiff should be 
entitled to the care that a jury determined is necessary to make 
her whole, and not merely the care that the Fund decides they 
can spare. 

Additionally, the regulations are not concerned whether 
transportation to and from medical care will be a “financial 
hardship” on the enrollee’s caretakers, but will only approve 
transportation if the Fund decrees that it amounts to an “undue 
financial hardship.”257

M. Prior Approval Requests for Other Qualified Health Expense 
Payments 

 It is unclear how the Fund would consider 
what constitutes an “undue financial hardship” as opposed to just 
a regular “financial hardship,” or if the Fund will consider any 
other financial means that the plaintiff might have at her 
disposal, potentially creating an inequity between enrollees with 
different levels of income. 

Section 69-10.13 provides for prior approval requests for 
qualified health care expenses that are not otherwise specified.258

This section specifies “that requests [for] payment or 
reimbursement for any out of the ordinary qualifying health care 
cost shall provide the documentation required in section 
69-10.6(c) . . . and any other relevant information the Fund 
Administrator deems necessary.”

 

259

 
257 Id. § 69-10.12(c)(2),(4). 

 This gives the Fund 
Administrator the right to insist on prior approval for essentially 
all “qualified” health care expenses. It is therefore completely 
contrary to the spirit and intent of the statute, which provides 
that no qualified health care costs shall require such prior 
authorization except as provided by the Commissioner by 

258 Id. § 69-10.13. 
259 Id. 
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regulation.260

N. Expedited Prior Approval Process 

 The net effect of these prior approval sections, and 
in particular this section, is that it completely reverses the 
process, and essentially makes everything subject to prior 
approval by the Fund. 

Section 69-10.14(a) provides for an “expedited prior approval 
process” within forty-eight hours where a physician certifies and 
documents that there is an “urgent need” for such services and 
approval.261 Paragraph (b) permits such services to be provided 
on an “emergency basis” pending the expedited prior approval 
process if the application for approval is submitted without 
delay.262

The problem here is that there is no assurance, even if services 
are provided on an emergency basis or for expedited prior 
approval, that such request will ultimately be approved by the 
Fund.

 

263 This will tend to discourage providers from providing 
even “emergency” services that are within the category of prior 
approval because of the possibility of eventual rejection. 
Moreover, there is no provision for payment even to a provider 
who is acting in a good faith belief that there was an urgent or 
emergency need for services, if the Fund Administrator 
ultimately disagrees that the service was required.264

O. Claim and Prior Authorization Review Process 

 

Section 69-10.15 describes the process for obtaining 
administrative review of a denial of services applied for under 
the Fund, whether or not prior approval was required.265 
Pursuant to Paragraph (a), the enrollee must complete a claim 
denial review form within thirty days of the denial of the 
requested service. It may be submitted electronically, by mail, or 
hand delivered.266

Paragraph (b) requires the form to specify the basis for an 
 

 
260 N.Y. PUB. HEALTH LAW § 2999-j(2) (McKinney Supp. 2012); N.Y. COMP. 

CODES R. & REGS. tit. 10, § 69-10.13. 
261 N.Y. COMP. CODES R. REGS. tit. 10, § 69-10.14(a). 
262 Id. § 69-10.14(b). 
263 Id. § 69-10.14. 
264 Id. 
265 Id. § 69-10.15. 
266 Id. § 69-10.15(a). 
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assertion that the request for services was improperly denied, 
and permits the enrollee to request a review by phone or in 
person.267

Paragraph (c) requires that “[a]ll written evidence, including 
the names of witnesses a party intends to present at the hearing, 
must be provided to the other party at least 5 business days prior 
to the hearing.”

 

268

Paragraph (d) allows a person who has been denied prior 
approval to request “an informal conference in addition to a 
formal review.”

 

269 In this instance, the Fund Administrator will 
designate someone from the Fund to informally discuss the 
reasons for the denial, at least one week before the formal 
hearing.270 The regulation does not specifically give the 
“informal” Fund designee the authority to reverse the denial.271

Paragraph (e) provides for the assignment of a hearing officer 
designated by the Commissioner and providing notice of the 
hearing to the requesting party.

 
By scheduling the “informal conference” as little as a week before 
the formal hearing, it essentially precludes the plaintiff from 
avoiding the expense to prepare for the formal hearing. Given the 
apparent lack of authority to alter the denial, it appears that this 
process exists solely to try to convince the plaintiff that the 
denial was justified, and therefore discourage pursuit of the 
formal hearing. 

272

Paragraph (f) describes the requirements of the hearing notice 
which must include (1) “the date, time and place of the 
hearing . . . within a reasonable distance from the requestor;” (2) 
a statement of the issues at the hearing; (3) “ the manner in 
which the hearing will be conducted;” and (4) a statement 
informing the enrollee of her right to be represented by 
counsel.

 

273

 
267 Id. § 69-10.15(b). 

 If the plaintiff resides in another state or country, this 
paragraph would suggest that the hearing would have to be out 
of the state or country, or any place in the world—though it is 
difficult to believe that the Fund Administrator would actually 

268 Id. § 69-10.15(c). 
269 Id. § 69-10.15(d). 
270 Id. 
271 Id. 
272 Id. § 69-10.15(e). 
273 Id. § 69-10.15(f). 
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comply with this requirement at a distant location.274

Paragraph (g) permits all papers and notices to be served by 
regular mail, which is deemed complete three days after 
mailing.

 

275 Actual receipt is not required.276

Paragraph (h) requires the Commissioner of Health to assign a 
Hearing Officer.

 No thought is given 
to the possibility that a party may live across the country or even 
outside the United States, where delivery within three days may 
be problematic. 

277 Presumably this is an employee of the Health 
Department, though the regulations are silent on this issue.278 
The Hearing Officer must not have a “personal bias,” though this 
term is undefined.279 Any party (presumably the Fund, the 
enrollee, and perhaps a provider denied payment) may request 
that the Hearing Officer be disqualified “for personal bias or for 
other good cause” established by affidavit stating the basis for 
disqualification.280 Apparently it is the Hearing Officer who will 
decide whether he or she should self-disqualify.281 The Hearing 
Officer may also, on her own motion, disqualify herself “for 
bias.”282

Paragraph (i) provides that the hearing is to be conducted “in a 
fair and impartial manner.”

 

283 It also enumerates the powers of 
the Hearing Officer, granting her the authority to (1) “rule upon 
requests by all parties to the hearing, including requests for 
adjournments”284 (2) administer oaths and issue subpoenas to 
require the attendance of witnesses and the production of 
documents;285

 
274 This is not just hypothetical. The author was actually recently consulted 

by an attorney in Australia who represents an Australian citizen injured at 
birth in New York City, but who currently resides in Australia. Does anyone 
seriously think that the Fund would schedule a hearing in Australia? 

 (3) “admit or exclude evidence,” though no 

275 Id. § 69-10.15(g). 
276 Id. 
277 Id. § 69-10.15(h). 
278 See id. § 69-10.15(h). 
279 See id. 
280 Id. § 69-10.15(h)(1). 
281 Id. § 69-10.15(h)(4). 
282 Id. § 69-10.15(h)(2). 
283 Id. § 69-10.15(i). 
284 Id. § 69-10.15(i)(1). 
285 Id. § 69-10.15(i)(2). It is unclear where this subpoena power comes from, 

or how one enforces a subpoena for an out of state or foreign witnesses or 
records. See N.Y. PUB. HEALTH LAW § 2999-j (McKinney Supp. 2012) (making no 
mention of any subpoena power). 
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standards are provided;286 (4) “limit repetitious examination or 
cross examination . . . or . . . testimony;”287 (5) “hear arguments 
on facts and law,” though again no standards as to how this is 
applied are presented;288 (6) “order . . . opening statements 
summarizing why the . . . Fund Administrator’s [decision] was 
[correct] or was not correct;’289 (7) “order the parties to appear at 
a pre-hearing conference . . . to simplify the issues[and] expedite 
the hearing;”290 (8) “ensure that a written or electronic verbatim 
record of the proceedings is made and made available to the 
parties;”291 (9) “perform [any] other acts . . . necessary for the 
maintenance of order and efficien[cy]” throughout the hearing 
“unless otherwise prohibited by law or regulation;”292 and (10) 
adjourn the hearing at the request of a party for good cause, or at 
the hearing officer’s own motion if he or she determines that 
proceeding “would be prejudicial to a party’s due process 
rights.”293

Paragraph (j) describes the manner in which the hearing shall 
be conducted which “shall provide . . . a fair and prompt 
resolution of [the] dispute.”

 

294 The parties have the right to be 
“represented by legal counsel or other individuals with 
specialized training relevant to the hearing and may be 
accompanied by a person of his or her choice.”295 “The hearing 
shall be closed to the public unless the enrollee [or her 
representative] requests an open hearing.”296

 
286 N.Y. COMP. CODES R. & REGS. tit. 10, § 69-10.15(i)(3). A later paragraph 

does state that “[t]he formal rules of evidence shall not apply,” id. 
§ 69-10.15(j)(5), There is no provision for out of state witnesses or “trial” 
depositions from experts who cannot attend a hearing, see id. §69-10.15 (noting 
that the regulations do not provide for out of state witnesses or depositions from 
experts who may be absent from a hearing). 

 “The parties . . . 
shall have an opportunity to present evidence and to question all 
witnesses at the hearing” and every witness shall be under 

287 Id. § 69-10.15(i)(4). 
288 Id. § 69-10.15(i)(5). 
289 Id. § 69-10.15(i)(6). 
290 Id. § 69-10.15(i)(7). This also could increase legal fees to the enrollee. 
291 Id. § 69-10.15(i)(8). There is no specific requirement that the plaintiff is 

entitled to this without cost, thereby further increasing the cost to the plaintiff 
to challenge a denial of services. Id. § 69-10.15. 

292 Id. § 69-10.15(i)(9). 
293 Id. § 69-10.15(i)(10). 
294 Id. § 69-10.15(j). 
295 Id. § 69-10.15(j)(1). 
296 Id. § 69-10.15(j)(2). 
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oath.297

Subparagraph (5) requires the Hearing Officer to “consider all 
relevant evidence” including “records, documents, and 
memoranda submitted into evidence,” though “[t]he formal rules 
of evidence shall not apply.”

 

298 There is no guidance as to what is 
or is not admissible evidence.299 In the event that the parties 
stipulate to settle the dispute prior to the decision, “a hearing 
officer will issue a consent order” that will “have the same force 
and effect as an order issued by the Commissioner.”300

Paragraph (k) requires the hearing officer to “render a written 
recommendation to the Commissioner within 30 days of the 
hearing.”

 

301 The hearing officer’s recommendation includes “the 
relevant facts, the applicable law[s], regulations, and official 
policies . . . upon which the recommendation is based.”302

Under Paragraph (l), “[t]he Commissioner or his or her 
designee shall review the hearing record and the hearing officer’s 
recommendation and issue a decision that contains findings of 
fact, conclusions of law and the reason(s) for the determination 
and, when appropriate, directs the Fund Administrator to take 
specific action.”

 

303 The Commissioner’s decision shall be issued no 
more than thirty days from the Hearing Officer’s 
recommendation.304

Paragraph (m) requires mailing of a decision to all parties to 
the hearing and the Fund Administrator, and provides that the 
Commissioner’s decision shall be final subject to the enrollee’s 
right to seek judicial review.

 Thus, the Commissioner is not bound by the 
Hearing Officer’s “recommendation” even if it is favorable to the 
enrollee. 

305

This appeals process is burdensome because the enrollee will 
need to pay for attorneys, experts, and possibly the enrollee’s 
care while the appeal is pending. The regulations create even 
more impediments to an enrollee successfully reversing a denial 
of services. 

 

 
297 Id. § 69-10.15(j)(3)–(4). 
298 Id. § 69-10.15(j)(5). 
299 Id. § 69-10.15(j). 
300 Id. § 69-10.15(j)(6). 
301 Id. § 69-10.15(k) (emphasis added). 
302 Id. It is unclear what might constitute an “official policy.” Id. 
303 Id. § 69-10.15(l). 
304 Id. 
305 Id. § 69-10.15(m). 



KESSLER_FAHRENKOPF PAGE 173 (DO NOT DELETE) 7/10/2012 3:27 PM 

2012] N.Y. MEDICAL INDEMNITY FUND 223 

First, there does not appear to be any requirement that the 
Fund initially specify the basis for the denial. As a result the 
enrollee must guess the reason and blindly attempt to respond to 
it.306 Moreover, although the enrollee is required to disclose to the 
Fund all of her written evidence and the names of her witnesses, 
there is no reciprocal provision requiring the Fund to specify any 
witnesses or written evidence so as to enable the enrollee to 
prepare her argument.307

Second, the family will likely have to incur significant legal 
expense, including expenses for expert witnesses to present an 
appeal, despite the fact that such witnesses likely had already 
either testified or submitted reports justifying the requested 
services at trial, and may have had their position accepted in a 
court of law. Experts at trial, who may have been secured at 
great expense and from a great distance may have to retestify, 
possibly on short notice, especially if the services denied are time 
sensitive. The enrollee may not be able to afford either the legal 
expense or appropriate expert testimony. This will not only limit 
chances of a successful appeal, but may deter the enrollee from 
even initiating a review. 

 

Third, there is no provision for the reimbursement of attorney’s 
fees or expert expenses, even if the appellant is successful in 
overturning the Fund denial.308 Nor is there a provision for 
continued services pending the review decision, which can take 
up to sixty days (thirty days for the hearing officer’s 
recommendation to the Fund Administrator and another thirty 
days for the Fund Administrator’s decision).309

Finally, the Fund will presumably be having multiple hearings 
involving what may be a limited number of Hearing Officers. 
This will enable the Fund, in contrast to the enrollee, to establish 

 In the meantime, 
even if ultimately successful, the enrollee must do without the 
necessary services and incur the expense of the review process, 
merely to get that care that she has already won in court. 

 
306 Id. § 69-10.6 (providing process for approval of requests); See id. 

§ 69-10.15 (providing process for denial review but not requiring the Fund to 
provide the basis for the denial). 

307 See id. § 69-10.15(c) (allowing for witnesses but not requiring Fund to 
specify witnesses). 

308 See id. § 69-10.15 (allowing for representation by attorney during denial 
proceedings but not providing for reimbursement of fees incurred). 

309 See id. § 69-10.15(k)–(l) (providing for a review period of up to sixty days 
but no continued services in the interim). 
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a “track record” of favorable Hearing Officers who are inclined to 
control costs. The Fund can keep track of these Examiners and 
potentially misuse their knowledge of a hearing officer’s 
proclivities to seek disqualification. Since the regulations make 
no reference to payment of the hearing officer, it can be 
presumed that they will be state employees, and thus possibly 
not entirely impartial. 

The net effect of these provisions, when combined with the fact 
that services may not be provided while the review process is 
pending, may well mean that the enrollee could go without 
services—even if they are successful in overturning the denial—
for an extended period of time.310

Should the enrollee have to go back to court in an attempt at 
an appeal, she would be limited to an Article 78 proceeding.

 If the denial is maintained and 
the plaintiff is required to go back to court, the delay will be even 
longer, even if they are eventually successful. The significant 
costs and potentially devastating consequences to the plaintiff in 
the meantime are apparently not considered by the regulations. 

311 In 
this setting the plaintiff will have a higher burden of proving the 
need for services than she did in establishing her need ‘“for the 
care at trial in the first instance. At the malpractice trial all that 
was required was establishing the need for care by a 
preponderance of the evidence.312 By contrast, in order to reverse 
a determination by the Fund denying care, she will have to show 
that the determination made by the Fund Administrator (1) “was 
made in violation of lawful procedure;” (2) “was affected by an 
error of law;” (3) “was arbitrary or capricious;” or (4) lacked 
“substantial evidence.”313

It also remains to be seen what, if any, standards there will be 
for reapplying for the same, or similar, benefits after a denial. 
Would res judicata apply to the Commissioner’s denial if the 
enrollee simply reapplied for a denied benefit at a later date? 
What if any change in circumstances need to be shown to 
reapply?

 

314

 
310 See id. (describing time period for review without reference to continued 

services during that time regardless of success of claim). 

 The regulations do not specify if any time limits are 

311 See N.Y. C.P.L.R. § 7801 (McKinney 2008) (describing scope of Article 78 
proceeding). 

312 1A N.Y. PATTERN JURY INSTRUCTIONS, supra note 105, at §1:23. 
313 C.P.L.R. § 7803. 
314 N.Y. COMP. CODES R. REGS. tit. 10, § 69-10.15 (providing procedure for a 

hearing for the denial of a claim but failing to provide standards for reapplying 
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applicable to prohibit reapplication for the same benefits 
following a denial.315

P. Right to Expedited Review of Denials of Request for Prior 
Approval 

 

Section 69 10.16 provides for expedited review of prior 
approval denials under certain circumstances.316 If a physician 
provides a written statement that the enrollee has an urgent 
need for medical services or other items, and the reason why 
such service or item is needed on an expedited basis, a review of 
the request must be conducted within ten business days of the 
request for expedited review and supporting documentation.317 
The Hearing Officer must make a recommendation to the 
Commissioner within five business days of the hearing.318 The 
Commissioner is then obligated to make his or her decision 
within five business days of the Hearing Officer’s written 
recommendation.319

Subparagraph (d) provides that pending an expedited review 
determination, a service or item may—but is not required—to be 
provided.

 

320 Therefore, even under the “expedited review 
process,” the enrollee might have to go twenty days without 
urgently needed services even if successful.321

Q. Actuarial Calculations for the Fund 

 

Section 69 10.18 relates to actuarial calculations for the 
Fund.322 Paragraph (a) requires “the Superintendent [to] conduct 
an actuarial calculation of the estimated liabilities of the Fund 
for the year following [the] annual deposit [to fund it].”323

 

benefits after a denial, a standard of review for denial, or any requirement to 
disclose change in circumstances). 

 
Significantly, as noted below, there is no calculation as to 

315 See id. § 69-10.5, .15. 
316 N.Y. COMP. CODES R. & REGS. tit. 10, § 69-10.16 (2012). 
317 Id. § 69-10.16(a). 
318 Id. § 69-10.16(b). 
319 Id. § 69-10.16(c). 
320 Id. § 69-10.16(d). 
321 Id. § 69-10.16 (adding together the ten business days allowed for the 

review of the request, the five business days the Hearing Officer has to make a 
recommendation, and five business days to get the Commissioner’s decision, the 
child could potentially have to wait 20 business days for critical services). 

322 Id. § 69-10.18. 
323 Id. § 69-10.18(a). 
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whether the Fund is actuarially sound over the lifetimes of the 
enrollees.324

Actuarial calculations of estimated liability must be conducted 
quarterly thereafter, assessing the estimated liabilities, but 
again only for the ensuing year.

 

325 The actuarial analysis must 
include (1) “the number of qualifying plaintiffs admitted in the 
Fund, and estimates of the number of qualified plaintiffs not yet 
admitted;”326 (2) mortality experiences of the plaintiffs in the 
Fund;327 (3) “the amounts of benefits paid by the Fund;”328 (4) 
“patterns of utilization;”329 (5) inflationary patterns;330 (6) 
expenses of the Fund administration;331 (7) “the impact available 
health insurance has on the benefits paid by the Fund;”332 and (8) 
“investment earnings on the assets held by the Fund.”333

There is no discussion as to who will conduct the actuarial 
analysis; whether it will be done internally by the Department of 
Insurance or whether it can be contracted out, and if so, whether 
it is paid for as a cost of administration of the Fund. There is no 
description as to whether this analysis will be made public and 
whether it can be challenged.

 

334 The latter is important because 
the actuarial calculations will determine when the Fund is closed 
to new enrollees. If the estimates are unrealistic, it could 
adversely affect the settlement value of a plaintiff’s case 
depending on whether it is likely to be within or outside the 
Fund.335

R. Suspension of the Fund 

 

Section 69 10.19, as provided by statute, reiterates that when 
the Fund’s current liabilities equal or exceed 80 percent of the 
 

324 Id. § 69-10.18. 
325 Id. § 69-10.18(a). 
326 Id. § 69-10.18(b)(1). 
327 See id. § 69-10.18(b)(2). The mortality experience will be somewhat, if not 

largely, dependent on the estimate of services provided to the admitted 
plaintiffs. The less services that are provided, the higher the mortality rate will 
be. 

328 Id. § 69-10.18(b)(3). 
329 Id. § 69-10.18(b)(4). 
330 Id. § 69-10.18(b)(5). 
331 Id. § 69-10.18(b)(6). 
332 Id. § 69-10.18(b)(7). 
333 Id. 10 § 69-10.18(b)(8). 
334 See id. § 69-10.18 (failing to mention whether the analysis will be made 

public or if it may be challenged). 
335 N.Y. PUB. HEALTH LAW § 2999(i)(6) (McKinney Supp. 2012). 
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Fund’s assets as determined by the actuarial analysis described 
above, the Fund shall suspend enrollment and no new enrollees 
will be accepted.336 This issue is critical since it would appear to 
create a denial of equal protection. Some plaintiffs will be limited 
to the Fund, and others with the exact same injury and 
damage—even theoretically one of two injured twins—will be 
able to collect their full damages from the defendant.337 This will 
be determined solely by the financial status of the Fund at a 
given time.338

Paragraph (b) provides that if the Fund’s current liabilities are 
no longer equal to or in excess of 80 percent of the Fund’s assets, 
enrollments will again be accepted.

 

339 Paragraph (c) provides that 
the Fund Administrator is required to provide proper notice of 
suspension or reinstatement of enrollment on the Fund’s 
website.340 Paragraph (d) provides that “[o]nce enrolled, a 
qualified plaintiff will remain in the Fund for his or her lifetime, 
and will not be impacted by a suspension in enrollment.”341 This 
language also raises an interesting question of whether an 
applicant can be placed into the Fund while a defendant appeals 
liability. There is no provision to deny enrollment based on an 
appeal, and this language states that “[o]nce enrolled, a qualified 
plaintiff will remain in the Fund for his . . . lifetime.”342

Although the language in this section is apparently directed to 
the possibility of Fund suspension, it may be broad enough to 
cover a reversal of the defendant’s liability on appeal.

 Since 
there is no lifetime reserve for any enrollee, and since neither the 
actuarial soundness of the Fund over a lifetime, nor the degree of 
funding by the state for ensuing years, much less decades, can be 
predicted or assured, it is difficult to see how this promise can be 
made or backed up. 

343

 
336 Id. § 2999(i)(6); N.Y. COMP. CODES R. & REGS. tit. 10, § 69-10.19(a). 

 It is 
possible therefore, that without a stay on appeal, a child could be 

337 See discussion infra Part V.B. 
338 PUB. HEALTH § 2999(i)(6); N.Y. COMP. CODES R. & REGS. tit. 10, 

§ 69-10.19(a); see discussion infra Part V.B. 
339 N.Y. COMP. CODES R. & REGS. tit. 10, § 69-10.19(b). 
340 Id. § 69-10.19(c). 
341 Id. § 69-10.19(d). 
342 Id. See also id. § 69-10.2(b) (requiring applicants to submit only a 

“certified copy of the court-approved settlement or judgment” and not requiring 
applicants to provide appellate documentation if they are appealing). 

343 See id. § 69-10.19(d) (maintaining that qualified plaintiffs will remain in 
the Fund for their lifetimes regardless of any suspensions in enrollment). 
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enrolled in the Fund pending appeal and, under this provision, 
cannot be removed even if liability is reversed.344

This provision, therefore, arbitrarily creates four subclasses of 
malpractice victims with the exact same injury, damages, and 
cost of care. The first class constitutes infants who suffer from a 
neurologic impairment as a result of malpractice after or not 
involving birth. They will receive their full measure of damages 
and can collect them from the defendant. The second category 
consists of birth injured children whose judgments come before 
80 percent of the Fund is exhausted. The care for these victims, 
as long as there is continued state funding, will require Fund 
approval and will be paid exclusively by the Fund at Medicaid 
rates, instead of by the defendant or its malpractice carrier at 
market costs.

 

345 The third category will be those birth injured 
children whose judgment comes after 80 percent of the Fund is 
exhausted. They will be paid their full damages by the defendant 
(and/or insurance carrier) as determined by the court, just as if 
the Fund did not exist.346 The fourth, hybrid category of the 
second and third classes, consists of those who start out in the 
Fund, but may be forced to remain in the Fund even if the Fund 
appropriation is exhausted and there is no money left to pay for 
their care. These children will begin by having part of their 
damages paid at Medicaid rates and requiring Administrative 
approval, but were the Fund to run out of money, the rest would 
presumably be paid at full rates by the defendant, but perhaps 
not. The question of what happens if the Fund runs out of money 
for individuals already in it, remains unanswered, the promise by 
the Fund regulations to continue paying notwithstanding.347

S. Rates of Payment 

 

Section 69 10.20 provides for the rates of payment to providers 

 
344 See id. (allowing qualified plaintiffs to remain in the Fund for their 

lifetimes). 
345 N.Y. PUB. HEALTH LAW § 2999-j(4) (McKinney Supp. 2012); N.Y. COMP. 

CODES R. & REGS. tit. 10, § 10.20(b). 
346 PUB. HEALTH § 2999-i(6). 
347 Id. § 2999-i(6). This creates yet more administrative headaches. It is not 

clear whether a defendant can ever be released or a judgment satisfied even if a 
child starts out in the Fund. Since there can never be any assurance that there 
will be a sufficient appropriation to pay future care costs, either the defendant 
remains responsible to pay the judgment or the plaintiff has to go without 
essential care services. 
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of services.348 This is a critical section because, as discussed 
previously, the rate of payment for services will have a direct 
impact on the availability and access to care by enrollees.349

Paragraph (a) provides that physician’s services are paid at the 
“usual and customary charges for [such] services” as specified by 
“FAIR Health, Inc.”

 This 
will necessarily adversely impact the quality of life and even the 
longevity of the plaintiff. 

350

More importantly, Paragraph (b) provides that for “services, 
supplies, equipment and medications”—a category that 
encompasses almost everything else—payment for such items 
will be at the Medicaid rate.

 Even if it is assumed that such payments 
are “reasonable” and generally accepted by physicians, there is 
certainly no assurance that any particular physician or specialist 
will accept this amount. This has the significant potential, 
therefore, to reduce access to care and health care choices by the 
plaintiff. 

351 Paragraph (c) provides that 
services for which there is not a Medicaid rate will be paid in the 
manner described by the prior approval process, that is, the three 
competitive bids.352

T. Payment for Services Between April 1, 2011 and October 1, 
2011 

 

Section 69 10.21 provides for payment for expenses incurred 
between (a) the six month period of time between when the Fund 
took effect on April 1, 2011 and when the Fund started accepting 
enrollees on October 1, 2011, and (b) the time between the 
judgment or settlement and actual enrollment in the Fund.353

Paragraph (a) states that plaintiffs who were eligible to enroll 
after April 1, 2011 “must rely upon private health insurance or 
Medicaid to cover medical expenses” for the period prior to 
October 1, 2011. 

 

354

 
348 N.Y. COMP. CODES R. REGS. tit. 10, § 69-10.20. 

 Paragraph (b) provides that after October 1, 
2011 (when the Fund actually started taking applications) the 

349 Moore & Gaier, supra note 6. 
350 N.Y. COMP. CODES R. & REGS. tit. 10, § 69-10.20(a). 
351 Id. § 69-10.20(b). 
352 Id. § 69-10.20(c). 
353 Id. § 69-10.21. 
354 Id. § 69-10.21(a). This means that they have been deprived of payment for 

services from the defendant and also deprived of payment for these services by 
the Fund as well. 
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Fund will reimburse health care costs incurred between the time 
of approval of a settlement or judgment and the date the plaintiff 
is enrolled in the Fund.355

U. Residence of Qualified Plaintiffs 

 

Section 69 10.22 deals with the residence of qualified 
plaintiffs.356 Under Paragraph (a), enrollees are “required” to 
advise the Fund administrator of any address change.357 It is 
unclear where the authority to require this information is found. 
Nor is any concern expressed about the loss of privacy associated 
with this obligation.358

Paragraph (b) specifies that eligibility or continued enrollment 
“is not dependent on the current or past residency of a qualified 
plaintiff.”

 

359 Although this statement may be technically true, as 
a practical matter, the regulations present numerous problems 
related to the freedom to travel.360

The Fund does not address many issues that would arise with 
respect to where the plaintiff can live. It is unclear how the Fund 
would handle situations where the plaintiff has more than one 
residence, such as where his parents are divorced. In that 
instance, the plaintiff might not be eligible for any modification 
assistance from the Fund, for example, because it is possible that 
between the two households the plaintiff might not have a 
“primary” residence.

 

361

 
355 Id. § 69-10.21(b). This of course assumes that the child’s family had access 

to such care during that period. 

 The Fund also creates the potential to 
disturb whether the plaintiff can even stay at the home of certain 
family members if it refuses to allow for the modification of more 
than one residence. These limitations would not arise if the 
plaintiff received his damages from the tortfeasor and was 

356 Id. § 69-10.22. 
357 Id. § 69-10.22(a). 
358 The basis for this requirement, as well as the obligation to continue to 

provide medical authorizations would presumably be justified on the grounds 
that they are necessary to maintain eligibility for a government benefit, such as 
would be the case with Medicaid. The critical distinction is that the child is 
forced into the Fund, and is there only because the State took away his right to 
obtain payment for judicially determined damages from the defendant, and 
thereby the concurrent right to avoid these invasions of privacy. 

359 N.Y. COMP. CODES R. & REGS. tit. 10, § 69-10.22(b). 
360 See discussion infra Parts V.B., V.D.2. 
361 N.Y. COMP. CODES R. REGS. tit. 10, § 69-10.7(a). 
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thereby able to tailor her care to her own unique situation.362

Additional issues arise when a plaintiff’s family wishes to 
relocate. There are currently no regulations regarding payments 
for expenses that result from relocation. The Fund then may very 
well refuse to pay for environmental modifications for a new 
home, especially if the home they are leaving is equipped with 
the necessary modifications. 

 

Residence issues are also created with respect to payment of 
services. If the child is not a resident of New York, or moves out 
of New York State, it is unclear what the reimbursement rate 
would be, especially if the other state’s Medicaid reimbursement 
rates are higher than those in New York.363 It would appear that 
an enrollee would not be allowed to use a higher Medicaid 
reimbursement rate from another state.364

IV. PRACTICAL DIFFICULTIES OF THE FUND 

 As a result, a child 
receiving New York rates in another state risks not having access 
to services. In fact, if a child who is a resident of another state is 
born in New York, and personal jurisdiction cannot be asserted 
in her home state, the child’s only recourse might be to accept 
payment from the Fund, at New York Medicaid rates, even 
though her only connection to New York was her birth. The 
child’s residence should not affect the damages recoverable. 
Finally, it is also conceivable that the child might live outside the 
U.S., and outside the reach of Medicaid providers. Forced 
enrollment in the Fund might preclude them from receiving care 
overseas. 

The Fund creates several practical difficulties for both the 
state and the enrollees who will be covered by the Fund. The 
most critical issue is the manner by which the Fund receives its 
 

362 Id. § 69-10.21(b). 
363 See Moore & McMullen, supra note 26 § 17:2.4 (noting that it is unclear 

whether New York rates can be used while residing in Florida). 
364 Consider two twins, both injured by New York obstetric malpractice, at 

the same time, with identical injuries. One twin lives in a different state. This 
might result in the twins receiving different amounts from the Fund. See Moore 
& McMullen, supra note 26 §17:2.4 (questioning whether under § 69-10.22 a 
person who lives out of state can use New York rates). Depending on the timing 
of their actions, the order of their births, and the approval process for 
acceptance in the Fund it is theoretically possible that even if they lived in the 
same household, one of the twins may be covered under the Fund, and one not. 
See N.Y. PUB. HEALTH LAW § 2999-i(6) (McKinney Supp. 2012); see also N.Y. 
COMP. CODES R. REGS. tit. 10, § 69-10.19(a). 
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assets, and whether it will be able to survive at over the long 
term. As noted previously, there are also significant issues with 
regard to patient’s rights, such as medical privacy and access to 
care. 

A. Funding Insufficiency 
How the Fund will manage its assets, and more important 

whether there will be sufficient funding to fulfill its obligations, 
presents a major potential problem. The Fund is limited to a first 
year appropriation of $30 million dollars.365 The level of future 
funding is based on a 1.6 percent tax on obstetrical services in 
New York. The amount raised in the future is unlikely to keep 
pace with the number of enrollees added to the Fund each year. 
The number of births in New York will remain relatively 
constant.366 Therefore, the number of new enrollees will continue 
to grow, essentially doubling (or more) in the second year and 
increasing by a similar number each year for decades until the 
enrollees start to decease. As the Fund continues to get more and 
more enrollees, there is no way to assure sufficient funding to 
keep the promise that their services will be paid, and once the 
Fund fills up there will be no way to accept new enrollees without 
significantly more money. At some point the financial burden on 
the state may become unsustainable. In addition, new enrollees 
and the expenses for each enrollee are not going to remain 
consistent from year to year, and how the Fund is going to deal 
with this dilemma is unclear. Finally, the Fund is dependent not 
only on appropriations at the state level, but it will also likely be 
very sensitive to any changes in the Medicaid system.367

The cost of future care will be paid from the Fund.
 

368

 
365 PUB. HEALTH § 2807-d-1; Stashenko, supra note 28. 

 It appears 
that the sum of $30 million that was appropriated to the Fund in 
the first year includes the cost of administering the Fund, and 

366 Table 5: Live Birth Summary by Mother’s Age 2009, N.Y. DEP’T HEALTH, 
http://www.health.ny.gov/statistics/vital_statistics/2009/table05.htm (last 
visited Feb. 29, 2012 ); Table 5: Live Birth Summary by Mother’s Age 2008, 
N.Y. DEP’T HEALTH, http://www.health.ny.gov/statistics/vital_statistics/2008/
table05.htm (last visited Feb. 29, 2012); Table 5a: Live Birth Summary by 
Mother’s Age 2007, N.Y. DEP’T HEALTH, http://www.health.ny.gov/statistics/
vital_statistics/2007/table05a.htm (last visited Feb. 29, 2012). 

367 See PUB. HEALTH § 2999-j(4); N.Y. COMP. CODES R. & REGS. tit. 10, 
§ 69-10.20(b). 

368 PUB. HEALTH § 2999-j(6)–(7). 
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this cost can be contracted out privately.369 Even the initial 
appropriation may be inadequate, because as described above (1) 
every year the number of enrollees in the Fund will increase 
until they start to expire in significant numbers over ensuing 
decades; (2) the cost to provide care for these enrollees will 
increase every year due to inflation;370 (3) it cannot be known how 
many plaintiffs will be eligible for the Fund in any given year;371 
(4) the cost to provide care for each applicant will vary —perhaps 
significantly; (5) the annual cost of the Fund will be difficult to 
predict due to necessary up-front expenditures related to patient 
care such as home or vehicle modifications; and (6) the cost to 
administer the Fund must be covered by the Fund itself.372

In fact, the fiscal stability of the Fund depends on the hope 
that the Fund will never reach its 80 percent limit. For example, 
consider the scenario where the Fund starts out the year with 
the initial $30 million appropriation.

 

373 Assuming that there is a 
15 percent cost of administering the Fund ($4.5 million) no new 
applicants can be taken into the Fund after $20,400,000 (80 
percent of the balance) is spent.374 Even if it were assumed that 
approximate net cost of care is only $100,000 per case per year, 
this is only a maximum of 204 potential plaintiffs covered.375 
Interestingly, it is estimated that the Fund could be responsible 
for up to 200 new applicants per year.376 However, whatever 
magic number of enrollees exhausts the Fund in any given year, 
if the 80 percent limit is reached the Legislature would have to 
increase funding beyond the first year’s $30 million appropriation 
in subsequent years merely to provide for the enrollees already in 
the program.377

 
369 See id. §§ 2807-d-1, 2999-i(2)(c); Stashenko, supra note 28. 

 This is because each year the number of plaintiffs 
whom the Fund will be capable of covering will decrease because 

370 Johnson, supra note 44. 
371 See Stashenko, supra note 28 (noting that the care provided to an enrollee 

will be decided on a case by case basis and that the size of the Fund in later 
years will vary according to its needs). 

372 PUB. HEALTH § 2999-i(3). 
373 Id. § 2807-d-1(2). 
374 Id. § 2999-i(6). 
375 VIRGINIA BIRTH-RELATED NEUROLOGICAL INJURY COMPENSATION PROGRAM, 

COMPREHENSIVE ANNUAL FINANCIAL REPORT 26 (2010) (showing that the average 
expense per claimant is roughly 100,000 dollars). Many of these children can 
require care that can cost several times $100,000 per year, even excluding high 
front end first year costs. 

376 Knipel, supra note 7; Stashenko, supra note 28. 
377 PUB. HEALTH § 2999-i(6). 
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of inflation.378

The way the Fund is structured and financed, it is by no means 
certain that payments of future care costs will be available over 
an enrollee’s entire lifetime. Indeed it is highly likely that they 
will not.

 Depending on how many of the enrollees die in any 
given year, only a very small number of additional plaintiffs will 
ever again be covered by the Fund without an additional influx of 
cash. Assuming that the first year $30 million appropriation is 
sufficient to pay for all of the eligible enrollees in that year, in 
order to take in any new plaintiffs, the Legislature would likely 
have to appropriate more than $60 million in the following year 
(because of inflation), and likely more than $90 million in the 
year after that, increasing every year until the Fund becomes 
unsustainable. If such multiplying appropriations do not occur, 
despite even the best of intentions, there can be no assurance 
that future Legislatures will increase Fund appropriations 
sufficiently. The Fund will have to cease taking new plaintiffs 
forever, thus creating even more different subcategories of 
infants that have suffered a birth related neurological injury as a 
result of malpractice. Any birth injury plaintiff who is unlucky 
enough to be in the first cases tried or settled will be in a wholly 
different class of recovery from everyone else with the exact same 
injury and damages, and for whom the Fund will lack the assets 
to cover them. 

379 There was no requirement that an actuarial 
computation determine that the Fund would be actuarially sound 
in the first place (beyond the ensuing year).380 Were there no 
concern about the ongoing solvency of the Fund, it would not 
have been necessary to include the “failsafe” of stopping 
enrollment when the Fund is 80 percent exhausted. Nor is there 
a requirement of an actuarially sound lifetime reserve for each 
enrollee. Rather, the Fund makes payments on a “pay as you go” 
basis in the same manner as does Social Security.381

 
378 See Johnson, supra note 44 (discussing the effects of inflation on medical 

costs). 

 If the Fund 
runs out of money, or the Legislature decides to eliminate or 

379 See PUB. HEALTH § 2999-i(5), (6)(a) (detailing how additional funds will 
need to be deposited into the Fund, and the contingency of Fund liabilities 
becoming larger than the amount of monies within the Fund). 

380 See id. § 2999-i; N.Y. COMP. CODES R. REGS. tit. 10 § 69-10.18(a) (2012) 
(setting out how to determine the amount paid into the fund, without 
mandating the process would be actuarially sound). 

381 Stashenko, supra note 28. 
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reduce funding in the future, the plaintiff may be without a 
remedy. It is unclear whether an enrollee will be able to go back 
to the original defendant or their insurer in order to get the 
resources necessary to obtain care. If the defendant has since 
gone bankrupt, or the insurance aggregate that would have been 
available to an initially covered plaintiff has been used, then the 
plaintiff may well be totally out of luck when it comes to funding 
future care. 

B. Potential Backlogs of Enrollees and Up-Front Costs 
It is also possible that the Fund will become bombarded with 

applicants in future years, particularly over the next several 
years. It was initially estimated that there are approximately 200 
cases per year of obstetrical malpractice involving hypoxic injury 
to which the Fund would be applicable.382 If this is accurate, then 
because (1) the Fund purports to apply to pending cases as well 
as new cases, and (2) it may take 3–4 years or more for these 
pending cases to be resolved, there may be as many as 800 or 
more pending cases with approximately 200 more coming on line 
each year.383 This backlog alone, therefore, will mean that 
without a quadrupling of the budget allocation over the next 
three years–and continuing significant increases in future years–
less than one out of four eligible qualified plaintiffs may be 
“covered” by the Fund.384

This computation assumes that the Fund can only expect 200 
applicants per year. There is reason to believe that the Fund may 
be subject to many more potential enrollees. Since the Fund is 
now willing to accept future care costs—which in most instances 
is the largest component of damages—the defendant has a 
decreased incentive to take the risk of an adverse outcome, and 
may be more inclined to settle with the plaintiff and stick him in 
the Fund.

 

385

 
382 Knipel, supra note 7; Stashenko, supra note 28. 

 As a result, plaintiffs who have more questionable 
claims of liability or causation may be more likely to get a 
settlement from the defendant for a nominal amount of pain and 
suffering because the defendant knows that it will not be 

383 N.Y. COMP. CODES R. REGS. tit. 10 § 69-10.2(a)(3). 
384 See Stashenko, supra note 28. 
385 See Knipel, supra note 7 (“For a severely impaired infant, lifetime benefits 

could easily be worth millions of dollars . . . [while the] settling defendant does 
not have to pay the cost for plaintiff’s inclusion in the Fund, and its annual 
premium to finance the Fund, if any, remains unaffected.”). 
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responsible for future care costs.386 There is also an issue with 
respect to the possibility that autism, or unrelated post 
delivery/resuscitation malpractice occurring prior to discharge 
but after delivery, may be covered by the Fund.387

Regardless of how small the recovery for future care costs or 
the amount allocated to future care in a settlement, full lifetime 
benefits are required to be paid by the Fund.

 

388

It is unclear how the Fund would address actuarial reserves 
and pay for front end loaded upfront costs like future home 
renovations, or a handicapped accessible van that may be 
required to keep a child (and eventually an adult) at home. If 
these upfront costs are included, the number of enrollees who can 
be covered in the first year will drop significantly. Usually these 
big ticket items, such as handicapped accessible vehicles, or 
home renovations are accounted for in a life care plan on an 
annualized basis.

 Instead of 
diminishing the number of lawsuits, the Fund may actually 
increase them, and thereby contribute to its own demise as 
unsustainable. 

389

C. Dependence on Medicaid 

 But if they are all required–as will likely be 
the case–in the first year of the Fund, the first year cost to the 
Fund will be much higher than the average annual cost for 
typical care–thus further reducing the number of new plaintiffs 
that the Fund can accept, both in the first year and in each 
subsequent year, without a significant increase in funding. 

Nor is there any assurance that Medicaid will continue to 
provide necessary services or funding, much less at rates that 
will provide the care that the court has determined are 
appropriate. There are currently serious proposals before 
Congress to transform Medicaid payments to make “block” grants 
to states, and the states may or may not use these grants to pay 
 

386 See id. (demonstrating for questionable claims it is better to settle because 
plaintiff will receive millions of dollars in care over their lifetime and the 
defendant is less likely to resist because they do not pay any of the costs). 

387 Id. See supra note 65; infra note 468. 
388 See Knipel, supra note 7. Ironically, the amount of future care costs that 

the Fund is obligated to pay is entirely unrelated to the amount of the verdict 
for future care costs or settlement. Theoretically the defendant can agree to 
settle a birth injury claim for one dollar and bind the Fund to millions of dollars 
in future care costs. 

389 Joel N. Morse & Jeffrey M. Siedenberg, Transportation Expenses in Life 
Care Plans: An Incremental Approach, 10 J. LEGAL ECON. 61 (2000). 
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Medicaid benefits as presently constituted.390 The fact that the 
Fund relies on the Medicaid payment rates set at the federal 
level means that the Fund, and all of its enrollees, are directly 
affected by any changes to these rates.391

D. Medical Records and Documentation 

 Any changes to 
Medicaid rates could have a dramatic and unpredictable impact 
on the availability of essential care services. 

As discussed earlier, a defendant may enroll the plaintiff in the 
Fund and thereby escape liability to pay the cost of future care 
necessitated by their negligence.392 This forced enrollment in the 
Fund infringes on the plaintiff’s medical privacy interest, and 
imposes a continuing significant burden to provide extensive 
medical information to the Fund over her entire lifetime.393

The regulations require that an application include (1) “a 
[signed] medical release form, which shall be in compliance with 
applicable laws and regulations pertaining to patient 
confidentiality;” (2) “documentation regarding the specific nature 
and degree of the applicant’s birth-related neurological injury or 
injuries, including diagnoses and impact on the applicant’s 
activities of daily living and instrumental activities of daily 
living;” and (3) a life care plan.

 

394

The Fund’s impact on the privacy interests of the plaintiff, 
including any HIPPA implications, could be the topic of another 
paper. The most obvious question presented by the regulations is 
what happens when a defendant files an application to enroll the 
plaintiff but the plaintiff refuses to sign a medical release form. 
It would appear that, because acceptance into the Fund is 
required by the statute in order to receive any payment at all for 
future medical expenses, the plaintiff is required to waive his 
medical confidentiality to the Fund Administrator, forever.

 

395

 
390 Mary Agnes Carey & Marilyn Werber Serafini, How Medicaid Block 

Grants Would Work, KAISER HEALTH NEWS (Mar. 6, 2011), http://
www.kaiserhealthnews.org/Stories/2011/March/07/block-grants-medicaid-
faq.aspx (last visited Feb. 25, 2012). 

 In 

391 N.Y. PUB. HEALTH LAW § 2999-j(4) (McKinney Supp. 2012); N.Y. COMP. 
CODES R. REGS. tit. 10, § 69-10.20 (2012). 

392 PUB. HEALTH § 2999-j(7); N.Y. COMP. CODES R. REGS. tit. 10, § 69-10.2(a). 
393 See discussion infra Part V.D.4. As noted previously this may also violate 

HIPPA. Health Insurance Portability and Accountability Act of 1996, Pub. L. 
104–191, 110 Stat. 1936 (1996). 

394 N.Y. COMP. CODES R. REGS. tit. 10, § 69-10.2(b). 
395 PUB. HEALTH § 2999-j(7). 
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addition, the Fund claims that it is authorized to share this 
information with third parties for a variety of reasons. For 
example, the Fund can use the medical release to determine 
eligibility of the plaintiff for other governmental benefit 
programs (presumably to see if the Fund can reduce its own 
liabilities); to review the quality of care provided; to coordinate 
with health insurance companies; to “gather statistics and data 
for use in shaping public policy;” and to “determine the financial 
status” of the Fund.396

In addition, the documentation that an enrollee is required to 
submit in order to qualify under the Fund is extremely 
burdensome for the plaintiff to produce.

 Once a neurologically impaired child 
injured at birth is enrolled in the Fund, she will be required to 
“consent” to the lifetime release of her medical records, and such 
records will end up in any number of places beyond her control. 

397 There is significant 
time, effort and cost associated with creating and updating these 
materials.398 Although it is true that under most circumstances 
such documentation would have been created for the litigation, 
that is not necessarily so. Once it is recognized that a child may 
end up in the Fund there is less reason for plaintiff’s counsel to 
incur the expense and effort necessary to produce these 
materials.399 In a settlement situation, a higher percentage of 
damages allocated to future care costs would actually work 
against the plaintiff because it would reduce any proportion of 
cash that is collectable.400

E. Plaintiff’s Actual Recovery: Medicaid Liens and Attorney’s 
Fees 

 Therefore, the Fund required “life care 
plan” type documents will not necessarily be available to the 
plaintiff, who must bear the burden and cost of providing them to 
the Fund. 

Since costs awarded for future care will not be recoverable 
under the Fund, the plaintiff’s actual cash recovery for any injury 

 
396 NEW YORK STATE MEDICAL INDEMNITY FUND, NOTICE OF PRIVACY PRACTICES 

1–2 (2012), available at http://www.dfs.ny.gov/insurance/mif/mif_privacy.pdf. 
397 N.Y. COMP. CODES R. REGS. tit. 10, § 69-10.2. 
398 See JOY PRITTS, HEALTH POLICY INST. GEORGETOWN UNIV., YOUR MEDICAL 

RECORD RIGHTS IN NEW YORK: A GUIDE TO CONSUMER RIGHTS UNDER HIPAA, 10–
12 (2005) (stating that a request for a copy of medical records could take up to 
30 days and can require a fee for every copy). 

399 PUB. HEALTH § 2999-j(6). 
400 Id. § 2999-j(6)(a). 



KESSLER_FAHRENKOPF PAGE 173 (DO NOT DELETE) 7/10/2012 3:27 PM 

2012] N.Y. MEDICAL INDEMNITY FUND 239 

caused by medical malpractice will be limited and reduced. In 
fact, plaintiff’s cash recovery will be reduced even further by any 
Medicaid liens for reimbursement of past medical expenses 
paid.401 Finally, even though the plaintiff is in the Fund, her 
attorney still needs to get paid, and the flawed methodology for 
determining the attorney’s fee actually creates a potential 
conflict of interest between the attorney and the plaintiff 
client.402

1. Medicaid Liens 

 Between the Fund, Medicaid liens, and attorney’s fees, 
it is unclear whether there will be sufficient cash left for the 
plaintiff to make a significant impact on quality of life. 

In many, if not most, instances the neurologically impaired 
child will have been receiving Medicaid assistance up until the 
judgment or settlement. Medicaid is entitled to place a lien on 
any recovery collected by the plaintiff for the past medical 
expenses it paid.403 The state, however, may not encumber any 
recovery beyond that expended for medical care.404 Therefore, if 
there is a settlement reached between a plaintiff and a defendant 
for less than the amount that the entire case is worth as 
determined by the court or agreed to by stipulation, the state is 
only entitled to recover the portion of the settlement that 
represents compensation for past medical expenses.405 In the case 
where a settlement does not provide an allocation for past 
medical expenses, the state can recover no more than the 
proportion between the amount of the claim was worth and the 
amount of the entire settlement.406 This principle has come to be 
known as “equitable allocation.”407

Before Arkansas Dept. of Health and Human Services v. 
Ahlborn,

 

408 New York law had been that Medicaid had a lien on 
the plaintiff’s entire recovery regardless of how the recovery was 
apportioned.409

 
401 N.Y. SOC. SERV. LAW § 104-b(1) (McKinney 2003). 

 Although it appears Ahlborn has overruled this 

402 PUB. HEALTH § 2999-j(14). 
403 SOC. SERV. § 104-b(1). 
404 Id. 
405 Ark. Dep’t of Health and Human Servs. v. Ahlborn, 547 U.S. 268, 284–85 

(2006). 
406 Id. at 274–75, 292. 
407 Morales v. N.Y.C. Health & Hosp. Assoc., 935 N.Y.S.2d 850, 851–52 (Sup. 

Ct. N.Y. Cnty. 2011). 
408 547 U.S. 268 (2006). 
409 Calvanese v. Calvanese, 710 N.E.2d 1079, 1080 (N.Y. 1999). 
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principle, it is unclear to what extent New York will accept or 
attempt to limit its holding. Some cases have embraced Ahlborn 
and have required allocation hearings to determine how much of 
their lien Medicaid can collect.410 At least one case however, 
Morales v. New York City Health and Hospital Assoc.,411 appears 
to limit the holding of Ahlborn, asserting that equitable 
allocation only applies when there is a “legal . . . impediment” to 
the plaintiff’s full recovery.412

Although Morales has speculated that the Medical Indemnity 
Fund would qualify as such a legal impediment where equitable 
allocation would be appropriate, New York law, at least 
according to Morales, may not be as settled as previously 
thought, even before adding the additional ingredient of the 
Fund.

 

413 Regardless of whether equitable allocation is embraced, 
the injured plaintiff still has to satisfy a Medicaid lien with a 
cash recovery now further reduced by the application of the Fund 
and the restriction on recovery for future care costs. If equitable 
allocation is used in a settlement involving a qualified plaintiff, it 
becomes very important to determine the portion of the 
settlement allocated to “future care costs,” which is picked up by 
the Fund and is not recoverable by the plaintiff, that should be 
counted toward the total value of the claim.414 If equitable 
allocation is applied and excludes future care costs in calculating 
the full value of the case, then Medicaid may be able to collect a 
large portion of the cash available to the plaintiff.415 This is 
because the cost of any past medical care received by the 
qualified plaintiff would represent a much greater proportion of 
the total value of the case, as compared to if future care costs 
were included into the calculation. For example, in a $50,000 
settlement on what is agreed to be a $100,000 claim that 
excludes future care costs in the calculation would allow 
Medicaid to take half of their lien.416

 
410 See, e.g., Homan v. Cnty. of Cattaraugus Dept. of Soc. Serv., No. 76064, 

2009 WL 2751070, at 1–2 (Sup. Ct. Cattaraugus Cnty. Aug. 27 2009); Lugo v. 
Beth Israel Med. Ctr., 819 N.Y.S.2d 892, 895–97 (Sup. Ct. N.Y. Cnty. 2006). 

 If the full value of the claim 

411 935 N.Y.S.2d 850 (Sup. Ct. N.Y. Cnty. 2011). 
412 Id. at 852. 
413 See id. 
414 See N.Y. PUB. HEALTH LAW § 2999-j(6)(a) (McKinney 2012) (stating that 

future medical payments shall be made in accordance with the fund/title). 
415 See Morales, 935 N.Y.S.2d at 851 (noting that the state can only recover a 

Medicaid lien representing past medical expenses). 
416 See Ahlborn, 547 U.S. at 269–70 (explaining that the state can only take a 
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includes future care costs, raising the value to $1 million, then a 
$50,000 settlement would only allow for Medicaid to collect one-
twentieth of the settlement under Ahlborn. Either way, Medicaid 
will be able to take a significant portion of the limited cash 
available to the plaintiff. 

2. Attorney’s Fees 
The manner in which the plaintiff’s attorney gets paid in a 

Fund eligible case has the potential to place the attorney’s 
interests at odds with that of his client.417 In the case of a 
settlement, the Fund legislation requires that the settlement 
designate the percentage of the settlement that is to be 
attributed to future medical care.418 Since the qualified plaintiff 
will not be able to actually recover any cash amount for future 
care, it is in the qualified plaintiff’s interest to get the highest 
percentage of the settlement allocated to pain and suffering, 
rather than to future care costs.419 When the Fund would apply to 
a particular settlement however, the attorney’s fee for the 
qualified plaintiff’s counsel is calculated by the full amount of the 
settlement, including the allocation to unrecoverable future care 
costs, and regardless of how the settlement is allocated.420 The 
defendant pays the plaintiff’s attorney for the portion of the fee 
attributable to future care costs while the proportion of the fee 
attributable to pain and suffering would come out of the 
plaintiff’s recovery.421 In the end however, the attorney’s fee is 
still computed as if the Fund did not exist, even though his client 
can only actually recover the cash amount that is not apportioned 
to future care.422

 

proportion of the settlement that represents medical expenses, where in this 
case the settlement was for one-sixth of damages so the state could only collect 
on one-sixth). 

 Thus, under these circumstances, the attorney’s 
fee being computed is based on the total, even though the 
plaintiff will not get cash but instead a promise of future care 
benefits from the Fund. For fee purposes it does not matter how 
the allocation for future care costs is made, since it will 

417 Robert Vilensky, Settlement and Compromise Orders Under New Medical 
Indemnity Fund, N.Y L.J., Oct. 26, 2011. 

418 PUB. HEALTH § 2999-j(6)(a). 
419 Vilensky, supra note 417. 
420 PUB. HEALTH § 2999-j(14). 
421 Id. 
422 Id. 
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theoretically result in the same fee. This could result in the 
anomalous situation where the plaintiff’s attorney receives more 
cash than does the plaintiff. 

Another potential source of conflict results from the plaintiff’s 
attorney’s reduced incentive to dispute (and decrease) the 
proportion of the settlement designated for future medical 
care.423 In fact, the plaintiff’s attorney might tempted to demand 
a higher total settlement amount from defendant, but 
simultaneously agree that a higher percentage of that number be 
designated for future care costs.424 This would tend to increase 
the plaintiff’s attorneys fee, but does nothing to enhance the cash 
recovery of his client, and could actually decrease it.425

V. QUESTIONS OF CONSTITUTIONALITY 

 

The foregoing discussion highlights the many difficult issues 
that are raised by the Fund, how it will be administered under 
the regulations, and how it will likely adversely impact the 
covered neurologically impaired children and their families. 
There is a much more fundamental threshold question, however, 
that is presented by this unprecedented drastic change in what 
has been hundreds of years of jurisprudence concerning damages 
in tort cases. Is the Fund legislation and its scheme even 
constitutional? The Fund, how it is to be operated, funded, and 
administered, and its disparate treatment of identically situated 
individuals raises a number of serious federal and state 
constitutional issues that will be considered in this section.426

 
423 See Vilensky, supra note 417 (explaining how negotiations with 

defendants could lead to a situation in which ultimately “the defendant pays 
less, the lawyer gets paid more and the client receives less up front money”). 

 In 

424 Id. Of course since the defendant would have to pay the plaintiff’s 
attorney’s fee based on the amount allocated to future care cost, the defendant 
would have an incentive not to accommodate this request. 

425 Id. 
426 Many of the constitutional issues discussed in this article were raised in 

Swanson v. N. Westchester Hosp. Ctr. Plaintiffs’ Affirmation in Sur-Reply at 2 
Swanson v. N. Westchester Hosp. Ctr., No. 16743/2007 (N.Y. Sup. Ct. 
Westchester Cnty. Sept. 2, 2011). The authors are indebted to Christopher 
Meagher, Esq., for providing access to the motion papers in Swanson, as well as 
to Robert Peck, Esq., of the Center for Constitutional Litigation, and Anthony 
Maragno Esq., for their work on these constitutional issues. Some their efforts 
have been incorporated in this article, which, together with previous extensive 
constitutional analysis by the authors, forms the basis for much of the 
constitutional discussion presented here. Swanson was settled before the 
constitutional issues raised were decided. 



KESSLER_FAHRENKOPF PAGE 173 (DO NOT DELETE) 7/10/2012 3:27 PM 

2012] N.Y. MEDICAL INDEMNITY FUND 243 

summary, the Fund raises constitutional concerns regarding (1) 
separation of powers; (2) equal protection; (3) Article VII, Section 
8 of the New York State Constitution; (4) due process; (5) the 
right to a jury trial; (6) the right of privacy; and (7) Article VII, 
Section 6 of the New York State Constitution. 

A. Separation of Powers 
A strong argument can be made that the Fund legislation is 

unconstitutional because it significantly infringes on judicial 
authority and function, and therefore violates the doctrine of 
separation of powers. It is important to observe precisely what 
the Fund statutory scheme does and what it does not do. This is 
not a situation where the legislature has limited the damages 
that can be determined by a jury or the court after liability is 
established in favor of the plaintiff. Rather, once there is a 
judicial finding of fact,427 the legislative and executive branches 
of government are purporting to prevent the court from entering 
and enforcing a judgment based on the law and the facts of the 
case.428 This is all without any assurance that the injured child 
will be accepted for coverage under the Fund, or that his full care 
needs as determined by the court will ever be paid by it.429

Article VI of the New York Constitution vests judicial 
authority exclusively in the courts of New York, and “mandates 
that the legislative and executive branches refrain from 
hindering the independence and proper functioning of the 
judicial branch.”

 

430 As such, “[t]here are some matters which are 
not subject to legislative control because they deal with the 
inherent nature of the judicial function.”431

 
427 As discussed below, the Fund may also violate the plaintiff’s right to a 

jury trial. See infra Part V.E. 

 The court “has all 
powers reasonably required to enable a court to perform 
efficiently its judicial functions, to protect its dignity, 

428 N.Y. PUB. HEALTH LAW § 2999-j(6)(b), (13) (McKinney Supp. 2012). 
429 Id. N.Y. COMP. CODES R. REGS. tit. 10, § 69-10.2 (2012). As discussed 

above, this can happen for one of three reasons: first, between the time that the 
judgment is entered and the plaintiff is considered for enrollment into the Fund 
—a period that could be several years with appeals and post-verdict 
proceedings—the Fund may have become 80 percent exhausted and not be 
accepting new enrollees; second, the Fund could accept the plaintiff and then 
run out of money; and third, the Fund may subsequently be dissolved. 

430 Maron v. Silver, 871 N.Y.S.2d 404, 414 (App. Div. 3d Dep’t 2008), aff’d, 
925 N.E.2d 899 (2010). 

431 A.G. Ship Maint. Corp. v. Lezak, 503 N.E.2d 681, 683 (N.Y. 1986). 



KESSLER_FAHRENKOPF PAGE 173 (DO NOT DELETE) 7/10/2012 3:27 PM 

244 ALB. L.J. SCI. & TECH. [Vol. 22.2 

independence and integrity, and to make its lawful actions 
effective.”432 Since the cases to which the Fund is applicable 
necessarily concerns infants and persons under disability, the 
statutory framework also significantly interferes with the courts’ 
authority to act “in the best interests of the infant.”433

The separation of powers doctrine is strictly construed, when, 
as here, there is an attempt to transfer judicial functions to the 
Executive—in this case the Fund Administrator.

 

434

Critically, one of these “inherent” powers “is the power of a 
court to grant relief from its own judgments and processes.”

 

435 As 
specifically related to the Fund legislation, the legislature is not 
permitted to affect the final judgment of a court, as it has “passed 
beyond the legislative power.”436

The legislature cannot 

 Yet, that is precisely what the 
Fund legislation purports to do by its very terms. It directs a 
court, contrary to the interests of an infant or impaired plaintiff, 
to enter a judgment that simultaneously is at variance with 
judicially determined facts and impairs the infant’s ability to 
recover what he is due. 

assume the functions of the judiciary to determine controversies 
among citizens, or even to expound its own laws so as to control the 
decisions of the courts in respect to past transactions. . . . To 
declare what the law shall be, is a legislative power; to declare 
what it is or has been, is [a] judicial [power].437

 
432 People v. Little, 392 N.Y.S.2d 831, 834–835 (Yates Cnty. Ct. 1977), aff’d, 

400 N.Y.S.2d 615 (App. Div. 4th Dep’t 1977). 

 

433 See N.Y. C.P.L.R. § 1207 (McKinney 1972 & Supp. 2012); Sutherland v. 
City of N.Y., 483 N.Y.S.2d 307, 308 (App. Div. 1st Dep’t 1985), aff’d, 488 N.E.2d 
837 (N.Y. 1985);. 

434 See Ward Baking Co. v. W. Union Tel. Co., 200 N.Y.S. 865, 866, 873–74 
(App. Div. 3d Dep’t 1923) (holding that a statute granting the Attorney General 
the judicial power to subpoena should be construed narrowly so that only a 
judicial officer may impose punishment on “a witness for failure to obey an 
order or answer a question”); People ex rel. Sanford v. Thayer, 199 N.Y.S. 899, 
900 (Sup. Ct. Ulster Cnty. 1923) (doubting the validity of a statute that 
empowers a state commission to make a determination of mental defect, which 
is a judicial question). 

435 Jones v. Allen, 712 N.Y.S.2d 306, 309–10 (App. Term. 2d Dep’t 2000). 
436 See Gilman v. Tucker, 28 N.E. 1040, 1044 (N.Y. 1891) (“After adjudication 

the fruits of the judgment become rights of property. These rights became 
vested by the action of the court, and were thereby placed beyond the reach of 
the legislative power to affect.”); People v. Keenan, 97 N.Y.S. 77, 79–81 (App. 
Div. 1st Dep’t 1905), aff’d, 78 N.E. 1108 (N.Y. 1906) (holding that the legislature 
exceeds its power if it attempts to modify or vacate a judgment). 

437 McDonald v. Keeler, 2 N.E. 615, 623 (N.Y. 1885) (citation omitted). The 
Fund legislation purports to apply retroactively. See N.Y. PUB. HEALTH LAW 
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Certainly, at least with respect to the purported retroactive 
application of the Fund to causes of action and cases pending on 
April 1, 2011, and even to cases where a verdict was rendered but 
no judgment yet entered, it would seem that the judicial power is 
being invaded, contrary to the doctrine of the separation of 
powers.438

Although the legislature is allowed to create procedural rules 
for the court, it is not allowed to interfere with the court’s duties 
that “deal with the inherent nature of the judicial function.”

 Nor would there seem to be much distinction between 
those situations, and future cases in which the jury and the court 
has made a finding of liability and determined damages owed by 
a defendant as required by the CPLR In each instance the 
Legislature and the Executive can be considered to be improperly 
undercutting the judicial function. 

439 
Although the legislature may create “judicial procedures 
designed to relieve the court of specific categories of cases,” it 
may not “regulate the details of the manner of performance of the 
court’s constitutionally mandated duties.”440 Therefore, “[t]he 
Legislature is not vested with the power to arbitrarily provide 
that any procedure it may choose to declare such shall be 
regarded as due process of law.”441 In other words, the legislature 
cannot substitute the judgment of the court in a particular case 
by “compelling the court to perform a ministerial act.”442

The Fund may therefore be violating the inherent authority of 
the judiciary by preventing a court from entering a judgment 
based on the findings made by the trier of fact. Actually, by 
prohibiting a judgment from being entered on future medical 
care costs, the statute purports to require that a court not enter a 
judgment specific to the facts found.

 

443

 

§ 2999-j(6) (McKinney Supp. 2012); N.Y. COMP. CODES R. REGS. tit. 10, 
§ 69-10.2(a)(3) (2012); infra part V.D.5. 

 In what may be an even 

438 In Swanson, the verdict was before April 1, 2011, but judgment had not 
been entered by that date. Plaintiffs’ Affirmation in Sur-Reply, supra note 426, 
at 26–28; infra part V.D.5. 

439 A.G. Ship Maint. Corp. v. Lezak, 503 N.E.2d 681, 683 (N.Y. 1986). 
440 Comm’r of Soc. Servs. v. Roberto G., 423 N.Y.S.2d 155, 162 (App. Div. 1st 

Dep’t 1979). 
441 Colon v. Lisk, 47 N.E. 302, 304 (N.Y. 1897). 
442 Riglander v. Star Co., 90 N.Y.S. 772, 775 (App. Div. 1st Dep’t 1904). 
443 Id. The Fund legislation specifically directs that 

Except as provided for by this title, with respect to a qualified plaintiff, no 
payment shall be required to be made by any defendant or such defendant’s 
insurer for qualifying health care costs and no judgment shall be made or 
entered requiring that any such payment be made by any defendant or such 
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greater affront to judicial function and independence, the Fund 
legislation requires that once a “prima facie” showing is made 
that the infant plaintiff will be eligible for acceptance into the 
Fund, the court must modify its judgment to “reflect that, in lieu 
of that portion of the award that provides for payment of [future 
medical] expenses, and upon a determination by the fund 
administrator[,] that the plaintiff is a qualified plaintiff, the 
future medical expenses of the plaintiff shall be paid out of the 
fund.”444

Moreover, once that judgment language is so modified, the 
court loses authority to enforce its own judgment and to assure 
that payment for services is ever made by the Fund.

 It should be observed that there is no assurance that 
plaintiff will actually receive his judicially determined future 
care costs or even the care that the jury determined was 
necessary. 

445 This now 
becomes an executive function of the Fund Administrator, 
notwithstanding a judicial finding and the plaintiff’s right to a 
judgment.446 In fact, if the language is missing from such a 
judgment where the plaintiff has applied for inclusion into the 
Fund, the Fund Administrator is required to send the judgment 
or settlement back to the judge to add the necessary language to 
the judgment.447 By requiring judges to include specific language 
in the judgment that the payment of future care costs be made by 
the Fund, at the direction of the executive branch (the Fund 
Administrator), and contrary to the jury and the court’s finding, 
the Fund legislation may be viewed as breaching the doctrine of 
separation of powers.448

The Fund statute does not appear to be merely one of 
procedure. Rather, it directly impairs the substantive rights of 
the plaintiff. Without the “Fund language” in the judgment, the 

 

 

defendant’s insurer for such health care costs. 
N.Y. PUB. HEALTH LAW § 2999-j(13) (McKinney Supp. 2012). 

444 PUB. HEALTH § 2999-j(6)(b). 
445 See id. § 2999-j(15) (stating that the superintendent of financial service 

and the commissioner will enforce the payment of claims and thereby vesting 
the power to enforce judgments requiring the Fund to pay in the hands of the 
executive branch). 

446 See id. §§ 2999-i(2), 2999-j(5)–(6) (directing the court to modify its verdict 
in accordance with the Fund legislation and vesting the power to enforce 
payments out of the Fund in the hands of the commissioner and of the 
superintendent of financial services). 

447 N.Y. COMP. CODES R. REGS. tit. 10, § 69-10.2(d) (2012). 
448 See id. 
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plaintiff is entitled to a judgment that would be enforceable 
against the defendant. With the language, she is beholden to the 
Fund to provide for the care to which she would otherwise have 
been entitled from the defendant under the verdict and 
judgment. Nor can the Fund be compared to the no fault or 
workers compensation statutes with respect to its interplay with 
judicial functioning. Those schemes substitute a remedy and 
eliminate a particular cause of action from the judicial process 
entirely, removing the obligation that the plaintiff had to prove 
liability.449 Those statutes properly “relieve the court of specific 
categories of cases” without interfering with judicial authority.450 
In contrast, the Fund specifically invokes the courts and relies on 
their resources and discretion in determining liability and 
damages, including future care costs that results from the 
negligence of a defendant, and then proceeds to ignore the 
judgment with regard to this critical component of damages.451

In another possible breach of the separation of powers doctrine, 
the judgment that results from a verdict determining future care 
costs will not have the effect of res judicata.

 

452 Instead of binding 
the Fund Administrator to enforce the jury’s finding of the 
nature and types of care required, the level of care, and how 
much will be paid for it, these questions will ultimately be 
decided anew by an administrative agency in the Executive 
Branch.453 The Fund Administrator does not take into 
consideration the findings made by the court regarding future 
care costs.454 In the event that the Administrator denies payment 
for an item that the court had previously determined was 
appropriately an item of damage or essential care, the plaintiff 
would be required to go through an administrative appeal, and if 
unsuccessful, back to court with an Article 78 proceeding.455

 
449 N.Y. WORKERS’ COMP. LAW § 10 (McKinney Supp. 2012); N.Y. INS. LAW 

§ 5104 (McKinney 2011). 

 This 

450 Comm’r of Soc. Serv. v. Roberto G., 423 N.Y.S.2d 155, 162 (App. Div. 1st 
Dep’t 1979). 

451 PUB. HEALTH § 2999-j(6); N.Y. C.P.L.R. § 5031(d) (McKinney 2007). 
452 Id. § 2999-j(6). 
453 See id. 
454 See id. § 2999-j; N.Y. COMP. CODES R. REGS. tit. 10, § 69-10.5–.6 (2012) 

(explaining the pre-approval process for payment for services rendered, and the 
possible denial of payment for certain services by the Fund). 

455 See C.P.L.R. § 7801. Under an Article 78 Proceeding, the burden shifts to 
the plaintiff to show that the denial of services was without rational basis 
instead of the Fund Administrator bearing the burden to show that he was 
complying with the court’s previous finding. See id. § 7803 (showing that the 
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would be despite the fact that such denial of services may have 
involved an item of damage that the plaintiff had already 
successfully litigated. 

Finally, the right to “judicial review” of a Fund denial of 
services underscores the separation of powers issue, as well as 
the denial of the right to a jury trial, the lack of fundamental 
fairness, and the lack of finality of a judicial determination. 
Consider this scenario: the plaintiff gets a judgment that 
enumerates or effectively incorporates various components and 
costs of future care. The Fund Administrator is then free to 
ignore this finding and make his or her own determination of the 
services to be provided and can deny approval of services even if 
they were inherent or specifically found necessary by the court.456 
The plaintiff then must go through an internal administrative 
appeal and the hearing officer can only recommend—not 
determine, but only recommend—reversal of the denied 
services.457 The Fund Administrator then gets another 
opportunity to adopt or ignore the hearing officer’s finding and 
maintain the denial of the services that the plaintiff already 
succeeded in persuading the court was necessary in the first 
instance.458 The plaintiff must then seek judicial review, and in 
order to succeed, now instead of a preponderance of evidence 
standard, she must show that there was no rational basis for the 
Commissioner’s decision—merely to get back what she already 
won in court at the trial.459 The burden of proof has completely 
shifted to the plaintiff and the standard to succeed has been 
raised much higher than it was before. The Fund gets four bites 
at the apple. First by ignoring the jury’s finding and starting 
afresh to deny services. Second, by the hearing officer’s 
recommendation that that the denial of services be 
maintained.460

 

plaintiff must raise the question that the Fund was in abuse of discretion or 
made a completely arbitrary finding). 

 Third, the Commissioner is entitled to ignore a 
recommendation of a hearing examiner that the requested 
services be approved, and thus the Commissioner can maintain 

456 See N.Y. COMP. CODES R. REGS. tit. 10, § 69-10.6. 
457 Id. § 69-10.15(k). 
458 Id. § 69-10.15(l). 
459 C.P.L.R. § 7803(3)–(4); 1A N.Y. PATTERN JURY INSTRUCTIONS, supra note 

105, at § 1:23. 
460 N.Y. COMP. CODES R. REGS. tit. 10, § 69-10.15(k). 
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the denial.461 Finally, in order to reverse the Commissioner’s 
denial the plaintiff must go to court and demonstrate that the 
Commissioner’s decision denying benefits was “arbitrary and 
capricious” or without rational basis. This puts the plaintiff to an 
enormous burden of proof, and even if the Article 78 proceeding 
is successful, she has undergone significant delay and expense.462

Finally, the Fund eliminates a court’s power to modify a 
verdict “if it deviates materially from what would be reasonable 
compensation” as to future medical costs. In doing so it upsets 
the power of the Appellate Division to review such verdicts where 
“it is contended that the award is excessive or inadequate and 
that a new trial should have been granted.”

 

463

By requiring a court, therefore, to enter a judgment at variance 
with the facts of a case–and the law of damages—as the jury 
found and applied them, a strong argument could be made that 
the Fund unconstitutionally interferes with judicial sovereign 
authority and thus violates the doctrine of separation of powers. 

 

B. Equal Protection 
The Equal Protection Clause of the Fourteenth Amendment to 

the U.S. Constitution, and the Equal Protection Clause of the 
New York State Constitution (Article I, section 11) similarly 
provide that no one is to be denied “the equal protection of the 
laws.”464 Although the state may make reasonable classifications 
between people, the classifications must bear some rational basis 
to the disparate treatment.465 It cannot treat identically situated 
people differently without violating the state and federal equal 
protection clauses.466

Children who have suffered a neurologic impairment as a 
result of negligent care at the time of birth are treated vastly 
differently than others who have been injured by another 
mechanism or were injured only a few days after birth. Thus—
even after getting a verdict and establishing their legal 
entitlement to a recovery—birth injured children must not only 

 

 
461 Id. § 69-10.15(l). 
462 C.P.L.R. § 7803(3)–(4). 
463 C.P.L.R. § 5501(c); Seidner v. Unger, 667 N.Y.S.2d 384 (App. Div. 2d Dep’t 

1997). 
464 U.S. CONST. amend. XIV, § 1; N.Y. CONST. art. I, § 11. 
465 Neale v. Hayduk, 316 N.E.2d 861, 862 (N.Y. 1974). 
466 U.S. CONST. amend. XIV, § 1; N.Y. CONST. art. I, § 11. 
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suffer a reduced recovery but surrender a panoply of rights.467 
Their rights are irrationally reduced, and in some cases 
eliminated as compared to (a) persons injured by nonmalpractice 
tortfeasors; (b) children injured by nonbirth injury malpractice 
tortfeasors; and (c) even as between obstetric malpractice victims 
with identical injuries and damages, an arbitrarily determined 
group of those who by poor timing are enrolled while the Fund is 
not suspended because it has not run out of funds.468 Those 
excluded from the Fund because enrollment has been suspended 
when 80 percent of the Fund has been exhausted will get their 
full measure of damages and get to make their own health care 
decisions, while those forced into the Fund before it runs out of 
money, will not.469 Likewise, the Fund discriminates amongst 
defendants and their insurers who—after the Fund is 
exhausted—will have to pay directly.470 When a judgment is 
rendered or a settlement reached, it is a lottery as to whether the 
plaintiff will be limited to the Fund or if the defendant must pay 
the full amount of damages for future care.471

When addressing a claim that there is a violation of the Equal 
Protection Clause under both the federal and state constitutions, 

 

 
467 See infra Part V.D.2–4 (discussing for example, children forced into the 

Fund suffer a loss of medical privacy, restriction to travel, and the right to 
make fundamental health care decisions). 

468 N.Y. PUB. HEALTH LAW §§ 2999-g–2999-j (McKinney Supp. 2012). Consider 
these possibilities. Each of two twins is diagnosed with a medical condition 
unrelated to delivery and resuscitation. One is deemed well enough to be 
discharged from the hospital and the other remains. Within a few days, both 
require identical treatment to remedy the situation. The one remaining in the 
hospital would arguably be covered under the Fund whereas the one that is 
discharged and returns from care would not, even with the identical 
malpractice and the same outcome and injury. What if one twin is transferred 
to another hospital for specialized care, creating a new admission? Is she 
covered by the Fund? What if the malpractice is in negligently discharging the 
child from delivery admission? Would this child be covered by the Fund? These 
scenarios may expand the Fund’s obligations well beyond that which was 
anticipated. 

469 Id. § 2999-i(6)(b). 
470 Id. 
471 The same is true even after a child is accepted into the Fund. It is unclear 

what would happen if the Fund is exhausted or terminates. Although the 
regulations speak in terms of continuing benefits, there is no assurance that 
such will take place. Under those circumstances the plaintiff may be entitled to 
full compensation, and the defendant may be obligated to pay it. These 
represent yet another arbitrary and unpredictable class of identical plaintiffs 
and defendants against whom the Fund statute irrationally discriminates. 
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the applicable standard of review must first be determined.472 As 
discussed below, the plaintiff’s fundamental freedom to travel 
and her right to a trial by jury may be compromised by the way 
the Fund operates.473 The right to travel is implicated because 
the Fund’s reimbursement scheme limits payment for most 
services at New York Medicaid rates, and requires providers to 
accept Fund payments. These restrictions severely limit the 
rights of these children to seek care, or reside outside of New 
York State. The right to a jury trial is implicated because it is 
explicitly granted by the New York State Constitution.474

The strict standard of review applies to any fundamental right 
explicitly or implicitly protected by the Constitution.

 

475 Under an 
equal protection analysis the “freedom to travel” is a 
fundamental right and subjects the Fund’s statutory mechanism 
to “strict scrutiny.”476 “In order to withstand strict scrutiny, the 
law must advance a compelling state interest by the least 
restrictive means available.”477 “[L]egislation which deprive[s], 
infringe[s], or interfere[s]” with a fundamental right, requires 
“strict scrutiny” even if such right is not completely abridged.478

Since New York State cannot require out of state providers to 
accept payments from the Fund or at New York Medicaid rates, 
the care available to children who live outside New York but 
remain in the Fund, will likely be limited. Even though both the 
statute and regulations assert that the residence of the plaintiff 
will not impact his “right” to receive benefits, in fact, the 
operation of the Fund severely impairs this right to any enrollee 
seeking care outside the state for the simple reason that their 
providers cannot be required by New York to accept Fund 
payments, much less at New York Medicaid rates.

 

479

Even if the state has a compelling interest “to reduce premium 
 

 
472 Alevy v. Downstate Med. Ctr., 348 N.E.2d 537, 542 (N.Y. 1976). 
473 See discussion infra Part V.D.2. 
474 See N.Y. CONST. art. I, § 2. 
475 San Antonio Indep. Sch. Dist. v. Rodriguez, 411 U.S. 1, 17 (1973); People 

v. Fox, 669 N.Y.S.2d 470, 474 (Nassau Cnty. Ct. 1997). 
476 United States v. Guest, 383 U.S. 745, 757 (1966); Alevy, 348 N.E.2d at 

543. 
477 Bernal v. Fainter, 467 U.S. 216, 219 (1984); Aliessa v. Novello, 754 N.E.2d 

1085, 1094 (N.Y. 2001); Alevy, 348 N.E.2d at 543. 
478 San Antonio Indep. Sch. Dist., 411 U.S. at 37–38 (internal quotations 

omitted). 
479 N.Y. PUB. HEALTH LAW § 2999-j(11) (McKinney Supp. 2012); N.Y. COMP. 

CODES R. REGS. tit. 10 § 69-10.22 (2012). 
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costs for medical malpractice insurance coverage,” it may not do 
so by arbitrarily discriminating between identically situated 
groups of individuals harmed by malpractice.480 Pervasive social 
issues such as protecting children from harm and ensuring the 
public health are considered compelling interests.481

If the right to travel and the right to a jury trial are not 
considered, then a rational basis analysis will need to be applied 
because it is possible that handicapped children may not 
constitute a “suspect class.”

 Reducing 
malpractice insurance premiums or Medicaid costs, however 
desirable, would not appear to constitute a “compelling” interest 
sufficient to justify a denial of equal protection. 

482 However even if a court were to 
utilize a “rational basis” analysis it would appear that the Fund 
violates the Equal Protection Clauses of the New York and 
federal constitutions. The Fund treats obstetric malpractice 
victims differently from persons injured by every other type of 
medical provider, and does so without any rational relationship 
to a legitimate governmental purpose.483 A statute fails rational 
basis when it “is so unrelated to the achievement of any 
combination of legitimate purposes that we can only conclude 
that the [statute] was irrational.”484

 
480 PUB. HEALTH § 2999-g. 

 As discussed in more detail 
below, the use of public coffers to lower the cost of medical 
malpractice premiums is not likely to be a legitimate 
governmental purpose in the first place. The avowed goal of 
reducing malpractice insurance premiums certainly cannot be 
applicable to cases already litigated, or claims for which 
premiums have already been paid, as is the case with the 
purported retroactive application of the Fund statute. 
Retroactive application can only constitute a windfall to 

481 See New York ex rel. Wayburn v. Schupf, 350 N.E.2d 906, 908 (N.Y. 
1976); In re. Lauren L., 912 N.Y.S.2d 732, 735 (App. Div. 3d Dep’t 2010); 
Schulman v. N.Y.C. Health & Hosp. Corp., 355 N.Y.S.2d 781, 784–85 (App. Div. 
3d Dep’t 1974); City of New York v. New St. Mark’s Baths, 497 N.Y.S.2d 979, 
982 (Sup. Ct. N.Y. Cnty. 1986). 

482 Matter of Levy, 345 N.E.2d 556, 558 (N.Y. 1976); In re Bd. of Educ. of 
Northport-East Northport Union Free Sch. Dist. v. Ambach, 458 N.Y.S.2d 680, 
688 (App. Div. 3d Dep’t 1982). 

483 As noted elsewhere, even some birth trauma malpractice plaintiffs will be 
fully compensated once 80 percent of the Fund is exhausted, and some will be 
perpetually stuck in the Fund–purely by virtue of the time within the fiscal 
year that their case is finally resolved. PUB. HEALTH § 2999-i(6)(b). 

484 Kimel v. Fla. Bd. of Regents, 528 U.S. 62, 83–84 (2000); Affronti v. 
Crosson, 746 N.E.2d 1049, 1052 (N.Y 2001). 
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malpractice insurance carriers, who having been paid the 
premium commensurate with the risk assumed, are no longer 
obligated to pay the damages for which the premiums were 
charged. Even if the Fund does indeed lower malpractice costs for 
future care, it does so by rationing the care that the court 
determined was required. Thus the burden of reducing 
malpractice premiums is borne solely by the injured children who 
have proven that they were harmed by malpractice at birth. 
There is good reason, therefore, to believe that the Fund will fail 
the rational basis test as well. 

C. Article VII, Section 8 
In order to understand how the Fund legislation runs afoul of 

Article VII, Section 8 of the New York State Constitution, it is 
critical to recall exactly what the Medical Indemnity Fund 
legislation does. After the plaintiff succeeds in getting a final 
judicial determination that a health care provider negligently 
caused a neurologic impairment that requires future care costs, 
the defendant is entirely relieved from what would otherwise be 
his obligation to pay for these costs.485 Such obligation is 
transferred to the state, which pays off what would be the 
obligation of the defendant judgment debtor. The state is 
therefore assuming the private debt obligation of the defendant 
and paying for the plaintiff’s future care costs with state funds 
appropriated by the Legislature.486 Although it may be hoped 
that the obstetric services tax will raise enough money to support 
Fund obligations there is no way to predict, much less assure, 
that such tax will match the Fund payments required.487 Nor 
does it change the fact that this is a tax, and that state funds will 
always be required to relieve the private defendant of what 
otherwise would be a judgment debt. Even though the “quality 
contribution” will be placed in the Health Care Reform Act 
Resources Fund (HCRA), any money received by the HCRA Fund 
is still subject to control by the legislature through 
appropriation.488

 
485 PUB. HEALTH § 2999-j(6). 

 If the tax does not raise enough money to 

486 Id. §§ 2807-d-1, 2999-i(5); Moore & McMullen, supra note 26, at § 17:2.4. 
487 Moore & McMullen, supra note 26, at § 17:2.4. 
488 N.Y. STATE FIN. LAW § 92-dd (McKinney); PUB. HEALTH § 2807-d-1(3); 

OFFICE OF THE N.Y.S. COMPTROLLER, FUND CLASSIFICATION MANUAL 16, 47 
(2011); Stashenko, supra note 28. 
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support the Fund there are one of two consequences: either the 
Legislature will have to appropriate sufficient additional general 
revenues to support the Fund, or the Fund will cease to take in 
new enrollees and/or default on making payments to current 
enrollees. On the other hand, in the unlikely event that the tax 
on obstetric services raises more money than the Fund currently 
needs, the state gets to keep the money to use for general state 
purposes.489

This has significant state constitutional ramifications. Article 
VII, Section 8 of the New York State Constitution provides that 
“[t]he money of the state shall not be given or loaned to or in aid 
of any private corporation or association, or private 
undertaking.”

 It is indisputable, therefore, that state tax dollars 
are being used to pay off a portion of a private judgment in favor 
of a private individual against another private individual or 
corporation. 

490 It would seem however, that this is precisely 
what the Fund legislation does. The Fund does not provide for 
the general payment to obstetric malpractice victims, or 
subsidize obstetric or hospital malpractice premiums, but rather 
pays off a portion of a specific judgment (at a reduced rate) to a 
private plaintiff, on behalf of a private defendant, thereby 
relieving him of a payment obligation.491 No matter how laudable 
the asserted purpose to lower malpractice premiums or reduce 
Medicaid payments, it would appear that the Fund legislation is 
a clear violation of Article VII, Section 8.492

Article VII, Section 8 of the New York Constitution was 
enacted to “curb raids on the public purse for the benefit of 

 

 
489 See PUB. HEALTH § 2807-d-1(2); COMPTROLLER, supra note 488, at 16, 47 

(outlining how moneys are placed within New York’s general fund and what the 
sources of income are under the Health Care Reform Act). It is not as though 
this has never happened before. In fact, the state has a history of taking monies 
from programs designed to help control medical malpractice premiums. See 
Med. Malpractice Ins. Ass’n, N.Y. LIQUIDATION BUREAU, http://www.nylb.org/
mmia.htm (last modified Aug. 4, 2009); CONSUMER FED’N OF AM.,TESTIMONY OF 
J. ROBERT HUNTER, DIRECTOR OF INSURANCE BEFORE THE N.Y. DEP’T OF HEALTH 
MEDICAID REDESIGN TEAM: MEDICAL MALPRACTICE REFORM WORKING GROUP 3 
(Oct. 27, 2011) [hereinafter HUNTER TESTIMONY], available at http://
www.consumerfed.org/pdfs/Testimony%20NY%20MM.pdf. 

490 N.Y. CONST. art. VII, § 8 (McKinney). 
491 PUB. HEALTH § 2999-j(6), (13). 
492 To the extent that the Fund applies to pending cases, it cannot lower 

premiums, since they have already have been paid. This windfall to malpractice 
insurance companies—who have collected premiums for claims that they will 
never have to pay— may also be considered a “gift” of state funds to a private 
corporation in violation of Article VII, Section 8. 
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favored individuals or enterprises.”493 In Wein v. State,494 the 
Court of Appeals considered the constitutionality of the state 
legislature’s appropriation of funds to a municipality, and 
chronicled the history of this provision and its importance.495 In 
Wein, the court noted that prior to the enactment of the 
predecessor to what is now Article VII, Section 8, the state had 
subsidized private railroad and canal companies and had not 
been repaid.496 As a result, what is now Article VII, Section 8 was 
adopted.497

Wein was a “taxpayer’s action” in which the plaintiff 
challenged the appropriation of state funds to the City of New 
York, which was at the time in a financial crisis.

 

498 The Court of 
Appeals held that the use of state funds for this purpose was 
proper, but only because the City of New York is a public 
corporation.499

The plain language of Article VII, Section 8, which was 
adopted in 1938, provides that none of the state’s “money” shall 
be given to “any private corporation or association, or private 
undertaking.”

 That is clearly not the case here where—no matter 
how “laudable” the claimed “public purpose” of this legislation—
state funds are being used to make payments to a private 
individual, by paying a portion of a judgment of a private 
defendant for the benefit of a private defendant and/or private 
malpractice insurer. 

500

Subsidization by gifts of public funds to private undertakings, or by 
pledging public credit on their behalf, [is] banned, irrespective of 
how beneficent or desirable to the public the subsidized activity 
might seem to be. And this remains so even when the subsidized 
private organization performs functions beneficial to the public.

 The Court of Appeals has described the clear 
and unmistakable mandate of this provision: 

501

In short, appropriating funds for the benefit of “a non-
governmental entity”—exactly what is being done here by using 

 

 
493 Teachers Assoc., Cent. High Sch. Dist. No. 3 v. Board of Ed., Cent. High 

Sch. Dist. No. 3, 312 N.Y.S.2d 252, 254 (App. Div. 2d Dep’t 1970). 
494 347 N.E.2d 586 (N.Y. 1976). 
495 Id. at 588. 
496 Id. at 588–89. 
497 Id. 
498 Id. at 586. 
499 Id. at 586–87. 
500 N.Y. CONST. art. VII, § 8(1). 
501 Schultz v. New York, 654 N.E.2d 1226, 1230 (N.Y. 1995) (citations 

omitted). 
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state funds to “pay” a portion of a private judgment—is 
forbidden, regardless of the intent or purpose of the 
appropriation. 

In Schultz v. New York,502 a “citizen taxpayer” commenced an 
action against Governor Mario Cuomo and the Governor’s 
campaign committee, known as The Friends of Mario M. Cuomo 
Committee, Inc., for using state funds to publish a newsletter 
entitled “The Voice of the New, New York.”503 The plaintiff 
claimed that this document, which portrayed a one-sided 
viewpoint of welfare reform—a hot political issue at the time—
was published only “to serve the individual and private purposes 
of Governor Cuomo.”504 The court held “that the document 
transgresses the constitutional boundary.”505 The court explained 
that under the constitution it is “unassailable that the use of 
public funds out of a state agency’s appropriation” could not be 
used for what was clearly Governor Cuomo’s private political 
purpose.506 The court also distinguished the facts of this case 
from a situation where public funds were appropriated for a 
proper purpose, such as by “conveying information” or to “educate 
the public.”507 Significantly, however, the court also stated that 
Article VII, Section 8(1) applies “even when the subsidized 
private organization performs functions beneficial to the 
public.”508

In People v. Grasso,
 

509 the Attorney General sought to 
prosecute a cause of action under the not-for-profit corporation 
law against Richard Grasso, the former Chairman of the New 
York Stock Exchange, for allegedly receiving “excessive 
compensation” during his tenure.510 The First Department held 
that the cause of action must be dismissed because the New York 
Stock Exchange was at the time of the lawsuit a private 
corporation.511

 
502 654 N.E.2d 1226 (N.Y. 1995). 

 Thus, “the sole relief sought is the recovery of 
money that belongs to the for-profit entity and would inure to its 

503 Id. at 1228. 
504 Id. at 1230 (citing Complaint at 55 Schultz v. New York, 654 N.E.2d 1226 

(N.Y. 1995) No. 6843-92). 
505 Id. at 1231. 
506 Id. at 1230. 
507 Id. at 1230–31. 
508 Id. at 1230. 
509 861 N.Y.S.2d 627 (App. Div. 1st Dep’t 2008). 
510 Id. at 631, 656. 
511 See id. at 639–41. 
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benefit and the private parties.”512 This use of public funds 
violated Article VII, Section 8 of the state constitution.513

Here, the Attorney General is using public funds out of 
appropriations to his office to prosecute causes of action on behalf 
of an entity that is no longer a not-for-profit corporation and seeks 
only a money judgment that would benefit the owners of the for-
profit entity into which the not-for-profit has been converted (even 
if the judgment nominally would be paid to the not-for-profit 
corporation). The Attorney General’s continued prosecution of 
these causes of action . . . vindicates no public purpose.

 More 
specifically, in its decision the First Department stated: 

514

That is precisely what is happening under the Fund. A judgment 
by a private individual against a private physician is being “paid” 
at a discount with state tax funds. 

 

Recently in Bordeleau v. New York,515 the Court of Appeals 
revisited the restrictions set forth in Article VII, Section 8. 
Bordeleau was a taxpayer action in which the court examined 
whether state appropriations granted to the State Department of 
Agriculture and Markets (DAM) to advertise and promote New 
York agricultural products violated Article VII, Section 8.516 This 
funding was procured for the benefit of non-profit apple and 
winery associations.517

After explaining the long history behind Article VII, Section 8, 
the Court of Appeals in a five to two vote upheld the state’s 
appropriations to these public benefit associations as 
constitutionally valid.

 

518 The court determined that the plaintiff 
taxpayer had failed to meet its burden to establish that the 
appropriations were unconstitutional.519 It held that the state 
may under limited circumstances directly give funding to private 
parties, but only if there is “a predominant public purpose and 
any private benefit is merely incidental.”520

 
512 Id. at 631. 

 Judge Pigott and 
Judge Smith both vigorously dissented from the majority, 

513 Id. at 639–41. 
514 Id. at 641. 
515 960 N.E.2d 917 (2011). 
516 Id. at 918–19. In Bordeleau, the court also examined how Article VII 

Section 8 applied to public benefit corporations. The court determined that 
public benefit corporations, as independent entitles separate from the state, are 
not subject to Article VII § 8. Id. at 921–23. 

517 Id. at 918–19. 
518 Id. at 919–24. 
519 Id. at 919–20, 922–24. 
520 Id. at 923 (emphasis added). 
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proclaiming that the “predominant public purpose” test made it 
“hard to see what is left of the constitutional prohibition.”521

It would appear that the decision and reasoning in Bordeleau 
can be readily distinguished from an Article VII, Section 8 
challenge to the Fund. Although the Fund legislation asserts that 
the “purpose of the fund is to provide a funding source for future 
health care costs associated with birth related neurological 
injuries, in order to reduce premium costs for medical 
malpractice insurance coverage,” as we have seen, that is not 
how the Fund operates.

 

522 Perhaps a state subsidy to physicians 
or hospitals to reduce their malpractice premium payments 
might withstand scrutiny, but clearly that is not what is 
occurring here. A judgment against a particular tortfeasor is 
being paid in part by the state. The public is not receiving the 
primary benefit—a private tortfeasor and/or a private insurer is 
getting the entire benefit by having its judgment debt paid by the 
state. Unlike in Bordeleau, neither of these purely private parties 
to a particular lawsuit represents an entire industry—only 
private entities within that industry that the state has singled 
out in a particular individual case. In addition, such judgments 
will be paid only until the Fund is 80 percent exhausted.523

In Bordeleau, the free advertising provided by the DAM was 
for the benefit of an entire industry, as opposed to any individual 
producer.

 Thus 
some defendants’ judgments will be paid, and some will not. This 
is hardly a manifestation of a public use of funds for a public 
purpose. Instead, the Fund exclusively benefits a small group of 
private defendants under very isolated and limited 
circumstances. Bordeleau, Schultz, and Grasso all support this 
notion. 

524

 
521 Id. at 924–27 (Pigott, J., dissenting). 

 The court explained that the legislature could fairly 
consider the well-being of the apple and winery industries as in 

522 N.Y. PUB. HEALTH LAW § 2999-g (McKinney Supp. 2012). The Fund does 
not even advance its stated purpose. First, the Fund does not apply to lower 
“malpractice premiums” in general, but rather applies only to malpractice 
premiums for a small subclass of plaintiffs and defendants—obstetricians and 
hospitals where babies are delivered. Id. § 2999-j(6). Second, application of the 
law to current cases cannot reduce malpractice premiums because premiums for 
pending cases have already been paid. N.Y. COMP. CODES R. REGS. tit. 10, 
§ 69-10.2(a)(3) (2012). This creates a windfall for private insurers in existing 
cases, but not to the defendants who paid the premiums. 

523 PUB. HEALTH § 2999-i(6). 
524 Bordeleau, 18 N.E.2d at 923. 
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the public interest, and that funding for advertising in promoting 
the industry furthered this public purpose.525 Bordeleau did not 
really have the element of a definite, tangible, nonincidental 
benefit to a specific private party that is clearly present in this 
setting.526 The funding provided was directed at interest groups 
that represented the industry as a whole.527

Both Schultz and Grasso contained an element of an 
individualized benefit, and it is clear from those cases that the 
appropriation in Bordeleau surely would not have survived had it 
been provided to one individual apple farmer rather than to the 
entire industry. Schultz involved a governor who used public 
monies for a newsletter that, in the opinion of the court, was 
primarily of value as partisan propaganda.

 The analogue under 
Bordeleau, as may be applied to the Fund, would be if the state 
decided to use its Funds to reimburse a private apple grower for 
advertising the unique aspects of the apples on his or her farm. It 
is difficult to believe that such a program would have prevailed 
in Bordeleau. Yet that is what the state is doing here: using its 
funds to pay off a portion of a unique judgment in favor of a birth 
injured child with unique care needs for the specific and sole 
benefit of an individual tortfeasor who caused that harm. 

528 The governor and 
his party were seen to have benefitted from the public allocation, 
in that they received favorable press from public monies not 
available to political competitors.529 Grasso involved an attorney 
general who, in seeking a money judgment that would only be 
recoverable by a for-profit entity, violated Article VII, Section 8 
because the tangible benefit from any positive result would have 
been realized by the private entity.530 The prosecution 
undertaken by the Attorney General essentially picked out one 
particular, individual private entity, and provided them the 
benefit of public labors with regard to one specific individual 
occurrence.531

The Fund picks out specific private entities who would benefit 
from the public coffers to the exclusion of others in the industry, 
and requires that a private entity actually owe a specific 

 This is exactly what is occurring under the Fund. 

 
525 Id. at 919, 922–23. 
526 Id. at 923. 
527 Id. at 919, 922–23. 
528 Schultz v. New York, 654 N.E.2d 1226, 1231 (N.Y. 1995). 
529 Id. at 1230–32. 
530 People v. Grasso, 861 N.Y.S.2d 627, 641 (App. Div. 1st Dep’t 2008). 
531 Id. 
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obligation resulting from an individual occurrence in order to 
realize any tangible benefit.532 The way the Fund is set up to 
operate, the only tangible benefit accrues to individual private 
entities who have actually been found to have committed medical 
malpractice that resulted in a birth related neurological injury, 
and have been subjected to a judgment for future care 
damages.533

Unlike Bordeleau, which subsidized advertising for an entire 
industry, the Fund does not subsidize physicians or hospitals in 
general.

 This places the Fund far closer to the facts in Schultz 
and Grasso rather than it does Bordeleau, and even in Bordeleau 
there were two dissenters. 

534 Only those providing obstetrical services, and even 
then, ironically, only the ones who have been found to have 
negligently caused a birth related neurologic injury in a specific 
case.535

Finally, the fact that the Fund receives a portion of its 
allocated monies from a tax on hospital revenues from in-patient 
obstetrical services does not alter the foregoing discussion.

 It is difficult to imagine anyone that would have less of a 
“public” purpose to be served—a specifically identified private 
health care provider who has been judicially determined to be 
negligent and caused significant permanent harm to a particular 
infant. Another Fund analogue to Bordeleau would be that if 
instead of using taxpayer funds to promote apple crop marketing, 
state money was used to pay a specific judgment in favor of a 
plaintiff injured by E-coli from the negligence of a single grower. 
It would seem that under this scenario, Bordeleau would not 
have been decided the same way 

536 
Even though there will be a tax in place that will, in theory, 
provide assets for the Fund, the money the Fund will actually 
receive is still subject to an appropriation by the legislature.537 
Monies collected from hospital obstetrical income will be 
deposited into the Health Care Reform Act Resources Fund 
(HCRA Fund), and the legislature will appropriate money from 
the HCRA Fund into the Fund.538

 
532 N.Y. PUB. HEALTH LAW § 2999-j(6)-(7) (McKinney Supp. 2012). 

 In the past, the legislature has 

533 Id. 
534 See id. § 2999-j(6)-(7). 
535 Id. 
536 Id. § 2807-d-1(1). 
537 Id. § 2807-d-1(3); COMPTROLLER, supra note 488, at 16, 47. 
538 N.Y. STATE FIN. LAW § 92-dd(b), (c), (e) (McKinney Supp. 2012); PUB. 

HEALTH § 2807-d-1(3); COMPTROLLER, supra note 488, at 16, 47; Stashenko, 
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collected money in the name of reducing medical malpractice 
premiums, only to raid the fund and use it for general state 
purposes. In 1975, the legislature created the Medical 
Malpractice Insurance Association (MMIA) to increase the 
availability of malpractice insurance.539 The MMIA had to shut 
down in 2000, partially because the legislature kept raiding the 
MMIA to use its funds for general state purposes.540 Between 
1992 and 1997, the state took $691 million from the MMIA, and 
none of this sum was repaid.541

Using state funds to pay portion of a private judgment, 
therefore, would appear to violate Article VII, Section 8 of the 
New York State Constitution. 

 There is no reason to think that 
the monies received from hospitals for the Fund would not be 
subject to the same risks. 

D. Due Process 
The Fifth and Fourteenth Amendments to the U.S. 

Constitution prohibit the taking of liberty and property without 
“due process” and just compensation.542 Similarly, Article I, 
Section 6 of New York State Constitution provides that “no 
person shall be deprived of life, liberty or property without due 
process of law.”543 Article I, Section 7 of the New York State 
Constitution prohibits the taking of property for a public purpose 
without just compensation.544 The Fund legislation, and the 
manner in which the Fund is set up to operate, presents a 
number of potential due process issues.545

 

supra note 28. 

 

539 N.Y. LIQUIDATION BUREAU, supra note 489. 
540 See id. (“MMIA ceased writing policies effective June 30, 2000.”); HUNTER 

TESTIMONY, supra note 489, at 3 (explaining that the state did not refund large 
sums taken from MMIA reserves in the 1990’s). 

541 HUNTER TESTIMONY, supra note 489, at 3. 
542 U.S. CONST. amends. XIV, § 1, V. 
543 N.Y. CONST. art. I, § 6. 
544 Id. art. I, § 7(a). Ironically, if, in order to avoid the application of Article 

VII, Section 8 of the New York Constitution, the state were to claim that the 
restrictions on the recoveries of obstetric malpractice victims were for a “public” 
instead of a “private” purpose, they would run afoul of the just compensation 
requirements by impairing the plaintiff’s right to recovery. 

545 It is important to consider both the federal and state constitutions. Even 
though the language of each is virtually identical, New York’s constitutional 
protections cannot be less than those provided by the U.S. Constitution—but 
state provisions may be interpreted by the state courts as providing greater 
protection. See State v. Cline, 617 N.W.2d 277, 285 (Iowa 2000), abrogated on 
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First, the Fund legislation may be depriving the plaintiff of a 
vested property interest in a fully litigated verdict, judgment, or 
settlement without just compensation. Second, by requiring her 
providers to accept payment from the Fund at New York 
Medicaid rates, the state may be impairing the plaintiff’s 
fundamental right to freely travel and reside in venues where 
payment by the Fund would not be accepted, and cannot be 
compelled. Third, since the Fund claims the right to make health 
care services determinations that could limit the care chosen by 
the plaintiff, she might be deprived of her fundamental right to 
make health care decisions in order to obtain the best possible 
care that is specialized to her needs, and which a jury may have 
already determined is required. Fourth, given that the plaintiff 
has been involuntarily forced into the Fund, the Fund might 
violate the plaintiff’s fundamental right to medical and personal 
privacy by requiring her—as a condition to receiving the care 
determined by a court—to give lifetime access to her medical, 
educational, insurance, and other personal information.546

The purpose of the Due Process Clause is not “only to ensure 
abstract fair play to the individual,” but also “to protect his use 
and possession of property from arbitrary encroachment—to 
minimize substantively unfair or mistaken deprivations of 
property, a danger that is especially great when the state seizes 
goods simply upon the application of and for the benefit of a 
private party.” 

 
Finally, by purporting to retroactively apply the Fund to causes 
of action that have accrued, to actions already pending at the 
time that the Fund legislation was enacted, and even to cases in 
which a verdict has been rendered in favor of the plaintiff but not 
yet converted into a judgment, the Fund might violate the federal 
and/or state Due Process Clauses. 

547

 

other grounds by State v. Turner, 630 N.W.2d 601 (Iowa 2001) (explaining that 
while a state court may not interpret its “Constitution to provide less protection 
than that provided by the U.S. Constitution, the state court is free to interpret 
[its] constitution as providing greater protection for [its] citizens’ constitutional 
rights”). 

 “[T]he guaranty of due process . . . demands 

546 Griswold v. Conn., 381 U.S. 479, 485 (1965) (acknowledging “zone[s] of 
privacy created by several fundamental constitutional guarantees”). Does this 
requirement also violate HIPPA? Health Insurance Portability and 
Accountability Act of 1996, Pub. L. 104–191, 110 Stat. 1936 (1996). 

547 Fuentes v. Shevin, 407 U.S. 67, 80–81 (1972); Mark N. v. Runaway 
Homeless Youth Shelter, 733 N.Y.S.2d 566, 569 (N.Y. Fam. Ct. Chautauqua 
Cnty. 2001). 
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only that the law shall not be unreasonable, arbitrary, or 
capricious, and that the means selected shall have a real and 
substantial relation to the object sought to be attained.”548 A law 
that discriminates arbitrarily, without a “reasonable and just 
relation” to a “real and substantial distinction,” violates due 
process.549

In addition, “[t]he fundamental requirement of due process is 
the opportunity to be heard ‘at a meaningful time and in a 
meaningful manner.’”

 The discrimination against some—but not necessarily 
all—infants who have proven that they have been harmed by 
malpractice at birth as compared to other tort victims, may 
therefore violate the Due Process Clauses as well as deny equal 
protection. This is particularly so when the manner in which the 
Fund is applied and the rights taken from these children are 
considered. 

550 The “very essence of civil liberty 
certainly consists in the right of every individual to claim the 
protection of the laws, whenever he receives an injury. One of the 
first duties of government is to afford that protection.”551 

Specifically, the legislature cannot, “without violence to the 
constitutional guaranty of ‘due process of law,’ suddenly set aside 
all common law rules respecting liability . . . without providing a 
reasonably just substitute.”552 An infant who is forced into the 
Fund has been deprived of these rights because she is obligated 
to pursue an administrative remedy after she has already proven 
her entitlement to a remedy at common law.553 The Fund is not a 
reasonably just substitute for her remedy because, in addition to 
the reasons discussed above, by taking away her money 
judgment she may be deprived from receiving the care that she 
feels is most appropriate for her unique needs.554

 
548 Nebbia v. N.Y., 291 U.S. 502, 510–11 (1934); Spielvogel v. Ford, 136 

N.E.2d 856, 857–858 (N.Y. 1956); Defiance Milk Prod. Co. v. Du Mond, 132 
N.E.2d 829, 830 (N.Y. 1956). 

 Instead, the 
Fund replaces this money judgment for future medical care, 

549 Hotel Ass’n. of N.Y. v. Weaver, 144 N.E.2d 14, 19 (N.Y. 1957) (quoting S. 
Ry. Co. v. Greene, 216 U.S. 400, 417 (1910)); Cluett, Peabody & Co., Inc. v. J.W. 
Mays, Inc., 170 N.Y.S.2d 255, 261 (App. Div. 2d Dep’t 1958) (citing Nebbia, 291 
U.S. at 510–11), aff’d, 161 N.E.2d 223 (N.Y. 1959). 

550 Mathews v. Eldridge, 424 U.S. 319, 333 (1976) (quoting Armstrong v. 
Manzo, 380 U.S. 545, 552 (1965)). 

551 Marbury v. Madison, 5 U.S. 137, 163 (1803). 
552 New York Central R.R. Co. v. White, 243 U.S. 188, 201 (1917). 
553 N.Y. PUB. HEALTH LAW § 2999-j(7) (McKinney Supp. 2012). 
554 See id. 
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which she has already proven to a jury, with care that the Fund 
deems necessary for her, and which may be inadequate or 
underfunded.555

1. Vested Right to Money Judgment 

 

The Due Process Clauses prohibit a “taking” or deprivation of 
property without just compensation.556 In this setting, after the 
plaintiff receives a verdict, the cause of action has been proven 
and damages determined: “The plaintiff’s right to be made whole 
becomes fixed when the verdict holding the defendant liable is 
rendered.”557 All that is necessary to convert that verdict into a 
judgment for money damages is the essentially ministerial act of 
converting that verdict into a judgment. Indeed, the Legislature 
and the courts specifically recognize that the plaintiff’s property 
rights to the amount of the verdict are established at that time 
by providing for interest on that amount between the time of the 
verdict, and the entry of judgment.558

It is clear that a money judgment creates a vested property 
interest that is constitutionally protected by the Due Process 
Clause. By forcing an infant plaintiff to take part in the Fund 
upon an application by the defendant, and thereby eliminating 
her ability to recover a significant part of the amount of damages 
determined by the court, the state may be depriving an infant 
plaintiff of her vested property interest in any judgment or 
settlement to which she had been entitled.

 

559 This is in contrast 
to “tort reform” in other states, which limits the plaintiff’s 
recovery of damages, or schemes such as Workers’ Compensation, 
where the plaintiff trades off his tort recovery for a certainty of 
payment.560

 
555 Id. 

 Here, the property right has already been 
determined by a court—and then taken away without any 
compensation for the loss, that is, the difference between the 
judgment (and the rights and flexibility that inure with it) and 
the promise of payment solely for those services that the Fund 
determines are appropriate. 

556 U.S. CONST. amends. V, XIV, § 1; N.Y. CONST. art. I, § 7. 
557 Love v. State, 583 N.E.2d 1296, 1298 (N.Y. 1991). 
558 N.Y. C.P.L.R. § 5002 (McKinney 2007). 
559 PUB. HEALTH § 2999-j(6)–(7); Andree ex rel. Andree v. Nassau Cnty., 311 

F.Supp. 2d 325, 335 (E.D.N.Y. 2004). 
560 See FLA. STAT. ANN. § 766.118 (West 2012) (legislation limiting damages 

available to patient); N.Y. WORKERS’ COMP. LAW § 10 (McKinney 2012). 
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Not only has a taking occurred, but such taking is being 
utilized for a private purpose—relieving a private defendant from 
paying a judgment obligation. A taking cannot occur against a 
private individual for an “incidental or colorable benefit to the 
public.”561

It would appear, therefore, that the Fund may violate the Due 
Process Clause prohibition against taking property without 
either just compensation or a public purpose.

 It is simply a transfer of funds from plaintiffs who 
have established their right to them, to private judgment 
debtors—doctors, nurses, hospitals and malpractice insurers—
who are relieved from paying such damages. 

562

2. Freedom to Travel 

 

As discussed in the analysis of the denial of equal protection, 
the freedom to travel is a fundamental constitutional right.563 
“The right to travel is a part of the ‘liberty’ of which the citizen 
cannot be deprived without the due process of law under the 
Fifth Amendment.”564 The Fund legislation may violate both the 
due process and equal protection clauses, because an enrollee 
may be deprived of her right to travel independently from any 
discrimination on the part of the state. It would appear that the 
manner in which the Fund operates would impair the ability of a 
child and her family either to reside outside of New York State or 
obtain care outside of the state.565

The Fund requires that “[a]ll health care providers shall accept 
 

 
561 N.Y.C. Hous. Auth. v. Muller, 1 N.E.2d 153, 156 (N.Y. 1936). 
562 Nor do the projected numbers even add up. Although some project that 

the Fund will reduce malpractice costs by $320 million, assuming 200 infant 
enrollees per year, the Fund would have to save about $1.6 million per infant, 
every year, in order to make that number. Since the annual cost of care for each 
child is far less that amount, it is hard to imagine how this computation was 
made. The more tangible benefit of the Fund actually goes to private hospitals 
and insurance companies, where the burden of providing future care for infant 
victims of malpractice falls to the state. More specifically, the system as set up 
actually benefits hospitals that are more prone to malpractice. With the state 
picking up the tab, there is no incentive for these hospitals with high rates of 
malpractice to improve the quality of their care. Even if a public benefit is 
assumed, it is hard to imagine such a benefit to the public being more than 
incidental to the benefit enjoyed by obstetricians, hospitals and insurance 
companies. Knipel, supra note 7, at 2–3. 

563 U.S. v. Guest, 383 U.S. 745, 757 (1966); Alevy v. Downstate Med. Cntr., 
348 N.E.2d 537, 543 (N.Y. 1976); see discussion supra Part V.B. 

564 Kent v. Dulles, 357 U.S. 116, 125 (1958). 
565 PUB. HEALTH § 2999-j(11). 
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from qualified plaintiff’s [sic] or persons authorized to act on 
behalf of such plaintiff’s assignments of the right to receive 
payments from the fund for qualifying health care costs.”566 This 
completely ignores the very real possibility that a health care 
provider outside of New York may not agree to treat an enrollee 
because the provider does not want to deal with the bureaucracy 
of the Fund, or does not want to accept New York Medicaid 
rates.567 It would appear that a New York State law cannot 
require health care providers outside of the state to accept 
payment from the Fund. This will inherently impair the right of 
a Fund enrollee to either reside outside of New York or seek care 
in another jurisdiction.568 As discussed above, an enrollee can 
physically travel or reside outside of New York, but not without 
severe restrictions to their access to medical care, because out-of-
state health care providers will not necessarily accept the New 
York reimbursement rate, or the Fund’s bureaucracy.569 In 
Swanson referred to in this article, for example, the infant 
plaintiff’s treating physicians were in Connecticut.570

By taking health care decisions away from the plaintiff and by 
potentially limiting her treatment and care to New York, not only 
does this provision limit the ability of in state residents to leave 
New York, but the Fund could also fail to provide an out of state 
resident with the necessary care to which they would be entitled. 
For example, if an out of state resident gave birth while passing 
through New York, she could be subject to the Fund if she cannot 
obtain jurisdiction over the defendant in her home state.

 

571

 
566 Id. § 2999-j(11). 

 The 
freedom to travel “require[s] that all citizens be free to travel 
throughout the length and breadth of our land uninhibited by 
statutes, rules, or regulations which unreasonably burden or 

567 Id. 
568 Id. (requiring out of state health care providers to accept payment from 

the Fund, which, practically speaking, may prevent a plaintiff from leaving the 
state of New York since out of state providers have no legal obligation to accept 
payment from the Fund). 

569 Id. See N.Y. COMP. CODES R. REGS. tit. 10, § 69-10.22 (2012); Given the 
Fund regulation’s restrictions on access to transportation and the limitations on 
providing a handicapped accessible vehicle, even the physical or financial 
ability to travel to get care is open to question. See N.Y. COMP. CODES R. REGS. 
tit. 10, § 69-10.8, .12. 

570 Plaintiffs’ Affirmation in Sur-Reply, supra note 426, at 14. 
571 The Medical Indemnity Fund does not deny coverage to out of state 

residents so long as their injuries are sustained while in New York. See N.Y. 
COMP. CODES R. REGS. tit. 10, § 69-10.22. 
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restrict this movement.”572 As discussed above, the right to travel 
is a fundamental right, and any interference with such a right is 
subject to strict scrutiny, requiring a compelling government 
interest that is narrowly tailored.573 States cannot infringe upon 
the freedom to travel by denying a traveler’s “basic necessities of 
life.”574 Medical care, including nonemergency medical care, is in 
fact quite properly considered to be a basic necessity of life.575

When a plaintiff receives a judgment for future care damages, 
she is entitled to take those damages and use them to obtain care 
anywhere she may choose.

 
Under this standard of review, the Fund would appear to have 
difficulty passing constitutional muster. 

576 This portability is important 
because it allows her to travel wherever is necessary to receive 
the best care available. Under prior law, if the child were to have 
to move out of New York for any reason, or if they were actually a 
resident of another state, she would be able to use the recovery to 
receive the care that a jury found to be appropriate.577 Under the 
Fund, however, the infant plaintiff is not entitled to recover such 
damages or to spend them as she chooses. In order for the infant 
plaintiff to receive care, the Fund requires that the health care 
provider accept the assignment of payment from the Fund, and 
all of the Fund’s bureaucratic requirements that go along with 
it.578 This provision is to ensure that all providers accept payment 
from the Fund, most of which is at Medicaid rates.579

Therefore, the result is that the infant plaintiff is forced to 
accept care that is effectively limited to New York—even if the 
Fund approves all of the requested services. Instead of getting 
paid in cash, the state essentially forces the plaintiff to accept 
what is the equivalent of a gift certificate that would force her to 

 As 
discussed previously, an out-of-state provider cannot be forced to 
accept payment from New York, and if an out-of-state provider 
does not want to have to deal with the Fund, the infant plaintiff 
who seeks treatment from such provider is just out of luck. 

 
572 Shapiro v. Thompson, 394 U.S. 618, 629 (1969). 
573 Memorial Hosp. v. Maricopa Cnty., 415 U.S. 250, 262, 269 (1974); Shapiro, 

394 U.S at 634. 
574 Memorial Hosp., 415 U.S. at 269. 
575 Id. 
576 See N.Y. C.P.L.R. §§ 5031, 5041 (McKinney Supp. 2012). 
577 See id. 
578 N.Y. PUB. HEALTH LAW § 2999-j(11) (McKinney Supp. 2012). 
579 See id. 
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keep coming back again and again to the same store, whether or 
not the service was adequate, and even if she moves thousands of 
miles away from it. For a neurologically impaired child who lives 
or decides to move out of state or seek care there, the Fund 
cannot guarantee that out of state providers would accept 
payment from the Fund and such care may therefore become 
unavailable. If a neurologically impaired child or his family 
should choose to live outside New York, or seek care outside the 
state, the Fund may provide little, if any care benefit to him, thus 
effectively forfeiting the future care component of his recovery. 
This is the inevitable result of eliminating the plaintiff’s right to 
recover damages for future care and replacing it with the Fund’s 
managed care system, in which care can only be “guaranteed” in 
New York—and even then only by providers who will agree to 
accept Medicaid reimbursement rates and the Fund’s other 
restrictions. Instead of being able to collect and manage funds for 
future care, she is obligated to receive a lifetime of whatever care 
the Fund chooses to give her. Since the Fund cannot promise her 
that it will provide her own unique “basic necessities of life,” or 
even medical care that she may require to survive, if she were to 
leave the state—the Fund would appear to violate or at least 
significantly infringe the constitutional right to freedom of 
travel.580

3. Right to Make Health Care Decisions 

 

In addition to impairing the right to live outside the state of 
New York, the Fund may also create due process issues by 
restricting the ability of infant plaintiff and her parents to make 
private health care decisions. Such decisions are fundamental 
constitutional rights that go to the very core of liberty and even 
life itself. A judgment granted to an infant plaintiff in a 
malpractice case for future care costs is valuable to the plaintiff 
as a means for her to obtain the specialized care that she needs, 
and to maximize her quality and length of life in a manner that 
is best suited for her. As described above, in order to invoke strict 
scrutiny, it is only necessary that the state creates “legislation 
which deprive[s], infringe[s], or interfere[s]” with such a right.581

 
580 Memorial Hosp., 415 U.S. at 269. 

 
The U.S. Supreme Court has recognized that “it cannot now be 

581 Washington v. Glucksberg, 521 U.S. 702, 720 (1997); San Antonio Indep. 
Sch. Dist. v. Rodriguez, 411 U.S. 1, 37–38 (1973). 
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doubted that the Due Process Clause of the Fourteenth 
Amendment protects the fundamental right of parents to make 
decisions concerning the care, custody, and control of their 
children.”582

The Fund is distinguished from a benefit program where a 
person voluntarily applies for and accepts benefits, and thereby 
subjects themselves to the conditions and limitations of that 
program. Rather, the Fund is a mandatory, involuntary 
substitution where the Fund makes future care decisions instead 
of the family using the funds owed to it as a result of a jury 
finding that such care was required.

 By taking away the right to be paid the damages 
required for future care, and the inherent freedom to make 
health care choices that comes with it, the Fund legislation is 
effectively denying the family the right to choose their care, and 
even more disturbingly, the care that was deemed appropriate by 
a jury. This raises serious due process concerns. 

583 The “care” and “benefits” 
provided by the Fund should not be seen in the same light as 
Medicaid, which sets the floor for the most basic care needs. The 
Fund is replacing a plaintiff’s right to the care that a court has 
determined she was entitled.584

The Fund has an inherent conflict of interest arising from its 
need to keep care costs down in order to remain solvent. As a 
result, the most expensive and essential components of an infant 
plaintiff’s care all require prior approval by the Fund.

 The Fund and its limitations and 
restrictions on care is the complete antithesis of the fundamental 
right to make health care decisions and thereby, would appear to 
violate the plaintiff’s due process rights in this regard as well. 

585 The 
application process for approval is tedious, requiring multiple 
bids and evaluations regarding efficiency.586 If the Fund denies 
the request, and the infant plaintiff fails to meet the increased 
standard in order to reverse the denial in court, she will be 
denied even those services that the jury determined were 
appropriate.587

 
582 Troxel v. Granville, 530 U.S. 57, 66 (2000). 

 

583 PUB. HEALTH § 2999-j(6). 
584 Id. at § 2999-j (2), (3), (6). 
585 N.Y. COMP. CODES R. REGS. tit. 10, § 69-10.6(a) (2012). 
586 Id. §§ 69-10.2, .7(g)–(h). 
587 N.Y. C.P.L.R. § 7803 (McKinney 2008); PUB. HEALTH § 2999-j(6)–(7); 

Knipel, supra note 7. Whatever is “saved” by rationing care under the Fund is 
coming directly out of the care being provided to innocent children who were the 
victims of malpractice. If in fact it were true that the child would be getting the 
same care as without the Fund, there would be no savings at all. There 
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Where the Fund does not exclude care altogether, it limits the 
availability of care by only allowing payment at Medicaid rates 
for goods and services.588 For example, even if the Fund accepts a 
prior approval request for private duty nursing, it is debatable 
whether the enrollee will be able to find caretakers willing to 
work at Medicaid rates. In addition, several provider 
organizations have already come out against the Fund, claiming 
that payment at Medicaid rates not only limits their ability to 
make care accessible, but also prevents them from providing an 
adequate quality of care.589 There is already evidence that care 
provided at Medicaid rates has a negative impact on patient care, 
and can even reduce the life expectancy.590 In the absence of the 
Fund the plaintiff had the right to choose her care and, if 
necessary, to pay higher rates to acquire needed care. Instead, 
the Fund denies her this right and even requires her to ask 
permission to acquire the kinds of care that are necessary for the 
patient, simply because they are expensive.591

4. Right to Privacy 

 This raises serious 
due process issues as well. 

Another fundamental constitutional liberty right that is 
protected by the Due Process Clauses is the right to personal 
privacy.592 Unfortunately, the manner in which the Fund 
operates vitiates these rights, as well. As a condition of receiving 
benefits under the Fund, the plaintiff is required to provide a 
medical authorization waiving medical confidentially to the Fund 
Administrator for the rest of her life.593 Since the Fund is entitled 
to require payment from School Districts and or private health 
insurance carriers before the Fund pays, it would also appear 
that they will assert the right for authorizations waiving the 
child’s confidentiality from these sources as well.594

 

certainly can be no claim that the Fund will be more efficient in managing care, 
which requires permanent administrative costs. See PUB. HEALTH § 2999-i(3) 
(“The expense of administering the fund . . . shall be paid from the fund.”). 

 

588 N.Y. COMP. CODES R. REGS. tit. 10, § 69-10.20. 
589 Bergen et al., supra note 82. 
590 Bisgaier & Rhodes, supra note 231, at 2324; Harrington et al., supra note 

230, at 1105; Hakim & Buettner, supra note 232. 
591 N.Y. COMP. CODES R. REGS. tit. 10, § 69-10.6. 
592 Griswold v Conn., 381 U.S. 479, 484–86 (1965). 
593 N.Y. COMP. CODES R. REGS. tit. 10 § 69-10.2(b); NOTICE OF PRIVACY 

PRACTICES, supra note 396; see discussion supra Part IV.B. 
594 NEW YORK STATE MEDICAL INDEMNITY FUND, NEW YORK STATE MEDICAL 
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This would seem to be a fundamental infringement on 
individual privacy, extending over a lifetime. As discussed above, 
the Fund is critically different than someone applying for 
governmental benefits, and who is obligated to agree to various 
conditions in order to receive such benefits. Nor is this equivalent 
to requiring a personal injury plaintiff to waive medical 
confidentiality. In the latter instance, the plaintiff initiated the 
action, and the defendant is entitled to the plaintiff’s medical 
information to confirm the validity of his injury.595 Even then, 
such medical authorization expires after the lawsuit is 
determined.596 In contrast, under the Fund the authorization and 
loss of medical confidentiality does not even start until after the 
validity of the medical condition and entitlement to future care 
damages has been established to the satisfaction of a court. In 
order to get care under the Fund, the loss of medical privacy 
extends forever.597

Thus, in addition to involuntarily depriving the plaintiff of the 
judgment amount that would enable her to make her own health 
care decisions, the state is also compelling her to waive all 
medical confidentiality for the rest of her life.

 

598 The Fund has 
apparently recognized that it cannot effectively ration care 
without this information.599

 

INDEMNITY FUND APPLICATION 1–2, available at http://www.dfs.ny.gov/insurance/
mif/mif_application.pdf. 

 The innocent neurologically impaired 
malpractice victim, therefore, is not only subjected to losing her 
right and ability to make health care decisions, but will be 
subjected to rationed care, and as a condition to getting even 
that, will be obligated to waive medical confidentiality as long as 
she lives. This infringement on privacy should be sufficient by 

595 Koump v. Smith, 250 N.E.2d 857, 861 (1969). 
596 See id. 
597 See N.Y. COMP. CODES R. & REGS. tit. 10 § 69-10.2(b)(1), (2) (noting that 

the release of confidential health information to the Fund is provided when 
patients are eligible to apply for enrollment, which usually is not until the 
court-approved judgment can be submitted with the application). As noted 
previously this requirement may also violate HIPPA. Health Insurance 
Portability and Accountability Act of 1996, Pub. L. 104–191, 110 Stat. 1936 
(1996). 

598 N.Y. PUB. HEALTH LAW § 2999-j(1), -j(4), -j(8)(a), -j(12) (McKinney Supp. 
2012) (showing that the plaintiff is deprived of the judgment amount because 
an administrator of the Fund is the one who determines what qualifying health 
care costs will be paid by the Fund, and which costs require payment from other 
sources, like private health insurance); see discussion supra Part IV.B. 

599 See NOTICE OF PRIVACY PRACTICES, supra note 396. 
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itself to raise serious due process concerns. 

5. Retroactive Application 
As discussed above, the Fund legislation unprecedentedly 

purports to apply to all cases in which a judgment was not 
entered prior to April 1, 2011.600 This would purport to deprive a 
plaintiff of the right to obtain full recovery of damages for future 
care costs in cases (a) where the cause of action has accrued but 
the plaintiff has not yet sued; (b) where the case has been 
commenced but not reached a trial verdict, and (c) even where 
there was a verdict prior to April 1, 2011 but no judgment had 
been entered.601 The claim could also be made that the Fund 
applies to settlements agreed to by the parties prior to April 1, 
2011, but which had not been approved by the court by that 
date.602

Section 53 of NY Statutes (McKinney’s Vol. 1) provides: “A 
statute generally will not be applied retroactively where it would 
deprive one of a substantial right, or affect antecedent rights.”

 To the extent that this legislation may be applied to 
pending cases that have not yet ripened into judgments, there is 
a concern that retroactive application may be an unconstitutional 
taking–and at least violate New York laws of statutory 
construction. 

603

As a general rule, a statute will not be applied retroactively where 
it would, in effect, deprive one of a substantial right, or affect, or 
interfere with, antecedent rights, or impose an unexpected 
liability, at least in the absence of an unequivocal expression in the 
statute that the Legislature intended that the statute should have 
such effect. So, a preexisting right or liability, whether or not it is 

 
The Comment to this section notes: 

 
600 2011 N.Y. Sess. Laws ch. 59 § 52 (McKinney); N.Y. COMP. CODES R. & 

REGS. tit. 10, § 69-10.2(a)(3). When there had been prior legislation to limit the 
recoveries of plaintiffs in malpractice cases they were applied prospectively to 
actions that had not yet been commenced. See, e.g., 2003 N.Y. Sess. Laws ch. 86 
§§ 1–2 (McKinney). 

601 PUB. HEALTH § 2999-j(7); N.Y. COMP. CODES R. & REGS. tit. 10, § 69-10.2(a) 
(noting the requirement that a person may only apply for enrollment in the 
Fund if he or she has a judgment for a claim or action issued on or after April 1, 
2011). 

602 See N.Y. PUB. HEALTH LAW § 2999-j(7); N.Y. COMP. CODES R. & REGS. tit. 
10 § 69-10.2(a)(3). Indeed in the Swanson case referred to, the verdict was 
reached many months before April 1, 2011, but post trial motions delayed entry 
of a judgment until the effective date of the Fund legislation. Plaintiffs’ 
Affirmation in Sur-Reply, supra note 426, at 26–28. 

603 N.Y. STATUTES § 53 (McKinney 1971). 
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constitutionally protected from change, will not be affected by 
legislation, unless legislative intent to the contrary is obvious. The 
doubts, if any, will be resolved in favor of holding the subsequent 
statute to be prospective only. Nonprocedural statutes will not be 
interpreted as retroactive unless the Legislature clearly intends 
such interpretation, and where the effect of a statute is to create a 
right of action which did not previously exist, it is presumed that 
the statute was intended to have only prospective application.604

In Knapp v. Consolidated Rail Corp.,
 

605 a case addressing the 
possible retroactive application of changes to the Workers’ 
Compensation Law in New York, the court ruled on the issue of 
whether a cause of action for contribution was a vested right, and 
the principle of applying statutory changes to causes of action 
prospectively only.606 The court stated: “[W]hile the quantum of 
[a cause of action for] contribution may be inchoate, the right to 
seek contribution itself is vested.”607 Any attempt to eliminate 
this vested right retroactively “would constitute an 
unconstitutional taking.”608

Under the reasoning of Knapp, the Fund may not retroactively 
apply to cases that had been initiated before April 1, 2011, and 
perhaps even causes of action that had accrued but had not yet 
been granted a judgment. Just as Dole v. Dow Chemical Co.

 

609 
granted a vested right to seek contribution, the right to seek 
recovery of future care costs is established by statute.610 The 
Fund disrupts this vested right by eliminating the ability to 
recover future care damages. Juries are still required to make 
determinations regarding future care costs, but the Fund 
removes the right of the plaintiff to recover that determined 
sum.611

 
604 Id. § 53 cmt. 

 When the plaintiff is required to prove his future care 
damages and obtains a verdict establishing his entitlement to 
them, and then is deprived of the right to such recovery, it is 
hard to imagine a more compelling example of the unlawful 
impairment of a vested right. The right to seek prove future 

605 Knapp v. Consol. Rail Corp., 655 N.Y.S.2d 732, 733 (Sup. Ct. Albany Cnty. 
1997). 

606 Id. at 735, 736. 
607 Id. at 734. 
608 Id. at 735. 
609 282 N.E.2d 288 (N.Y. 1972). 
610 N.Y. C.P.L.R. §§ 4111(d), 5031(d) (McKinney 2007). 
611 N.Y. PUB. HEALTH LAW § 2999-i(6)(a) (McKinney Supp. 2012); C.P.L.R. 

§ 4111(d). 
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damages is rendered worthless without the right to recover them 
from the defendant. 612

E. Denial of Jury Trial 

 Thus, it may well be that the purported 
retroactive application violates the Due Process Clause by 
creating an unconstitutional taking. 

Both the New York State Constitution and the CPLR 
guarantee the right of a trial by jury.613 Clearly that provision of 
the New York constitution is applicable to a claim for medical 
negligence and therefore, the plaintiff in such an action is 
constitutionally entitled to a determination of liability and 
damages by a jury–and not by the Fund Administrator.614

By its terms, the Fund cannot even apply unless a suit has 
been filed, and all of the litigation steps through and including 
appeal are followed.

 

615 “The assessment of damages in a personal 
injury action is primarily a factual determination to be made by 
the jury, and is accorded great deference . . . . ”616 The Fund 
statute only applies after a verdict determining future care cost 
damages is decided and judgment is rendered, and still requires 
that the plaintiff prove to the jury the basic elements of liability, 
as well as future damages, including care costs.617

It would appear that the plaintiff’s right to a jury trial may be 
violated by the Fund legislation because after liability, causation, 
and damages for future care costs are determined by the jury, 
such future care cost determinations are not considered, and in 
fact they are completely ignored by the Fund. As discussed 
previously, the plaintiff is then required to apply for—and may 
be denied—the very care that the jury determined was 
required.

 

618

 
612 In addition, it is difficult to discern how retroactive application can reduce 

malpractice premiums that had already been paid for the claims in existence. 
Retroactive application simply constitutes a windfall to liability insurers who 
collected premiums for risks that they will never have to pay if retroactivity is 
upheld. 

 Thus, the Fund replaces the jury’s determination of 

613 N.Y. CONST. art. I, § 2; C.P.L.R. §§ 4101, 4104, 4113. 
614 See Treyball v. Clark, 483 N.E.2d 1136, 1137 (N.Y. 1985) (stating that for 

a medical malpractice claim, a plaintiff has a constitutional right to a 
meaningful jury trial). 

615 See PUB. HEALTH § 2999-j(6). 
616 Lolik v. Big V Supermarkets, Inc., 698 N.Y.S.2d 762, 763 (Sup. Ct. N.Y. 

Cnty. 1999). 
617 PUB. HEALTH §§ 2999-i(6), 2999-j(6). 
618 N.Y. COMP. CODES R. REGS. tit. 10, § 69-10.6–13 (2012). 
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damages, and instead promises future care that may or may not 
require prior approval from the Fund and that the Fund may 
lack the resources to provide. If the Fund denies the care 
requested by the enrolled plaintiff, there is no reason to think 
that the enrolled plaintiff will ever receive the actual future care 
services as determined by the jury. To that extent, the Fund 
Administrator acts as a “super jury.” Instead of the negligent 
defendant paying for the plaintiff’s future medical care as 
assessed by a jury, the plaintiff’s health insurance will pay for 
many aspects of her care.619 As for the expensive needs of the 
plaintiff that are not likely to be covered by her insurance, she 
will require prior approval from the Fund to get payment.620

F. Article VII, Section 6 

 All 
of this potentially violates the plaintiff’s right to a jury trial and 
the right to enforce the right to collect damages as determined by 
the jury—whose verdict with respect to future care has become 
entirely irrelevant by the Fund. 

The Fund legislation was inserted as part of the bill approving 
the New York State budget. Article VII, Section 6 of the New 
York State Constitution prohibits substantive legislation to be 
part of the budget: “No provision shall be embraced in any 
appropriation bill submitted by the governor or in such 
supplemental appropriation bill unless it relates specifically to 
some particular appropriation in the bill, and any such provision 
shall be limited in its operation to such appropriation.”621 When 
proposing Article VII legislation, “a Governor should not put into 
such a bill essentially nonfiscal or nonbudgetary legislation.”622 
The Legislation creating the Fund—and more importantly it as 
relates to this constitutional restriction—which takes away the 
substantive rights to a birth trauma malpractice victim to obtain 
his full measure of damages, the ability to make health care 
choices, the freedom to travel, etcetera—was passed as part of 
the 2011 New York State Budget.623

 
619 PUB. HEALTH § 2999-j(3). 

 It is clear that the Fund 
legislation does not deal solely with fiscal matters, but rather, for 
the most part, with substantive and procedural rights of the 

620 N.Y. COMP. CODES R. REGS. tit. 10, § 69-10.6–13. 
621 N.Y. CONST. art. VII, § 6. 
622 Pataki v. Silver, 824 N.E.2d 898, 909 (N.Y. 2004). 
623 2011 N.Y. Sess. Laws ch. 59 (McKinney); see supra Part V.D.2–4. 
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plaintiff in a civil action, which are clearly not necessary for the 
appropriations to the Fund.624

VI. CONCLUSION 

 It would appear, therefore, that 
this legislation violates the restriction set forth in Article VII, 
Section 6 of the New York State Constitution prohibiting 
substantive law matters from being enacted through a budget 
bill. 

As detailed in this article, the Fund legislation raises a number 
of serious questions with respect to its constitutionality. In 
addition there are a number of practical difficulties in the 
administration of the Fund that have either not been considered 
by the Fund regulations, or were considered and ignored. By 
infringing on the ability of judges to enforce their judgments 
after a full trial, and allowing an executive agency to override the 
findings of a jury and the court, the Fund may violate the 
doctrine of separation of powers. Also, by using public funds to 
pay a portion of a judgment against a private defendant, the 
Fund legislation may run afoul of Article VII, Section 8. The 
operation of the Fund also raises multiple due process and equal 
protection issues where the rights of some—but not all—children 
who suffered a birth related neurological injury are being singled 
out and required to take part in a managed care system in which 
no other malpractice plaintiff is required to participate. Finally, 
the funding mechanism as well as the obligations that have been 
promised, raises serious questions about the long term financial 
viability of the Fund, and whether the Fund can actually care for 
its enrollees over the long term. 

It is also likely that the care that these children receive will be 
rationed and reduced—creating long-term health and quality of 
life issues. Although the Fund was theoretically created to 
control medical malpractice costs, to the extent that it can 
accomplish this goal it can only do so by limiting the care 
available to these children, with potential adverse consequences 
to their quality of life and longevity. The Fund ultimately places 
its enrollees in a situation that is not much better than Medicaid, 
paying for services at Medicaid rates, and requiring prior 
approval for most critical services. Even though the statute 
seems to imply that prior approval requests are supposed to be 

 
624 Moore & Gaier, supra note 6, at 2–3. 
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the exception rather than the rule, the reality is that the most 
expensive and necessary care that would be required, such as 
environmental modifications, a van for transportation, private 
duty nursing, and enteral nutrition, would each require an 
extensive approval process and could end up being limited or 
denied. It would seem at a minimum, that an innocent child who 
has been harmed by the wrongful acts of another—even if the 
tortfeasor is a health care professional—should be at least be 
entitled to get the care that was necessitated by such negligence 
and not have her care rationed by the state. Yet the Fund has 
taken away that right, and it would appear inevitable that there 
will be a constitutional challenge to the Fund legislation that 
could well lead to it being invalidated. 

Therefore, either because of a successful constitutional 
challenge, or the likely need for significantly increased funding, 
it is difficult to see how this Fund will remain in place over the 
next decade. In the meantime, unfortunately a significant 
number of innocent children and their families will be adversely 
impacted by this experiment. 
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SB 879 Testimony – oppose  

from Brian Lancaster  

I recently learned about SB879, and I am very concerned about this bill.  Maryland 
parents whose children are injured at birth should absolutely maintain the right to 
directly sue the involved healthcare providers and hospitals.  
 
Please oppose this bill.  
 
Thank you.  
 
Sincerely,  
 
Brian Lancaster  
Germantown MD  
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SB 879 Testimony – oppose  

I am very concerned about SB879, which would prohibit Maryland citizens from suing 
their healthcare providers and/or hospitals in the event of birth injuries caused by 
negligence.  This bill reads as though it is looking out for the financial best interest of 
potentially negligent healthcare providers and hospitals rather than the interests of the 
citizens of Maryland.   
 
As a Maryland resident, I am strongly opposed to this bill and I urge the committee 
members to please oppose it as well.  
 
Thank you!  
 
Sincerely,  
 
Sandi Lancaster  
Germantown, MD  
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HB1563/SB0879 OPPOSE  

 

I am writing you as a concerned mother of four, a professional in the human services field for a decade, and a provider 
of care throughout the childbearing year. Being a birthing woman in Maryland who also serves birthing families 
HB1563/SB0879 directly impacts me as birth is always unpredictable. As a human services professional I have seen the 
lifelong financial impact of birth injuries.  
 
I began my work in the human services field as a direct care respite provider. I worked with families who had children, 
siblings, and relatives etc. who were developmentally disabled and intellectually impaired. Some of the people I worked 
with had impairments due to genetic and chromosomal abnormalities. Others were injured during the birth process 
which caused them to need lifelong care. Their injuries included hypoxia, internal decapitation, cerebral palsy, Hypoxic 
Ischemic Encephalopathy, and varying degrees of brachial plexus to name a few. Daily care and programs needing to be 
provided for a lifetime impacts families financially.   
 
The five leading causes of infant death in 2017 were (in order) birth defects, preterm birth/low birth weight, maternal 
pregnancy complications, SIDS, and injuries. The leading brain-related injury in relation to birth trauma is cerebral palsy. 
CP is estimated to affect around 800,000 children, with 8,000-10,000 new cases diagnosed each year. In many instances, 
CP could have been eliminated with the corrective preventative measures by physician. For example, if a physician fails 
to monitor fetal distress and take the appropriate actions, the infant may develop CP. So we are going to now tell 
families that their provider’s negligence isn’t something they or the hospital will be accountable for?  
 
Pitocin is used in the majority of hospital births to induce or augment labor and nearly all to “manage” the third stage. 
There are risks to using Pitocin. It can cause hyper stimulation of the uterus which causes contractions to be longer, 
stronger, and closer together. This causes added stress to the baby because it restricts placental flow of oxygenated 
blood. Restriction of oxygenated blood leads to fetal distress and hypoxia, to name a few. Mismanagement of 
medication is a common error in hospital births and is a direct contributor to many birth injuries. Providers and the 
hospitals that employ them should be financially accountable for the injuries they cause.  
 
Birth injuries that arise during delivery is a common occurrence. These types of injuries occur from the use of vacuum 
extractor or forceps, tools invented to assist in delivery. Other injuries from delivery may include administering the 
wrong medication, mishandling the infant, resulting in broken bones, lacerations, or skull fractures. When a high level of 
oxygen is introduced, it interrupts the growth of the vessels and voila – you have Retinopathy of Prematurity. Stevie 
Wonder was born with sight, but because he received an excessive amount of oxygen, he developed ROP, his retinas 
detached and he became blind. 
 
Lacerations occur during cesarean sections. I served a family recently whose baby had a laceration to their face. When 
they spoke with the provider about the injury they were told “The laceration occurred because he was being squeezed 
so hard in utero during contractions.” It doesn’t take an expert in birth to know that is completely false. Parents are 
adjusting to the newness of welcoming life into the world. Then to be hit with the reality of having a child injured during 
or after the birth process they shouldn’t have to struggle with the idea of having a limited cap on a fund of how/when to 
care for their child. Parents should have a course of action for injuries to their children during or after the birth process. 
The providers and institutions that caused said injuries should be financially responsible for restitution. To minimize the 
severity of these injuries by having a limited fund that cannot begin to encompass the financial demands of a lifetime of 
care is insulting to those parents who are living this daily. It is insulting to parents who will, sadly, be in this position. 
With infant and maternal mortality rates in the United States climbing annually the providers and institutions where the 
majority of birth occurs should be financially responsible when their actions cause an injury to an infant in their care.  
 
Meredith Lovell 
211 N Lee St 
Cumberland MD 21502 
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Chairs, Vice Chairs and Members of the Senate Finance Committee.  My name is Megan Montgomery.  I 

am very upset with much of this bill, but I will not reiterate what was already.  I will instead focus on the 

one portion of this bill that forces families who feel they have been wrongly denied coverage will now 

have to go to the Office of Administrative Hearings, essentially RE-LITIGATE their cases every time 

they’re denied.  Who pays their attorney’s fee’s for this?  What is the training for these judges going to 

look like?  Who is going to decide what training is important for these judges to learn about? 

I have a child with an EIP.  We too are forced to go to the OAH when there is a failure on behalf of the 

school to provide the needed services our children need for the school to meet their constitutionally 

required mandate of providing quality education.  We were told that these judges would be experts and 

would have expert training.  These judges not only do not have expert training, but these judges often 

do not understand the absolute BASICS of peer-reviewed research.  Many of these judges have to have 

counsel spend hours explaining what a confidence interval is.  It’s appalling.  We were lied to. 

I have no doubt that whatever training is going to be done for these OAH judges it will be WOEFULLY 

inefficient and will lead to harm to the health and well-being of these critically injured victims. 

 

Thank you.  

Megan Montgomery 
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SB 879 Testimony – oppose  

Good evening, I am concerned parent and ask that you please vote no to this bill.  If your child is 

injured at birth, you should be able to pursue legal action against the responsible doctor or the 

hospital directly. This bill proposes letting those responsible “off the hook” for their actions at 

the cost of the citizens and ultimately the families. When a child is injured by a physician or 

hospital, the child’s entire family is also injured in a multitude of ways. The affects can be 

lifelong. Don’t add insult to injury by cutting off a legal remedy for a family to recover through 

in their effort to be made whole again.  

 

Thank you!  

 

Jennifer Nichols 

2351 Maytime Drive 

Gambrills, MD 21054 
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SB 879 OPPOSE 

Chairs, Vice Chairs and Members of the Senate Finance Committee.  My name is Jenn Rosenthal.  I am a 

citizen of Maryland.  A childbearing woman.  And a patient at many local hospitals.  I have grave 

concerns about the bill we have before us today.  I will touch on only one of the issues that stands out to 

me.  

After the Individual Mandate of the Affordable Care Act was removed under the current administration, 

no longer do families “HAVE” to get insurance.  There are families in Baltimore and all over Maryland 

that do not have insurance today.  If they get pregnant and do not qualify for state insurance they are 

paying out of pocket.  If they have any medical issue they  

Under the language of this bill, in order to maintain the $40 million funding requirements and keep the 

fund solvent, the hospitals are allowed to increase their rates and pass that burden on to consumers.  

For many families not poor enough to qualify for state coverage and not affluent enough to easily pay 

out of pocket, this is unacceptable. 

Costs of healthcare in Maryland are already some of the highest in the country.  It has been an ever 

increasing cost burden on families and now with this bill the hospital’s that have taken an oath to first 

do no harm are in front of the legislature asking to no longer bear the full burden of their failure to do 

no harm. 

When consequences are significantly reduced for bad behavior, where is the incentive to improve 

outcomes?  I urge the committee to stand with your citizens and the future victims and move 

unfavorable on this bill. 

Thank you.  

Jenn Rosenthal 
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SB 879 Testimony – oppose  

I believe that SB879 will allow for more birth injuries because the doctors and hospitals would 

be granted immunity from horrific mistakes.  The citizens of Maryland should not be responsible 

for these mistakes!  Doctors and hospitals have insurance for this reason and should be on the 

hook when careful care is not offered.  

 

I respectfully ask you to vote no on this bill.    

 

Thank you,  

Lauren Weir  

443-926-1998  
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OPPOSED TO SB 879 

Chairs, Vice Chairs and Members of the Senate Finance Committee.  My name is Peggy Williams.  I am 

disturbed by many parts of this bill.  But there is one part in particular that I am confused about.  The 

fund is capped at $40million.  Where does this number even come from?  I cannot for the life of me 

understand how the state could decide this number without any idea of what the future will hold for our 

states seriously birth injured children. 

I am the parent of a severely disabled child.  Even I have trouble planning for what the expenses will be 

that he will need as he ages.  As would be inevitable, with an increase of these cases coming to this fund 

because the hospital is no longer settling any of them and instead will be litigating them all, how soon 

before the rates are increased for all of the birthing citizens of Maryland?  This bill expressly permits 

that in order for the fund to remain solvent, even with treatment rationing, which will occur and has 

occurred in the very few states who have done this, hospitals may raise their rates on patients.   

The cost of birth in Maryland is as follows: 

Vaginal birth with insurance: $6,471.87 

Vaginal birth without insurance: $12,596.52 

C-section with insurance: $9,610.39 

C-section without insurance: $16,425.80 

With the ballooning cost of healthcare in Maryland, are we really going to tell hospitals they can have 

essentially immunity at the expense of not only private insurance, but at the expense of state and 

federal Medicaid and Medicare costs?  I find that unconscionable.   

Thank you for your time and urge you to please vote against this bill.  

Peggy Williams  
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Please vote NO on SB 879  
 

Dear Senator,  
 
Please vote NO on bill SB 879. Please do not protect hospitals over Maryland children 
and their families.  
   
Thank you,  
Olga Yefimov  
15810 Glacier Ct, North Potomac, MD 20878  
301-509-1824  
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March 9, 2020 

 

The Honorable Luke Clippinger, Chair 

House Judiciary Committee 

Room 101, House Office Building 

Annapolis, MD 21401 

 

 

Dear Chair Clippinger and Committee Members: 

 

The Health Services Cost Review Commission (HSCRC) submits this letter of information for 

House Bill 1563 (HB 1563) titled, “Public Health – Maryland Infant Lifetime Care Trust Funded 

by HSCRC and Maryland Patient Safety Center Duties”. HB 1563 charges the HSCRC with 

overseeing the funding of a Maryland Infant Lifetime Care Trust. 

 

We applaud the sponsor for continuing the conversation to produce meaningful reforms to 

medical malpractice laws and find ways to address rising malpractice costs.  As reforms are 

considered, there needs to be a balanced approach to support patients and their families when 

injuries occur while also ensuring a sustainable funding mechanism for malpractice insurance 

and expenses. The following provides considerations for the sponsors of the Lifetime Care Trust 

that is proposed. 

 

As the Commission has expressed in the past, the HSCRC remains concerned about rising 

medical malpractice costs and the practice of defensive medicine, which, in combination, 

increase the cost of hospital care. These costs, particularly costs related to birth injury, have been 

increasing in Maryland in recent years, which threatens access to care for consumers and adds 

additional pressure on the Maryland Total Cost of Care agreement with the federal government.  

 

Birth related malpractice insurance is among the most expensive forms of insurance.  As 

malpractice rates climb, both consumers and the State’s Total Cost of Care (TCOC) agreement 

are threatened.  From a consumer standpoint, rising malpractice costs contribute to increased 

hospital costs which are passed onto consumers through higher taxes, premiums, and other out-

of-pocket costs.  High hospital malpractice insurance premiums and a lack of reinsurance 

providers for specialty services such as obstetrics also threatens continued access to these 

services, potentially creating a void of available maternity services for mothers as hospitals are 

unable to afford the high costs associated with birth-related malpractice. 
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Over time, higher hospital costs resulting from medical malpractice costs also threaten the 

State’s ability to achieve its goal to build up to $300 million in annual savings under the TCOC 

Agreement with the federal government.  If this savings goal is not met, the benefits that the 

State’s Medicare waiver brings to Marylanders would be jeopardized. These benefits include the 

equitable funding of Uncompensated Care, which improves access to critical healthcare for 

Marylanders, as well as enabling a system that links hospital payment to performance on quality 

measures (which includes malpractice-related measures).   

 

Under the Maryland Health Model, hospitals have strong incentives to reduce malpractice events 

and expenses since they all are operating within pre-approved global budgets under which they 

are at risk for costs, including higher malpractice premiums and claims, and the cost of defensive 

medicine.  Therefore, reforms that would reduce costs and improve quality could help the State 

achieve its TCOC goals and required standards of performance.  The Commission and Maryland 

hospitals are focused on reducing avoidable utilization such as readmissions and complications 

so the interest of hospitals, physicians, and patients are aligned in this respect.  If the cost of 

malpractice claims continues to increase, there could be an increased incentive for providers to 

practice defensive medicine that does not provide quality or value, thereby subverting the goal to 

reduce avoidable utilization.  Such an increase in costs would impact Maryland’s success on 

meeting the cost growth and quality requirements under the Model. 

 

While the HSCRC is supportive of malpractice reforms, there are a few outstanding strategic and 

operational points that should be considered in HB 1563.  First, HB 1563 proposes the creation 

of a new quasi-governmental organization to administer the birth injury fund.  This entity would 

have the authority to decide the amount to distribute to patients, the amount needed in the fund, 

and therefore, within the limits provided in the bill, the amount to be assessed to payers through 

the hospital rate setting system. The Commission would like more information on the 

organization that would administer the Trust and perhaps a more clearly delineated coordination 

with the Commission.   

 

Second, the Commission suggests specifying that the assessment to cover the Trust should be 

broad based and applicable to all payers, as required by the federal Centers for Medicare and 

Medicaid Services (CMS).  Additionally, the HSCRC is required under the Total Cost of Care 

Model agreement to provide written notice to CMS regarding any new payment methodology 

that affects the hospital rate-setting system. CMS then has the authority to accept or reject the 

change (Section 8. a. iii., pp. 17-18). CMS’ authority to make the final decision applies to 

hospital rate-setting system changes created in legislation passed through the Maryland General 

Assembly.    

 

Finally, the creation of the Infant Lifetime Care Trust under HB 1563 adds operational duties to 

the HSCRC that will require additional expertise beyond traditional hospital rate-setting 

expertise. These additional duties include: 

 

1. Studying and making available to the public a report “assessing the status of the State’s 

hospital reinsurance market and the cost of self-insurance programs, including the 

availability, adequacy, and affordability of reinsurance and facilities in the States” (§19-



 
 

207(b)(6), p. 4 lines 24-29). 

2. Compiling “all relevant financial and accounting information” for the rate process, 

including the costs associated with “medical liability” and “obtaining medical liability 

insurance” (§19-220(a)(2)(v), pp. 6-7 lines 29 and 5-8). 

3. Defining, by regulation, “the methodology used to account for costs associated with 

medical liability in the rate review process” (§19-220(a)(3), p. 7 lines 9-11). 

 

While the HSCRC is experienced in setting hospital rates and hospital finance, the agency has 

little experience working on issues related to the reinsurance market or the accounting of medical 

liability and reinsurance.  HSCRC would therefore require a contractor with more in-depth 

experience in this domain. The contractor would need to have knowledge of Maryland’s unique 

rate-setting system, in addition to extensive expertise in issues of medical liability and 

reinsurance. 

 

The HSCRC thanks the Committee for allowing us the opportunity to share this additional 

information on HB 1563.  We believe that by considering the aforementioned areas, legislative 

action to reform the malpractice environment can provide many benefits to Maryland’s 

healthcare system.  If you have any additional questions, please feel free to contact me at 

katie.wunderlich@maryland.gov. 

  

  

Sincerely,  

 

 
 

Katie Wunderlich 

Executive Director 


