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Figure 12
Rates of Avoidable Hospitalization among Adults Aged 1839 by Home Zip
Code, 2000-2003'”
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Avoidable hospitalizations for young adults were highest in zip codes in the
Southeast (20019, 20020, and 20032), Northeast (20002) and Logan
Circle/Shaw/LeDroit Park neighborhoods (20001) (Figure 12). Young adults
and children had similar reasons for avoidable hospitalizations: asthma, bacterial
pneumonia and dehydration.

17 Ibid.
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Figure 13
Rates of Avoidable Hospitalization among Adults Aged 40-64, by Poverty
Rate of Home Zip Code, 2000-200318
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Among adults aged 40-64, avoidable hospitalizations showed a more modest
decline than they did among children and young adults, although they did fall
noticeably in high-poverty zip codes (Figure 13).

18 Tbid.
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Figure 14
Rates of Avoidable Hospitalization among Adults Aged 40-64 by Home Zip
Code, 2000-2003"°
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Like young adults, the highest rates for avoidable hospitalizations were in zip
codes in the Southeast (20019, 20020, and 20032), Northeast (20002) and Logan
Circle/Shaw/Le Droit Park neighborhoods (20001) (Figure 14). Avoidable
hospitalizations for the 39-64 age group largely consisted of admissions for
asthma, congestive heart failure, bacterial pneumonia, cellulitis and dehydration.

19 Ibid.

32



DC Primary Care Association

Figure 15
Rates of Avoidable Hospitalization among Adults Aged 65-99, by Poverty
Rate of Home Zip Code, 2000-200320
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In the elderly, avoidable hospital rates fell most dramatically among residents of
high-poverty zip codes, from 161 to 134 per thousand (Figure 15). Rates also fell
among residents of medium-poverty zip codes. Overall, rates of both avoidable
and unavoidable hospitalizations usually increase with age and are highest
among the 65-99 age group.

2 1bid.
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Figure 16
Rates of Avoidable Hospitalization among Adults Aged 65-99 by Home Zip
Code, 2000—-200321
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Rates of avoidable hospitalizations among adults 65 and older were highest in
zip codes in the Southeast (20019, 20020, and 20032), Northeast (20018) and
Logan Circle/Shaw/LeDroit Park neighborhoods (20001) (Figure 16). Rates in
the Congress Heights/Bellevue/Washington Highlands neighborhoods in zip
code 20032 were considerably higher than they were in other zip codes.
Avoidable hospitalizations for this group are driven by admissions from
congestive heart failure, chronic obstructive pulmonary disease, bacterial

21 Ibid.
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pneumonia and dehydration. Much of the over-65 population has insurance
coverage through Medicare, but many low-income beneficiaries do not have
drug coverage and may have difficulty affording the required co-payments.
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Primary Care Services—The Supply Side

Among the findings that relate to DC’s capacity to provide primary care services,
the data call attention to three main issues.

1. Low-income areas of the city have fewer primary care providers, including
nonprofit health centers and private providers, than do more affluent areas of the
city. Residents of wards 7 and 8, home to one-quarter of the city’s population,
have the least access to primary health care providers in the District.

2. There is no “standard” DC safety net health center. The centers are of varying
sizes, have different target populations, provide different arrays of services and
are located in facilities that range from brand-new to needing major renovation.

3. Many of DC’s health centers have significant capital needs. They also face
significant hurdles in meeting these needs, primarily in raising the debt and
grant/equity funds needed to renovate their physical facilities or build new
health centers. They will need the significant participation of lenders and grant
funders to help raise the capital that will allow them to grow and develop as vital
community assets. = Health centers also need technical assistance for
predevelopment activities such as business planning and market assessments.

Limited Access to Care

The federal government has recognized that most parts of the city have a
shortage of primary care providers and has designated those areas as Health
Professional Shortage Areas (HPSAs) or Medically Underserved Areas (MUAs).
In general, neighborhoods east of Rock Creek Park suffer from a shortage of
primary care providers?? (Figure 17).

22 A locale is designated a Health Professional Shortage Area (HPSA) or a Medically Underserved
Area (MUA) by the Health Resources and Services Administration (HRSA) within the U.S.
Department of Health and Human Services. Criteria for the two designations vary, but both of
them are based on measures of whether a particular geographic area or population has adequate
access to medical care. For more information, see bhpr.hrsa.gov/shortage/.
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Figure 17
Primary Care Shortage Areas in Washington, DC, as of January 1, 20052
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ByUs. Department of Health and Human Services, Health Resources and Services Administration, Bureau
of Health Professions, Shortage Designation Branch. See http://belize.hrsa.gov/newhpsa/newhpsa.cfm.

37



DC Primary Care Association

Nonprofit Safety Net Health Centers

Health Center Locations and Descriptions

There are 68 nonprofit safety net health center sites throughout the city serving
low-income District residents. These health centers vary in size and scope,
including part-time medical offices at homeless shelters; school-based health
centers (distinct from school nurses” offices); and health centers that focus on
reproductive health and childbirth, HIV/AIDS care or comprehensive primary
care services.

Most organizations are small and operate health centers at one or two sites. The
exceptions are Unity Health Care, a Federally Qualified Health Center (FQHC),
which operates 24 clinical sites (not including mobile vans), and Children’s
National Medical Center which operates seven children’s health centers
throughout the city.

Together, health centers served over 100,000 District residents in 2003, with more
than 375,000 patient visits. Most of the patients were children and working-age
adults, with relatively few over the age of 65. Thirty-six percent of health center
patients were uninsured; 32% were enrolled in Medicaid (10% Medicaid fee-for-
service and 22% in Medicaid managed care organizations?*), 23% in the DC
HealthCare Alliance, 3% in Medicare and 4% in private health insurance. The
majority of patients were from the District, although some lived in suburban
Maryland and Northern Virginia.

 The Medicaid fee-for-service (FFS) program serves the elderly and people with disabilities. Medicaid
managed care organizations serve families, usually working-age adults and their children.
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Figure 18
Primary Care Health Centers in Washington, DC, 2004
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Ward 2
Health Indicators

Health indicators for Ward 2 reflect the numerous health-related problems
experienced District-wide, but they also demonstrate improved health outcomes
over time with increased primary and preventive care. Figure 31 illustrates how
Ward 2 compares to the District overall in health indicators.

e Heart disease and cancer continue to be the leading causes of
death in Ward 2. However, the death rate for these diseases is
lower than the District-wide death rate.

e The leading cause of death in Ward 2, heart disease, has
decreased steadily over the last five years, from 242.7 per
100,000 population in 1998, to 231.8 in 2000, to 183.5 in 2001, to
167.8 in 2002.

e The HIV/AIDS death rate increased in Ward 2, from 30.2 per
100,000 population in 2001 to a rate of 35.0 in 2002, slightly less
than the District average.

e The death rate from diabetes decreased significantly in Ward 2,
from 22.9 in 2001 to 14.5 in 2002.

Figure 31
Leading Causes of Death, DC and Ward 2, 2002
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Source: State Center for Health Statistics Administration. Vital Statistics Data Sheet, 2002.
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Appendix

In 2002, 10% of all births in the District were to residents of Ward 2. Figure 32
compares Ward 2 birth statistics to those of the District and the United States.

e The infant mortality rate in Ward 2, a major indicator of the
health of a community, increased significantly, from 8.4 infant

deaths per 1,000 live births in 2001 to 13.2 in 2002.

e The proportion of births to teens and low birth weight births,
9.5 and 10.1%, has slightly decreased over the last five years and
is lower than the percentage reported for the District.

A

Figure 32
Birth Statistics for DC and Ward 2, 2002
Ward 2 D.C. U.S.
Live Births 757 7,494 4,021,726
Infant Deaths 10 86 28,152
Infant Mortality Rate* 13.2 11.5 7.0
Low Birth Weight (%) 10.1% 11.5% 7.8%
Births to Teens (%)** 9.5% 12.7% 10.7%

Source: State Center for Health Statistics Administration. Vital Statistics Data Sheet, 2002.

* Infant deaths per 1,000 live births.

**Teens are classified as under the age of 19

Data on births with late entry to prenatal care are not available

Demographics

Ward 2 has the second-smallest ward population in the District—68,869, or 12.0%
of the total District population. The population is relatively young, with 6,267
residents, or 9.1% of the ward population, over the age of 65.

Ward 2 is one of two wards with a majority white population—61%. There is also
a large and growing Hispanic/Latino population in Ward 2, representing 10% of

the total ward population (figures 33 and 34).
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Figure 33 Figure 34
Ward 2 Race Distribution DC Race Distribution
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Ward 2 is a fairly affluent area, with pockets of poverty. The 1999 median
income was $46,732, approximately 9% higher than the median income for the
District as a whole. The per capita income for residents of Ward 2 was $39,225,
significantly higher than the District’s per capital income of $29,383.

Care Providers

A listing of primary care safety net providers identified in this ward is below:

Private Nonprofit (non-FQHC)
Bread for the City
Planned Parenthood of Metropolitan Washington

FQHC
Unity Health Care-BID Health Center
Unity Health Care-Blair Shelter
Unity Health Care-Central Union Mission
Unity Health Care-Health Care for the Homeless Van
Unity Health Care-House of Ruth
Unity Health Care-Project Orion
Unity Health Care-Walker-Jones Health Center

Hospital-Affiliated

Georgetown KIDS Mobile Medical Health Center
Providence Hospital-Perry Family Health Center
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Fiﬁgure 35

Leading Causes of Death, DC and Ward 3, 2002
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Source: State Center for Health Statistics Administration. Vital Statistics Data Sheet, 2002.
Ward 3
Health Indicators

Health indicators for Ward 3 reflect a population less vulnerable to the health
risks of the rest of the city. Figure 35 illustrates how Ward 3 compares to the
District overall in health indicators.

e Heart disease and cancer continue to be the leading causes of death in
Ward 3. However, the death rate for these diseases is significantly
lower than the District-wide death rate.

e The leading cause of death in Ward 3, heart disease, decreased
significantly, to 212.4 per 100,000 population in 2002 after remaining

relatively steady over the previous four years near a rate of 250.0.

e The HIV/AIDS death rate in Ward 3 increased slightly in 2002, but
remains the lowest in the District, at 3.8 per 100,000 populations.

e The death rate from diabetes in Ward 3 has decreased significantly,
from 20.1 in 2001, to 12.6 in 2002.
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Twelve percent of all births in the District in 2002 were to residents of
Ward 3. Figure 36 compares Ward 3 birth statistics to those of the District
and the United States.

e The infant mortality rate for Ward 3, a major indicator of the health of
a community, tripled, from 1.1 infant deaths per 1,000 live births in
2001 to 3.3 in 2002. However, this rate remains the lowest of any ward
in the District and significantly below the District-wide rate of 11.5.

e The proportion of births to teens and low birth weight births, 0.4% and
6.4% respectively, has not changed significantly over the last five years
but remain lower than the percentage reported for the District overall.

Figure 36
Birth Statistics for DC and Ward 3, 2002
Ward 3 D.C. U.S.
Live Births 921 7,494 4,021,726
Infant Deaths 3 86 28,152
Infant Mortality Rate* 3.3 11.5 7.0
Low Birth Weight (%) 6.4% 11.5% 7.8%
Births to Teens (%)** 0.4% 12.7% 10.7%

Source: State Center for Health Statistics Administration. Vital Statistics Data Sheet, 2002.
* Infant deaths per 1,000 live births.
**Teens are classified as under the age of 19.
Data on births with late entry to prenatal care are not available

Demographics

Ward 3 has the second-largest ward population in the District—73,718, or 12.9%
of the total District population. The population is older, with 10,138 residents, or
14% of the ward population, over the age of 65.

Ward 3 is predominantly white— 80%. There is also a large and growing
Hispanic/Latino population in Ward 3, representing 7% of the total ward
population and 11% of the total Hispanic/Latino population in the city.
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Figure 37 Figure 38
Ward 3 Race Distribution DC Race Distribution
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Source: D.C. Office of Planning, State Data Center.

Ward 3 is the wealthiest ward in the city. The Ward 3 1999 median income,
$79,832, was approximately 85% higher than the median income of the District as
a whole. Likewise, per capita income in Ward 3, $63,340 was 115% higher than
the District’s per capita income of $29,383. The per capita income for residents of
Ward 3 was highest for all wards—%$63,340, approximately 115% higher than the
District’s per capita income of $29,383

Care Providers

There is only one hospital in Ward 3—Sibley Memorial Hospital, which does not
have a formal primary care health center for the medically vulnerable. A listing
of primary care safety net providers identified in this ward is below:

FQHC
Unity Health Care-Friendship Place
Unity Health Care-Health Care for the Homeless Van
Unity Health Care-Woodland Terrace

Hospital-Affiliated
Georgetown KIDS Mobile Medical Health Center
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Ward 4

Health Indicators

Health indicators for Ward 4 show a population at risk. Ward 4 reflects the
numerous health-related problems experienced in the District and lacks primary
care for the medically vulnerable. Figure 39 illustrates how Ward 4 compares to
the District overall in health indicators.

e Heart disease and cancer continue to be the leading causes of death in
Ward 4, and the death rate from these diseases remains the highest in
the District.

e The HIV/AIDS death rate has increased steadily in Ward 4 over the
last five years, from 30.3 per 100,000 population in 1998 to 46.2 in 2002.

Figure 39
Leading Causes of Death, DC and Ward 4, 2002
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Source: State Center for Health Statistics Administration. Vital Statistics Data Sheet, 2002.

In 2002, 13% of all births in the District were to residents of Ward 4. Figure 40
compares Ward 4 birth statistics to those of the District and the United States.

e The infant mortality rate for Ward 4, a major indicator of the health of

a community, was 11.0 infant deaths per 1,000 live births, similar to the
District-wide rate of 11.5 and higher than the national rate of 6.9.
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e The proportion of births to teens and low birth weight births, 12.5%
and 11.2% respectively, have remained relatively constant over the last

two years.
Figure 40
Birth Statistics for DC and Ward 4, 2002
Ward 4 D.C. U.S.
Live Births 1,001 7494 | 4,021,726
Infant Deaths 11 86 28,152
Infant Mortality Rate* 11.0 11.5 7.0
Low Birth Weight (%) 11.2% 12.2% 7.8%
Births to Teens (%)** 12.5% 12.7% 10.7%

Source: State Center for Health Statistics Administration. Vital Statistics Data Sheet, 2002.

*Infant deaths per 1,000 live births.
**Teens are classified as under the age of 19.
Data on births with late entry to prenatal care are not available.

Demographics

Ward 4 has the most residents of any ward in the District of Columbia—74,092, or
13.0% of the total District population. The population is older, with 66,076
residents over the age of 65, accounting for 19% of the ward population.

Ward 4 is mostly African American—71%. There is also a large and growing
Hispanic/Latino population in Ward 4, representing 12% of the total ward

population.

Figure 41 Figure 42
Ward 4 Race Distribution DC Race Distribution
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Source: D.C. Office of Planning, State Data Center
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The 1999 median income in Ward 4, $46,826, was approximately 7% higher than
the median income of the District as a whole. The per capita income in 1999 was
$24,566, 16% below the District’s per capita income of $29,383.

Care Providers

There is one major hospital located in Ward 4—Washington Hospital Center.
There are no primary care safety net providers in Ward 4.

FQHC
Health Care for the Homeless Van
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Ward 5

Health Indicators

Health indicators for Ward 5 reflect a population at risk, and the ward is home to
some of the worst health outcomes in the District. Figure 43 illustrates how Ward
5 health outcomes compare to the District overall.

e Heart disease and cancer continue to be the leading causes of death in
Ward 5, and the death rate from these diseases is the second highest in

the District.

e The HIV/AIDS death rate in Ward 5 decreased to 49.6 in 2002, down
from a District high of 57.1 in 2001.

e The death rate for diabetes increased from 36.1 in 2001 to 48.1 in 2002.

Figure 43
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Source: State Center for Health Statistics. Vital Statistics Data Sheet, 2002

In 2002, 10% of all births in the District were to residents of Ward 5. Figure 44
compares Ward 5 birth statistics to those of the District and the United States.

e The infant mortality rate for Ward 5, a major indicator of the health of a

community, decreased from 13.5 infant deaths per 1,000 live births in 2001
to 11.4 in 2002.
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e The proportion of births to teens and low birth weight births, 17.7% and
13.4% respectively, has decreased over the last year, but remains higher
than the percentage reported for the District.

Figure 44
Birth Statistics for DC and Ward 5, 2002
Ward 5 D.C. U.S.
Live Births 787 7,494 4,021,726
Infant Deaths 9 86 28,152
Infant Mortality Rate* 11.4 11.5 7.0
Low Birth Weight (%) 13.4% 11.5% 7.8%
Births to Teens (%)** 17.7% 12.7% 10.7%

Source: State Center for Health Statistics Administration. Vital Statistics Data Sheet, 2002
* Infant deaths per 1,000 live births.

**Teens are classified as under the age of 19.

Data on births with late entry to prenatal care are not available.

Demographics

Ward 5 has the fourth-largest ward population in the District—72,527, or 12.7% of
the total District population. The population is the oldest of all wards, with
12,924 residents, or 17.8% of the ward population, over the age of 65.

Ward 5 is 88% African American.

Figure 45
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The 1999 median income in Ward 5, $34,902, approximately 19% higher than the
median income of the District as a whole. The per capita income in Ward 5,
$20,528, was 30% lower than the District’s per capita income of $29,383.

Care Providers

Providence Hospital is located in Ward 5. A listing of primary care safety net
providers identified in this ward is below:

Private Nonprofit (non-FQHC)
Community Medical Care/Crossroad Health Ministry
DC Birthing Center
So Others Might Eat (SOME)

FQHC
Unity Health Care-Emery Shelter Health Center
Unity Health Care-First Street Health Center
Unity Health Care-Harbor Light
Unity Health Care-Woodridge Health Center

Hospital-Affiliated
Children’s Hospital-Children’s Health Project of DC (Mobile Unit)
Georgetown KIDS Mobile Medical Health Center

Other
Woodley House, Inc., Behavioral Health Care Health Center
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Ward 6

Health Indicators

Appendix A

Health indicators for Ward 6 reflect a population at risk with similar health
outcomes to the District as a whole. Figure 47 illustrates how Ward 6 health

indicators compare to the District overall.

e Heart disease and cancer continue to be the leading causes of death in
Ward 6. The death rate for heart disease is slightly lower than the

District’s overall rate.

e The HIV/AIDS death rate increased in Ward 6 to a rate of 50.4 per 100,000

population after four years of steady decline.

e The death rate for diabetes in Ward 6 has decreased significantly, from

51.9 per 100,000 population in 2001 to 30.6 in 2002.

Figure 47
Leading Causes of Death, DC and Ward 6, 2002
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Source: State Center for Health Statistics Administration. Vital Statistics Data Sheet, 2002.

In 2002, 11% of all births in the District were to residents of Ward 6. Figure 48
compares Ward 6 birth statistics to those of the District and the United States.

The infant mortality rate for Ward 6, a major indicator of the health of
a community, increased significantly, from 8.5 infant deaths per 1,000
live births in 2001 to 12.9 in 2002.
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e The proportion of births to teens and low birth weight births, 12.4%
and 12.2% respectively, has decreased slightly over the last year and

remains higher than the percentages reported District-wide.

Figure 48
Birth Statistics for DC and Ward 6, 2002
Ward 6 D.C. U.S.
Live Births 850 7,494 4,021,726
Infant Deaths 11 86 28,152
Infant Mortality Rate* 12.9 11.5 7.0
Low Birth Weight (%) 12.2% 11.5% 7.8%
Births to Teens (%)** 12.4% 12.7% 10.7%

Source: State Center for Health Statistics Administration. Vital Statistics Data Sheet, 2002.

* Infant deaths per 1,000 live births.
**Teens are classified as under the age of 19.

Data on births with late entry to prenatal care are not available.

Demographics

Ward 6 has the fewest residents of any ward in the District—68,035 or 11.8% of
the total District population. The population is relatively young, with 48,593
residents, or 71.4% of the ward population, between the ages of 18 and 64.

Ward 6 is mostly African American—63%. There is also a large white population
in Ward 6, representing 30% of the total ward population.

Figure 49
Ward 6 Race Distribution
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The 1999 median income in Ward 6, $45,999, approximately 7% higher than the
median income of the District as a whole. Per capita income in Ward 6, $27,800,
was 5% lower than the District’s per capita income of $29,383.

Care Providers

A listing of primary care safety net providers identified in this ward is below:
Private Nonprofit (non-FQHC)

FQHC
Unity Health Care-Eastern High School Center
Unity Health Care-Phoenix Health Center
Unity Health Care-Project Orion (Mobile Unit)

Hospital-Affiliated
Children’s Hospital-Children’s Health Project of DC (Mobil Unit)
Georgetown KIDS Mobile Medical Health Center
Primary Ambulatory Care Center at DC General

Other
Community Connections
Comprehensive Psychological Emergency Room
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Ward 7

Health Indicators

The health indicators for Ward 7 show a population at risk and reflect the
numerous health-related problems experienced District-wide, especially those
associated with race and poverty. Figure 51 illustrates how Ward 7 health
indicators compare to the District overall.

e Heart disease and cancer continue to be the leading causes of death in
Ward 7. The death rate for these diseases is significantly higher than the
District’s overall rates.

e The leading cause of death in Ward 7, heart disease, has decreased slightly
in Ward 7 over the last five years, from 342.8 per 100,000 population in
1998, to a rate of 301.4 in 2002.

e The diabetes death rate in Ward 7 has decreased slightly from 64.9 per
100,000 population in 2000, to a rate of 51.0 in 2002, but remains the
highest rate in the District

Figure 51
Leading Causes of Death, DC and Ward 7,2002
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Source: State Center for Health Statistics Administration. Vital Statistics Data Sheet, 2002.
In 2002, 10% of all births in the District were to residents of Ward 7. Figure 52
compares Ward 7 birth statistics to those of the District and the United States.

e The infant mortality rate for Ward 7, a major indicator of the health of
a community, increased significantly, from 12.1 infant deaths per 1,000
live births in 2001 to 17.0 in 2002.
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e The proportion of births to teens and low birth weight births, 18.7%
and 13.2% respectively, has decreased slightly over the last year, but is
significantly higher than the percentages reported District-wide.

Figure 52
Birth Statistics for DC and Ward 7, 2002

Ward 7 D.C. U.S.
Live Births 822 7,494 4,021,726
Infant Deaths 14 86 28,152
Infant Mortality Rate* 17.0 11.5 7.0
Low Birth Weight (%) 13.2% 11.5% 7.8%
Births to Teens (%)** 18.7% 12.7% 10.7%

Source: State Center for Health Statistics Administration. Vital Statistics Data Sheet, 2002.
* Infant deaths per 1,000 live births.

**Teens are classified as under the age of 19.
Data on births with late entry to prenatal care are not available.

Demographics

Ward 7 is the third-smallest ward in population in the District—70,540 or 12% of
the total District population. The population is relatively young, with 19,420
residents, or 28% of the ward population, below the age of 18.

Ward 7 is mostly African American—97 %—and has the smallest concentration of
white and Latino residents in the city.

Figure 53
Ward 7 Race Distribution

1%

B White
M African
American/Black

B Hispanic/Latino

[ Other

Figure 54
DC Race Distribution
3%
8% - B White
"ﬁ::: N 29 %
B African
American/Black
E Hispanic/Latino
[ Other
60%

Source: D.C. Office of Planning, State Data Center.
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The 1999 median income in Ward 7, $32,952, was 23.4% lower than the median
income of the District as a whole. Per capita income in Ward 7, $17,743, is 40%
lower than the District-wide per capita income of $29,383.

Care Providers

There are no hospitals located in Ward 7. A listing of primary care safety net
providers identified in this ward is below:

Private Nonprofit (non-FQHC)
Ophelia Egypt Center-Planned Parenthood

FQHC
Unity Health Care-East of the River Health Center
Unity Health Care-Hunt Place Health Center
Unity Health Care-Project Orion (Mobile Unit)
Unity Health Care-Woodson Adolescent Wellness Center

Hospital-Affiliated

Children’s Hospital-Children’s Health Center at Good Hope
Children’s Health Project of DC (Mobile Unit)
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Ward 8

Health Indicators

The health indicators for Ward 8 show a population at risk and reflect the
numerous health-related problems experienced District-wide, especially those
associated with race and poverty. Figure 55 illustrates how Ward 8 health
indicators compare to the District.

e Heart disease and cancer continue to be the leading causes of death in
Ward 8, but the death rate for these diseases is lower than the District’s
overall rate.

e The leading cause of death in Ward 8, heart disease, has remained
relatively constant over the last five years—174.0 per thousand population
in 1998, 191.8 in 2000, 208.0 in 2001 and 180.4 in 2002.

e The HIV/AIDS death rate in Ward 8 has decreased over the last five
years, from 46.0 per 100,000 population in 1998 to 40.6 in 2002.

e The death rate for diabetes in Ward 8 decreased slightly, from 37.4 per
100,000 population in 2001 to 34.1 in 2002.

Figure 55
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Source: State Center for Health Statistics Administration. Vital Statistics Data Sheet, 2002.

In 2002, 16% of all births in the District were to residents of Ward 8. Figure 56
compares Ward 8 birth statistics to those of the District and the United States.
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e The infant mortality rate for Ward 8, a major indicator of the health of a
community, dramatically decreased, from a District high of 23.1 infant
deaths per 1,000 live births in 2001 to 10.6 in 2002.

e The proportion of births to teens and low birth weight, 17.7% and 14.4%
respectively, has decreased slightly over the last five years, but is
significantly higher than the percentages reported District-wide.

Figure 56
Birth Statistics for DC and Ward 8, 2002
Ward8 | D.C. U.S.
Live Births 1,221 7494 | 4,021,726
Infant Deaths 13 86 28,152
Infant Mortality Rate* 10.6 11.5 7.0
Low Birth Weight (%) 14.4% | 11.5% 7.8%
Births to Teens (%)** 17.7 | 12.7% 10.7%

Source: State Center for Health Statistics Administration. Vital Statistics Data Sheet, 2002.
* Infant deaths per 1,000 live births.
**Teens are classified as under the age of 19.

Data on births with late entry to prenatal care are not available.

Demographics

Ward 8 accounts for the fourth-smallest ward population in the District—70,914,
or 12.4% of the District’s population. The population is very young, with 25,464
residents, or 35.9% of the ward population, under the age of 18.

Ward 8 is mostly African American—93%—and has the second smallest
concentration of White and Latino residents in the city.

Figure 57 Figure 58
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Source: D.C. Office of Planning, State Data Center.
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The 1999 median income in Ward 8, $27,937, was 35% lower than the median
income of the District as a whole. Per capita income in Ward 8, $12,651, is 60%
lower than the District-wide per capita income of $29,383.

Care Providers

There is only one full-service hospital in Ward 8, Greater Southeast Hospital. A
listing of primary care safety net providers identified in this ward is below:

Private Nonprofit (non-FQHC)
Family Medical and Counseling Services

FQHC
Unity Health Care-Anacostia
Unity Health Care-Bethlehem
Unity Health Care-Congress Heights Health Center
Unity Health Care-Project Orion (Mobile Unit)
Unity Health Care-Southwest Health Center
Unity Health Care-Stanton Road Health Center
Unity Health Care-Woodland Terrace Health Center

Hospital-Affiliated
Children’s Hospital-Children’s Health Center at MLK
Children’s Hospital-Children’s Health Project of DC (Mobile Unit)
Providence Hospital-Congress Heights Senior Wellness Center
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Overview

For health care providers, revenue comes in four main forms: reimbursement for
costs through private or public insurance and benefits; self-pay by patients;
charitable and philanthropic giving; and grant funding. Nonprofit community
health centers have to make do with a complicated and difficult patchwork of
these revenue sources to cover their costs and maintain services for their patients.

A brief overview of these major sources of revenue follows, but a more detailed
description can be found in “Primary Care Safety Net: Health Care Services for
the Medically Vulnerable in the District of Columbia, 2003 Update,” available at:
www.dcpca.org/docs/10.03Primary_Care_Safety_Net.PDF.

Public Insurance and Benefits:
Medicaid

Medicaid is a public medical assistance program that provides health care
coverage for certain low-income, uninsured and underinsured medically
vulnerable populations. Medicaid is funded jointly by the federal government
and the states. The mix of federal and state funding, also known as the Medicaid
match, varies considerably from state to state, but the national average is 60%
federal and 40% state. The District's Medicaid match rate is 70% federal and 30%
local for most programs. In DC, the largest groups of people covered are families
with children 18 years and younger and incomes below 200% of poverty, the
low-income elderly and disabled and some special populations. DC Medicaid
covers primary care, emergency care, hospitalizations, prescription medications,
vision care, some dental care, mental health services, long-term care and in-
patient substance abuse treatment.

DC HealthCare Alliance

The DC HealthCare Alliance is a local program that provides health benefits for
uninsured District residents earning less than 200% of the federal poverty level.
Funded entirely by local funding, the Alliance provides primary care, emergency
care, hospitalizations, prescription medications, dental care and translation
services. Its network of providers was created when the city closed its public
hospital, DC General Hospital, in 2001. The Alliance is operated by Chartered
Health Plan, which manages provider recruitment, patient enrollment and
billing.
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Medicare

A federal insurance program, Medicare covers retirees aged 65 and older,
patients with end-stage renal failure and certain younger people with disabilities.
Medicare is managed by the federal government and is funded by federal
appropriations and an employee payroll deduction. Coverage is divided into two
programs: Part A, or hospital insurance, and Part B, also known as medical
insurance. Medicare is comparable to private insurance, but it traditionally has
not paid for prescription drugs and is phasing in limited drug benefits over the
next several years. Many low-income Medicare recipients depend on Medicaid to
help offset their Medicare co-payments and deductibles and to pay for
medications.

Self-Pay by Patients

The health center charges patients directly for the costs of their care on a sliding
scale, starting with zero dollars, based on the patient’s income and ability to pay.

Charitable and Philanthropic Giving

Nonprofit health centers solicit grants and gifts from private philanthropic
foundations, corporations and individuals and raise money from special events
and other creative ideas. Grants are awarded for a variety of purposes, ranging
from support for general operating costs to funding very specific and targeted
health programs. Health centers must devote precious resources to support grant
and fund-raising staff to raise revenue in this fashion.

Grant Funding

While there are many federal grant programs for health centers, only the two
largest for safety net providers are included below.

Federally Qualified Health Center (FQHC) Program

This federal program awards competitive grants to increase health care to people
living in medically underserved areas. In addition to the federal grant, FQHCs
are eligible for a number of benefits, such as federal protection from medical
malpractice costs and increased reimbursement from Medicaid. Providers who
receive this funding must meet strict federal guidelines and reporting standards
each year. Awards are also made to the organization and are not directly tied to
specific patients.
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Ryan White Care Act HIV/AIDS

The Ryan White Comprehensive AIDS Resource Emergency (CARE) Act is a
federally mandated program for social and medical services for people infected
with HIV and who have developed AIDS. Ryan White grant funds, provided
jointly by the federal government and the states, provide a wide range of services

such as primary care, case management and the AIDS Drug Assistance Program
(ADAP).

The District has some unique health care facilities that are not tied to specific
programs, but are available to increase access to vulnerable patients.

Former PBC Health Centers

When the city closed DC General Hospital as an inpatient facility in 2001, it also
eliminated the DC Health and Hospitals Public Benefit Corporation (PBC), the
entity that managed DC General, six public health centers and the school nurse
program for DC Public Schools. The city contracted with Greater Southeast
Community Hospital to provide its public primary health care system under the
DC HealthCare Alliance. Under that contract, the nonprofit Unity Health Care
operates the six primary care health centers, and Children’s National Medical
Center operates the school nurse program.

Under the DC HealthCare Alliance_ program, the city pays Unity a fixed monthly
fee totaling about $9 million per year to operate these centers. Unity does not bill
the city on a per-patient basis for Alliance patients who come to the former PBC
sites, since those patients are covered under the fixed-fee payment. The city pays
to maintain the centers’ physical facilities and pays the rent for centers that are
leased rather than owned by the city.

The physical facilities of the former PBC centers range from poor to good;
utilization rates vary as well.

e The Anacostia Health Center (1328 W Street, SE) is in a temporary
structure made of corrugated metal. The city owns the facility and has
committed to rebuilding the health center, either on the same site or
nearby in the same neighborhood, and has set aside $6 million in capital
funds for the project. This process is not officially part of the Medical
Homes DC initiative, although there is close coordination between the two
efforts. At 6,000 square feet, the Anacostia site is one of the smallest
centers, but had the second-highest number of patients in 2003, 5,229, of
the former PBC health centers.
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e The Hunt Place Health Center (4130 Hunt Place, NE) is in poor condition.
Most notably, it is not wheelchair-accessible, so patients in wheelchairs
must be carried up and down a flight of stairs. Hunt Place is in a leased
building and is approximately 12,000 square feet. It served 5,022 patients
in 2003.

e The Walker-Jones Center (1100 1st Street, NW) is adjacent to Walker-Jones
Elementary School. The school and the health center are scheduled to be
demolished in the next few years, according to DC Public Schools’
(DCPS’s) current facilities modernization plan. It is not clear whether the
DCPS plan addresses what will happen to the health center. Another
development opportunity comes from the city, which is planning to
redevelop the Walker-Jones Health Center on or near the new Walker
Jones School site in the Sursum Corda neighborhood. At 6,100 square feet,
Walker-Jones is one of the smallest facilities, but in 2003 had the highest
number of patients, 6,106, of the former PBC health centers.

e The Congress Heights Center (3720 Martin Luther King Jr. Avenue, SE) is
in good condition. The Congress Heights site is a Unity “Center of
Excellence,” with an integrated care management team (doctors, nurses,
nutritionists and other health center personnel) system that focuses on
infant mortality, cardiovascular disease, diabetes and asthma. This
approach is being evaluated by George Washington University and is
funded by a grant from the United Health Foundation. This health center
is about 12,500 square feet in size and saw about 4,000 patients in 2003.

e The Woodridge Health Center (2146 24th Place, NE) was renovated
recently. The center is located north of New York Avenue, NE, primarily
an industrial and commuting corridor of the city, and lacks accessible
public transportation. This health center is about 6,000 square feet and
had the lowest number of patients in 2003, 2,393, among the former PBC
centers.

e The Southwest Health Center (850 Delaware Avenue, SW) is located in an
old building with a faulty ventilation system and deteriorated public
facilities. Located in an established residential area, this health center is
the largest of the former PBC centers, with almost 17,000 square feet, but it
saw only 4,400 patients in 2003.
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School-Based Health Centers

A wide variety of health care services and programs are offered throughout DC
DCPS, from the School Health Program, which offers basic nursing care, at least
part time, at every school, to fairly comprehensive School-Based Health Centers
(SBHCs) at a few schools. A number of other health and mental health services
are offered at selected schools that are administered by a variety of entities and
funded by a variety of sources. However, these services seem to be operating
largely in isolation from one another and do not coordinate their efforts. There
does not appear to be an overarching system or chain of accountability
overseeing all of the health-related services in DCPS.

Specific school-based health services include:

e School Health Programs: All public schools, including charter schools, have
at least a part-time nurse on-site, and a number of them (including all high
schools) have full-time nurses. The program is operated by Children’s
National Medical Center under contract with the DC Department of Health.

e DCPS Health Plus Initiative: Augmented health services are available at
various schools operated by Medicaid managed care organizations through
agreements with DCPS.

e Strong Families Program/Transformation Schools: Transformation Schools
are low-performing schools that DCPS has targeted for restructuring and
improvement. The Strong Families Program, run by the DC Department of
Human Services, provides family support case management services to
families with multiple problems that are at risk of family dissolution.
Families with children who either attend school or live in communities
surrounding a Transformation School are eligible for Strong Families services.
Health services provided at Transformation Schools and coordinated by the
Strong Families program include dental services, pre- and postnatal care and
HIV prevention workshops.

e Three school-based health centers: Woodson Senior High School in Ward 7
(operated by the Department of Health), Eastern Senior High School in Ward
6 (operated by Unity Health Care) and Brightwood Elementary School in
Ward 4 (operated by Mary’s Center for Maternal and Child Care) all have at
least a full-time nurse practitioner, serve only students and are open during
the day, Monday- Friday. They differ in number of staff, facilities size,
sources of funding and quality of working relationships with school nurses.
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There are currently plans for two more school-based health centers: H. D. Cooke
Elementary School in Ward 1 (to be operated by Mary’s Center) and the
Community Academy Public Charter School in Ward 4 (to be run by the school’s
pediatrician).

Other health-related services include the Safe Schools/Healthy Students
program, a federally funded, behavioral health and violence-prevention initiative
offered at 12 schools; mental health services provided by the DC Department of
Mental Health at 18 schools; and special education, which includes medical
services as necessary to allow students with disabilities to continue their
education in the least restricted environment possible.

Additionally, community health centers are located on the grounds of two public
elementary schools. The Community of Hope health center recently moved to a
site on the campus of Marie Reed Elementary School, and the Walker-Jones
health center is adjacent to the Walker-Jones Elementary School. However, the
health centers and the schools operate fairly independently of each other.

Schools appear to have unrealized potential to provide greater access to primary
care services for low-income children and their families by developing greater
coordination between schools and the primary care safety net. For instance,
school nurses could benefit from more systematic information about primary
care health centers and their services for referral purposes. Additionally, DCPS
is likely to revise its Facilities Master Plan to modernize or replace its school
buildings, which could provide an opportunity to place more school-based
health centers in schools and in spaces specifically designed for such health
centers.

The DC Education Compact may provide an opening for DC Public Schools and
safety net health centers to improve communication and coordination. The
Compact is a collaborative effort designed to bring multiple stakeholders into the
school reform process. Two of the groups’ issue areas—Facilities and Healthy
Kids and Families—are relevant to Medical Homes DC and may allow for more
discussion about bringing school-based health centers into schools.

School-based health centers, the most comprehensive form of physical and
mental health service delivery in schools, can greatly increase access to health
care among low-income children. They are typically staffed by an
interdisciplinary team of physicians, nurses and mental health professionals and
provide comprehensive primary care and preventive services. Ideally, the SBHC
works with the school to become an integral and familiar part of the school.
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With their in-school location, SBHCs eliminate multiple barriers to care, such as
transportation, leaving school for a medical appointment, parents having

to leave work to take their child to a medical appointment and lack of
information about available services.

Nationally, the number of SBHCs has grown tremendously over the decade,
from about 600 in 1994 to almost 1,500 in 2002. They are funded by a variety of
sources, including state or local contributions, Medicaid reimbursements and
philanthropic grants.
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2004 Federal Poverty Level (FPL) Guidelines

For DC and the 48 Contiguous States

Annual Income Limits

Family Size | 100% FPL 200% FPL 300% FPL 400% FPL
1 $ 9310 $ 18,620 $ 27,920 $ 37,240
2 $ 12,490 $ 24,980 $ 37470 $ 49,960
3 $ 15,670 $ 31,340 $ 47,010 $ 62,680
4 $ 18,850 $ 37,700 $ 56,550 $ 75400
5 $ 22,030 $ 44,060 $ 66,090 $ 88,120
6 $ 25210 $ 50,420 $ 75,630 $ 100,840
7 $ 28390 $ 56,780 $ 85,170 $ 113,560
8 $ 31,570 $ 63,140 $ 94710 $ 126,280
Monthly Income Limits
Family Size | 100% FPL 200% FPL 300% FPL 400% FPL
1 $ 776 $ 1,552 $ 2328 $ 3,104
2 $ 1,041 $ 2,082 $ 3123 $ 4164
3 $ 1,306 $ 2612 $ 3,018 $ 5224
4 $ 1,571 $ 3,142 $ 4713 $ 6,284
5 $ 1,836 $ 3,672 $ 5508 $ 7344
6 $ 2101 $ 4,202 $ 6,303 $ 8404
7 $ 2366 $ 4,732 $ 7,098 $ 9464
8 $ 2,631 $ 5262 $ 7,893 $ 10,524

Source: Federal Register, 69 (30), pp. 7335-7338.

For the more information, link to: http:/ /aspe.hhs.gov/poverty/04poverty.shtml.
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Assessment of the Current Primary Care Safety Net and Resident Health Care
Needs

Medical Homes DC partners devoted much of the project’s first year to gathering
data to measure demand for primary care services and the capacity of the current
system to meet that demand. Researchers examined the health status and access
to care of low-income District residents and the location, staffing and physical
facilities of primary care health centers.

Medical Homes DC undertook this research to obtain a reliable, credible basis on
which to make future decisions, most notably, where to build new health centers
or renovate/expand existing health centers. Guiding questions included:

e  Where is the demand for medical care the greatest?
e Where is supply of medical care limited?
e  Where is there a mismatch between supply and demand?

Several Medical Homes DC partners carried out the research described in this
section. Specifically, RAND Corporation analyzed the health status and access to
care among District residents; The Brookings Institution described and analyzed
the current system of community health centers; Capital Link evaluated the
capital needs and financial status of health centers; and the 21st Century School
Fund assessed the system of school-based health services.

Several other entities contributed to the report as well by providing access to
data, and Medical Homes DC gratefully acknowledges their assistance: the DC
Department of Health, DC Hospital Association, DC Department of Employment
Services and the health centers themselves. For more information on data
sources, please see Appendix E. Methodology and Resources.

Safety Net Patient Population

Of the 52 providers responding to the survey, safety net patient information for
47 providers was valid for analysis. These 47 health centers, which provided
services to a total of 121,126 safety net patients in 2004, also reported data on
patients’ residence, age and race.
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Demographics—Residence*!

Survey respondents reported that 80% of their patients are District residents,
15.6% are residents of Maryland and 4.31% are residents of Virginia.

Figure 59 illustrates the distribution of health center patients served by ward.

Figure 59
Note: There are no safetv net health centers in Ward 4

Distribution of Patient Volume by
Ward

Ward 3
0.2%

Ward 5
3.2%

Ward 1 has the greatest number of primary safety net health center sites and
accounts for the majority of health center patients.

I Residence information is based on responses from 47 health centers.
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Demographics—Age*?

Figure 60 illustrates the distribution of health center patients by age.

Figure 60

Community Health Center Patients by Age, 2004

65+
3%

Overall, children represent 36% of the population served and are the largest age
group of patients using the District’s primary care safety net. Adults aged 65 and
over represent 3% and are the smallest age group. However, these District-wide
averages do not hold true within wards. For example, in Ward 3, 95% of the
population served is aged 0-18, and in Ward 2, approximately 17% of the
population served is aged 0-18.

2 Age information is based on responses from 47 health centers.
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Demographics—Race/Ethnicity*?

Appendix D

Figure 61 illustrates the health center patient population by race and ethnicity.

Figure 61

Community Health Center Patients
by Race and Ethnicity, 2004

Asian, Pacific
Islander
1%

Black

(non-His panic)
53%

* Race information is based on responses from 47 health centers.
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Figure 62
Note: There are no safety net health centers in Ward

2004 Race and Ethnicity Distribution by Ward
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Safety Net Special Populations

Figure 63 shows the percentage of health centers with staff who can
communicate in different foreign languages.

Figure 63

Percent of Health Centers with Staff On-Site
Who Can Communicate in Foreign Languages

Language Percentage of Health Centers
Arabic 22.2%
Chinese 24.4%
French 48.9%
Spanish 77.8%
Vietnamese 24.4%
Urdu 22.2%
Ambharic 33.3%

Ninety-one percent of health centers serve patients who are non-English-
speaking and require translators. Twenty-six percent of health centers list non-
English-speaking patients as among the top three special populations they
encounter. Health centers that regularly encounter patients who speak languages
their staff does not speak amount to 15.6%. These languages include Spanish,
Chinese, Viethamese, Amharic, Urdu, Arabic, sign language and various African
languages.
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Special Health Care Needs Populations

Figure 64 shows the percentage of safety net provider sites serving patients with
special health care needs.

Figure 64

Special Health Care Needs

Percent of Health Centers Serving

Special Population Special Populations

Uninsured 100%

Homeless 93.3%

People with HIV/AIDS 93.3%

Mental Illness 93.3%

Substance Abuse 93.3%

Undocumented Immigrants 91.1%
Non-English-speaking/Translation o

Required o1.1%

Dual/Multidiagnosis 91.1%

Ex-Offenders 82.2%

Victims of Domestic Violence 80%

Elderly 73.3%

Disabled Adults 73.3%

Children with Special Health Needs 53.3%

Children with Disabilities (SSI) 48.9%
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Safety Net Services—Hours of Operation

Of the 52 surveys received on hours of operation, only 42 were complete enough
to be used in the analysis. Sites whose hours of operation do not follow a
consistent weekly schedule are not included.# The following periods were used
to define hours of operation: regular business hours, 8:30 a.m.—5 p.m., Monday
through Friday; early morning hours, before 8:30 a.m.; evening hours, after 5
p-m.; and weekend hours, Saturday and Sunday. These periods were analyzed
by ward* and provider type.

Early Morning Hours

Almost 43% of health centers are open for early morning hours. Children’s
Hospital-Children’s Health Center and Children’s Hospital-Children’s
Adolescent Center offer the most weekday morning access, opening daily at 7:30
a.m.

Evening Hours

Close to 38% of health centers are open for service after 5 p.m. Washington Free
Clinic offers the most evening access, remaining open until 9:00 p.m. one
weekday evening, 10:00 p.m. three weekday evenings and 6:30 p.m. one
weekday evening. Emery Shelter, operated by Unity Health Care, Inc., is open
until 9:00 p.m. five weekday evenings.

Weekend Hours

A little more than 21% of health centers are open on Saturdays, and 78% of
providers offering services on Saturdays are open for one to five hours. La
Clinica del Pueblo is open 10:00 a.m.—5:00 p.m. on Saturdays, and Planned
Parenthood is open 9:00 a.m.—4:00 p.m. on Saturdays. None of the respondents
provides services on Sundays.

4 UHC Homeless Sites and Project Orion.

4 Children’s Mobile Health Clinic and Georgetown KIDS Mobile Medical Clinic are included in
DC summary statistics, but not in the ward charts because each has sites in several wards. For
more on these providers, see Ward Summary Updates in Appendix A.
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Safety Net Provider Operations

Figure 65 illustrates the breakdown of health center staff by type.

Figure 65
District’s Safety Net Staffing
Position Total Full-Time
Equivalents
General Practice/Family
Practice Physician 31.64
Internal Medicine
Physician 274
Pediatrician 26.41
OB/GYN 412
Specialty Physician 9.95
Dentist 13.4
Dental Assistant 17
Physician Assistant 16.76
Nurse Practitioner 22.10
Nurse Midwife 12.10
Registered Nurse 54.24
Other Medical Staff* 191.67
Mental Health/Substance
Abuse Staff** 88.2
Volunteer Coordinator 7.9
Outreach/Enrollment
Workers 46.5
WIC Nutrition Assistants 23.2
Home Health Workers 16
Administrative Staff *** 410.39
Total 1,019.52

These figures do not include volunteer physicians and other volunteers.

*Other medical staff includes pharmacists, dental hygienists, nurses’ aides, lab technicians,
medical assistants and other clinical support staff.

**Mental health/substance abuse staff includes psychologists, psychiatrists, clinical social
workers, case managers and substance abuse counselors.

***Administrative staff includes executive directors, deputy directors, medical directors,
communications, policy, development/fund-raising, human resources, technical support/MIS,
patient accounts/billing clerks, medical records clerks, front desk registration, administrative
assistants, maintenance, security guards and others.
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Figure 66

Appendix D

Health Center Staffing, 2003

Administration --
other
35%

Administration --

high level
8%

As illustrated in Figure 66, 35% administrative and support staff, which account
for 35% of health center staff, are the largest group of staffers. Thirty-four percent
of health center staff are clinical/mid-level support staff, and 11% are clinical-
physicians and dentists.

Definitions

Clinical-Doctors and Dentists
General /Family Practice Physician
Internal Medicine Physician
Pediatrician
Obstetrician/Gynecologist
Specialty Physician

Dentist
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Clinical-Mid-level and Support Staff
Physician’s Assistant
Nurse Practitioner
Nurse Midwife
Registered Nurse
Medical Assistant
Lab Technician
Nurse’s Aide
Home Care Worker
Nutrition Assistant
Dental Hygienist
Dental Assistant
Other

Mental Health/Substance Abuse
Psychologist
Psychiatrist
Clinical Social Worker
Case Manager
Substance Abuse Counselor

Administrative-High Level
Executive Director
Deputy Director
Medical Director
Fund-raising/Development

Administrative-Other
Communications
Human Resources
Policy
Technical Support/Management Information Systems
Volunteer Coordinator
Outreach/Enrollment Worker
Patient Accounts/Billing Clerk
Medical Records Clerk
Front Desk Registration
Administrative Assistant
Other
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Other
Maintenance
Security

Safety Net Financing
Revenue Sources

The three major sources of revenue are health care coverage, fund-
raising/philanthropy and government grants programs. Health care coverage
includes private insurance, Medicaid, Medicaid Managed Care Organizations,
Medicare, the DC HealthCare Alliance and self-paying/uninsured patients.
Fund-raising/ philanthropy includes foundation grants, private and corporate
gifts, direct mail and special events. Government grant programs includes
Federally Qualified Health Centers (FQHC) (general grants for primary care);
Ryan White Title I and Title II (HIV/AIDS care); Title X (family planning
services); Maternal and Child Health (MCH); Substance Abuse and Mental
Health Services Administration (SAMHSA); Centers for Disease Control and
Prevention (CDC); DC government grants; and others. These programs are
defined in Appendix B.
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Funding the Primary Care Safety Net

Figure 67 illustrates the breakdown of primary care safety net funding by major
source of payment.

Figure 67

Funding Sources for Community Health Centers,
2004

Government
Grants
41.8%

Private
Fundraising/
Philanthropy
19.3%

Government grants provide 41.8% of primary care safety net funding;
reimbursements from health care coverage provide 38.9%; and fund-raising and
philanthropy provide 19.3%.

The distribution of financial resources demonstrates the safety net's dependence
on government grants, fund-raising and philanthropy. Government grant dollars
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are a fairly stable source of funding, but they require providers to dedicate
administrative staff to grant-writing activities. Fund-raising and philanthropy
are less stable, but require a similar dedication of administrative staff to these
activities.

Reimbursements from health care coverage, which represent a large portion of
overall primary care safety net funding, require providers to have the
infrastructure and capacity to bill for the services they provide.

Funding the Primary Care Safety Net—Health Care Coverage

Figure 68 illustrates the breakdown of primary care safety net provider funding
by health care coverage source.

Figure 68

Community Health Center Revenue Sources:
Reimbursement for Patient Services, 2004

N

Medicare
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Private
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29%
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The Alliance provides 29% of all primary care safety net funding from health
care coverage. Medicaid and Medicaid managed care together provide 47% of
health care coverage funding.

The breakdown of funding also suggests that the Alliance provides stability to
safety net providers’ revenue. Before the Alliance was created, many patients
had no health care coverage, and providers received no payments for the care
they provided to these people.

Funding the Primary Care Safety Net—Fund-raising and Philanthropy

Figure 69 illustrates the breakdown of primary care safety net provider funding
by fund-raising and philanthropic activities.

Figure 69

Community Health Center Revenue Sources:
Philanthropy/Fundraising, 2004

Foundation
Grants
33%

Private Gifts
15%

110



DC Primary Care Association Appendix D

Funding the Primary Care Safety Net—Government Grants

Figure 70 illustrates the breakdown of primary care safety net provider funding
by type of government grants.

Figure 70

Community Health Center Revenue Sources:
Government Grants, 2004

Ryan White I
3%

Ryan White Il
4%
Other
Government
50%
Maternal
2%

Twenty-three percent of total government grant funding to primary care safety
net providers comes from Ryan White Titles I, I and III programs. “Other
Government” represents the largest funding source in this category, and
demonstrates that the 2004 Update survey was unable to adequately capture this
information. The majority of government grants, such as FQHC funding, are
stable and provide a steady source of revenue for primary care safety net
providers.
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Primary Care Safety Net Capacity Needs

The 2004 Update survey asked providers what types of capacity barriers they
face. Providers reported data on staffing, financing and other resource needs.
While all providers did respond, not all health centers provided detailed
information. The most frequently reported capacity needs were insufficient
funding to provide the care needed by the safety net population; inadequate
number of clinical, administrative and support staff; lack of provider access to a
pharmacy for patients’ prescription drugs; lack of dental and mental health
services for the uninsured; and lack of provider billing capacity and software for
patients with health care coverage.

The data presented so far demonstrate capacity needs as of 2004. The other and
more challenging assessment is to determine the demand for health care services.
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Based on numerous data sources, the Medical Homes DC report summarizes the
work of multiple Medical Homes DC partners. The following section details the
topics for which different Medical Homes DC partners were responsible and
provides information on the sources used. Medical Homes DC partners
gratefully acknowledge the following for providing the critical information and
data that made this report possible: DC Hospital Association, the DC
Department of Health, the DC Department of Employment Services and the
health centers themselves.

Health Status and Access to Care—RAND

Measures of chronic conditions, insurance status and usual source of care are
drawn from Behavioral Risk Factor Surveillance System (BRFSS) data from
2001-2003. The BRFSS is an annual, nationwide survey of adults aged 18 and
over conducted by the Centers for Disease Control and Prevention (CDC) in
conjunction with the states. In the District of Columbia, the Department of
Health, which conducts this survey with the CDC, made recent BRFSS data
available to the Medical Homes DC project for analysis. Data on income and
population demographics were derived from the U.S. Census.

The analysis of ambulatory care sensitive admissions and insurance status is
based on data from the DC Hospital Association (DCHA) for the years
2000-2003. DCHA provided aggregate data but did not provide hospital-specific
information, so some analyses that are critical for moving forward with Medical
Homes DC cannot be conducted yet.
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Behavioral Risk Factor Surveillance System

RAND identified questions in the BRFSS that most reflected the need or demand
for care. Specific questions related to access to care and health conditions are
listed in Figure 71, along with the years the questions were asked.

Figure 71
BRFSS Questions Used to Create Measures of Demand

BRFSS Question Years

Insurance Status:

Do you have any kind of health care coverage, including 2000-2003
health insurance, prepaid plans such as HMOs, or

government plans such as Medicare?

Regular Source of Care:

When you are sick or need advice about your health, to which 2002
one of the following places do you usually go? Doctor’s office,

public health center or community health center, hospital

outpatient department, hospital emergency room, urgent care

center, other.

Chronic Disease Burden:

Have you ever been told by a doctor, nurse, or other health 2001-2003
professional that you have high blood pressure?

Have you ever been told by a doctor, nurse, or other health

professional that you have asthma?

Do you still have asthma? 2000-2003
Have you ever been told by a doctor that you have diabetes? 2000-2003
Has a doctor, nurse, or other health professional ever told you 2000-2001, 2003
that you had any of the following? A heart attack (also called

a myocardial infarction), angina or coronary heart disease, or

a stroke.

Responses without verifiable DC zip codes were eliminated, and two summary
measures of chronic disease were created. The first includes individuals with
asthma, diabetes or hypertension. The second expands that definition to include
those with history of acute myocardial infarction (AMI), heart disease or stroke.
Regarding usual source of care, doctor’s offices, health centers or health centers
and hospital outpatient departments were classified as “regular” sources of care.
Respondents who reported that they usually received care in an emergency
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department or urgent care center were considered not to have a usual source of
care.

To obtain zip code-level estimates of access and health status, and to increase the
sample size for analysis, responses were combined over the survey years. This
was challenging in part because the wording of some BRFSS questions varied
slightly from year to year. To address this limitation, questions were combined
from differing years using random effects meta-analysis after finding the means,
confidence intervals and standard errors of each estimate. Values are estimated
for each zip code, but in many instances the confidence intervals were quite
large. Confidence intervals were generated for each zip code and for each
measure (such as lack of insurance or chronic disease burden).

Hospital Discharge Data from Members of the DC Hospital Association

To identify hospitalizations that were potentially avoidable with proper primary
care, RAND used the “ambulatory care sensitive” (ACS) algorithm developed by
John Billings, associate professor of health policy and public service and director
of the Center for Health and Public Service Research, and colleagues at the
Wagner School at New York University and worked with Dr. Billings in
conducting these analyses. This algorithm identifies potentially avoidable
admissions by diagnosis code and creates rates per thousand population by age
group and zip code. The data were divided into four age groups that closely
resemble age cohorts affected by different public policies: children (0-17 years
old), young adults (18-39), middle-age (40-64) and elderly (65-99). Further
discussions of the methods used to identify these admissions have been
published previously.46

RAND conducted two sets of analyses using these data. First, to estimate ACS
rates for each zip code, researchers used random effects meta-analysis to
combine the rates from the various years into one point estimate for each zip
code. Second, to examine trends in ACS rates over time, researchers combined
zip codes into tertiles (high-, medium- and low-income zips) and plotted changes
over time. They also combined marker admission rates over all zip codes and
plotted these points over the period. Marker admissions are conditions for
which hospitalization is virtually unavoidable, such as appendicitis, heart attack
or hip fracture.

* Billings, J. “Using Administrative Data to Monitor Access, Identify Disparities, and Assess Performance
of the Safety Net.” In J. Billings and R. Weinick (eds.), 4 Took Kit for Monitoring the Local Safety Net.
Agency for Health Care Research and Quality, July 2003.
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Nonprofit Community Health Centers—Brookings Greater Washington Research
Program

e Health center locations, types and size
e Budgets and staffing

Both subsections are drawn from a survey of nonprofit health centers carried out
by the DC Primary Care Association in 2004. The survey, designed by DCPCA,
Brookings, RAND, and Capital Link, asks questions about insurance status of
patients, number of patients and visits, staffing, budgets and revenue and capital
needs. Of the 49 clinical sites surveyed (not including school-based health
centers), 47 submitted surveys.

The 49 clinical sites include sites that are part of corporate entities that operate
more than one health center in the District. Corporate entities that run multiple
clinical sites include Children’s National Medical Center, Mary’s Center for
Maternal and Child Care, Planned Parenthood, Unity Health care[see query, p.
46] and Whitman Walker. For some survey questions, particularly those
concerning budgets, capital needs and staffing, information was available at the
corporate level only, not at the individual health center level.

Nonprofit Community Health Centers—Capital Link

e (Capital needs and financial analysis
e Economic impact

Capital needs information was derived from the health center survey. The
survey asked health centers to provide details on their current facilities (such as
age and square footage); list and rate various capital improvement and
equipment needs; state anticipated funding strategies for capital projects; and list
technical assistance needs for predevelopment activities.

Of the 49 clinical sites that received surveys, 24 centers and corporate entities
(including Unity, representing 24 sites) responded to the capital needs portion of
the survey. Of these, 18 health centers and corporate entities indicated that they
had significant capital needs, and 14 provided enough information to allow
Capital Link to estimate the cost of their capital needs.

The financial analysis was derived from the audited financial statements of 12
organizations for FY 2000-2002. For FY 2003, only six audited financial
statements were available for analysis, which may limit how representative the
FY 2003 data are of health center financial trends.
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The economic impact of nonprofit health centers was estimated using IMPLAN
(IMpact analysis for PLANning), an economic impact modeling system available
through the Minnesota IMPLAN Group. It generates input-output multipliers
by geographic region and by industry combined with a county/state database,
using the Standard Industry Classification system developed by the federal
Office of Management and Budget. The analysis was carried out based on
information for the 10 organizations that provided audited financial statements
and other relevant information.

School-Based Health Services—21st Century School Fund

Information on the three local school-based health centers (SBHCs) was gathered
by interviewing health professionals on-site (using the same survey
questionnaire that health centers throughout the city filled out, plus additional
questions developed by the 21st Century School Fund) and by obtaining data
from primary research completed by the District of Columbia Comprehensive
School-Based Health Coalition. Information on other local school health
programs and services was drawn from a number of sources, including written
program descriptions (e.g., mental health and special education); a nursing
program report (“School Health Program Annual Report: 2001-2002,” Children’s
National Medical Center); in-person interviews and meetings; and telephone
calls.

National information on SBHCs was obtained from the following sources: (1)
National Assembly on School-Based Health Care’s 1999-2000 SBHC Finance
Survey; 2001-2002 SBHC Census; State Standards for SBHCs; Toolkit; and
Website; (2) George Washington University Center for Health & Health Care in
Schools” State Survey of SBHC Initiatives; SBHC Implementation Tools; and
Website; and (3) U.S. Department of Health and Human Services, Bureau of
Primary Health Care Website.

21st Century School Fund staff and other Medical Homes DC partners met with
the following individuals: Bernadine Lacey, executive director, School Health
Program, Children’s National Medical Center; Marilyn Seabrooks, maternal and
child health officer, DC Department of Health; Jennifer Ragins, school health
officer, Office of Student Services, DC Public Schools; Heather McCabe, Medicaid
officer, DC Public Schools; Brooke Lehman, coordinator, District of Columbia
Comprehensive School-Based Health Coalition; Deneen Long-White, DC
Department of Health; Colleen Whitmore, DC Department of Health; and Mark
Minier, pediatrician, Community Academy Public Charter School.
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Private Provider—Brookings Greater Washington Research Program with the
assistance of the DC Department of Employment Services, Office of Labor
Market Research and Information

Data on the location of doctors’ offices are from the DC Department of
Employment Services, the Quarterly Covered Employment and Wages
(QCEW)database. The QCEW is based on unemployment insurance tax reports
submitted quarterly by employers subject to the District of Columbia’s
unemployment insurance laws and/or employers who employ federal civilian
workers, under the Unemployment Compensation for Federal Employees
Program.

Industries in the QCEW are categorized according to the North American
Industry Classification System (NAICS). This report used the “Office of
Physicians” category (62111) under the category, “Ambulatory Health Care
Services.” NAICS defines “Offices of Physicians” as follows: “This industry
comprises establishments of health practitioners having the degree of M.D.
(Doctor of medicine) or D.O. (Doctor of osteopathy) primarily engaged in the
independent practice of general or specialized medicine (e.g., anesthesiology,
oncology, ophthalmology, psychiatry) or surgery. These practitioners operate
private or group practices in their own offices (e.g., centers, health centers) or in
the facilities of others, such as hospitals or HMO medical centers.” Further
information on NAICS is available on the U.S. Census Website:
http:/ /www.census.gov/epcd/www /naics.html.

119






List of Health Centers that Participated in the Survey Process

Appendix F

120



DC Primary Care Association

Appendix F

Name Type Ward Address City State | ZIP
Children’s Adolescent Health 1
Center Adolescents 111 Michigan Avenue, NW Washington | DC | 20010
1
Children's Health Center Preadolescents 111 Michigan Avenue, NW Washington | DC | 20010
1
La Clinica del Pueblo Health Center 2831 15th Street, NW Washington | DC | 20009
Mary’s Center for Maternal 1
and Child Care Health Center 2333 Ontario Road, NW Washington | DC | 20009
Northwest Child and Family 1
Center Health Center 1250 U Street, NW Washington | DC | 20009
Columbia Road Health 1
Services Health Center 1660 Columbia Road, NW Washington | DC | 20009
1
Community of Hope Health Center 2250 Champlain Street, NW Washington | DC | 20009
Upper Cardozo Health 1
Center-UHC Health Center 3020 14th Street, NW Washington | DC | 20009
1
Washington Free Clinic Health Center 1525 Newton Street, NW Washington | DC | 20010
1
Christ House-UHC Homeless care 1717 Columbia Road, NW Washington | DC | 20009
Children’s Health Center at 1
Adams Morgan Pediatrics 1630 Euclid Street, NW Washington | DC | 20009
Children’s Health Center at 1
Shaw Pediatrics 2200 11th Street, NW Washington | DC | 20001
1
Spanish Catholic Center Health Center 1618 Monroe Street, NW Washington | DC | 20010
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Name Type Ward Address City State | ZIP
Planned Parenthood,
Schumacher Health Center Health Center 2 1108 16th Street, NW Washington | DC | 20036
Whitman-Walker, Elizabeth
Taylor Medical Center HIV Care 2 1701 14th Street, NW Washington | DC | 20009
BID Homeless Care 2 945 G Street, NW Washington | DC | 20001
Central Union Mission -UHC Homeless Care 2 1631 14th Street, NW Washington | DC | 20009
Friendship Place-UHC Homeless Care 3 4713 Wisconsin Avenue, NW Washington | DC | 20016
Emery Shelter-UHC Homeless Care 5 1725 Lincoln Road, NE Washington | DC | 20002
Reproductive Health
DC Developing Families Center and Pediatrics 5 801 17th Street, NE Washington | DC | 20002
SOME (So Others Might Eat) Health Center 5 71 O Street, NW Washington | DC | 20001
Brentwood Square-UHC Health Center 5 1201 Brentwood Road, NE Washington | DC | 20018
Harbor Lights-UHC Homeless Care 5 2100 New York Avenue, NE Washington | DC | 20002
Brightwood Elementary School-based
School Health Center 5 1300 Nicholson Street, NW Washington | DC | 20011
Bread for the City Health Center 6 1525 7th Street, NW Washington DC | 20001
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Name Type Ward Address City State | ZIP
First Street-UHC Health Center 6 70 N Street, NE Washington | DC | 20002
Perry Family Health Center,
Providence Hospital Health Center 6 128 M Street, NW Washington | DC | 20001
Southwest-UHC Health Center 6 850 Delaware Avenue, SW Washington | DC | 20024
Walker-Jones-UHC Health Center 6 1100 1st Street, NW Washington | DC | 20001
Phoenix Center-UHC HIV Care 6 1900 Massachusetts Avenue, SE | Washington | DC | 20003
Blair Shelter- UHC Homeless Care 6 6351 Street, NE Washington | DC | 20002
Federal City-CCNV-UHC Homeless Care 6 425 2nd Street, NW Washington | DC | 20001
House of Ruth-UHC Homeless Care 6 651 10th Street, NE Washington | DC | 20002
Eastern Student Health School-based
Center-UHC Health Center 6 1700 East Capitol Street, NE Washington | DC | 20003
Hunt Place-UHC Health Center 7 4130 Hunt Place, NE Washington | DC | 20019
East of the River-UHC Health Center 7 123 45th Street, NE Washington | DC | 20019
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Name Type Ward Address City State | ZIP
Planned Parenthood,
Ophelia-Egypt Health Center Health Center 7 3937A Minnesota Avenue, NE | Washington | DC | 20019
Woodson Adolescent School-based
Wellness Center Health Center 7 5500 Eads Street, NE Washington | DC | 20019
Anacostia Health Center-
UHC Health Center 8 1328 W Street, SE Washington | DC | 20020
Family and Medical 2041 Martin Luther King, Jr
Counseling Services Health Center 8 Avenue, SE Washington | DC | 20020
3720 Martin Luther King Jr.
Congress Heights-UHC Health Center 8 Avenue, SE Washington | DC | 20032
Good Hope Rd. Health
Center-UHC Health Center 8 1638 Good Hope Road, SE Washington | DC | 20020
Stanton Road-UHC Health Center 8 3240 Stanton Road, SE Washington | DC | 20020
Woodland Terrace-UHC Health Center 8 2707 1/2 Langston Place, SE Washington | DC | 20020
Woodridge-UHC Health Center 8 2146 24th Place, NE Washington | DC | 20018
Whitman-Walker, Max 2301 Martin Luther King, Jr.
Robinson Center HIV Care 8 Avenue, SE Washington | DC | 20020
Children’s Health Center at
Good Hope Road Pediatrics 8 2501 Good Hope Road, SE Washington | DC | 20020
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Name Type Ward Address City State | ZIP
Children’s Health Center at 3029 Martin Luther King, Jr.
Martin Luther King Jr. Ave Pediatrics 8 Avenue, SE Washington | DC | 20032
Georgetown KIDS Mobile
Medical Health Center * Mobile Vans
Project Orion-UHC* Mobile Vans
Children’s Mobile Health Mobile Vans-
Center** Pediatric

**UHC -Unity Health Care operated and owned health center.

125




Table of Figures

Appendix G

126



DC Primary Care Association Appendix G

List of Figures

1. Comparison of Zip Code and Ward Boundaries, 2004............ccccceveerireineenns 15
2. Percent of People Living at or below 200% of the FPL by Zip Code, 2000.......17
3. DC Medicaid Enrollment, T999-2004..........uueeeeeeeeeeeeeeee e eeeeeeeeeeeeeee e 18
4. Adults without Insurance by Zip Code, 2001-2002..........ccccevecvrieiniinnecinnennes 20
5. Adults with No Regular Source of Care by Zip Code, 2001-2002..................... 22
6. Adult Chronic Disease Burden by Zip Code, 2001-2002...........cccccccueiiinururucnnnee. 23
7. Adult Chronic Disease Burden, including Heart Disease, by Zip Code, 2001-
2002 24
8. DC Resident Admissions to DC Hospitals, by Payer Group, 2000-2003........... 25
9. Rates of Avoidable Hospitalization among Children Aged 0-17, by Poverty
Rate of Home Zip Code, 2000-2003.........c.ccereirieririmreineiniereinieeniereneenetereresseneneenene 27
10. Rates of Avoidable Hospitalization among Children Aged 0-17 by Home Zip

11.

12.

13.

14.

15.

Code, 2000-2003.........ccecuruemiiiieiiiiieetre e 28

Rates of Avoidable Hospitalization among Adults Aged 18-39, by Poverty
Rate of Home Zip Code, 2000-2003..........ccoeeuirirmerimeinieininieinieenieeeereeereeseenenes 29

Rates of Avoidable Hospitalization among Adults Aged 18-39, by Home Zip
Code, 2000-2003.........coooeimimmerriiiiiieieieiicee s 32

Rates of Avoidable Hospitalization among Adults Aged 40-64, by Poverty
Rate of Home Zip Code, 2000-2003..........ccooeirimiimieineiiinieirieieeeereeeeeeenenes 31

Rates of Avoidable Hospitalization among Adults Aged 40-64, by Home Zip
Code, 2000-2003.........cocooumimimiiriiiiir e 32

Rates of Avoidable Hospitalization among Adults Aged 65-99, by Poverty
Rate of Home Zip Code, 2000-2003........ccccrermeimimeieineieineneneeenieseeeeeeseeeenes 33

127



DC Primary Care Association Appendix G

16. Rates of Avoidable Hospitalization among Adults Aged 65-99, by Home Zip

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

Code 2000-2003.........ceemiiriiiieieiieieiieee e 34
Primary Care Shortage Areas in Washington, DC, as of January 1, 2005........ 37
Primary Care Health Centers in Washington, DC, 2004.............cccccecccvvieennee. 39
Size of Health Centers (Number of Unduplicated Patients) and Percent of
Population below 200% of FPL by Census Tract..........ccccoevvivininninnnninnnnnne. 41
Regular Stops of Mobile Health Vans in Washington, DC, 2004...................... 43
Annual Revenues of Primary Care Health Centers, 2004.............c.cccccccueueuennee. 44
Group I Capital Needs by Project Size, 2004..........ccccoeureineenincnneiniecinne. 45
Aggregate Debt Capacity of DC Primary Care Health Centers, 2004.............. 46
Economic Impact of Participating DC Health Centers in 2002 Survey............ 48
SUMMATY Table....c.ccuciiiiiiiiiiciic e 59
Leading Causes of Death by Ward.............cccooiiiiniiccci, 60
Leading Causes of Death, DC and Ward 1, 2002..........cccceoeiinnneccnnncenenee. 61

Birth Statistics for DC and Ward 1, 2002......ccoee oo eeeeeeeeeeneeeens 62
Ward 1 Race Distribution...........ccccoeveiiiieiniciiniiiiiiiniciecicceeeeeees 63
DC Race DistribUtion.........cccoueevieuecinieinineinicinecinictneceetereceeveeeree e 63
Leading Causes of Death, DC and Ward 2, 2002...........ccccccoeeennnicinnneccene. 64
Birth Statistics for DC and Ward 2, 2002..........eeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 65
Ward 2 Race Distribution...........cccceeveiviiiiiiiiniiiiiiinicicciccceeeeeees 66
DC Race DistribUtion.........cccoueevieueinieinieieinieineicinctneeeeteeeceevee e 66
Leading Causes of Death, DC and Ward 3, 2002...........ccccccoeoeonnecinnnencncnee. 67

128



DC Primary Care Association Appendix G

36. Birth Statistics for DC and Ward 3, 2002.........eeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeaens 68
37. Ward 3 Race DistribUution.......c..ccceeeerieieinienieiniicinciceesieeceeseee e 69
38. DC Race Distribution........ccccoueererieiiiiniiiinesee e 69
39. Leading Causes of Death, DC and Ward 4, 2002...........ccccccoveiicinnncccnnnnnn. 70
40. Birth Statistics for DC and Ward 4, 2002..........eeeeeeeeeeeeeeeeeeeeeeee e eeeeeeeeeeeeaeen 71
41. Ward 4 Race Distribution..........cccceevueviiinenieiininciereeeecseeereeeeeeeeenes 71
42, DC Race DistribUtion.........ccooerieiririiiiiieieseee e 71
43. Leading Causes of Death, DC and Ward 5, 2002...........ccccccoeoevinniicinnnnncnenee. 73
44. Birth Statistics for DC and Ward 5, 2002.........eeeeeeeeeeeeeeeeeeeeeeee e eeeeeeeeeeeeeaen 74
45. Ward 5 Race Distribution..........ccceceveiririnieinineieeeceeesee e 74
46. DC Race DistribUtion.........ccoevieiiirieiiiieee e 74
47. Leading Causes of Death, DC and Ward 6, 2002..............ccccececvniinneiniccnnnnee 76
48. Birth Statistics for DC and Ward 6, 2002.........eeeeeeeeeeeeeeeeeeeeeeee e eeeeeeeeeeeeeaen 77
49. Ward 6 Race Distribution...........ccceceveirininieiinineieeeieceeeeeese e 77
50. DC Race Distribution........ccccoueeeirieiiiniiieineseeeeee et 77
51. Leading Causes of Death, DC and Ward 7, 2002..............cccceeiviniincinninnnnee. 79
52. Birth Statistics for DC and Ward 7, 2002.........eeeeeeeeee e eeeeeeeeeeeeeeeeeeeeene 80
53. Ward 7 Race DiStribDUtion.......cc.ccueererieiiiriinieinieiee e 80
54. DC Race Distribution........ccccoeieuirieiiriniiieireeeeee s 80
55. Leading Causes of Death, DC and Ward 8, 2002..............cccceeviviriiniinninnnne. 82
56. Birth Statistics for DC and Ward 8, 2002.......... . eeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeans 83

129



DC Primary Care Association Appendix G

57. Ward 8 Race Distribution............ccccoiiiiiinniiiicce 83
58. DC Race Distribution...........cccccciiiiiiiiiiiiiiiiicccs 83
59. Distribution of Patient Volume by Ward............ccccoiiiiiiin 97
60. Community Health Center Patients by Age, 2004............ccccoureiiinnncicnne. 98
61. Community Health Center Patients by Race and Ethnicity, 2004.................. 99
62. 2004 Race and Ethnicity Distribution by Ward..........c.ccccovecinninniinnnnnne. 100
63. Percent of Health Centers with Staff On-Site Who Can Communicate in
Foreign Languages............ccocccveiiiiiiiiniiiiicicccce 101
64. Special Health Care Needs..........coccoeiririirineiiineceenccerceeeeceeeeeee 102
65. District’s Safety Net Staffing..........cccccvevivieiiineiiniiiniiiciccceceeee 104
66. Health Center Staffing, 2003............ccccooiiiiiiiiiiices 105
67. Funding Sources for Community Health Centers, 2004..............c.ccccovuruneece. 108

68. Community Health Center Revenue Sources: Reimbursement for Patient
SOTVICES, 200 ... e eeeeeeeeseeeeeeeeeeasennenennesenenesennnnnnnes 109

69. Community Health Center Revenue Sources: Philanthropy/Fund-Raising,

2004 . . 110
70. Community Health Center Revenue Sources: Government Grants, 2004......111
71. BRFSS Questions Used to Create Measures of Demand...........cc..cccovveeennennee.. 115

130






DC Primary Care Association

VI. Acknowledgements

DCPCA acknowledges Medical Homes DC funders, champions and partners,

and DCPCA board members, staff and members of the association.

Funders

Agency for Health Care Research

and Quality

Health Resources and Services

Administration Bureau of Primary

Health Care

Morris & Gwendolyn Cafritz
Foundation

Consumer Health Foundation
DC Government
DC Department of Health

Harman Family Foundation

The Robert Wood Johnson
Foundation

Kaiser Permanente
Marpat Foundation

Eugene and Agnes E. Meyer
Foundation

Nonprofit Facilities Fund
Prince Charitable Trust
Public Welfare Foundation
Trellis Foundation

Washington AIDS Partnership

131



DC Primary Care Association

2004 Medical Homes DC Champions

United States House of Representatives
The Honorable Eleanor Holmes Norton (DC)

Office of the Mayor, District of Columbia

The Honorable Anthony A. Williams, Mayor

Robert Bobb, City Administrator

Herbert Tillery, Deputy Mayor for Operations

Neil Albert, Deputy Mayor for Children, Youth, Families and Elders

Council of the District of Columbia

The Honorable Linda W. Cropp (At-Large), Chair
The Honorable David W. Catania (At-Large)

The Honorable Jack Evans (Ward 2)

The Honorable Adrian Fenty (Ward 4)

The Honorable Jim Graham (Ward 1)

The Honorable Phil Mendelson (At-Large)

Government of the District of Columbia

Gregg Pane, MD, Director Department of Health
Stanley Jackson, Director, Department of Housing & Community Development
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Medical Homes DC Partners
The Brookings Institution
Oftfice of the City Administrator

Eugene and Agnes E. Meyer
Foundation

Consumer Health Foundation
RAND Corporation

DC Department of Health

New York Primary Care Association

Capital Link, Inc.

Crowell & Moring

21st Century School Fund

Howard University Medical School
DC Bar Pro Bono Program

The Jair Lynch Companies

The DC Assembly on School-Based
Health Care
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DCPCA Board Members

George Jones, Chair
Executive Director
Bread for the City

Kim Bell, Vice-Chair
Director, Strategic Initiatives
DC Covering Kids & Families
DC Action for Children

Gloria WilderBrathwaite, Vice-Chair
Director
Children’s Health Project of DC

Vincent Keane, Secretary
CEO
Unity Health Care, Inc.

Tamara A. Smith, Treasurer
President and CEO
Chartered Health Plan

Jose Aponte
COO
Unity Health Care, Inc.

Holly Blanchard

Director of Quality Assurance
Planned Parenthood of Metropolitan
Washington

Patrina Fowler
CEO
Health Right, Inc.

Carolyn Gardner
Executive Director
Washington Free Clinic

Lisa A. Gilmore
Executive Director
DC Asthma Coalition

Allen Goetchus
President
Columbia Road Health Services

Maria Gomez

President and CEO

Mary’s Center for Maternal and
Child Care

Flora Terrell Hamilton
Executive Director

Family & Medical Counseling
Service, Inc.

Patricia Hawkins
Associate Executive Director
Whitman-Walker Clinic

Manny Hidalgo
Acting Director
Spanish Catholic Center

Regina Knox-Woods
Representing DC Hospital
Association

VP, Government Affairs for the
Washington Metropolitan Area
Office of External Relations
Georgetown University Hospital

Matthew Levy

Medical Director of Community
Pediatrics

Georgetown UMC-Pediatric Mobile
Van
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DCPCA Board Members (continued)

Ruth Lubic
President and CEO
DC Developing Families Center

Ron Mealy
Executive Director
Carl Vogel Center

Sandra Nichols
COO/Medical Director
AMERIGROUP Corp.

Juan Romagoza
Executive Director
La Clinica del Pueblo

Mary Ann Sack
Director of Medical Programs
So Others Might Eat (SOME)

Kerry Smith
VP
Catholic Community Services

DC Primary Care Association Staff

Sharon A. Baskerville
Executive Director

Rene Wallis
Deputy Director

S. Orlene Grant
Director of Special Projects and

Strategic Planning;
Director, Medical Homes DC

Susan Spellman
Director of Development

Howard Straker

Assistant Professor, Director,
Community Medicine

George Washington University
Medical Center

Kelly Sweeny-McShane
Executive Director
Community of Hope, Inc.

Laura Worby
Family Nurse Practitioner
Community of Hope, Inc.

Department of Mental Health Ex-
Officio Member

Martha Knisley

Director

Department of Mental Health

Charles Allen
Senior Policy Specialist

Jennifer Thompkins
Clinical Coordinator

Carlos Armando Garcia
MIS and Web Specialist

Swati Gosavi
Project Specialist

Jonathan D. Berhanu
Financial Specialist
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Terry Walker Page Crosland

Assistant to Executive Director Senior Policy Specialist
Clare Feinson Karen Szulgit
Development Specialist Communications Assistant

136





