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Addressing the District of Columbia’s Health Priorities

Excerpt from /00 Days and Beyond Plan: 2007 Action
Plan for District of Columbia, Adrian M. Fenty, Mayor,
District of Columbia, January 11, 2007

“..A new era for the District of Columbia
stands before us — an era of transparency and
accountability. Today, we envision the
evolution toward a health city, a capital to
lead our nation, to learn from proven success
and to set the precedent for our residents and
for our children.

A health city reflects every facet of our lives
from our personal health to the health of our
neighbors, our communities and our
environment. In realizing a collective vision
we understand that a health city ensures that
all District residents have:

= Access to affordable, comprehensive
and high-quality health care through
established medical homes;

= Access to affordable health insurance
that includes cost-effective
preventative care and health
maintenance;

= A strong health care safety net that
fosters social inclusion by covering
services for medical needs, mental
illness, pharmacy services, substance
abuse and oral health care, regardless
of ability to pay;

= The tools necessary for residents to
maintain, both individually and
collectively, health and balanced lives.

The state of our health and well being is an
indicator of the general condition of our city.
For our city to continue to prosper we must
enable our citizens to be productive by
taking a more expansive view of the term
“health care.” A health city relies not only
on what the District does for its residents,
but also on what the residents do as
individuals and collectively as community to
create the conditions under which people
can be healthy.

In an era of accountability comes the
accountability of each of us as well —a
responsibility to take care of ourselves, to
seek preventive care, to have a medical
home base and to have our voices heard as
citizens to foster needed change. Together
we will realize the District of Columbia as a
health city.”
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Office of the Director ]

November 14, 2007
Dear District Resident:

The Department of Health is pleased to present the District of Columbia’s State Health Plan,
our first such plan in nearly two decades. It will serve as a guide for the city’s nearly $2
billion investment to improve the health and wellbeing of every District resident.

For too long, DC has exhibited unacceptably high rates of prematurity and infant mortality as
well as high rates for chronic conditions such as heart disease, diabetes, asthma, cancer, and
HIV/AIDS. The Department of Health is charged with reversing this trend, and the State
Health Plan is one tool for reaching this important goal. | want to thank the many partners
from the health care, public health and advocacy communities that provided insights and
contributed to the development of this document.

Included in the State Health Plan is a series of health indicators from the most recent data
available regarding our population’s life expectancy, leading causes of death, infant mortality
rates, pregnancy rates and others, further broken down by race, gender, and geography.

Using each of these measures as a baseline, the Department has established targets for
improvement in an array of related health care and public health categories, including
tobacco use, violence and injury prevention, chronic disease management, HIVV/AIDS, oral
health, maternal and infant health, and various aspects of departmental performance.

It is important to remember that, like the population’s health status, this document is not
static but rather ever-changing. It is structured to allow constant updating and tailoring to
remain in line with the evolving health needs and goals of DC residents. To that end, the
Department of Health is committed to regularly reviewing and analyzing our health
indicators and releasing future versions of our State Health Plan.

There is much work to be done to improve the health of all DC residents, and the Department
of Health is pleased to, at long-last, have an updated State Health Plan to guide us in these
endeavors. We look forward to continued collaboration with all of our community partners
as we strive to promote the health of our world class city.

Sincerely,

Carlos Cano, M.D.
Interim Director

825 North Capitol Street, NE, 4th Floor Washington, D.C. 20002, (202) 442-5955 (202) 442-4795 Fax

“To improve health outcomes for all residents of the District of Columbia”
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Executive Summary

Health planning embodies a systematic, consistent approach that ties activities to outcomes in
measurable ways and thus, serves as a tool for guiding public resources and activities to improve health
and health care services in the District.

In December 1989, the District of Columbia published a comprehensive health plan. In contrast, the
current State Health Plan is a strategic plan that sets out goals, identifies data-driven priorities for a
specific time period, and institutes a process for managing and measuring progress. The Plan is thus
part of a framework for focusing public resources most productively and efficiently.

The key long-term goals and accountability measures of the Plan are those established under
Healthy People 2010, Hospital Quality Measures developed by the Centers for Medicare and
Medicaid Services (CMS), HEDIS® measures developed by the National Committee on Quality
Assurance (NCQA), and Behavioral Risk Factor Surveillance System (BRFSS).

The Plan builds on the 1989 Comprehensive Health Plan and on Healthy People 2010 Plan,
Midcourse Revisions (2000-2005). 1t also incorporates work done at the Department of Health
with the Healthcare Decisions Group in producing Accomplishing the District of Columbia’s
Health Objectives: A Health System Plan for D.C.

The Plan is a concise document that is intended to serve as a guidebook and an accountability tool
for the Department of Health and other stakeholders in the District. It outlines a management
process that generates goals and performance measures for accomplishing the overall vision. The
process will bring together stakeholders and Department officials on a periodic basis through a
public-private advisory committee to discuss current health needs data, develop health priorities
and accountability measures based on health needs data, and target additional resources to address
emerging priorities.

The Plan is a departure from traditional state health plans in that it is not an end document. Rather,
the Plan will identify health priorities based on needs data for each year and a template for
measuring progress towards established goals. In this way, the Plan will be specific enough to
guide decisions but flexible enough to readily assimilate directives from new managers and
respond to new city challenges. Its inclusive process represents a framework for accountability to
traditional stakeholders and to District of Columbia leadership.

The Plan directs the Department’s focus to a manageable number of high-priority, achievable
goals and related accountability measures. It functions as a tool not only for setting priorities for
the short-term, but also for measuring progress toward goals over the long-term. In addition, it
provides a framework for efficient budgeting and resource allocation on an ongoing basis.



The management process is the critical difference between a comprehensive plan and a strategic plan.
The process begins with identifying priorities based on the most current health needs data. In formal
consultation with stakeholders through the public-private advisory committee, the Department of
Health will establish priorities reflective of current health needs data and recommend actions to be
undertaken utilizing the tools and resources the Department has at its disposal and resources available
in the public sector.

The priorities will be accompanied by a set of nationally recognized performance measures derived
from National Hospital Quality Measures developed by the federal Centers for Medicare and Medicaid
Services (CMS), Healthy People 2010, HEDIS® measures developed by the National Committee on
Quality Assurance (NCQA), and Behavioral Risk Factor Surveillance System (BRFSS). The measures
will enable the Department to systematically track progress towards identified priorities.

The members and the Department will also decide how to utilize the available tools to address
identified priorities and achieve stated goals. The tools Department of Health has at its disposal to
effect change are Insurance Programs, Public Health Grants, Certificate of Need program, and
Health Professional Boards/Health Regulation.



Figure 1: Strategic Planning Process Example
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The Statewide Health Coordinating Council (SHCC), established by District law (D.C. Official
Code § 44-403 and § 44-404), plays a major role in the plan development process. The members
represent diverse stakeholders in the community and are appointed by the Mayor with the advice
and consent of the Council of the District of Columbia. The SHCC will utilize the resources of the
State Health Planning and Development Agency (SHPDA) in carrying out its responsibilities. The
SHPDA will seek the advice and recommendation of the SHCC in developing facility and service
plans. The facility and service plans will be a component of the State Health Plan. The SHCC will
choose a few health priorities or services a year for implementation. Goals, objectives and
recommended actions will be developed for specific health priorities and be accompanied by a set
of benchmarks and nationally recognized accountability measures. In addition to the goals and
objectives, the SHCC may provide recommended actions, the rationale for these actions, strategy
statements and resource requirements. In addition to providing advice and guidance to the SHPDA,
the SHCC can facilitate cooperation between the Department of Health and other public and
private sector entities in addressing the public health needs of the residents.

The SHPDA, however, will continue to develop specific facility and service plans that will be
utilized in reviewing certificate of need applications. The intent is to have a strong and sustainable
health care delivery system to meet the needs of residents.

The certificate of need review framework is a conceptual approach for analyzing the health care
system’s facility and service needs and is used to analyze and make determinations on
applications submitted for approval in accordance with DC Official Code §44-401. The health
planning framework utilized by the SHPDA analyzes proposed new institutional health services
and capital expenditures based on the proposals meeting the criteria, standards and need
assessments. The certificate of need review framework addresses the following health system
characteristics, as articulated in the State Health Plan:

e The availability of the proposed service based on a needs projection that identifies gaps
and unmet need;

The accessibility of the proposed services;

The quality of the proposed services;

The acceptability of the proposed services;

The continuity of care for the proposed services; and

The financial viability of the proposed services.

Essential to assessing the need for new institutional health services and capital expenditures are
population-based need projections that quantify the availability of health resources — facilities and
services — and identify gaps and unmet needs. The SHPDA will develop service-specific
population-based need projections for each of the services subject to certificate of need review.
The service-specific need projections will be used along with the criteria and standards outlined in
the State Health Plan to evaluate proposals for certificates of need.



Figure 5: Ten Leading Causes of Death, District of Columbia and U.S., 2004, per 100,000
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The Plan presents leading health issues that affect the health status of District of Columbia
residents by looking at mortality and morbidity data. Through analysis of burdens of mortalities
and morbidities, the Plan presents an opportunity to allocate healthcare resources for prevention
and treatment to areas where these resources are most needed and where they are most likely to
have an effect. The health needs data will enable the Statewide Health Coordinating Council to
decide upon a manageable number of high priorities and accompanying performance measures.
In addition, the Plan devotes special attention to presenting health conditions affecting the
uninsured, as well as outlining gender and geographical differences on causes of death.

Analysis of the distribution of the ten leading causes of death by Wards provides a high level
indicator of the geographic location and severity of specific health conditions. The ward level
analysis is a useful guide in targeting health policies and resources in the District of Columbia.

Ranking the leading prevalence of a disease in a population (morbidity) in concert with mortality
data, provides an insight into those conditions that affect the population the most at any moment
in time. An analysis of leading morbidities presents an opportunity to allocate healthcare
resources for prevention and treatment to areas where these resources are most needed and where
they are most likely to make a difference.



Table 5. Top Ten Leading Causes of Death by Ward, District Residents, 2004

CAUSE OF Wards of Residence
Total
DEATH
Ward 1 Ward 2| Ward 3 | Ward 4 |Ward 5/Ward 6| Ward 7 | Ward 8
POPULATION  |572,059| 80,014 | 82:845 | 79566 | 71,393 | 66,548 | 65457 | 64704 | 61,532
DTgéEgE 1,301 105 142 178 218 202 138 194 115
SEAS 274 | 1312 | 1714 | 2237 3054 | 3035 | 2108 | 299.8 186.9
CANCER 1132 114 140 135 207 167 115 164 82
Rates 1079 | 1425 | 1690 | 169.7 289.9 | 250.9 | 175.7 | 2535 133.3
HY';?ESRET"I‘EL'Q:'ON 326 34 45 32 45 56 34 43 37
RTEN 57.0 425 54.3 40.2 63.0 841 | 51.9 66.5 60.1
HIV/AIDS 223 34 25 2 16 44 23 34 42
Rates 39.0 425 30.2 25 224 66.1 | 35.1 52,5 68.3
ACCIDENTS 210 18 20 17 32 33 23 32 32
Rates 36.7 25 24.1 21.4 448 496 | 354 495 52.0
CERI.‘,EBTSOE\@%%ULA 196 13 16 25 38 29 20 30 22
ISEAS 343 16.2 193 314 53.2 436 | 306 46.4 35.8
DIABETES 187 15 13 13 25 36 20 44 21
Rates 32.7 18.7 15.7 16.3 35.0 541 | 306 68.0 34.1
HOMICIDE 178 8 4 1 21 34 31 36 4
Rates 31.1 10.0 48 13 29.4 511 | 474 55.6 66.6
CEESPNIIR?AI:F%VF\{/\E(R 145 10 23 19 30 20 15 20 8
et 25.3 12,5 27.8 239 42.0 301 | 229 30.9 13.0
L’L@-ﬁhﬁgﬁﬁi 136 12 16 13 25 25 8 25 10
O 23.8 15.0 193 16.3 35.0 376 | 122 38.6 16.3

vi




Executive Summary

Figure 13: Leading Hospital Discharge Diagnosis
by Gender, Spatial Distribution
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Putting it All Together

The results of the data analysis point to several key health concerns for District residents.
Chronic non-infectious diseases including heart disease, cancer, cerebrovascular disease,
diabetes and hypertension are the major cause of death and illness among persons over age 45.
HIV is the chronic infectious disease exhibiting the heaviest impact on younger adults. Injury,
both intentional and unintentional, has its largest impact on infants, children and youth. By
identifying and examining the conditions and related risk factors that have the most significant
impact on the health and welfare of the population, strategic planning can be targeted to primary
prevention and intervention.

Considerable healthcare resources are used to address chronic diseases. Cancer has a major
affect on the decreased life expectancy rate. Diabetes is a leading cause of death, particularly
among person 65 and older. Hypertension is also a major source of concern as evidenced by the
resources used to manage it in the clinic and hospital settings. HIV has emerged over the past
ten years as the leading cause of death among persons 25-44 years old in the District. Intentional
and unintentional injury is a leading cause of death for persons 1-24 years old. In addition to
drawing conclusions related to specific illness or injury, special target populations require
priority focus due to the nature and scope of the conditions affecting them. Tobacco is still the
number one preventable cause of death in our society and smoking cessation programs should
receive high priority in the District’s prevention agenda.

vii



Executive Summary

This plan will seek to implement the vision of a healthier city reflecting every facet of our lives
at the personal, and community and environmental levels. This vision seeks to ensure that all
District residents have:

= Access to affordable, comprehensive and high quality care through traditional providers
and new facilities such as medical homes;

= Access to affordable health insurance;

= Access to information and programs that promote prevention of disease and injury at
every stage of life by adopting healthy behavior and lifestyle;

= A strong and effective healthcare safety net that provides healthcare services for the
medically needy in all areas such as primary care, care for the mentally ill, pharmacy
services, substance abuse treatment and support services, and oral health care.

This vision also seeks to promote greater involvement of the broad healthcare community and
citizens in all health related issues.

Blueprint for Better Health Outcomes and Reduced Disparities

Given this document’s strategic focus, the Plan does not seek to detail future health program and facility
needs, which are not precisely foreseeable. Rather, it outlines an approach to planning for how best to
identify and respond to shifting needs, priorities, and resources. It does not attempt to list all health
needs, nor all health resources or interventions. Rather, it sets out a workable framework for effective
planning, powered by information, within an ongoing process of decision-making. It is a blueprint for
systematically identifying priorities and monitoring needs, objectives, and performance. Its success will
flow from its effectiveness in supporting a continuous process of improvement.

Overarching Goals
A. Health Disparities

Health disparities refer to inequality in available opportunities to access high quality and
affordable health care by varying racial, ethnic and socioeconomic groups. Lack of insurance
coverage, lack of a regular source of care, cultural and language barriers, shortage of providers in
neighborhoods where minorities live, lack of education and awareness are the main sources of
health disparities.

The U.S. Surgeon General estimates that nearly 84,000 deaths can be prevented each year if gaps
in mortality between blacks and whites were eliminated. Further, a study developed by the
Institute of Medicine has found that:

=  Members of minority groups are less likely than whites to be given appropriate cardiac
medicines or undergo coronary bypass surgery;

=  Minorities are less likely than whites to receive kidney dialysis or kidney transplants;

* Minorities are less likely than whites to receive the best diagnostic tests or treatments for
stroke or cancer;

= Minorities are less likely to receive state-of-the-art treatments or therapies that can
forestall the onset of AIDS; and
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Minorities are more likely to receive less desirable treatments than whites.

The study also indicated that there are many possible reasons for racial and ethnic disparities in
health care, including:

Cultural and language barriers;

Time limitations imposed by pressures of clinical practice;

Distrust for health care establishments by many minority patients;
A woeful lack of minority physicians who may be more culturally sensitive to the needs

of their patients; and

Conscious or subconscious biases, prejudices, and negative racial stereotypes or
perceptions that affect the way providers deliver care.

One of the overarching goals of both the federal and District of Columbia Health People 2010
goals is the elimination of racial and ethnic health disparities. In 2003, the U.S. Surgeon General
cited the following six areas of focus in order to accomplish this goal: infant mortality, breast
and cervical cancer, cardiovascular disease, diabetes, immunizations and HIV/AIDS. The U.S.
Surgeon General’s proposed solution was for public and private organizations to develop and
implement the needed changes in the health care system (access to care, mental health, injury
and violence, environmental quality, and immunization), and for individuals and groups to
collaborate in adopting strategies to change unhealthy lifestyles (physical activity, overweight
and obesity, tobacco use, substance abuse, and responsible behavior).

White Black
Rank* | Cause of Death (Rate per 100,000) (Rate per 100,000)
Male Female All Male Female All
All Causes 563.27 54734 | 621.80 1341.6 1086.13 | 1223.4
01 Heart Disease 160.6 162.0 1613 294.4 2913 2027
02 Cancer 152.6 137.1 144.8 282.9 2242 250.8
03 Homicide 7.3 97.7 57.9
04 Essential 39.9 43.0 36.2 84.2 70.8 68.4
Hypertension
05 HIV/AIDS 15.9 7.9 82.3 42.6 60.6
06 Accidents 38.7 19.3 25.9 68.8 25.7 44.6
07 Cerebrovascular 32.8 227 45.6 453 455
Diseases
08 Diabetes 13.7 9.1 11.4 44.4 51.7 48.1
09 gﬂuenza/P feutmnon 14.8 17.0 15.9 31.5 30.4 30.9
10 Chronic Lower 23.9 27.2 25.5 31.5 26.6 29.1
Respiratory




The elimination of health disparities is a crucial step in improving health outcomes and quality of
care. There is a need to identify gaps in health care services and their causes in order to design
appropriate interventions. It is recommended that the Department of Health establish an
advisory panel of experts from the public and private sectors to identify areas of health disparity
and propose ways to reduce and, where possible, eliminate the gaps. The panel should include
members from health providers, policy makers, teaching institutions, churches, advocacy
organizations, insurance carriers, as well as community groups. The reduction and elimination
of disparities will not only improve health outcomes but will have economic, social, and
educational benefits. Among other things, the panel should:

= Review the existing health care delivery system and determine why racial and ethnic
minorities are not receiving equitable care;

= Identify short-term and long-term solutions to the problems;

= Provide a road map on how resources can be more equitably allocated to address the
problems;

= Identify bench marks to measure progress over time; and

= Make suggestions on how to improve health coverage to address disparities.

B. Preventive Health

Currently, the leading causes of death in the District are mainly attributed to chronic illnesses.
Prevention of such illnesses occurs in many arenas including: (1) maintaining healthy personal
behaviors, (2) improving health treatments and interventions, (3) creating a healthy environment,
and (4) actions taken through social and economic means to encourage healthy living.

The benefits of preventive health to society are enormous. Prevention:

1. Improves quality of life for patients;

2. Improves workforce and school productivity;

3. Decreases the financial burden to patients;

4. Educates the public about healthy lifestyle choices;

5. Detects or prevents major illnesses from occurring;

6. Decreases morbidity and mortality rates;

7. Promotes better use of health care resources;

8. Reduces emergency department use;

9. Reduces the economic and medical care burden to hospitals and health care facilities; and
10. Increases life expectancy.

Preventive health strategies should include participation from a variety of stakeholders.
Individuals should practice behaviors that promote good health. Healthcare professionals should
identify at-risk patients and develop appropriate and effective intervention strategies.
Governmental agencies should formulate policies, allocate financial resources and collect data in
order to evaluate the effects of various interventions. Third party payers should work with
government officials, businesses, and the community in making affordable health insurance a
priority, and include prevention and wellness benefits into insurance policies. Community
organizations should identify needs and resources, and assist in the implementation of health
promotion activities. Businesses and employers should assist employees in obtaining health
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insurance at a reasonable cost and develop policies that promote healthy behaviors. Churches
should promote health related activities and develop support systems to assist congregants in
coping with illnesses or modifying behavior. Schools should develop health education programs
that focus on healthy behaviors, create healthy lunch and diet choices, design health education
and disease management strategies for students with chronic illnesses, and develop physical
activities programs.

A major component of preventive health is education and promotion. Health education is
composed of activities and experiences which teach individuals and the collective community
which behaviors and actions are conducive for good health. Health promotion not only
encompasses education but looks at a broader framework of strategies which includes social,
economic, and political components coupled with achievable health outcomes. Promotional
campaigns and activities involve individuals and engage the community as a whole. A more
balanced planning and implementation process can result in giving all stakeholders the
opportunity to participate in health care decision making.

In general, health education and promotion should increase public awareness of behavioral and
environmental risk factors, support behavioral change to reduce those risk factors, promote early
diagnosis and treatment, and increase access to medical care and support services.

The Department of Health must work with different groups and organizations in order to
improve the health status and well-being of the residents. Improving health-related behavior,
instituting appropriate policies and regulations and providing the necessary support is critical to
the success of preventive health.

Therefore, it is recommended that greater emphasis be given to providing disease prevention and
health promotion education in the schools. Health habits are usually developed early and health
education programs aimed at the adolescent population provide an excellent opportunity to
encourage positive behaviors and support students in management of their health. The majority
of adolescents are enrolled in school and the school setting is ideal for teaching students about
physical activity, nutrition, healthy living, HIV/AIDS, substance abuse, obesity, environmental
health, emergency response, dental care, reproductive health, counseling, wellness programs, and
the like. It is also relatively easy to reach families and the community through the students.
Adolescents can facilitate communication with their families and can be a conduit for the
distribution of targeted educational programs and materials. For example, adolescents who are
taught effective asthma management skills may influence the way a family member with asthma
treats the condition.

A concerted effort should be made to persuade schools’ administrations and teachers about the
value of health education. It is important to encourage dialogue and promote education for
school staff in order to foster and sustain health education programs. If school health programs
are to succeed there is a need to establish and strengthen relationships with parents, hospitals,
primary care facilities, professional organizations, government entities and community groups in
conjunction with the full support and participation of the school community.
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C. Health Care Financing

The District of Columbia fares very well in terms of health coverage of its citizens. Given the
large number of firms offering employer sponsored insurance, the number of residents employed
by the public sector, city’s large Medicaid program, and an average income above the national
average, most people in the District have health insurance and receive good coverage. However,
a number of residents still remain uninsured or underinsured. For some, the barrier to coverage
is the cost of the health insurance that is available to them, and for others, it is the lack of
appropriate coverage. In addition, some District resident’s may be available to receive health
insurance through local and federal government but are not aware of these benefits.

The DC Healthcare Alliance is an additional public insurance program available to District
residents, funded by local funds. Through the DC Healthcare Alliance members have access to
an array of professional healthcare providers within a managed care network. Eligibility is open
to those residents who have incomes under 200 percent of the federal poverty level (FLP) and
who do not qualify for the Medicaid program. As of May 1, 2007, there were 45,807 District
residents enrolled in the Alliance program.

Legislation passed by the City Council in 2006 will bring the District one step closer to
providing universal coverage. Specific policy changes include: expansion of Medicaid to cover
children up to 300% of the federal poverty level; the creation of Healthy DC, a new program
allowing residents who are not eligible for Medicaid or the Healthcare Alliance to buy basic
health care coverage; and increased coverage of Medicaid dental benefits.

In addition, in order to ensure that all eligible residents are covered, the District has streamlined
the enrollment process for Medicaid and Alliance coverage. This effort has resulted in 20,000
new enrollees between June 2006 and June 2007. For those with incomes above 200% FPL,
legislation was passed to expand SCHIP eligibility to 300% FPL, a change from the previous cap
of 200% FPL.

The District should continue to explore different ways to provide coverage to all residents. This
could be accomplished by an expansion of public coverage, by working with the private sector to
encourage private coverage, by educating the public on available and affordable insurance
options, and by using the tax system to provide incentive to individuals as well as employers.

Specifically, the District should:

1. Identify the characteristics of the population that is currently enrolled in the public programs;

2. Improve outreach for the Alliance and Medicaid programs in order to facilitate enrollment of
eligible residents;

3. Develop an information clearinghouse on health insurance products offered by the private
insurance plans that are available to individuals and small businesses; the information will
help individuals and businesses to identify plans which meet their health and financial needs;
and

4. Continue to streamline the reimbursement process for both Medicaid and Alliance in order to
attract qualified and specialty providers and to facilitate access to services by those who are
already covered.
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D. Environmental Health

Over the last 50 years, progress has been made in understanding the effects of the environment
on health and wellbeing of the population. Environmental health covers those characteristics of
human health, disease and injury that are affected by factors in the environment. The
environmental conditions that affect physical, social and psychological health include
microscopic and chemical agents, such as particulate matter and lead. While individuals have
some control over the personal aspects of their own lives, such as drinking, smoking, or
exercising, they have little control over environmental hazards like the quality of the air, soil or
the water supply. The government has an important role to play in bringing together individuals
and the community in seeking to preserve the ecosystem and prevent and control
environmentally related diseases.

Even though environmental health awareness has increased over the years, there are still gaps in
our knowledge and understanding of environmental related diseases. Therefore, it is very
important to develop the tools to understand the relationship between human health and the
environment. It is particularly important to develop surveillance systems to track environmental
exposures and to monitor the health status of the residents.

It is recommended that the Department of Health in cooperation with the Department of the
Environment establish a comprehensive environmental public health program.

E. Health Data

A vital prerequisite for building an efficient public health delivery system is a) having access to
complete and accurate health information, and b) having the ability to communicate such
information to required users in a timely and secure manner. Comprehensive and accurate health
data is the foundation for the development of good health policy. Traditionally, health data in the
District have been collected by various health care providers based on their perceived needs and
on requirements established by federal and local governments. The absence of standard
collection instruments and guidelines for data has resulted in the creation of databases with
different electronic storage and management systems, varying data definitions, dissimilar coding
of the same variables and other various inconsistencies.

It is recommended that DOH establish citywide standards for the collection and reporting of
health data and improve data systems integration and client monitoring/tracking. This can be
accomplished through the establishment of a data workgroup that will examine federal and local
standards relating to health data and make a recommendation for the implementation of a new
policy regarding collection of health data.

In particular, DOH needs to establish a Web-based Interactive Health Data Query System
(WIHDS). The system should provide an opportunity for end users to make online requests for
multiple years of specific and customized health reports for a number of leading health
indicators. Efforts must be made to make the system operational by September, 2008.
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F.  Quality of Care

The Department of Health should work closely with public and private organizations to identify
priority areas for quality improvement. To promote transparency in the health care delivery
system and provide the public with reliable information on quality of health services and
providers, the Department of Health will utilize quality performance measures. Such measures
should be based on already established national standards. A subset of performance measures
that the Department will utilize is included in the Appendix.
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Overview of the Plan

Health planning embodies a systematic, consistent approach that ties activities to outcomes in
measurable ways and thus, serves as a tool for guiding public resources and activities to improve
health and health care services in the District.

In December 1989, the District of Columbia published a Comprehensive Health Plan. In contrast,
the current State Health Plan is a strategic plan that sets out goals, identifies data-driven priorities for
a specific time period, and institutes a process for managing and measuring progress. The Plan is
thus part of a framework for focusing public resources most productively and efficiently.

The key long-term goals and accountability measures of the Plan are those established under
Healthy People 2010', Hospital Quality Measures developed by the Centers for Medicare and
Medicaid Services (CMS), HEDIS® measures developed by the National Committee on Quality
Assurance (NCQA), and Behavioral Risk Factor Surveillance System (BRFSS).

The Plan builds on the 1989 Comprehensive Plan and on Healthy People 2010 Plan, Midcourse
Revisions (2000-2005). It also incorporates work done at the Department of Health with the
Healthcare Decisions Group in producing Accomplishing the District of Columbia’s Health
Objectives: A Health System Plan for D.C.

The Plan is a concise document that is intended to serve as a guidebook and an accountability
tool for the Department of Health and other stakeholders in the District. It outlines a management
process that generates goals and performance measures for accomplishing the overall vision. The
process will bring together stakeholders and Department officials on a periodic basis through a
public-private advisory committee to discuss current needs data, develop health priorities and
accountability measures based on that needs data, and target additional resources to address
emerging priorities.

The Plan is a departure from traditional state health plans in that it is not an end document.
Rather, the Plan will identify health priorities based on needs data for each year and a template
for measuring progress towards established goals. In this way, the Plan will be specific enough to
guide decisions but flexible enough to readily assimilate directives from new managers and
respond to new city challenges. Its inclusive process represents a framework for accountability to
traditional stakeholders and to District of Columbia leadership.

The Plan directs the Department’s focus to a manageable number of high-priority, achievable
goals and related accountability measures. It functions as a tool not only for setting priorities for
the short-term, but also for measuring progress toward goals over the long-term. In addition, it
provides a framework for efficient budgeting and resource allocation on an ongoing basis.

! Most of the District’s Healthy People 2010 objectives are linked to federal Centers for Disease Control and Prevention’s new
Health Protection Goals which are organized under four themes: Healthy People in Every Stage of Life; Healthy People in
Healthy Places; People Preparing for Emerging Threats; Healthy People in a Healthy World.
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The management process is the critical difference between a comprehensive plan and a strategic plan.
The process begins with identifying priorities based on the most current health needs data. In formal
consultation with stakeholders, through the public-private advisory committee, the Department of
Health will establish data-driven priorities for a given time period, and recommend actions to be
undertaken utilizing the tools and resources the Department has at its disposal and resources available
in the public sector. The priorities will be accompanied by a set of nationally recognized performance
measures derived from National Hospital Quality Measures developed by the federal Centers for
Medicare and Medicaid Services (CMS), Healthy People 2010, HEDIS® measures developed by the
National Committee on Quality Assurance (NCQA), and Behavioral Risk Factor Surveillance System
(BRFSS). The accountability measures will enable the Department to systematically track progress
towards identified priorities.

The 1989 Plan included analyses of the recommended approaches for addressing problems and issues.
Such analysis is incorporated in the current Plan in the form of public-private advisory committee
made up of stakeholders, consumers, and experts, thus bringing together current practice and state-of-
the-art in each area.



Figure 1: Strategic Planning Process Example
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A Vision for Better Health Planning

Residents of the District of Columbia are healthier today than in earlier eras. Nonetheless, substantial
improvement in health remains possible overall and particularly in reducing disparities, both in
services and in outcomes. Too many residents die prematurely or live with avoidable impairments.
Improving health is the key mission of the D.C. Department of Health, which works through its own
programs, grants to private partners, and oversight of a number of private activities. The Department
has broad responsibilities that in other jurisdictions are split between state and local health
authorities. Given these broad responsibilities, effective planning and measurement of achievements
are important to facilitate progress toward departmental and health system goals internally and in
cooperation with others — in order to allocate resources effectively, account for its activities to its
Federal grantors and to the District Council, and hold its grantees accountable.

Health services are an important factor in maintaining the health of District residents. Access
depends both on ability to pay for useful services, as well as on having sufficient suppliers of
service, both practitioners and institutions. Payment for personal health services mainly comes
from insurance, but a significant share comes from patient out-of-pocket spending, even for
insured people. In the District, a large share of spending on medical care is publicly financed
through Medicaid and the D.C. Alliance.

Both Medicaid and the Alliance are administered by the Department of Health (DOH), as is the
Certificate of Need program that oversees investments in health services and equipment, giving
DOH a central role in the District’s health care sector. The Department’s interest in the
distribution and right-sizing of health care facilities serves both the public at large and its own
need to be a prudent purchaser of health care.

Despite the value of health services—and of insurance to pay for them and providers to supply
them—health status and health outcomes are heavily influenced by other factors. Genetics,
personal behavior, social circumstances, and environment are even more important determinants of
residents’ health status than is access to health care services. The Department’s public health
activities and preventive services are as important for keeping people healthy as curative services
are to helping them get well if they get sick.

The Department’s activities are organized into seven administrations, with separate but
sometimes overlapping focus. Some are concerned with a particular population, others with a
particular health condition. Still others provide core functions, such as data collection, that cut
across all programs.

Blueprint for Better Health Outcomes and Reduced Disparities

Given this document’s strategic focus, the Plan does not seek to detail future health program and
facility needs, which are not precisely foreseeable. Rather, it outlines an approach to planning for
how best to identify and respond to shifting needs, priorities, and resources. It does not attempt to
list all health needs, nor all health resources or interventions. Rather, it sets out a workable
framework for effective planning, powered by information, within an ongoing process of decision-
making. It is a blueprint for systematically identifying priorities and monitoring needs, objectives, and
performance. Its success will flow from its effectiveness in supporting a continuous process of
improvement.



The next section outlines the tools Department has at its disposal to effect change. The
subsequent section provides an overview of the health status of District residents as an
introduction to the most pressing health care needs facing the District and opportunities for
action. The role of the Certificate of Need review process is discussed in greater detail in the
third section. Finally, performance measures that will serve as accountability tools and a
mechanism to track progress toward defined goals are listed in the Appendix.



Tools to Affect Change

A key tool for advancing toward goals set by the planning process described above is to use
insurance programs to generate information about participating health plans’ performance and
that of their participating health care providers. Once measurement is initiated and validated,
incentives or controls will address how to improve performance. Such actions include providing
performance information to existing and prospective enrollees, altering level of payment per
enrollee based on performance, and disqualification of a participating insurance plan for
sufficiently subpar performance. This process is already under way as part of implementing “pay
for performance” for Medicaid managed care organizations (MCOs) within the Medical
Assistance Administration of the Department. Medicaid and Alliance contracts with participating
are to be modified to specify the operational details. The core of this effort is the HEDIS®
measures widely used within the private sector (Figure 28). Other states have similarly modified
sets of these measures already developed by National Committee on Quality Assurance.

Another available tool is grant-making policy. Both for population health and for individual-
oriented services, the Department often operates through grants made to private recipients, from
District own-source revenues and from federal grants. Through its grant making process, the
Department of Health can direct funds toward priority projects and initiatives. Grantees include
both medical services providers and non-governmental organizations. These partnerships allow
the Department to work through diverse community organizations to reach a broad range of
communities and constituencies.

Going forward, grant applicants will contribute to strategic planning by clarifying how their
activities contribute to achieving goals and measures set by the planning process, and how best to
track systematic progress toward those goals. New agreements with grantees will incorporate
selected State Health Plan priority objectives and associated measures, and grantees will be held
accountable for making progress toward those objectives. Similar efforts to incorporate
measurable performance are under way for Medicaid agreements with participating MCOs, as
noted.

The Department’s State Health Planning and Development Agency (SHPDA), established by
D.C. Official Code § 44-401, is responsible for the administration, operation and enforcement of
the Certificate of Need (CON) review process. CON review process is another important tool
the Department has at its disposal to direct healthcare resources toward data-driven health
priorities, reflective of where the health needs are and where placement of healthcare resources is
most likely be effective. The law requires that all persons proposing to offer or develop in the
District a new institutional health service, or to obligate a capital expenditure to obtain an asset
to be located in the District shall, prior to proceeding with that offering, development, or
obligation, obtain from the SHPDA a CON that demonstrates a public need for the new service
of expenditure. The CON review process, through public input and analysis of health data, can
be used to improve the health of District of Columbia residents by increasing the accessibility,
continuity, and quality of health services, restraining increases in health care costs, preventing
unnecessary duplication of health resources, and maintaining and enhancing competition in the
health service area.



Utilizing health professional boards and health regulation is an additional tool the Department
can employ in advancing toward goals set by the planning process. The Department currently
provides administrative support to 18 health professional boards responsible for licensing,
certification, registration and enforcement. As most U.S. health professionals are licensed, these
boards have a large impact on the ongoing development of health professionals, particularly in
the arena of continuing education. Licensure and certification can serve as a lever for ensuring
that practicing health professionals meet specific standards reflective of current State Health Plan
priorities, and are aware of Plan’s goals and relevant measures. Boards can assist the Department
in educating healthcare consumers by asking health professionals to incorporate public health
messages and initiatives in their practices. In addition, boards can implore cooperation with
private organizations in collecting epidemiological data that will further guide the development
of data-driven health priorities and measures.



Health Status of the District Residents

< Leading Health Indicators

This section provides an overview of the leading health issues that affect the health status of
residents of the District of Columbia. The health status of the District of Columbia is a
description of the health of its population. The information used to report health status comes
from a variety of sources, including birth and death records; hospital discharge data; and health
information collected from health care records, personal interviews, physical examinations, and
telephone surveys.

Figure 2: Estimated Population by Race, District of Columbia, 2003

African
American,
58.9%

Asian /
Pacific
Islander, 3.3%

Hispanics,
9.8%

Source: *US Census Bureau, http://www.census.gov/acs/,
D.C. Department of Health, State Center for Health Statistics

Table 1: Health Status Indicators, District of Columbia, 2004
1. Live births 7,937
2. Live birth rate per 1,000 population 13.9
3. Low weight live births/rate 881/11.1
4. Births to teenage mothers/rate 887 /111
5. Births to unmarried women/rate 4,442 /56.0
6. Total deaths 5,359
7. Crude death rate per 100,000 population 936.8
8. Infant deaths 94
9. Infant mortality rate per 100,000 11.8
10. Heart disease death rate per 100,000 population 227.6
11. Cancer death rate per 100,000 population 197.9
12. Hypertension death rate per 100,000 population 57.2
13. Cerebrovascular diseases death rate per 100,000 population 34.3
14. Homicide death rate per 100,000 population 311

Source: Department of Health, State Center for Health Statistics.



%+ Life Expectancy

As a health status indicator, life expectancy is a comparative measure of longevity and is often
used to gauge the overall health of a population. Life expectancy is the average number of years
remaining to be lived by those surviving to that age on the basis of a given set of age-specific
rates of dying. Life expectancy at birth represents the average number of years that a group of
infants would live if the infants were to experience throughout life the age-specific mortality
rates in a given period (Anderson et al., NCHS, 2002). Life expectancy at birth is strongly
influenced by infant and child mortality. According to census data, life expectancy at birth for
the District of Columbia was 72.6 in 2000 compared to 77.0 for the U.S. This was the lowest
compared to all states. Neighboring states such as Maryland (76.3) and Virginia (76.9) were
slightly below the national average.

There are marked differences in life expectancy at birth by race and gender for the total
population of the U.S., with females tending to live longer than males and Whites living longer
than Black/African Americans. For the U.S. in 2000, life expectancy for females was 79.5 years,
while life expectancy for males was 74.1 years. Therefore females, on the average, lived 5.4
years longer than males. In 2000, life expectancy for Whites was 77.4 years compared with the
life expectancy for Black/African Americans which was 71.7 years, a difference of 5.7 years
between the White and Black/African American populations.

Among the four major race-gender groups (Table 4), White females continued to have the
highest life expectancy at birth (80.0 years), followed by Black/African American females (74.9
years), White males (74.8 years), and Black/African American males (68.2 years). Between
1999 and 2000, life expectancy increased 0.4 year for Black/African American males from 67.8
years in 1999 to 68.2 in 2000. Black/African American males experienced annual increases in
1990-1992 and 1994-2000 (NCHS, 2002). Life expectancy for Black/African American females
climbed from 74.7 years in 1999 to 74.9 years in 2000, an increase of 0.2 year. From 1999 to
2000, life expectancy for White males increased 0.2 year from 74.6 years to 74.8 years. White
female life expectancy increased during the same period by 0.1 year from 79.9 years to 80.0
years. Overall, the largest gain in life expectancy between 1980 and 2000 was for Black/African
American males (4.4 years).

Table 2. Life Expectancy at Birth by Race and Gender:
U.S., 2000 and D.C., 1989-1991

All Races White Black/African
American

Total | Male | Female | Total | Male | Female | Total | Male | Female

US. | 76.7 | 739 | 794 | 773|746 | 799 | 714 |67.8| 74.7

D.C. | 68.0 | 62.0 | 742 | 76.1 | 714 | 81.1 | 644|575 | 71.6




4 Pregnancy and Pregnancy Rates

A pregnancy can have one of three outcomes: a live birth, an induced abortion, or a fetal death.
The number of pregnancies is the sum of live births, legally induced abortions, and fetal deaths.
Abortion reporting is voluntary in the District of Columbia. The Department of Health does not
receive reports on abortions performed in private physicians’ offices. Reported pregnancies
decreased 16.9 percent and pregnancy rates decreased 12.2 percent between 2000 and 2004.
Pregnancy rates decreased each year during the five-year period except for 2003, when the rate
increased by 2.1 percent from 2002. The 9,118 pregnancies reported to the Department of Health
in 2004 were 10.0 percent fewer than the 10,126 pregnancies reported in 2003. The pregnancy
rate, which decreased by 8.5 percent between 2003 and 2004, decreased from 73.2 pregnancies
per 1,000 women aged 15-44 years in 2003 to 67.0 in 2004. Pregnancy rates decreased between
2003 and 2004 for women 15-19 years, 20-24 years, 25-29 years, and 30-34 years of age. The
pregnancy rate for 35-39 year old women and women 40 years and older increased almost
equally, 7.1 percent and 0.5 percent, respectively between 2003 and 2004.

The teenage pregnancy rate for 2004 was 79.4 pregnancies per 1,000 women aged 15-19 years,
slightly greater than the teen birth rate in that year (66.8). The teenage pregnancy rate decreased
20.4 percent from 2003 to 2004. This decrease in the 2004 teen pregnancy rate is consistent with
the decrease in the reported number of abortions among teenagers. Live births and fetal deaths
to teens increased in 2004 (Figure 6). The pregnancy rates for teenagers aged 15-17 years and
18-19 years were 67.9 per 1,000 women aged 15-17 years (19.1 percent decrease between 2003
and 2004) and 88 per 1,000 women aged 18-19 years (21.1 percent increase between 2003 and
2004), respectively.

Figure 3. Pregnancy, Live Birth, Abortion and Fetal Death
Rates for Teenagers 15-19 years: District of Columbia, 2000-

2004
1207
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804
Rates per 1,000
Women T
40-
204
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2000 2001 2002 2003 2004
B Pregnancy 81.4 74.4 101.8 99.7 79.4
OLive Birth 53.2 49.2 68.9 65.2 66.8
B Abortion 27.6 24.9 32.3 34 11.7
O Fetal Deaths 0.7 0.3 0.3 0.5 0.9

Source: D.C. Department of Health, State Center for Health Statistics.
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Mortality

This section presents information on mortality from the District of Columbia vital records
system. In 2004, there were 5,359 deaths to residents of the District of Columbia. This
represented a crude death rate of about 933.3 per 100,000 and an age-adjusted rate of
approximately 955.3 per 100,000. The age-adjusted death rate eliminates the effects of the aging
of the population per 100,000 U.S. standard population.

The District’s crude and age-adjusted death rates are higher than the national rate but have been
declining since 1994. The crude death rate for the United States in 2004 was 816.7 per 100,000
and the age-adjusted death rate was 801.1 per 100,000. In the District, the 2004 crude rate for
males (1,006.2 per 100,000) was considerably higher than for females (868.6 per 100,000), and
the 2004 rate for Blacks/African Americans (1,220.2 per 100,000) was significantly higher than
for Whites (1,088 per 100,000) (Table 6).

Table 3. Death Rate* for All Causes by Race and Sex; District Residents, 2004
All Races White Black Other

Number | Rate* Number | Rate* | Number | Rate* Number Rate*

Both 5359 955.3 1,005 | 617.8 | 4200 | 1,220.2 62 158.2
Sexes

Males 2,719 | 1,006.2 559 629.7 | 2,128 | 1,362.9 32 164.1
Females 2,640 868.6 536 606.0 | 2,072 | 1,101.9 32 152.3

% Ten Leading Causes of Death

In an era of consistently rising healthcare costs and limited healthcare budgets, the analysis
of leading mortalities presents an opportunity to allocate healthcare resources for prevention
and treatment to areas where these resources are most needed and where they are also most

effective.

Over time, with the advance of medicine and medical technology, populations are predominantly
affected by varying types of illness and death. Ranking the leading causes of death is one way of
keeping track of those conditions that affect the population the most at any moment in time.

Even though causes-of-death is just one indicator of the health status of a given population, it is
the most severe indicator and is deserving of its place in health priority.

Leading causes-of death and leading morbidities may vary by factors such as age, race and
ethnicity, gender, income, geographic location and access to healthcare resources.
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Figure 4: Ten Leading Causes of Death in the District of Columbia, 2004
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Available data show that Heart Disease, Cancer (all sites), Hypertension, HIV/AIDS,
Cerebrovascular Disease (Stroke), Injuries, Homicide, Diabetes, Influenza/ Pneumonia, and
Chronic Respiratory Disease are the leading causes of death in the District. Infant mortality is
another important indicator of the health status of District residents. For some of these
conditions, such as Stroke and Chronic Lower Respiratory Disease, rates are lower in the District
than in the nation as a whole. For others, such as HIV/AIDS and Hypertension, the rates are
much higher. Within the District, mortality rates vary, sometimes widely, across wards, with
some rates above the national level and others below.

For the District of Columbia, the ten leading causes of death account for over 70 percent of
deaths for all causes in 2004. The two leading killers, Heart Disease and Cancer combined to
account for 45.6 percent of all deaths in the District for 2004. However, it is important to note
that District’s Heart Disease and Cancer Rates are relatively close to national rates and are
among the lowest when appropriately compared (see Figure 8, 9 and 10).
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Figure 5: Ten Leading Causes of Death, District of Columbia and U.S., 2004, per 100,000
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The main difference between the ten leading causes of death for the District of Columbia and the
U.S. as a whole is the inclusion of HIV/AIDS as the fifth leading cause of death for the District
and its exclusion from the top fifteen causes for the country. Another major difference between
the District and the U.S. is that Hypertension ranks third among all causes for the District and is
the thirteenth leading cause for the nation. Further, the District’s homicide rates are drastically
higher than those in the nation.

Two factors should be considered when comparing the District death rates for HIV/AIDS and
Hypertension with the U.S. or other jurisdictions. First, the District is an urban jurisdiction with
a minority population proportion of over 70 percent. Death rates tend to be higher for urban
jurisdictions throughout the U.S. and it is well established that the death rates for African-
Americans and other minorities significantly exceed the death rates for Whites in the U.S. for
many of the leading causes of death. The national HIV/AIDS death rate for Whites in 2003 was
2.5 per 100,000 compared to that of African-Americans at 21.8 per 100,000. The death rate in
the U.S., due to hypertension, was 7.6 per 100,000 in 2004. However the rate for African-
Americans was almost three times the rate for Whites. Other leading causes of death for the
District tend to exceed the national rates for similar reasons.
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A more relevant comparison of death rates is between the District and other large cities. The Big
Cities Health Inventory (compiled by the Chicago Health Department for the National
Association of County and City Health Officials) shows mortality rates for the 47 largest cities in
the country. Of these 47, eight including the District are majority African-American. Since race
is correlated with the prevalence of many of these conditions, these cities represent an
informative comparison group for the District.

Figure 6: Heart Disease Rates in Selected Big Cities, 2000
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*Death rates are per 100,000 population
Source: Big Cities Health Inventory, 2003, National Association of County and City Health Officials, Benbow, N., editor.

Figure 7: Cancer Rates in Selected Big Cities, 2000
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*Death rates are per 100,000 population
Source: Big Cities Health Inventory, 2003, National Association of County and City Health Officials, Benbow, N., editor.
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Figure 8: HIV/AIDS Rates in Selected Big Cities, 2000
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Source: Big Cities Health Inventory, 2003, National Association of County and City Health Officials, Benbow , N., editor.

Figure 9: Homicide Rates in Selected Big Cities, 2000
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Source: Big Cities Health Inventory, 2003, National Association of County and City Health Officials, Benbow, N., editor.




% Gender and Geographical Differences on Causes of Death

Analysis of the ten leading causes of death for the District of Columbia by gender does not
reveal substantial differences in the rates for heart disease. The heart disease death rate for males
was 224.6 per 100,000 population and was only slightly higher for females at 229.9 per 100,000
(Table 12). Cancer death rates reflected greater variation by gender with the rate for males
recorded at 216.1 per 100,000 while the rate for females was about 16 percent lower at 181.7 per
100,000. Another notable difference in death rates between men and women in the District was
observed for HIV/AIDS where the male death rate was 53.1 per 100,000 and the female death
rate at 26.4 per 100,000. Additionally, the death rates for males in the District exceeded those
for females in seven out of the ten leading causes of death, with the rates for women exceeding
those for men for Cerebrovascular Diseases, Diabetes and Influenza/Pneumonia.

Table 4. Ten Leading Causes of Death by Gender: District Residents, 2004

1. Heart Disease 1302 227.6 605 224 .6 696 2299
2. Cancer 1132 197.9 582 216.1 550 181.7
3. Hypertension 327 57.2 166 61.6 160 52.9
4. HIV/AIDS 224 39.2 143 53.1 80 26.4
5. Accidents 211 36.9 143 53.1 67 22.1
6. Cerebrovascular

DleEE s 196 34.3 82 304 114 37.7
7. Diabetes 187 32.7 81 30.1 106 35.0
8. Homicide 178 31.1 156 57.9 22 7.3
9. Chronic Lower 145 253 70 26.0 75 | 248

Respiratory
10. Influenza/

DrEnartE 137 23.8 64 23.4 72 23.8
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Analysis of the distribution of the ten leading causes of death by Wards provides a high level
indicator of the geographic location and severity of specific health conditions. The ward level
analysis is a useful guide in targeting health policies and resources in the District of Columbia.

Table 5. Top Ten Leading Causes of Death by Ward, District Residents, 2004

Wards of Residence

CAUSE OF Total
DEATH
Ward1 (Ward 2| Ward3 | Ward 4 {Ward 5|Ward 6| Ward 7 |Ward 8
POPULATION 572,059 | 80,014 | 82,845 | 79,566 71,393 | 66,548 | 65457 | 64,704 | 61,532
D'EQESTE 1,301 105 142 178 218 202 138 194 115
SRS 207.4 1312 1714 | 2237 305.4 3035 | 2108 299.8 186.9
CANCER 1132 114 140 135 207 167 115 164 82
Rates 197.9 1425 169.0 169.7 2899 | 2509 | 1757 253.5 133.3
HY';?ESRET"I‘EE’S*:-ON 326 34 45 32 45 56 34 43 37
RTED 57.0 425 54.3 402 63.0 84.1 51.9 66.5 60.1
HIV/AIDS 223 34 25 2 16 44 23 34 42
Rates 39.0 425 30.2 25 224 66.1 35.1 525 68.3
ACCIDENTS 210 18 20 17 32 33 23 32 32
Rates 36.7 225 24.1 21.4 448 496 | 351 495 52.0
CERES%%X@E(S:ULAR 196 13 16 25 38 29 20 30 22
34.3 16.2 19.3 314 53.2 436 | 306 464 35.8
Rates
DIABETES 187 15 13 13 25 36 20 44 21
Rates 32.7 18.7 15.7 16.3 35.0 54.1 30.6 68.0 34.1
HOMICIDE 178 8 4 1 21 34 31 36 41
Rates 31.1 10.0 48 1.3 29.4 51.1 474 55.6 66.6
CgEgF':'IgALT%V;\E(R 145 10 23 19 30 20 15 20 8
253 125 27.8 23.9 42.0 30.1 229 30.9 13.0
Rates
L%Fégﬁgﬁﬁ 136 12 16 13 25 25 8 25 10
MO 23.8 15.0 193 16.3 35.0 37.6 122 38.6 16.3
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+ Premature Deaths

Chronic diseases, including Heart Disease, Stroke, Cancer, and Diabetes, account for more than
50 percent of all deaths in the District of Columbia. Today, Influenza and Pneumonia and
HIV/AIDS are the only remaining infectious diseases accounting for a significant percentage of
deaths in the District. In an analysis of the death certificate data in 2004, more than one-half of
all deaths of District residents occur before the age of 75. In 2004, the average life expectancy at
birth for the United States was 77.9 years; therefore, any death occurring before the age of 76
can be considered premature.

The average life expectancy for D.C. residents in 2004 was 72.0 years. In 2004, a total of 2,847
or 53 percent of all resident deaths occurred before age 75 years. Cardiovascular Diseases (i.e.,
heart disease and diseases of the arteries) and Cancer accounted for 40.0 percent of premature
deaths in 2004. These two major causes combined with infant mortality, HIV/AIDS, accidents,
homicide, Hypertension, and Diabetes account for 78.6 of all premature deaths.

The leading causes of premature mortality in the District of Columbia follows a slightly different
pattern from the leading causes of death for all ages (Table 9, next page). In 2004, Cancer was
the leading cause of premature mortality, followed by Heart Disease, HIV/AIDS, accidents, and
homicide/assault. These five leading causes accounted for 60.1 percent of all premature deaths.

The leading causes of premature deaths in the 1-14 year age-group was accidents which
accounted for 25.9 percent of deaths for the age group. Congenital Anomalies accounted for
another 18.5 percent of deaths in this age group followed by HIV/AIDS at 14.8 percent and
homicide/assault at 14.8 percent also. Nationally, accidents also accounted for most deaths (38
percent) in the 1-14 age group. In the 15-19 year age group, homicide accounted for about 77.5
percent of all deaths in this age group. This is followed by accidents (15 percent) and all other
causes amounting to 7.5 percent. For the U.S., accidents accounted for the most deaths in this
age group at 46 percent followed by assault (homicide) at 13 percent.

Homicide accounted for most deaths (68.5) in the 20-24 year age-group in 2004. Suicide
followed with 9.6 percent and accidents account for 5.5 percent. In the 25-44 years age-group,
HIV/AIDS is the leading cause of death with 19.90 percent, followed by homicide/assault at 12.7
percent, Cancer at 12.0 percent and 11.3 percent. At the national level, accidents were again the
major cause at 22.7 percent, followed by Malignant Neoplasms at 14.6 percent and suicide at
12.6 percent.

For the 45-64 years age-group the leading cause of death for the District in 2004 was Cancer
which accounted for 26.2 percent, followed by Heart Disease at 18.1 percent, HIV/AIDS at 7.4
percent and Accidents at 5.1 percent. The 65-74 year age-group featured Heart Disease as the
leading cause at 33 percent of the total. Nationally, the 45-65 year old age group documented
Malignant Neoplasms as the leading causes of death, and the 65 years and over age group listed
Heart Disease as the leading cause of death.

Perhaps the most glaring example of premature deaths occurs to infants before their first
birthday. These deaths receive special attention in the health field because of the innocence and
the sensitivity to the tragic loss of life. Infant mortality is treated as a separate health topic when
analyzing deaths and deservedly so.
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Table 6. Leading Causes of Premature Deaths Under 75 Years of Age:

District of Columbia Residents, 2004

Cause and Rank Number Percent* |Cause and Rank Number Percent*
All Causes <75
Years 2,847 100.0  |[All Causes 25-44 Yrs 457 100.0
1. Cancer 652 22.9 1. HIV/AIDS 109 23.9
2. Heart Disease 486 17.1 2. Homicide/Assault 69 15.1
3. HIV/AIDS 223 7.8 3. Cancer 51 11.2
4. Homicide/Assault 172 6.0 4. Accidents 45 9.8
5. Accidents 162 5.7 5. Heart 36 7.9
Other causes 1,152 40.5 Other Causes 147 32.2
All Causes 1-14 Yrs 30 100.0 All Causes 45-64 Yrs
1. Cancer 7 233 1. Cancer 1,290 100.0
2. Accidents 7 23.3 2. Heart 331 25.7
3. Homicide/Assault 4 13.3 3. HIV/AIDS 216 16.7
4. HIV/AIDS 2 6.7 4. Accidents 99 7.7
Other causes 10 333 5. Hypertension 79 6.1
All Causes 15-19 Yrs 48 100.0 Other Causes 79 6.1
1. Homicide
(Assault) 37 77.1 All Causes 65-74 Yrs 486 37.7
2. Accidents 6 12.5 1. Cancer 871 100.0
3. Heart 2 4.2 2. Heart 261 30.0
Other Causes 3 6.3 3. Hypertension 229 26.3
4. Cerebrovascular
All Causes 20-24 Yrs 66 100.0 Diseases 68 7.8
1. Homicide
(Assault) 37 56.1 5. Diabetes 39 4.5
2. Accidents 11 16.7 Other causes 36 4.1
3. Heart 3 4.5 238 27.3
Other causes 15 22.7

*Does not add to 100% due to rounding.
Source: D.C. Department of Health, State Center for Health Statistics Administration.
Updated: August 1, 2006.
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4 Infant Mortality

There has been an overall declining trend in the infant mortality rate over the past ten years from
1995 to 2004. During this ten-year period, the number of infant deaths declined from 145 in
1995 to 94 in 2004 resulting in an overall decline in the District’s infant mortality rate of 26.7
percent between 1995 and 2004. There were 51 fewer infant deaths in 2004 compared to 1995
and there were 1,056 fewer live births in 2004 compared to 1995. Table 15 presents a ten-year
summary of these statistics.

Table 7: Ten-Year Infant Mortality Trends
District of Columbia Residents, 1995-2004

Year Births Infant Deaths Infant Mortality Rate*
1995 8,993 145 16.1
1996 8,377 121 14.4
1997 7,916 104 13.1
1998 7,678 96 12.5
1999 7,513 113 15.0
2000 7,666 91 11.9
2001 7,621 81 10.6
2002 7,494 86 11.5
2003 7,616 78 10.2
2004 7,937 94 11.8

* Per 1,000 live births
Source: D.C. Department of Health, State Center for Health Statistics.

In 2004, there were 7,937 live births and 94 infant deaths to District of Columbia residents. This
resulted in an infant mortality rate of 11.8 deaths for every 1,000 live births. In 2003, there were
7,616 live births and 78 infant deaths. The infant mortality rate for 2003 was 10.2 deaths per
1,000 live births. There were 16 more infant deaths in 2004 than in 2003 and 321 more births to
District women in 2004 as compared to 2003. Ward 3 had the lowest infant mortality rate at 1.0
death per 1,000 live births and Ward 7 had the highest infant mortality rate at 22.3 deaths per
1,000 live births.

Of the 94 infant deaths that occurred in 2004, 66 (or 70.2 percent) occurred during the neonatal
period (under 28 days of life). The neonatal death rate increased by 22.1 percent from 6.8 per
1,000 live births in 2003 to 8.3 per 1,000 live births in 2004. The neonatal period is important
relative to efforts to reduce infant mortality. Many of the causes of infant deaths during this
period may have been mitigated or prevented with preconception and prenatal care.
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Figure 10 : Infant Mortality Rates for the District of Columbia and
the United States, 2004
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White Black Hispanic ic Islander Total 2010
@DC 2.8 16.7 9.7 b 11.8 8.0
EUS 5.7 13.7 5.9** i 6.8 4.5

Source: D.C. State Center for Health Statistics. National Center for Health Statistics.

*Hispanics include persons of all Hispanic origin of any race.

** US rate based on 2003 data.

***Rates not computed due to small number of infant deaths and, therefore, are likely to be unstable.

Figure 11: Infant Mortality in Selected Big Cities, 2000
Infant Mortality Rates*

20

*Death rates are per 100,000 population
Source:Big Cities Health Inventory, 2003, National Association of County and City Health Officials, Benbow, N., editor.
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Morbidity

Ranking the leading prevalence of a disease in a population, in concert with mortality data,
provides an insight into those conditions that affect the population the most at any moment in
time. An analysis of leading morbidities presents an opportunity to allocate healthcare

resources for prevention and treatment to areas where these resources are most needed and
where they are most likely to make a difference.

This section presents information on morbidity from the Department of Health, State Center for
Policy, Planning and Epidemiology and Medical Assistance Administration.

Figure 12: District of Columbia residents hospitalized at District facilities,
by maijor diagnostic categories, 1997-2002

18- 18

Percent

Diseases of the circulatory system (18%) were consistently the leading causes of hospitalizations
for District residents during the period from 1997-2002. With the exception of complications of
pregnancy, childbirth and puerperium, diseases of the circulatory system hospitalizations
occurred twice as often as any other category. Overall, the remainder of the top ten leading
causes of hospitalizations among District residents were complications of pregnancy, childbirth
and puerperium (11%), diseases of the respiratory system (9%), diseases of the digestive system
(8%), injury and poisoning (8%), mental disorders (8%), symptoms, signs, and ill-defined
conditions (6%), endocrine, nutritional, and metabolic and immunity disorders (6%), neoplasms
(5%), and infectious and parasitic diseases (4%). Three percent (3%) of the major diagnostic
categories were undefined.

When looking at women only, the pregnancy complications category was the leading cause of
hospitalizations (20%), followed closely by diseases of the circulatory system (17%). Diseases
of the respiratory and digestive systems consistently ranked third and fourth, but occurred at half
the frequency of circulatory diseases. During the study period, the diagnostic categories ranked
from 5-10 fluctuated. For example, injury and poisonings ranked fifth in 1997, 1998, 2000 and
2002; and sixth in 1999 and 2001. In a like manner, mental disorders rose from seventh in 1997
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to sixth in 2002 with a peak of fifth in 1999. In contrast, neoplasms steadily decreased from
sixth in 1997 to ninth in 2002.

Among men only, circulatory diseases consistently ranked highest for the 1997-2002
surveillance period. Injury and poisonings, the second overall leading cause of hospitalizations
for men, rose from third in 1997 to second in 2002. The third ranked diagnostic category for men
was diseases of the respiratory system, which dropped from second in rank in 1997 to fourth in
rank in 2002. Hospitalizations due to mental disorders rose in rank from fifth to third within the
surveillance period. Diseases of the digestive system have consistently ranked fifth as a cause of
hospitalization from 1998 to 2002. Proportionately, ill-defined conditions rose from a rank of
seventh in 1997 to sixth in 2000-2002. Endocrine, nutritional, metabolic, and immunity disorders
rose in rank from eighth to seventh during the surveillance period. Infectious and parasitic
diseases decreased in rank from sixth to eighth. Hospitalizations due to neoplasms for males, like
their female counterparts, ranked ninth.

Figure 13: Leading Hospital Discharge Diagnosis
by Gender, Spatial Distribution
Circulatory System

?:4-1 - 1.2I:l!|
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Figure 14: 2" Leading Hospital Discharge Diagnosis
by Gender, Spatial Distribution
Respiratory System/Injury & Poisoning

Figure 15: 3rd Leading Hospital Discharge Diagnosis
by Gender, Spatial Distribution
Digestive System/Mental Health
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Figure 16: 4th Leading Hospital Discharge Diagnosis
by Gender, Spatial Distribution
Injury & Poisoning/Respiratory System
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Figure 17: 5th Leading Hospital Discharge Diagnosis
by Gender, Spatial Distribution
Mental Health/Digestive System
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Figure 18: Distribution of Pregnancy Complications
The Most Common Reason for Female Hospital Discharge

[ ] Ward
WerZpoods |
000 - 157 ./
15T =818
6.1%- 1182

4 Health Conditions Affecting the Uninsured

Examining the data from the D.C. Alliance provides an insight into severity and type of health
conditions that affect District’s most vulnerable population, the uninsured. The leading reason
for inpatient claims among the uninsured population covered by Alliance was Pneumonia,
followed by Congestive Heart Failure, HIV, Chest Pain, and Acute Pancreatitis. Inpatient claims
due to HIV rose from fourth to third rank from 2004 to 2005. Acute Pancreatitis emerged in
2005 as the fifth ranked for inpatient claims, a new diagnosis on the top five leading causes for
inpatient claims list.

Table 8: D.C. Alliance Inpatient Claims, 2004-2005

FY 2004 FY 2005
Pneumonia Pneumonia
Congestive Heart Failure, Congestive Heart Failure,
Unspecified Unspecified
Other Cellulitis and Abscess HIV
(Leg, Except foot)
HIV Chest Pain, Other
Chest Pain, Other Acute Pancreatitis

Source: D.C. Department of Health, Medical Assistance Administration, 2006.
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Utilization of emergency rooms (ER) by D.C. Alliance members was driven by diagnosis of Pain
in Limb, Essential Hypertension, Attention to Surgical Dressing and Sutures, Chest Pain and
Headache. The top five leading causes for emergency room utilization remained unchanged
from 2004 to 2005, with a slight shift in the rankings. Utilization of ER due to Headache and
needed Attention to Surgical Dressing and Sutures declined in 2005, while Chest Pain and
Essential Hypertension visits climbed.

Table 9: D.C. Alliance Emergency Department Claims, 2004-2005

FY 2004 FY 2005

Pain in Limb Pain in Limb

Attention To Surgical Dressing Essential Hypertension,

and Sutures Unspecified

Headache Attention To Surgical Dressing
and Sutures

Essential Hypertension, Chest Pain, Other

Unspecified

Chest Pain, Unspecified Headache

Essential Hypertension and Diabetes are constant leading causes for physician visits for the
uninsured, as is pregnancy.

Table 10: D.C. Alliance Physician Outpatient Claims, 2004-2005

FY 2004 FY 2005

Essential Hypertension, Essential Hypertension,

Unspecified Unspecified

Diabetes Mellitus Without Diabetes Mellitus Without

Mention of Complication Mention of Complication

Abdominal Tenderness Attention To Surgical Dressing
and Sutures

Supervision of other Normal Pregnant state

Pregnancy

Pregnant state Supervision of other Normal
Pregnancy
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Morbidity Conclusions

Diseases of the circulatory system including Cardiovascular Diseases (CVD) such as
Heart Disease and Stroke account for the most hospitalizations (18 %) in the District of
Columbia;

The second leading reason for hospitalizations in the District was due to complications
related to Pregnancy, Childbirth and Puerperium. While these hospitalizations accounted
for 11 %, Respiratory Diseases accounted for about 9 %, diseases of the Digestive
System for 8 %, Injury and Poisoning for 8 %, Mental Disorders for 8 %, and Neoplasms
accounted for 5 %.

The largest concentration of hospital discharge diagnoses for the leading morbidities
were attributed to residents from the eastern section of the city - mainly Wards 4, 6, 7 and
8.

Of great importance is the health status of the District’s most vulnerable populations,
including those who are uninsured. The leading inpatient claims among this group were
for Pneumonia, followed by Conjestive Heart Failure, HIV, Chest Pain and Acute
Pancreatitis.

Hypertension and Diabetes are also among leading causes of physician visits among the
uninsured.
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Putting It All Together

The results of the data analysis point to several key health concerns for District residents.
Chronic non-infectious diseases including heart disease, cancer, cerebrovascular disease,
diabetes and hypertension are the major cause of death and illness among persons over age 45.
HIV is the chronic infectious disease exhibiting the heaviest impact on younger adults. Injury,
both intentional and unintentional, has its largest impact on infants, children and youth. By
identifying and examining the conditions and related risk factors that have the most significant
impact on the health and welfare of the population, strategic planning can be targeted to primary
prevention and intervention.

Considerable healthcare resources are used to address chronic diseases. Heart disease is the
leading cause of death and hospitalization for District residents. Implementing primary
prevention strategies that would avoid or delay the onset of heart disease could delay death and
thus increase life expectancy. Preventing heart disease involves a combination of lifestyle
changes and medical treatment of risk factors. Culturally appropriate health education on the
benefits of smoking cessation, balanced nutrition, weight management and consistent exercise
combine to combat the onset of heart disease. Regular screening and treatment for hypertension,
diabetes and hypercholesterolemia would also prevent or at least delay onset of heart disease.

Likewise, cancer has a major affect on the decreased life expectancy rate. Preventing all types of
cancer, especially lung, colorectal, cancer and prostate cancers, and treating it at early stages
would greatly improve the overall health status of the citizenry. While some types of cancer have
unique risk factors, most have a similar cluster of preventable risk factors. Use of tobacco
products including cigarettes, cigars and smokeless tobacco has long been reported as a major
cause of lung cancer. Dietary changes to maintain a low-fat diet high in fruit and vegetable
consumption has been reported to prevent colorectal, breast and prostate cancers. Continuous
exercise has also been associated with decreased risk for many types of cancer. Screening is the
major secondary prevention strategy for several types of cancer. Initiatives to continue to make
timely screening for colorectal, breast and prostate cancer readily available for all residents,
including the uninsured and underinsured, can ensure prompt treatment and thus improve cancer
treatment options and decrease the mortality rate.

Diabetes is also a leading cause of death, particularly among person 65 and older. It has been
noted that persons residing in the District experience earlier onsets of conditions secondary to
diabetes at an earlier age as compared to other parts of the U.S. Screening blood glucose levels
to determine pre-diabetes status is a critical means to preventing or delaying type 2 diabetes
onset. The recently completed Diabetes Prevention Program study conclusively showed that
people with pre-diabetes can prevent the development of type 2 diabetes by making changes in
their diet and increasing their level of physical activity.

Hypertension is also a major source of concern as evidenced by the resources used it manage it
in the clinic and hospital settings. Each of these conditions are preventable. To do so, however,
requires a comprehensive citywide effort involving public and private stakeholders along with
the community. As with many chronic diseases, hypertension can be prevented with health
education campaigns and specialized programs the promote maintaining a healthy body weight,
eating a healthy diet that is low in salt and fat, participating in a consistent exercise program,
stopping smoking and limiting alcohol.
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HIV has emerged over the past ten years as the leading cause of death among persons 25-44
years old in the District. Overall, the District has one of the highest HIV mortality rates when
compared to other big cities with comparable populations. By causing death at such early ages,
HIV will continue to decrease the life expectancy for the District. HIV has also become one of
the leading causes for inpatient claims among the city’s uninsured as recorded in the D.C.
Alliance outpatient patient claims data. Also a preventable and treatable condition, the city
leaders must sustain efforts prevent HIV infection, detect it at early stages and treat it in a
consistent and ongoing manner. Targeted health education programs to promote the ABCs
(Abstinence, Being faithful in monogamous relationships and correct Condom use) of HIV
prevention can decrease HIV infection rates. As a secondary prevention measure, increased
screening at a community-wide level will lead to early treatment and disease management.

Intentional and unintentional injury is a leading cause of death for persons 1-24 years old.
Homicide is leading cause of death among youth and young adults, 15-24 years old. Though
relatively low in number, seven in 2004, motor vehicle crashes are the leading killer of children
1-14 years old. Evidenced-based health promotion programs to promote safe communities and
alternatives to violence will reduce the violence related death and disability rate. Also,
coordinated home and community safety programs will decrease death and injury related to
vehicular crashes.

In addition to drawing conclusions related to specific illness or injury, special target populations
require priority focus due to the nature and scope of the conditions affecting them. Though the
infant mortality and teen pregnancy rates are declining, they still remain high; therefore,
continued focus is needed on teens and pregnant women. Given the health disparities between
Whites and African-Americans, as well as Latinos, health care resources should be focused on
those populations that continue to be at risk for adverse health outcomes. Certain geographic
sections of the city are experiencing illness and injury at excess levels and should receive special
attention. In focusing on selected groups and geographic areas, the District can direct its efforts
and resources to achieve maximum impact on the wellbeing of its residents.

Tobacco is still the number one preventable cause of death in our society and smoking cessation
programs should receive high priority in the District’s prevention agenda. Further, a new study
released by the Centers for Disease Control (CDC) in March, 2004, revealed that deaths due to
poor eating habits and physical inactivity rose by 33 percent over the past decade and may soon
overtake tobacco as the leading preventable cause of death. The CDC study concluded that about
half of all deaths in the U.S. in 2000 could be attributed to "a limited number of largely
preventable behaviors". The study “Physical Inactivity & Poor Eating Habits Becoming Leading
Causes of Preventable Deaths; Cuts Fitness For Men Providing An Effective & Popular
Solution” is being published by the Journal of the American Medical Association. Health
awareness programs will also emphasize good nutritional practices, weight control, various
wellness check-ups and screenings and higher levels of testing among high risk groups.

This plan will seek to implement the vision of a healthier city reflecting every facet of our lives
at the personal, and community and environmental levels. This vision seeks to ensure that all
District residents have:

e Access to affordable, comprehensive and high quality care through traditional providers
and new facilities such as medical homes

e Access to affordable health insurance

e Access to information and programs that promote prevention of disease and injury at
every stage of life by adopting healthy behavior and lifestyle;
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e A strong and effective healthcare safety net that provides healthcare services for the
medically needy in all areas such as primary care, care for the mentally ill, pharmacy
services, substance abuse treatment and support services, and oral health care.

This vision seeks also to promote greater involvement of the broad healthcare community and
citizens in all health related issues.

A. Health Disparities

Health disparities refer to inequality in available opportunities to access high quality and
affordable health care by varying racial, ethnic and socioeconomic groups. Lack of insurance
coverage, lack of a regular source of care, cultural and language barriers, shortage of providers in
neighborhoods where minorities live, lack of education and awareness are the main sources of
health disparities.

The U.S. Surgeon General estimates that nearly 84,000 deaths can be prevented each year if gaps
in mortality between blacks and whites were eliminated. Further, a study developed by the
Institute of Medicine has found that:

= Members of minority groups are less likely than whites to be given appropriate cardiac
medicines or undergo coronary bypass surgery;

= Minorities are less likely than whites to receive kidney dialysis or kidney transplants;

=  Minorities are less likely than whites to receive the best diagnostic tests or treatments for
stroke or cancer;

=  Minorities are less likely to receive state-of-the-art treatments or therapies that can
forestall the onset of AIDS; and

= Minorities are more likely to receive less desirable treatments than whites.

The study also indicated that there are many possible reasons for racial and ethnic disparities in
health care, including:

= (Cultural and language barriers;

= Time limitations imposed by pressures of clinical practice;

= Distrust for health care establishments by many minority patients;

= A woeful lack of minority physicians who may be more culturally sensitive to the needs
of their patients; and

= Conscious or subconscious biases, prejudices, and negative racial stereotypes or
perceptions that affect the way providers deliver care.

One of the overarching goals of both the federal and District of Columbia Health People 2010
goals is the elimination of racial and ethnic health disparities. In 2003, the U.S. Surgeon General
cited the following six areas of focus in order to accomplish this goal: infant mortality, breast
and cervical cancer, cardiovascular disease, diabetes, immunizations and HIV/AIDS. The U.S.
Surgeon General’s proposed solution was for public and private organizations to develop and
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implement the needed changes in the health care system (access to care, mental health, injury
and violence, environmental quality, and immunization), and for individuals and groups to
collaborate in adopting strategies to change unhealthy lifestyles (physical activity, overweight
and obesity, tobacco use, substance abuse, and responsible behavior).

White Black
Rank | Cause of Death (Rate per 100,000) (Rate per 100,000)
* Male Female All Male Female All
All Causes 563.27 547.34 621.80 1341.6 1086.13 1223.4
01 Heart Disease 160.6 162.0 161.3 294 .4 291.3 292.7
02 Cancer 152.6 137.1 144.8 282.9 224.2 250.8
03 Homicide 7.3 97.7 57.9
04 | Essential 39.9 43.0 36.2 84.2 70.8 68.4
Hypertension
05 HIV/AIDS 15.9 7.9 82.3 42.6 60.6
06 Accidents 38.7 19.3 25.9 68.8 25.7 44.6
07 | Cercbrovascular 38 | 227 45.6 453 | 455
Diseases
08 Diabetes 13.7 9.1 11.4 44 .4 51.7 48.1
09 Influenza/Pneumonia
14.8 17.0 15.9 31.5 304 30.9
10| Chronic Lower 23.9 272 | 255 315 266 | 29.1
Respiratory

The elimination of health disparities is a crucial step in improving health outcomes and quality of
care. There is a need to identify gaps in health care services and their causes in order to design
appropriate interventions. It is recommended that the Department of Health establish an
advisory panel of experts from the public and private sectors to identify areas of health disparity
and propose ways to reduce and, where possible, eliminate the gaps. The panel should include
members from health providers, policy makers, teaching institutions, churches, advocacy
organizations, insurance carriers, as well as community groups. The reduction and elimination
of disparities will not only improve health outcomes but will have economic, social, and

educational benefits. Among other things, the panel should:

= Review the existing health care delivery system and determine why racial and ethnic
minorities are not receiving equitable care;

= Identify short-term and long-term solutions to the problems;

= Provide a road map on how resources can be more equitably allocated to address the
problems;

= Identify bench marks to measure progress over time; and

= Make suggestions on how to improve health coverage to address disparities.
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B. Preventive Health

Currently, the leading causes of death in the District are mainly attributed to chronic illnesses.
Prevention of such illnesses occurs in many arenas including: (1) maintaining healthy personal
behaviors, (2) improving health treatments and interventions, (3) creating a healthy environment,
and (4) actions taken through social and economic means to encourage healthy living.

The benefits of preventive health to society are enormous. Prevention:

11. Improves quality of life for patients;

12. Improves workforce and school productivity;

13. Decreases the financial burden to patients;

14. Educates the public about healthy lifestyle choices;

15. Detects or prevents major illnesses from occurring;

16. Decreases morbidity and mortality rates;

17. Promotes better use of health care resources;

18. Reduces emergency department use;

19. Reduces the economic and medical care burden to hospitals and health care facilities; and
20. Increases life expectancy.

Preventive health strategies should include participation from a variety of stakeholders.
Individuals should practice behaviors that promote good health. Healthcare professionals should
identify at-risk patients and develop appropriate and effective intervention strategies.
Governmental agencies should formulate policies, allocate financial resources and collect data in
order to evaluate the effects of various interventions. Third party payers should work with
government officials, businesses, and the community in making affordable health insurance a
priority, and include prevention and wellness benefits into insurance policies. Community
organizations should identify needs and resources, and assist in the implementation of health
promotion activities. Businesses and employers should assist employees in obtaining health
insurance at a reasonable cost and develop policies that promote healthy behaviors. Churches
should promote health related activities and develop support systems to assist congregants in
coping with illnesses or modifying behavior. Schools should develop health education programs
that focus on healthy behaviors, create healthy lunch and diet choices, design health education
and disease management strategies for students with chronic illnesses, and develop physical
activities programs.

A major component of preventive health is education and promotion. Health education is
composed of activities and experiences which teach individuals and the collective community
which behaviors and actions are conducive for good health. Health promotion not only
encompasses education but looks at a broader framework of strategies which includes social,
economic, and political components coupled with achievable health outcomes. Promotional
campaigns and activities involve individuals and engage the community as a whole. A more
balanced planning and implementation process can result in giving all stakeholders the
opportunity to participate in health care decision making.

In general, health education and promotion should increase public awareness of behavioral and

environmental risk factors, support behavioral change to reduce those risk factors, promote early
diagnosis and treatment, and increase access to medical care and support services.

33



The Department of Health must work with different groups and organizations in order to
improve the health status and well-being of the residents. Improving health-related behavior,
instituting appropriate policies and regulations and providing the necessary support is critical to
the success of preventive health.

Therefore, it is recommended that greater emphasis be given to providing disease prevention and
health promotion education in the schools. Health habits are usually developed early and health
education programs aimed at the adolescent population provide an excellent opportunity to
encourage positive behaviors and support students in management of their health. The majority
of adolescents are enrolled in school and the school setting is ideal for teaching students about
physical activity, nutrition, healthy living, HIV/AIDS, substance abuse, obesity, environmental
health, emergency response, dental care, reproductive health, counseling, wellness programs, and
the like. It is also relatively easy to reach families and the community through the students.
Adolescents can facilitate communication with their families and can be a conduit for the
distribution of targeted educational programs and materials. For example, adolescents who are
taught effective asthma management skills may influence the way a family member with asthma
treats the condition.

A concerted effort should be made to persuade schools’ administrations and teachers about the
value of health education. It is important to encourage dialogue and promote education for
school staff in order to foster and sustain health education programs. If school health programs
are to succeed there is a need to establish and strengthen relationships with parents, hospitals,
primary care facilities, professional organizations, government entities and community groups in
conjunction with the full support and participation of the school community.

C.  Health Care Financing

Background

Lack of health insurance coverage contributes to adverse consequences and poor health
outcomes. Data indicates that uninsured people are almost twice as likely to delay getting
needed medical care. Estimates also indicate that thousands of deaths among those aged 25 to 64
could have been prevented if these individuals had health insurance. The growing number of
uninsured has a negative financial consequence both on the individuals and the health care
delivery system.

An individual who is uninsured can be simply defined as someone who lacks health insurance.
However, lacking health insurance can be a temporary or a permanent state. Those who have
health insurance today may lose it tomorrow. Minor changes in income or work status can cause
an individual to drift between having and not having insurance. A new job may mean a new
employer who does not offer health benefits or if health benefits are offered new employees may
have to endure a waiting period before they become eligible.

An individual who is underinsured has health insurance that is inadequate to secure access to
needed care. For example, individual health insurance policies often have substantial gaps,
imposing high out of pocket costs and limiting access to benefits such as prescription drugs,
mental health or maternity care.
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Health Insurance Coverage in the District

The District of Columbia fares very well, and much better than U.S. or other large urban
jurisdictions, in terms of health coverage of its citizens. Given the large number of firms
offering employer sponsored insurance, the number of residents employed by the public sector,
city’s large Medicaid program, and an average income above the national average, most people
in the District have health insurance and receive good coverage. However, a number of residents
still remain uninsured or underinsured. For some, the barrier to coverage is the cost of the health
insurance that is available to them, and for others, it is the lack of appropriate coverage. In
addition, some District resident’s may be available to receive health insurance through local and
federal government but are not aware of these benefits.

The DC Healthcare Alliance is an additional public insurance program available to District
residents, funded by local funds. Through the DC Healthcare Alliance members have access to
an array of professional healthcare providers within a managed care network. Eligibility is open
to those residents who have incomes under 200 percent of the federal poverty level (FLP) and
who do not qualify for the Medicaid program. As of May 1, 2007, there were 45,807 District
residents enrolled in the Alliance program.

Legislation passed by the City Council in 2006 will bring the District one step closer to
providing universal coverage. Specific policy changes include: expansion of Medicaid to cover
children up to 300% of the federal poverty level; the creation of Healthy DC, a new program
allowing residents who are not eligible for Medicaid or the Healthcare Alliance to buy basic
health care coverage; and increased coverage of Medicaid dental benefits.

In addition, in order to ensure that all eligible residents are covered, the District has streamlined
the enrollment process for Medicaid and Alliance coverage. This effort has resulted in 20,000
new enrollees between June 2006 and June 2007. For those with incomes above 200% FPL,
legislation was passed to expand SCHIP eligibility to 300% FPL, a change from the previous cap
of 200% FPL.

The District should continue to explore different ways to provide coverage to all residents. This
could be accomplished by an expansion of public coverage, by working with the private sector to
encourage private coverage, by educating the public on available and affordable insurance
options, and by using the tax system to provide incentive to individuals as well as employers.

Specifically, the District should:

5. Identify the characteristics of the population that is currently enrolled in the public programs;

6. Improve outreach for the Alliance and Medicaid programs in order to facilitate enrollment of
eligible residents;

7. Develop an information clearinghouse on health insurance products offered by the private
insurance plans that are available to individuals and small businesses; the information will
help individuals and businesses to identify plans which meet their health and financial needs;
and

8. Continue to streamline the reimbursement process for both Medicaid and Alliance in order to
attract qualified and specialty providers and to facilitate access to services by those who are
already covered.
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D. Environmental Health

Over the last 50 years, progress has been made in understanding the effects of the environment
on health and wellbeing of the population. Environmental health covers those characteristics of
human health, disease and injury that are affected by factors in the environment. The
environmental conditions that affect physical, social and psychological health include
microscopic and chemical agents, such as particulate matter and lead. While individuals have
some control over the personal aspects of their own lives, such as drinking, smoking, or
exercising, they have little control over environmental hazards like the quality of the air, soil or
the water supply. The government has an important role to play in bringing together individuals
and the community in seeking to preserve the ecosystem and prevent and control
environmentally related diseases.

The District government has put in place a number of programs and initiatives to promote
environmental health. In the 1980s, the government established regulatory bodies to protect the
environment and to oversee the enforcement of laws and regulations. Housed within the
Department of Consumer and Regulatory affairs, most of these programs included regulation of
facilities or organizations handling hazardous materials such as gas stations, dry cleaners, and
other facilities. In mid 1990s, these environmental agencies were incorporated into Department
of Health and combined with other regulatory programs focusing on community health, such as
the rodent control and the restaurant inspection programs. Now a decade later, the District has
established a newly created Department of the Environment.

Although this new Department gives environmental issues a much needed priority focus, there
remains the need for effective coordination and collaboration among the various players
throughout the District government. The enforcement of environmental regulations falls within
the Department of the Environment but the responsibility to protect the public’s health remains
within the Department of Health. Additionally, other key agencies play a role in the
development and enforcement of environmental health policies: Department of Consumer and
Regulatory Affairs, Department of Public Works, Department of Transportation, and the Water
and Sewer Administration. These agencies must come together in administering programs which
educate the public, assess the conditions that affect the health of residents, and control those
factors in the environment that are adversely affecting the health of the residents. It would be
prudent for the District of Columbia government to create a task force to bring together all of the
relevant government agencies playing a role in ensuring environmental health. In joining
together these agencies, their shared responsibilities can be better organized through proper
coordination of data sharing and collaborative enforcement efforts.

Even though environmental health awareness has increased over the years, there are still gaps in
our knowledge and understanding of environmental related diseases. It is therefore very
important to develop the tools to understand the relationship between human health and the
environment. It is particularly important to develop surveillance systems to track environmental
exposures and to monitor the health status of the residents. It is recommended that the
Department of Health in cooperation with the Department of the Environment establish a
comprehensive environmental public health program. This program should include:
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= Public health surveillance systems for environmentally related diseases;

= Strategic education initiatives coordinated among the different agencies to promote
services and educational programs; and

= Cooperation with local agencies and neighboring jurisdictions to address regional
environmental issues and emergency response procedures.

Public Health Surveillance System

Environmental hazards include chemicals, physical agents, and biological toxins in the
environment that have a negative impact on health. Exposure to environmental hazards
accounts for a significant percentage of many chronic diseases. Environmental health
surveillance is the systematic, ongoing collection and analysis of information related to disease
and the environment. Reliable surveillance information is the most basic tool for preventing
chronic diseases. A surveillance system would track disease trends to understand if they are
changing over time and inform the development and evaluation of disease prevention programs
and policies. Investment in this system would greatly enable the city to improve health outcomes
of its residents with regards to such diseases and disorders as cancer, lead poisoning and asthma.

Education Efforts

Preventive health initiatives should include components that educate people on how to recognize,
manage and prevent negative health effects from environmental exposure. The District should
take a strategic approach for incorporating environmental health information into education of
school age children, and practices of health care providers and community organizations.
Information materials should be developed to educate people on basic knowledge of health
effects related to exposure to hazardous materials, such as pesticides and lead, and effects related
to exposure to poor air and water quality.

Emergency Response Preparedness

In collaboration with other jurisdictions, the District government must work with its emergency
response personnel, hospitals and other healthcare providers to provide immediate and effective
healthcare to minimize morbidity and mortality in the event of a terrorist attack or other public
health emergency. The health care system must enhance its ability to deliver coordinated and
effective emergency care. Program priority areas include improving bed and personnel surge
capacity, decontamination capabilities, isolation capacity, pharmaceutical supplies, and
supporting training, in form of drills and exercises.
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E. Health Data

A vital prerequisite for building an efficient public health delivery system is a) having access to
complete and accurate health information, and b) having the ability to communicate such
information to required users in a timely and secure manner. Comprehensive and accurate health
data is the foundation for the development of good health policy. Traditionally, health data in the
District have been collected by various health care providers based on their perceived needs and
on requirements established by federal and local governments. The absence of standard
collection instruments and guidelines for data has resulted in the creation of databases with
different electronic storage and management systems, varying data definitions, dissimilar coding
of the same variables and other various inconsistencies.

Moreover, since many provider institutions have overlapping and/or complimentary functions in
providing health related services to residents, there is substantial duplication of effort and
redundancy in the collection and storage of basic client information, such as demographic and
socioeconomic factors. Data sharing and information gathering is also negatively affected by
lack of timely electronic reporting by the health care providers.

The factors discussed above make it difficult for health officials and program managers to fully
assess the utilization and effect of health resources available in the District. They also present
difficulties in estimating the extent to which residents lack access to needed health care services.

Looking forward, health systems and health data integration offer the potential of delivering
more complete health information on clients and their health issues such as: access and health
resource utilization, cost of care, quality of care, and health outcomes. Integrated health
information systems offer significant advantages over systems that address only a limited health
aspect. Integrated systems provide better support for the core functions of public health by
providing more comprehensive health data and information as the basis for accurate needs
analysis, astute planning, meaningful and relevant policy formulation, and efficient health
interventions.

It is recommended that DOH establish citywide standards for the collection and reporting of
health data and improve data systems integration and client monitoring/tracking. This can be
accomplished through the establishment of a data workgroup that will examine federal and local
standards relating to health data and make a recommendation for the implementation of a new
policy regarding collection of health data.

Among other things, the workgroup should address health data integration among major health
databases such as Vital Records, Medicaid recipients and claims data, and Hospital Discharge
data. The integration of these major databases will provide basic health information on most
health encounters in the District. In addition to the integration of the three major health
databases, efforts must be made to include additional program databases from the Cancer
Registry, Healthy Start and WIC, School Health and Chronic Disease Registry. DOH data
integration efforts must proceed with the goal of merging with social services data under a
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project currently managed by the Office of the Chief Technology Officer (OCTO). The
integration of both health and social services data will enable comprehensive client monitoring
and better case management.

In recognition of the overall health impact of the large (60+ %) minority percentage of the
District’s population and the associated magnitude of health disparities, new policies must be
implemented to significantly improve the collection and reporting of more comprehensive race
and ethnicity health data by all licensed healthcare providers in the District.

In particular, DOH needs to establish a Web-based Interactive Health Data Query System
(WIHDS). The system should provide an opportunity for end users to make online requests for
multiple years of specific and customized health reports for a number of leading health indicators

such as: causes of death; birth and prenatal care, leading morbidities and hospital visits, race and
ethnicity health reports and health care quality indicators.

Efforts must be made to make the system operational by September, 2008.

F.  Quality of Care

Quality of care is usually defined as the level of excellence of health services that are provided to
an individual. It is determined in terms of technical competency, appropriateness, and the need
for the service provided to an individual. Quality of care is the degree to which the services
provided are properly matched to the needs of the population, are technically correct, and result
in a beneficial and desired outcome.

Outcome is the most important element of quality of services provided. However, it is also very
difficult to measure. While one can make a general correlation between the degree of quality
provided and the health outcome and health status of the residents, it is not easy to measure
quality across the full spectrum of the health care delivery system. In addition to the quality of
services, the health status of residents can also be affected by other issues such as the
environment, genetic disposition, and personal behavior.

To this end, the Department of Health should work closely with public and private organizations
to identify priority areas for quality improvement. To promote transparency in the health care
delivery system and provide the public with reliable information on quality of health services and
providers, the Department of Health will utilize quality performance measures. Such measures
should be based on already established national standards. A subset of performance measures
that the Department will utilize is included in the Appendix.
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Certificate of Need Program

Legislative Provisions

The State Health Planning and Development Agency (SHPDA), which is established by D.C.
Official Code § 44-401, is responsible for (1) the administration of a Health Systems Plan which
serves a guide for the development of health care services by both the public and private sectors;
(2) the administration, operation and enforcement of the Certificate of Need (CON) program; (3)
the collection and analysis of health data; and (4) the monitoring of health care facilities for
compliance with the requirements that govern the provision of uncompensated care to needy
residents.

The SHPDA was originally established as part of a federal initiative to promote health planning
in the nation. The overall goal was to ensure the availability of quality, affordable and accessible
health care services to all residents.

The law requires that all persons proposing to offer or develop in the District a new institutional
health service, or to obligate a capital expenditure to obtain an asset to be located in the District
shall, prior to proceeding with that offering, development, or obligation, obtain from the SHPDA
a certificate of need that demonstrates a public need for the new service of expenditure. Only
those institutional health services or capital expenditures that are granted a certificate of need
shall be offered, developed, or obligated within the District of Columbia.

The CON review process is a public process that involves input and participation by the general
public. Members of the public are afforded the opportunity to comment on CON applications in
support of or in opposition to proposed projects. Applicants are also required to inform the
general public by publishing a notice in a newspaper of general circulation, and to write letters to
the Advisory Neighborhood Commissions in their service area about the proposed project before
they submit their CON applications. This way, members of the public are made aware of
services that will be established in their neighborhood. The process gives the SHPDA the
opportunity to consider the needs, interests, and concerns of stakeholders and the community at
large.

The law also mandates the establishment of an advisory council, known as the Statewide Health
Coordinating Council. The District of Columbia’s SHCC is a council comprised of volunteer
consumers and public and private sector health providers. In its dual role as both an advisory
and policymaking body, the SHCC works closely with the SHPDA to plan and develop an
orderly arrangement of health resources for the District’s residents. The SHCC meetings
essentially serve as a public forum by which wide-spread citizen participation is promoted and
solicited for input into the planning process.

Working in collaboration, the SHPDA and the SHCC strive to:

e Improve the health of District of Columbia residents;

e Increase the accessibility, acceptability, continuity, and quality of health services;
e Restrain increases in health care costs;

e Prevent unnecessary duplication of health resources; and

e Maintain and enhance competition in the health service area.

40



To accomplish this, the SHPDA and the SHCC conduct a variety of activities through the
interrelated mechanisms of plan development and project review.

Use of the Plan

The Plan sets priorities in the District’s health delivery system and serves as a guidebook and an
accountability tool for agencies and individuals responsible for making decisions in the
following areas:

e Formulation of policies on health related issues;

e Education of residents on the status of the health care system and health needs and
priorities;

Identification of research and study needs;

Formulation of proposals for legislation, rules, regulations and policies;
Stimulation of innovations within the health care system,;

Allocation of resources in response to identified needs; and

Promotion of citizen participation in health planning and awareness of health
problems and issues.

Planning Framework

A health planning framework is a conceptual approach for analyzing the health care system and
its component health care services parts, health care settings, and health care resources. The
health planning framework utilized by the SHPDA will enable planners to analyze components
of the health system by the following health system characteristics:

the need for the proposed services;

the accessibility of the proposed services;

the quality of the proposed services;

the acceptability of the proposed services;

the continuity of care for the proposed services; and
the financial viability of the proposed services.

The following are definitions of each of the six health system characteristics utilized by the
SHCC and SHPDA in analyzing the health delivery system.

Availability

Availability of health services is defined as the existence of health resources and services in
relation to the needs or demands of a given individual or community. The definition components
of availability include: 1) the supply of services — existing service capacity and utilized capacity;
and 2) the supply of resources that comprise service — personnel, equipment, facilities, and
financial resources. Simply stated, availability is the adequacy or inadequacy of the supply of
services, as well as the comprehensiveness of the services that are provided.
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A service or resource is considered adequately available, only if the supply meets the aggregate
need. It can only be available to an individual or community when it can be obtained at the time
and place that it is needed, and from appropriate personnel at affordable costs. For example,
emergency care services are available if they can be obtained at any hour of the day, in a setting
that is equipped to handle emergency situations, and performed by personnel who are trained to
provide emergency care.

To determine the types, amounts, and levels of services that should be available to a given
community, three different factors can be utilized: need, demand, and want. Need for health
services are derived from an assessment of the health status of the community, or by utilization
of population/service ratios. Once need has been determined, health experts decide what
services, in their belief, ought to be consumed over a relevant period of time for the population to
remain or become as healthy as possible, given existing medical knowledge. Demand for health
services is that quantity of health services which the population is willing and able to purchase
over a relevant period of time. Want is that quantity of health services which the members of the
community believe that they ought to consume over a period of time, based on their perceptions
of their health needs. Planning must be based primarily on need while taking into consideration
demand and want.

Accessibility

Accessibility is the measure of an individual or group’s ability to obtain needed services.
Accessibility is characterized by factors that either enhance or inhibit the individual’s ability to
get to the site where care is provided, and to receive appropriate services once there. It is most
often associated with hours of operation, location and distance factors. Measures of accessibility
include financial, spatial, geographic, temporal, accommodative, and other associated factors
which are defined as follows:

¢ Financial accessibility (affordability) is the relationship of prices and services,
provider’s insurance or deposit requirements and acceptability of public support
medical assistance and existing health insurance.

e Spatial or location accessibility refers to the effect of distance between the patient’s
location and the location of available services or the ability of the patient to receive
services. Factors include the geographic locations of available transportation
resources — either public, the patient’s own, or that made available by the provider to
get to and from available services within a given period of time.

e Geographic or physical accessibility is ease in reaching available services, or the
existence or nonexistence of physical barriers to available services, (for example,
hills, railroad tracks, a highway or busy freeway, a body of water, and the like). This
includes architectural accessibility or the existence of provisions for the handicapped
(ramps, handrails, transportation, and the like), which aid the handicapped
individual’s ability to get to and receive services.

e Temporal accessibility is the amount of time required to travel between the patient’s
location and the location of services, taking into consideration the location of
services from the patient’s site of residence, travel routes, and modes of
transportation, as well as the amount of time the patient must wait for services once
reaching the site of care.
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e Accommodative accessibility is the ease of entry into health care, or the relationship
of the manner in which the health services are organized to accept the patient — that
is, the appointment system, hours of operation, provisions for cultural and language
differences, walk-in facilities, emergency facilities, telephone facilities, and the
patient/provider relationship.

Quality

Quality is defined as the degree or grade of excellence which characterizes services received by
an individual or group. It is measured by gradations or levels of existence, rather than by its
presence or absence; and can be determined in terms of technical competency, need for the
service provided, and appropriateness. In other words, quality is the degree to which the services
provided are properly matched to the needs of the population, are technically correct, and
achieve beneficial impact.

Quality can be considered in three dimensions: the structural aspects of resources and services,
the process of producing and delivering services, the outcome of services on health status,
environment and behavior. Structure includes factors as:

1) the qualifications of staff and other resources;
2) the existence and extent of review and quality assurance mechanisms, and
3) the provision of minimal volumes of specialized services.

Process includes such factors as:

1) accuracy of services provided;
2) appropriateness of services provided; and
3) documentation of treatment provided.

Technical correctness is also considered a factor of quality that falls under the dimension of
process. Outcome includes:

1) health status;
2) behavior; and
3) environment.

Outcome is usually considered to be the most important dimension of quality; however, it is also
the most difficult to measure. Theoretically, there is a direct correlation between the degree of
quality in the health care system and the immediate outcome of the system on the health status of
the population. As yet, a direct correlation between the two has not been determined. In
addition, it is becoming more and more evident that health status is a function of several other
variables in addition to health services. These are: 1) heredity; 2) behavior; and 3) environment.

Since the measurement of outcome is so difficult, most current measurement techniques
emphasize the structure and process components of health delivery, although the relationship
between structure and process and health has not yet been established unequivocally.
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Not to be overlooked is the trade-off between quality and the other characteristics of the health
system, costs for improving quality in terms of adopting costly equipment, utilizing or
implementing new techniques, and increased use of health manpower. These are examples of
increasing costs, while at the same time attempting to improve the quality of care. On the other
hand, quality may be increased by decreasing the overuse of technical equipment and certain
medical procedures, for example, unneeded surgery. The impact of higher quality costs is
therefore dependent on the nature of the action designed to improve quality. For instance,
decreasing the incidence of unnecessary surgery would increase quality while decreasing total
costs of surgical services.

Acceptability

Acceptability is an individual’s or group’s overall assessment of available health care in terms of
such factors as cost, quality, outcome, convenience, and provider attributes. Acceptability is
measured in terms of the degree to which health care consumers and providers are satisfied with
the performance of the health system and the other health system factors and characteristics.

Unlike the other characteristics, acceptability focuses upon perceptions of the health system
rather than upon the system itself. For instance, the difference between acceptability and cost is
that actual expenses incurred by the community for health care services are a component of the
cost characteristics, whereas acceptability addresses societal and consumer perceptions of
whether these services are worth their costs, and whether costs are justly distributed. Because
acceptability deals solely with attitudes and perceptions, it is difficult to conceptualize a
measure.

From the consumer’s perspective, acceptability can be defined as the consumer’s overall
assessment of available medical care. Consumers may assess providers in terms of age, sex, race
and ethnicity, specialization, type of facility, size of facility, neighborhood, and location of
facility. Religious preference, education, and income also influence the consumer when
selecting a care site and assessing the acceptability of care.

Providers’ attitudes and perceptions of the health care system and of the consumer also affect
acceptability. The provider’s view of the consumer in terms of race, sex, age, socioeconomic
status, place of residence, payment source, and ethnicity may affect the way care is delivered.
Acceptability deals with both consumer and provider perceptions of each other with regard to
admission, utilization, and satisfaction with services.

The payers of health care must also be considered. Care may be rendered which is acceptable to
consumers and providers, but not acceptable to third party payers for reasons ranging from type
of service provided to the way in which payment forms are completed. The policy of payers can
result in care that is acceptable to them, but unacceptable to consumers and providers.

Continuity

Continuity is the effective structuring, coordination and delivery of services on a continuous
basis in one or more settings. Continuity of health care includes such factors as: 1) a regular
source of care; 2) patient transfer; 3) medical information transfer; 4) lack of interruption or
delays in service; and 5) follow-up procedures. It is measured by the ease in which individuals
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move between required elements of the system and the degree to which the elements are
integrated.

Cost

Cost is the total expense and economic consequences resulting from the provision of health care
services and goods. A measure of cost includes consumer costs, direct provider costs, total
program costs, indirect costs, capital costs, and operating costs. All associated expenses
resulting from the need for and time required to obtain services and goods are factors.

The total cost system is subdivided into four characteristics: 1) direct costs of provider services;
2) costs of reserves and administrative expenses of service financing mechanisms; 3) opportunity
costs; and 4) other societal costs. These cost characteristics are defined as:

e Direct costs of providing services include salaries, supplies, overhead, contributions
to institutional reserves, and return on provider investments.

e Costs of reserves and administrative expenses of service financing mechanisms are
the portions of health insurance premiums or enrollment fees attributable to reserve
requirements and administrative expenses of commercial and governmental insurance
plans, and prepaid group practices.

e Opportunity costs are the opportunities foregone when resources are used in a
particular way. They may be incurred by consumers as well as by providers. An
example of consumer-incurred opportunity costs can be illustrated by the lost value
of devoting physician time to one type of care, for example, tertiary rather than
primary or preventive care.

e Other societal costs are the undesirable effects of consuming health services.
System-induced complications and unnecessary duplication of services are examples.
Although the costs of providing services already include some aspects of these costs,
the isolation of societal costs will highlight that portion of total system costs which
are due to ineffective health system performance.

Availability

The District of Columbia should have available adequate but not excessive services to be
geographically located for ease of access by District residents. Additionally, availability of
health services and health resources in the District should be based on the demonstrated health
care needs of the population, not on economic demand or personal desire for potentially
unnecessary or inappropriate care.

CON applicants for a Certificate of Need who propose to locate their services in underserved
areas of the District should be given priority over other applicants.

CON applicants seeking to establish a new service must demonstrate an unmet need among the
proposed target population.
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Describe the target population to be served.

Identify the needs of the target population.

Explain why current providers cannot meet the proposed need for service.
Explain how the proposed service plans to meet the identified need.

CON applicants requesting expansion of services should demonstrate that existing utilization of
such services system wide meets or exceeds minimum volume standards and that there is a need
for additional capacity within the immediate service area.

CON applicants must demonstrate the impact of proposed services on existing providers and the
health care delivery system. An applicant shall provide information and analysis with respect to
the impact on geographic and demographic access to services, on occupancy, quality, on costs
and charges of other providers, and on costs to the health care delivery system.

CON applicants are encouraged by the SHPDA to develop a consortia approach or other resource
sharing arrangements in the provision of costly new services.

CON applicants shall demonstrate compliance with all terms and conditions of each previous
Certificate of Need granted to the applicant, and with all commitments made that earned
preferences in obtaining each previous Certificate of Need, or provide the SHPDA with a written
notice and explanation as to why the conditions or commitments were not met.

The burden of demonstrating need for services not covered by parts of the State Health Plan rests
on the applicants.

Accessibility

CON applicants should not deny services because of age, sex, race, creed, religion, sexual
orientation, color, national origin, socioeconomic status, legal status, disability, prior
hospitalization, diagnosis, prognosis, organizational affiliation, ability to pay or payer source.

Financial eligibility requirements should not be a barrier to services for persons who are
uninsured or underinsured.

CON applicants should meet Medicaid and Medicare standards for services that are reimbursable
and secure and maintain Medicaid certification.

CON applicants should have written policies governing provision of services without charge for
indigent patients in accordance with the uncompensated care obligation under D.C. Official Code
§ 44-405 (a).

CON applicants may establish sliding fee scales based on ability to pay and establish special
payment plans for individuals unable to make lump sum payments for services rendered.

CON applicants should have available information about alternative sources of financial
assistance and refer patients, as appropriate, to such resources.

CON applicants should make available to patients, at their request, information relating to
charges of services provided.

Facilities must be architecturally designed to meet the needs of persons with disabilities.
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Services should be geographically decentralized and available in neighborhoods throughout the
District and should establish hours of operations that are convenient to the targeted population.

CON applicants must provide evidence that has adequately planned for any temporary move or
relocation of any facility or service which may be necessary during any proposed construction
period, and evidence that the applicant has planned adequately to assure patient protection from
noise, dust, etc. and to the extent possible, continuation of services during any proposed
construction period.

CON applicants must provide access to services free from all barriers. No barriers (architectural,
communication, transportation, procedural, or financial) to the delivery of services shall exist.

CON applicants must describe arrangements to be developed to maximize accessibility (e.g.,
hours of operation, parking facilities, and transportation for related services, and reimbursement
by Medicaid and other third party payers).

CON applicants should have translation, sign language interpretation, and/or interpreter
capabilities for the major languages of non-English-speaking patient populations and ensure staff
is aware of the cultural mores of the population.

CON applicants should provide health services in a timely manner.

CON applicants should ensure program design and administrative procedures should not
discourage individuals in need from seeking and obtaining care.

Quality
CON applicants should have an individualized care plan for all patients that is reviewed and
revised on a regular basis by all providers of care.

CON applicants should develop individualized care plans consistent with required licensure and
certification to ensure the provision of an entire range of services, including services required
after discharge from an inpatient facility.

CON applicants shall provide or formally arrange for any service deemed as a necessary
component of the individualized care plan.

CON applicants should have a written policy providing for medical supervision of patients and
the prescription of a planned regimen for total patient care. A medical director must oversee and
coordinate the provision of medical care in the facility or service.

CON applicants should demonstrate development of a quality improvement plan that clearly
indicates responsibilities and accountability and defines a process for ongoing evaluation and
assessment.

CON applicants should implement a Continuous Quality Improvement (CQI) process into their
organizational structure and service delivery system as follows:

1. Establish a quality improvement plan and staff to coordinate and implement the CQI
process.
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2. Involve interdisciplinary teams of treatment staff and management to monitor
administrative and patient records to ensure compliance with key quality indicators of
care and provide appropriate training of all personnel.

3. Monitor utilization of services and treatment outcomes.

Document all findings and corrective actions.

CON applicants should provide documentation of management efforts including problem
identification, analysis, action plan, implementation, and re-evaluation.

CON applicants should be in compliance with all federal and District health and safety
regulations, applicable Joint Commission on Accreditation of Healthcare Organizations
(JCAHO) and other appropriate national accrediting organization standards, and applicable local
certification standards.

Services should be delivered by professionals and paraprofessionals certified by the appropriate
licensing authorities or professional bodies.

CON applicants must demonstrate and provide assurances that adequate qualified personnel are
available at all times to meet the needs of patients.

CON applicants should develop and maintain training and continuing education programs for
staff and volunteers.

Qualifications for practice should be continuously updated to keep pace with advancements in
health care knowledge and techniques.

Care should be consistent with recognized standards of care.
CON applicants shall have malpractice insurance consistent with industry standards.

An application from an existing facility or services should identify any outstanding health care
licensure deficiencies, citations or accreditation problems as may have been cited by the
appropriate authority.

Acceptability

Upon admission, the patient and family/caregiver will be provided information necessary for an
informed medical and financial consent.

CON applicants shall demonstrate how patients and family/caregivers are informed about the
nature of their condition, the benefits and risks of available treatment, and the expected
outcomes; they should be provided the opportunity to ask questions and discuss their medical
record.

CON applicants shall demonstrate how patients and family/caregivers should be provided with
simple understandable information about fees, billing procedures, scheduling of appointments,
contacting the unit after hours, and grievance procedures.

CON applicants should have an adopted Patient’s Bill of Rights, and should make these rights
known to the patient and family/caregiver as part of an informed consent policy and procedure.
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CON applicants should make available to the patient and family/caregiver an individual copy of
the Patient’s Bill of Rights which should also be posted in a visible location.

CON applicants should have written, publicized grievance procedures for patients, caregivers
and staff that permit expression of concerns without fear of reprisal.

CON applicants should monitor the grievance procedure in order to maintain or improve its
effectiveness and to ensure timely resolution of grievances.

CON applicants should demonstrate that services and facilities enhance the personal privacy and
dignity of clients.

CON applicants should demonstrate that they have procedures to ensure patient confidentiality.

CON applicants should demonstrate that all patients and family/caregivers have the option to
participate in care planning, review and evaluation of services.

CON applicants should demonstrate that the selection of treatment and the availability of support
services should be conducive to patient cooperation and participation.

CON applicants to the extent possible should accommodate the cultural and/or religious needs of
each patient and family/caregiver.

CON applicants should demonstrate efforts to encourage community participation including
informing the Advisory Neighborhood Commissions in their service area.

CON applicants should establish procedures for the periodic assessment of their service
acceptability as viewed by consumers, the community, and the health care industry and other
health providers.

CON applicants should demonstrate they have internal mechanisms to assess the acceptability of
the services provided to the patient.

Continuity

CON applicants should have formal referral agreements to ensure continuity of care and
coordination of services with hospitals and other service providers in order to provide a full array
of services necessary to give the most appropriate level and scope of health care services for the
patient.

CON applicants should be able to demonstrate staffing patterns consistent with the Department
of Health or national standards that ensure continuity of care for all patients at optimal levels.

Continuity of care should not be obstructed because of the source of care or method of payment.

Referral agreements should include a range of provisions covering primary, secondary, and
tertiary levels of care. Services included may be: emergency, special diagnostic, medical-
surgical inpatient care, social services, home care, and other support services.

CON applicants should have written policies and procedures for internal communication and
service coordination.

CON applicants should have written policies and guidelines for referral of patients for different
or additional services, including procedures for carrying out referrals.
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Health services should be coordinated and interlinked with other human service delivery systems
in the community, particularly the social services delivery system, to promote holistic care of the
individual.

Hospitals should develop formal agreements with providers who see uninsured patients so that
they have admitting privileges to hospitals.

CON applicants in referring patients, should include patient records to ensure that continuity of
care is maintained. Records should include, at minimum, written summaries of care rendered as
well as current patient care data.

The medical records and information system should enable ready transfer of health information,
either physically or electronically, from one service provider to another.

CON applicants must demonstrate that they have adequate resources and procedures to provide
for the monitoring of patient progress and as necessary, the ability to provide follow up medical
and surgical services.

CON applicants should have written policies and procedures regarding discharge planning and
follow-up care.

Patients and families should be educated prior to discharge regarding the practices to be followed
for patients at home.

CON applicants should have an individualized care plan for all patients, which should include
the diagnosis and assessment of the client’s physical and mental health, and a determination of
an appropriate treatment.

Cost
CON applicants should provide information on the financial viability of proposals.

CON applicants should demonstrate that less costly alternatives are not feasible or appropriate
for the target population.

The costs of construction, equipment, expansion, or renovation of a facility should demonstrate
an active intent to contain costs and should be consistent with costs for similar facilities and
patient units in the Washington, D.C. metropolitan area.

In considering applications batched for review, the SHPDA may give favorable consideration to
whichever of the applicants historically has provided the higher annual percentage of
uncompensated care and the higher annual percentage of services to Medicare and Medicaid.

CON applicants shall demonstrate the availability of funds for capital expenditures and operating
needs as well as the immediate and long-term financial projections of the costs of and charges for
providing health services.

CON applicants must demonstrate the sources and amounts of funding for proposed projects
including borrowing details; audited financial statements, lease and purchase arrangements, and
other such financial indicators as may be requested by the SHPDA.

CON applicants must provide a written commitment that services for uncompensated care will
be offered at a standard that meets or exceeds the District requirements.
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CON applicants must provide a written commitment to participate in the Medicare and Medicaid
programs.

Applicants should submit a projected manpower budget specifying the personnel required for the
staffing of the proposed project and a plan for the recruitment and training of personnel.

CON applicants shall provide full disclosure of all entities, subsidiaries, or persons within a legal
chain of control and such other relevant information as may be deemed necessary by the SHPDA
for full disclosure.
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Resources

The following documents are available on Department of Health’s website at www.doh.dc.gov:

e Healthy People 2010 Plan, Midcourse Revisions (2000-2005)
o  Accomplishing the District of Columbia’s Health Objectives: A Health System Plan for D.C.

NCQA HEDIS measures http://web.ncqga.org/

Behavioral Risk Factor Surveillance System measures http://www.cdc.gov/brfss/

CMS Measures of Hospital Quality http://www.hospitalcompare.hhs.gov
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