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1e Child Health Clinics provide primary

1ealth care services to 78,000 New York City

shildren every year, care that in many cases
is otherwise not available, because most of these
children are uninsured. Citizens’ Committee for
Children of New York, Inc. (CCC) convened a Task
Force of members of its Board of Directors and its
Advocacy Council to conduct a study of Child
Health Clinic staffing, services, policies and proce-
dures throughout the City in January and
February 1999. The purpose of the study was to
examine whether the New York City Health and
Hospitals Corporation {HHC} is fulfilling the
clinics’ dual public health and primary care
missions while maintaining high quality and open
access for low-income and immigrant children,
regardless of their insurance status.

The study was undertaken in the context of a
number of significant shifts in the health care
field, including: the development and expansion of
eligibility for publicly funded health insurance to
children that has given low-income families more
options in choosing health care providers; the
growth in use of medical-home primary care
models in providing health care to children; and,
the impact of the advent of managed care in
public sectar programs, both on service delivery
systems and on payment for services. The clinics
have undergone significant administrative restiuc-
turing as well in their transfer from the City
Department of Health (DOH) to HHC in 1994, and
their integration into HHC’s geographic networks
in 1997 and 1998.

CCC’s study surveyed nineteen Child Health
Clinics and five pediatric divisions of
Communicare' clinics operated by all seven of the
HHC networks. Findings from the study showed
that overall administrative support for the clinics
from the HHC network offices is, with some excep-
tions, strong, and that the clinics provide a range
of primary care services on a day-to-day basis.

However, it was also clear that there are a number
of areas in which the clinics would benefit from
operational improvements, and in which HHC’s
ability to plan child health services must be
strengthened to ensure that the clinics continue to
provide high quality services to children in need of
a primary care provider.

Selected findings from CCC’s study. along with
accompanying recommendations, are summarized
helow:

CLINICS PROVIDE A FULL RANGE OF PREVENTIVE
AND PRIMARY CARE SERVICES AND MEET
AMERICAN ACADEMY OF PEDIATRICS AND
MEDICAID EARLY, PERIODIC, SCREENING,
DIAGNOSIS AND TREATMENT (EPSDT} STANDARDS.
All the clinics provide routine check-ups and
screenings and treatment of all routine infant and
childhood illnesses, consistent with the standards
of the American Academy of Pediatrics and the
Medicaid EPSDT program.

MANY CLINICS NOW SERVE ADOLESCENTS.

75% (18) of the clinics CCC visited provide health

care to adolescents. Only a few years ago, the

great majority served children only up to age 13,

but now most clinics are making the transition to

providing adolescent care by continuing to serve
enrolled children after they reach age 13. A proper
transition is vital because adolescent health care
needs differ from those of children and require
different training, furniture, and some additional
services,

* RECOMMENDATION: Ensure that clinics
providing primary care services to adolescents
provide the full range of services, including
reproductive services; that staff is appropriately
trained to serve adolescents; that necessary
equipment is available; and that clinic hours
are accessible to adolescent schedules.

1 The Communicare clinics, which are also part of HHC, provide outpatient primary care to children and adults in

six community sites across New York City.
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MOST CLINICS PROVIDE SOME ASSISTANCE IN

SECURING INSURANCE COVERAGE. Financial

counselors meet with the families of uninsured

children in 83% (18) of the clinics to assist families
with applying for Medicaid and Child Health Plus.

However, 6 of the 18 had a financial counselor in the

clinic only once each week or only referred parents

to a financial counselor at another HHC facility.

* RECOMMENDATION: Ensure that a financial
counselor is available on-site at least part-time
in every clinic to enroll eligible children in
Medicaid and Child Health Plus. Ensure that
every family of an uninsured child seen meets
with a counselor at the clinic and is encouraged
to enroll their child and that the counselor
assists the family through the enrollment
process. These financial counselors must be
trained to assist families in filling out forms and
completing the enrollment process, as well as to
provide information and referrals for Child Health
Plus, Medicaid, and Medicaid Managed Care.

CLINICS COULD BE A SOURCE OF HEALTH CARE
FOR MORE CHILDREN IN FOSTER CARE. Clinics do
not collect information from children and families
regarding foster care status. CCC’s study asked
clinic staff how many children served at each clinic
were in foster care, but clinic staff members could
not respond to the question. Information from
other sources indicates that many foster children
have significant unmet health needs and that their
access to regular primary care is often compromised.
Given concerns regarding overall accessibility of
health care to foster children and efforts by the
New York City Administration for Children’s
Services (ACS) to ensure that foster children
receive primary care, the clinics could be a signifi-
cant resource for primary care services to them.

* RECOMMENDATION: Maximize utilization of
clinic services by New York City children in
foster care without primary care providers by
creating a mechanism for ACS and veluntary
foster care agencies to refer children to the
clinics for primary care services. Ensure that
every clinic becomes part of the ACS preferred
provider list currently in developrment.

MANY CLINICS RUN CUT OF SUPPLIES AND
MEDICATIONS. Though all clinics stated that they
dispense medications on site, five clinics (21%)
said they had run out of medications and/or
supplies “often” in the past three months, and
another 10 clinics (42%) said they had run out
“sometimes” in the past three months. When
asked what types of medications and suppilies they
had run out of, medications were most typically
cited (13 or 87% of sample), but vaccines (4), labo-
ratory supplies (3), medical supplies (5), office
supplies (6), cleaning supplies (3), and educational
materials {3) were also mentioned.
¢« RECOMMENDATION: Develop a reliable mecha-
nism to ensure that all outpatient and
ambulatory clinics that dispense medications
and use laboratory, office, and other supplies
arc able to maintain sufficient supplies on site
at all times. The HHC Office of Child Health
should survey the clinics to identify problems in
the distribution of medications and supplies,
and monitor each network quarterly to ensure
that medications and supplies are continuously
available to patients and clinic staff so that clinic
functions are not impaired and children are not
at risk of going without needed medications.

MANY CLINICS DO NOT MAKE HOME VISITS. Only

63% (15) of the clinics said that they make home

visits. Staff at the nine clinics that did not make

home visits said that they had been told that it
was no longer allowed, either after the transfer of
the clinics from DOH in 1994, or after the integra-

tion of the clinic into the network. Only 4 (17%)

clinics said staff would malke a home visit as a last

resort to follow up with a child who had missed
appointments, which is of concern to CCC, since
not every family can be contacted by telephone.

* RECOMMENDATION: Require staff in every
clinic to make home visits when it is appro-
priate in the judgment of clinic professional
staff, for example, to find a child who has
missed appeintments when his/her family is
not reachable by telephone, or to evaluate a
child’s environment for health risks. These visits
can be made by clinic staff or by public health
nurses from a Certified Home Health Agency.

Citizens’ Committee for Children of New York 3



Develop guidelines for public health nursing
that include making home visits and promul-
gate them with all the clinics. Develop and
promulgate a protocol regarding appropriate
referrals to DOH for home visits for window
falls, lead abatement, and tuberculosis cases.

CLINICS MAY BE UNDERUTILIZED. Information
collected by Task Force members during site visits
provided indications of utilization declines at
several clinics. In five (21%) of the 24 clinics
visited, CCC Task Force members were unable to
interview parents/caregivers because the clinics
were empty — only stafl were present. While it may
be that the absence of patients was due to the
time of day of the visit or some other issue of
timing, it happened often enough to raise concern.
In an additional 8 clinics (33%), staff expressed
concerns to Task Force mernbers about utilization
declines or about the clinic’s ability to conduct
outreach. In fact, HHC data show a 23% decline
between City Fiscal Years 1993 and 1998 in the
number of patients served at the clinics (the
number of users declined from 100,331 to
77,736)%. During the same period, four Child
Health Clinics closed permanently, and three
Child Health Clinics were converted to
Communicare sites, which contributed signifi-
cantly to the drop in the number of children
served. This drop in utilization may have leveled
off, since the number of patients served between
FY 1997 and FY 1998 did not decline: in 1997, the
Child Health Clinics served 78,439 children; in
1998, 77,736 children were served and during
that year approximately ten sites were closed or
temporarily consolidated for all or part of the year
for renovations or repairs.

*» RECOMMENDATION: Conduct a major outreach
effort to promaote the services of the Child
Health and Communicare clinics with the goal
of ensuring that all New York City children
without a source of quality primary care be

enrolled at a Child Health or Communicare
clinic. Target specific populations with large
proportions of children lacking regular primary
care providers, such as children in foster care,
adolescents, recent immigrants, children
currently served in the Department of Health’s
School Examination Clinics®, babies born at home,
and children living in close proximity to clinics.
In addition, ensure that all HHC hospitals refer
all newborns in need of primary care services to
a clinic in a convenient location. As part of this
effort, analyze utilization data by clinic and
network to determine clinic utilization patterns
and why clinic utilization citywide has decreased.

PHYSICAL PLANTS VARIED GREATLY; SOME
CLINICS HAD SIGNIFICANT EQUIPMENT AND
STRUCTURAL PROBLEMS. When asked if the
clinic had experienced physical plant problems in
the past three months, staff at 3 clinics (13%) said
they had them “often,” and staff at 15 clinics
{(63%) said “sometimes.” The physical plant prob-
lems consisted mostly of lack of heat (v clinics),
telephone problems (5 clinics), and leaks or
plumbing problems (8 clinics).

Most clinic staff said it took a single day or less
than a week to fix physical plant problems, but
five clinics {5 of 18 with physical plant problems -
28%) said that problems had not been fixed.
Examples of problems that had not been fixed
included: water leaks {cited by four clinics); mice
infestations; rotary telephone systems and prob-
lems with telephone lines; lack of storage; windows
that would not open; windows that would not
close; heat and air conditioning problems; and
peeling paint and plaster. Additionally, 35% (8 of
23) of the clinics were not clearly identified on the
outside of the building, and 29% (7 of 24} of the
clinics had neither a working entrance buzzer nor
a security guard.

See Appendix G for HHC utilization data.

The School Examination Clinics, which provide annual school examinations to 15,000 children a year, are slated
for closure. The City Department of Health will have the task of ensuring that all children seen in the School
Examination Clinics are referred to primary care providers.

L New York City’s Child Health Clinics: Providing Quality Primary Care to Children in Low-Income and Immigrant Families



*+ RECOMMENDATION: Ensure that all clinics in
need of capital improvements and renovations
are part of capital investment plans and that
individual plans are execuited and are monitored
centrally by HHC, whether the owner of the
facility is DOH, NYCHA, or a private landlord.

SYSTEM OVERSIGHT AND PLANNING NEEDS
STRENGTHENING. While this study focused on
policies and procedures at the clinics and not on
the operations of the HHC administration, it was
clear from some findings in this study that essen-
tial systemwide initiatives on behalf of the clinics
need support from the HHC central administra-
tion. The Office for Child Health can also play a
significant role with a number of vital functions,
including: ensuring that clinics continue to collab-
orate with DOH to address public health and
community health concerns; that each network
provides a training curriculum to child health staff
that is consistent and relevant to child health
treatment and clinical issues; and that needed
renovations are completed in a timely fashion,
even if the actual work is the responsibility of
DOH or NYCHA.

RECOMMENDATION: Strengthen the Office for
Child Health to allow it to plan for pediatric
services citywide in the following ways:

Assessing unmet need for pediatric
primary care services by neighborhood, in
order to plan for potential additional
services in and locations of clinics;
Assisting facilities with identifying strate-
gies to promote Child Health Plus and
Medicaid enrollment;

Replicating the medical home model used
in the clinics in ambulatory care divisions
in other HHC facilities;

Developing and publicizing prevention and
education campaigns for HHC arcund
specific child health needs such as lead
poisoning, asthma, and child development;
Assisting networks with developing and
disseminating education and screening
materials for child specific neighborhood
health fairs; and

Recruiting parents/caregivers of clinic
patients for membership on HHC
Community Advisory Boards to reflect the
needs of clinic patients in the community
advisory process.

Citizens’ Committee for Children of New York 5



The Child Health Clinics were established imn the
early 1900s as clean milk stations for poor chil-
dren. Their mission later expanded to provide
health education and referrals, Today, Child
Health Clinics are safety net health care providers
for low-income children in neighborhoods across
New York City and provide a medical home as well
as preventive care and public health services to
infants and children up to age 18 (some serve chil-
dren through age 12). Their services include well
child visits /check-ups; health examinations for
school and day care enrollment; immunizations;
treatment for typical childhood illnesses; and
education of the child and family regarding a range
of prevention and illness management issues.*

The 39 Child Health Clinics are housed mostly
in DOH District Health Centers and low-income
housing projects and are open primarily during
weekday hours. Some also have evening hours
once or twice a week and/or Saturday hours.
Clinic staff includes pediatricians, trained public
health nurses, public health assistants, clerks,
and laboratory associates, with the doctors,
nurses, and public health assistants divided up
into primary care teams. In addition to primary
and preventive health care services, the clinics
also operate special public health initiatives in
asthma screening and treatment, child sexual
abuse protection, HIV testing and referral, and
thalassemia and sickle cell anemia screening,
among others. In FY'98, 77,736 children received
services at a Child Health Clinic; approximately
60% of them were immigrants; approximately two-
thirds had no insurance coverage. The clinics
provided 243,174 visits in total.”

Approximately one-third of children seen by the
clinics are enrolled in Medicaid. Clinics are also
educating families about the Child Health Plus

insurance program. The great majority of children
seen in the clinics are eligible for either Medicaid
or Child Health Plus. However, the clinics treat
children regardless of their insurance status and
do not charge patients or their families fees for
their services.

The clinics had an annual operating budget of
$21 million in City Fiscal Year 1999, which ended
June 30, 1999. Revenue for this budget was from
the following sources: $5.4 million from City Tax
Levy funds; $3.7 million from New York State
Article VI public health funds; approximately $8
miltion from billing Medicaid; and the rest from
HHC out of its own budget. The New York City
Council supported the clinics with an additional
$3 million in funds in the City’s Fiscal Year 1999
budget to assist HHC in filling the clinics’ bucdget
deficit and will do the same in the Fiscal Year
2000 budget.

[n 1993, Mayor David Dinkins proposed a
transfer of oversight of the Child Health Clinics
from the Department of Health to the Health and
Hospitals Corporation. The Administration’s ratio-
nale for moving the clinics to HHC was that it
made sense to consolidate all publicly funded
treatment services under one organization — HHC -
and that it did not want DOH to continue to
provide direct health services. As in most hospitals
and hospital networks, the majority of care
provided by HHC is inpatient acute care to its
patients, but as managed care trends and govern-
ment-imposed cost containment strategies have
reduced payment rates for inpatient services and
the length of most hospital stays, HHC has found
itself with empty hospital beds and an ever greater
need to provide outpatient treatment and primary
care services. The transition from a bed-focused
health care system to one that places greater
emphasis on outpatient, primary, and preventive

4 “The mission of The Child Heafth Clinics of New York City is to provide primary and preventive health care to
infants and children who may not otherwise receive such services and to assure that the content and quality of
care provided are consistent with accepted standards of the New York State Child /Teen Health Program (C/THP)
and the American Academy of Pediatrics; to incorperate public health principles for a variety of conditions
affecting the health of children; to closely collaborate with programs of the New York City Department of Health;
and to serve as laboratories for innovation and ‘best practices’ research in public health and the delivery of
primary care.” Source: The Child Health Clinics of New York City. February 1997, New York: HHC.

S See Appendix G for HHC data.
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care makes the Child Health Clinics an asset for
HHC. Clinic staff provides primary care and treat-
ment services with an emphasis on prevention and
education of the family. This is the model of care
that managed care organizations support and that
HHC will need te build on to stay competitive with
other health care provider organizations.

However, despite the strategic value of the
clinics to HHC and despite HHC’s mission to serve
the City’s residents without regard to their ability
to pay for care, there was concern among advo-
cates and other groups and individuals in
communities that the clinics might lose their
public health focus and their ability to quickly
implement responses to the emerging health care
needs of the City’s children. The transition of the
clinics to HHC was delayed by these concerns but
finally did take place in 1994 in the form of a
contract between DOH and HHC which has tech-
nically expired but is still in effect while the two
agencies negotiate a new one.

In the transition from agency to agency, the
administrative structure of the clinics as a single
network remained intact. Over the next few years,
the clinics came under siege financially as Mayor
Rudolph Giuliani made five attempts over four
vears to end the City’s Tax Levy investment of $6
million a year in the clinics. Each time, the City
Council restored the funds and the cuts were not
enacted.

In June 1997, with the City Tax Levy funding
safe for the time being, Luis Marcos, MD,
President of HHC, announced plans to transfer
oversight of the individual Child Health Clinics to
the HHC network in each clinic’s geographic area.
The rationale for this administrative change was
that the administrative structure of the clinics had

been inherited from DOH and did not fit with
HHC’s own administrative structure. This “integra-
tion” was completed in January 1998. Although
HHC maintains central oversight of some clinic
functions, essentially their operation is the respon-
sibility of HHC hospitals.

The challenge facing the clinics is to proceed
simultaneously on two tracks. First, they must
continue to fulfill their mission of providing a
medical home with “primary and preventive health
care to infants and children who may not other-
wise receive such services,” In addition, the clinics,
with the assistance of the central HHC administra-
tion and DOH, must analyze where those children
live and other salient characteristics, such as age
and health status, in order to plan for potential
service enhancements and additional locations of
clinics.

The second track is to assist all insurance-
eligible children with enrolling in Medicaid and
Child Health Plus, both to increase the number of
children covered by insurance and to improve
their access to health care overall. This will also
provide the clinics with more stable sources of
revenue to cover the cost of the services they
provide. City subsidies to clinic services have been
threatened before and may weli be threatened
again. Uninsured but insurance-eligible children
present a significant untapped source of revenue
to enable the clinics to reduce reliance on City
subsidies and cover the cost of care.

At the same time as the clinics work to enroll
children in insurance programs, however, they
must also ensure that the quality of care in the
clinics remains high and that investments are
made to maintain and, when needed, upgrade
clinic facilities.

Citizens’ Committee for Children of New York 7
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A 1997 national study found that children in
low-income families faced significant barriers to
accessing regular medical care: 25% of children in
families with incomes under $20,000 a year had
not obtained medical care of any type in the past
year, 18% had no regular doctor, and 21% of chil-
dren’s families had difficulty in paying their
medical bills.*” A New York City study found that
40% of the City’s uninsured children did not have
a regular source of medical care.” The high rate of
hospitalization due to asthma among children in
New York City is an example of a problem that
could be prevented through regular primary care.”

One measure of access to regular primary care
among low-income children is the federal Medicaid
Early, Preventive, Screening, Diagnosis and
Treatment (EPSDT) standard, which requires that
every child enrolled in Medicaid receive regular
screens (also called checkups), and that any
illness or health, mental health, or developrmental
need diagnosed during a checkup be treated until
corrected or ameliorated. Even according to this
standard, which measures services to children
insured by Medicaid, meoest children do not receive
appropriate health care. Of the 22.9 million chil-
dren enrolled in Medicaid and eligible for EPSDT
in 1996, only 37 percent actually received a
medical screen through EPSDT.®

While many low-income and immigrant children
do not receive regular primary care, the children
served by the Child Health Clinics are low-income
and most of them are immigrants. A limited
number of School-Based Health Clinics and
Pediatric Resource Centers also function as a

safety net, providing primary care services specifi-
cally to children and adolescents. Located in just
140 of the City’s 1136 public schools, the School-
Based Health Clinics provide primary care,
education, and in some cases mental health
services to children and adolescents during school
hours. Each clinic is sponsored by a hospital or
nonprofit organization that employs and coordi-
nates staff and provides back-up services.

Eight Pediatric Resource Centers, each operated
by a public hospital or a voluntary institution,
provide comprehensive primary care to low-
income children and adolescents from households
with incomes at or below 185% of poverty, who
are at risk for poor health outcomes, and who live
in high-need service areas. The Centers provide all
preventive services (health maintenance, screening
tests, and immunizations) free of charge to ali
patients regardless of the age of the child. In
1997, 28,000 children were registered to receive
care at a Pediatric Resource Center.”” Even with
these facilities serving children, however, many
neighborhoods throughout New York City still
have significant shortages of primary care
capacity.” Neighborhoods with high proportions of
low-income residents have more acute shortages
of primary care providers. Many Child Health
Clinics are located in such neighborhoods (see
Appendix F),

UNIVERSAL CHILD HEALTH INSURANCE

One of the reasons primary care options are
limited for low-income children is that large
numbers of them are uninsured. The American

27 Kaiser/Commonwealth 1997 National Survey of Health Insurance. Quoted in: Cathy Schoen. May 1998, Financing
Children’s Health Care in the Next Century. New York: The Commonwealth Fund. Presentation.

28 Cathy Schoen and Catherine DesRoches. May 1998, New York City’s Children: Uninsured and at Risk. New York:

The Commonwealth Fund.

29 829 children per 10,000 were hospitalized for asthma in New York City in 1996, four times the rate of hospital-
ization in the rest of New York State. Source: Citizens’ Comrmittee for Children of New York, Inc. February 1999,
Keeping Track of New York City’s Children. New York: CCC.

30 Kristi Olson, Jane Perkins and Tonya Pate. August 1998. Children's Health under Medicaid: A National Review of
Early Periodic Screening, Diagnosis and Treatment. Los Angeles: National Health Law Program.

31 Citizens’ Committee for Children of New York, Inc. August 1998. Child Health: A Community Leadership Course

Policy Paper. New York: CCC.

32 John Billings, Jessica Greene and Tod Mijanovich. March 1998. Analysis of Primary Care Practitioner Capacity for
Medicaid Managed Care in New York City. New York: NYU Health Research Program.

Citizens’ Committee for Children of New York | |



Academy of Pediatrics projects that there are
currently 765,000 uninsured children in New
York State.® 340,000 of them live in New York
City.* Over time, the number of uninsured chil-
dren has grown significantly because of a decline
in the number of employers offering health insur-
ance coverage to working families and increases
in the cost to employees of that insurance
coverage.® While health insurance coverage does
not guarantee access to health care, uninsured
children face disadvantages in accessing well-
child and preventive care, and are more likely
than insured children to become ill and to rely on
emergency care.

Title XIX of the Social Security Act established
Medicaid, a health insurance entitlement program
that covers both children and adults, in 1965.
Beginning in 1996, Medicaid enrollment in New
York City began falling steadily. The number of
children enrolled in New York City went from a
high of 1,519,744 in March 1995 down to
1,332,917 in October 1998, the most recent figure
available. This constituted a drop of 176,500 chil-
dren, or 12%.% While the Federal Health Care
Financing Administration (HCFA) is investigating
reasons for drops in the Medicaid rolls in New
York State, it is generally assumed that the
decreases are tied directly to a substantial
decrease in the welfare rolls since 1996, either
because those leaving welfare have jobs and no
longer need Medicaid, or because those leaving
welfare have not been apprised of their continued
eligibility for Medicaid coverage and have fallen
into the ranks of the uninsured.”

Lack of health insurance coverage for children
in working families is also a significant problem
and has been well-documented, both nationally
and in New York. A 1997 study showed that 72%
of uninsured children in the City live in working
families.” New York State was one of the first
states to recognize significant growth in the
number of uninsured children as an issue
deserving public policy attention. In response to
the great need for insurance coverage, Governor
Mario Cuome and the New York State Legislature
created Child Health Plus in 1991 and Governor
George Pataki and the Legislature subsequently
increased funding to the program in the New York
State Health Care Reform Act of 1996. Child
Health Plus is a government-subsidized insurance
program, contracted through managed care plans,
for children up to age 18 in low-income families
who are not eligible for Medicaid coverage, and is
available through managed care plans contracted
with the State Department of Health. Families are
either fully subsidized or make monthly contribu-
tions to the premium of $9 or $15, depending on
income. Program enrollment statewide grew from
25,000 children in 1992 to 312,981 at the end of
April 1999, 164,521 children were enrolled in New
York City in April 1999.%

In response to nationwide concern over growing
numbers of uninsured children, the Federal
governmernt created the State Child Health
Insurance Program (SCHIP) in the Balanced
Budget Act of August 1997. This program now
allocates $256 million to New York State every
year for health insurance coverage for children. In

33 American Academy of Pediatrics. March 1999. “Medicaid and State Program Eligibility of Uninsured Children under

Age 18, 1999 Projections.” www.aap.org.
34 1pid.

35 Families USA Foundation. March 1997. One Out of Three: Kids Without Health Insurance, 1995-1996. Washington,

D.C.: Families USA.

36 New York Forum for Child Health. May 1999. Monitoring Children’s Health Insurance Enrollment in New York State.

New York: The New York Academy of Medicine.

37 National Health Law Program. Spring 1999. “Legal Strategies Restore Medicaid Benefits,” in Health Advocate. Los

Angeles: NhelP.

38 Ibid. Schoen and DesRoches. New York City’s Children: Uninsured and at Risk.

39 New York State Department of Health, Bureau of Health Economics. 1998. 1998 State Legislation: Children’s
Health Insurance. (presentation). New York State Department of Health. June 1999. Child Health Plus Program
Enrollment by County as of April 1999, www.health.state.ny.us/nysdoh.
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June 1998, Governor George Pataki and the New
York State Legislature allocated SCHIP funds to
slightly increase Medicaid income eligibility and to
substantially augment the Child Health Plus
program by increasing income eligibility levels,
increasing the benefit package, and eliminating co-
payments for services.

Since Medicaid enrollment has decreased as
Child Health Plus enrollment has increased, it is
difficult to predict how many children will be
insured through each program when Child Health
Plus becomes fully enrolled and Medicaid enroll-
ment stabilizes and to determine if the sum total
of uninsured children is increasing or decreasing
in New York. A number of initiatives are being
implemented by government agencies at all levels
to try and enroll children in insurance programs,
with the goal of ensuring that all children have
coverage.

In the City, many children without health insur-
ance are immigrants. While immigrant children
are eligible for Child Health Plus, many families
are reluctant to enroll them for fear of being
deemed a “public charge” by the Immigration and
Naturalization Service, a situation that may nega-
tively affect the family’s immigration status. In
May 1999, the Federal government issued regula-
tions that clarified that the immigration status of
individuals will not be affected by use of public
health services or by enrollment in Medicaid or
any other publicly funded insurance program.*
However, immigration advocates are still reluctant
to encourage families to enroll their children in the
program because Federal law states that immi-
grants who arrived in the United States after the
enactment of the Personal Responsihility Act in
1996 are not eligible for any federally-funded
health services other than emergency care. New
York State does enroll immigrant children in Child
Health Plus, and according to the May 1999 state-
ment of Federal policy, this enrollment should not
have any negative impact on a family’s immigra-
tion status. Nonetheless, it remains a concern for
many families.

MANAGED CARE

Managed care has changed the entire landscape
of health care delivery and services, significantly
affecting safety net providers. As more and more
children on Medicaid have enrolled in managed
care plans, providers have had to affiliate them-
selves with the plans to receive payment for
providing services to managed care enrollees,
particularly since Child Health Plus is only offered
through managed care plans. In 1997, New York
State applied for and received a Medicaid Section
1115 Waiver from the Federal government to allow
the mandatory enrollment of most Medicaid enrollees
in managed care plans. Mandatory Medicaid
managed care will be phased in throughout the
City starting in the fall of 1999, Although some
populations are exempt, most children on
Medicaid served by the clinics will have to enroll.

In addition, managed care plans must approve
the provision of services to their enrollees and must
retrospectively review utilization of services
(“utilization review”), meaning that the plans make
decisions about the types of care that are warranted
instead of simply paying health care providers’
claims. Because managed care plans impose a
variety of physical plant requirements in facilities
that affiliate with them, safety net providers may
need to make capital investments in structures to
ensure that they meet plan standards. The Child
Health Clinics fulfill the requirements of managed
care companies and are contracted to provide
services with a number of them.

Even prior to the development of Medicaid and
Child Health Plus managed care, however, the move
to managed care affected publicly funded health
programs through the private insurance market.
Historically, many health care providers were unin-
terested in serving Medicaid enrollees because of
their relatively greater need for services and bureau-
cratic barriers to receiving payment. Payment rates
were typically lower than those of private insurance
companies. This discrepancy ensured that Medicaid
enrollees would continue to go to the Child Health
Clinics and other safety net and public health

40 Families USA Foundation. May 1999, Imnugrants and the Medicaid and CHIP Programs. Public Charge Guidance

Released, Washington, D.C.: Families USA.
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2C’s study surveyed staffing and services

available and their policies and procedures in

19 of the 30 operating Child Health Clinics
anu o of the 6 operating Communicare clinics oper-
ated by all seven of the HHC networks. The study
did not audit medical records, nor did it assess
standards of care at the clinics. Nine Child Health
Clinics were closed due to renovations or structural
problems at the time of the study.* Pediatric
departments of Communicare clinics were included
in the study because they provide primary care
services to a population of children similar to that
served by the Child Health Clinics. HHC has opened
six Communicare clinics since 1996, Data collected
from Communicare sites did not differ substantially
from data collected from the Child Health Clinics.

CCC developed a site visit questionnaire

(Appendix A) administered by two trained CCC
Task Force members at each clinic, where they
interviewed the Nurse in Charge, a member of the
clinical staff who is also the clinic’s administrator.
The Task Force members themselves were child
advocates educated regarding the basic functions
and mission of the clinics. The site visit question-
naire focused on the primary care and public
health services provided in the clinic, policies on
payment for services, the status of the clinic’s

physical plant, and questions for parents of chil-
dren receiving care at the clinic.

Twenty-four clinic site visits were made in
January and February 1999. Each interview took
approximately one hour, including both the clinic
staff interview and short interviews with two
parents. In addition, Task Force members met
with administrators from four of seven HHC
networks using a shortened version of the site visit
questionnaire form. These network interviews took
place with representatives from the Renaissance
{North Manhattan), Generations Plus (South Bronx
and East Harlem), Queens, and South
Brooklyn/Staten Island networks.

Specific clinics visited were chosen (o ensure a
representative sample. The criteria for choosing
them included: clinics from every HHC network;
small, medium and large-size clinics in the
number of staff employed and the number of visits
provided; clinics in DOH, New York City Housing
Authority, and privately owned buildings; clinics
that had been renovated and those that had not;
and clinics from all five boroughs and a range of
neighborhoods in each borough. The clinics visited
as part of the study are listed with the HHC
network to which they report {a full listing of the
clinics is in Appendix D):

47 The following clinics were closed for renovations or because of structural problems during the period of the study:
Baruch Houses (South Manhattan); Brevoort Houses (South Brooklyn/Staten Island); Forest Houses (Generations
Plus — South Brorx and East Harlem); Howard Houses (South Brooklyn/Staten Island); Jonathan Williams (North
Brooklyn); Lafayette Houses (North Brooklyn); Stapleton (Scuth Brooklyn/Staten Island); Sumner Averiue Houses

{(North Brooklyn); and Woodside Houses {Queens).
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staff only and despite an agreement between CCC
and the HHC central administration that network
staff would not participate, network administrative
staff were present at 6 of the 24 interviews. Where
administrative staff was not present, staff inter-
viewed felt more comfortable speaking with CCC
interviewers. In cases where network administra-
tors were present, Task Force members felt that
their presence affected responses of clinic stalf to
the questionnaire and therefore had an impact on
data collected during the interview.,

As part of the study, Task Force members
administered survey questions to 36 parents/care-
givers during site visits to the clinics. However, in
5 clinics, parents/caregivers were not in the clinic
at the time of the site visit.

The questionnaire was written in easy-to-under-
stand language with few medical terms so that the
Task Force members administering it would not be
using unfamiliar language in asking questions. As
was agreed with HHC ahead of time, the question-
naire did not ask for numerical data so that clinic
personnel would not have to review records or
calculate figures to prepare for or during the inter-
view.

CCC did not ask staff in individual clinics for
any data that is collected by HHC centrally in its
Pediatric Performance Indicators. Instead, CCC
asked the HHC Central administration for specific
data, including: number of clinic users; number of
users enrolled in Medicaid and Child Health Plus
Managed Care Plans; and percent of C/THP
{Child/Teen Health Plan) or EPSDT exams
completed.
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cording to data from CCC’s study, overall

dministrative support for the clinics from

he HHC networks is generally strong, and
the clinics provide a full range of primary care
services to children on a day-to-day basis.
However, there are several areas that require oper-
ational improvements, and where oversight and
management must be strengthened to ensure that
the clinics continue to provide high quality
services to children in need of a primary care
provider. These areas include: clinic services and
public health programs; clinic enrollment and
utilization; physical plant; and insurance coverage
and patient fees.

Clinic Services and Public Health
Programs

CLINICS PROVIDE A FULL RANGE OF PREVENTIVE
AND PRIMARY CARE SERVICES AND MEET AMERICAN
ACADEMY OF PEDIATRICS AND MEDICAID EARLY,
PERIODIC, SCREENING, DIAGNOSIS AND
TREATMENT (EPSDT) STANDARDS. All the clinics
provide routine check-ups and screenings and
treatment of all routine infant and childhood
illnesses, consistent with the standards of the
American Academy of Pediatrics and the EPSDT
program. EPSDT sets required standards for
providing regular primmary and preventive care to
children enrolled in Medicaid and sets a schedule
for regular check-ups according to the child’s age.
Medicaid regulations state that any illness or
condition diagnosed during an EPSDT examina-
tion must be treated until ameliorated or
corrected. While many children enrclled in
Medicaid do not receive all their regular check-
ups, practice at the clinics has been and continues
to be to see all enrolled children according to the
EPSDT schedule of examinations and to treat
them according to EPSDT standards, regardless of
whether or not they have Medicaid.

As part of their services, all clinics screen
enrolled children for vision and hearing deficits.
Children in need of a full evaluation are referred to
an HHC hospital and do not typically have a long
wait for that evaluation. Once referred to an HHC
hospital for a full evaluation, 21 of 24 (88%) clinics

said that children referred for a fuil hearing evalu-
ation wait less than six weeks for a hearing
evaluation, and slightly fewer clinics (19 of 24 -
79%) said that children have to wait less than six
weeks for a full vision evaluation.

Almost all of the clinics said that they provide
education to children and families in each of the
following areas: lead exposure; asthma manage-
ment; nutrition; tuberculosis; child development;
injury prevention; HIV/AIDS,; sickle cell anemia;
television watching; and gun safety.

When asked to characterize the operations of
their clinic in the past six months, 67% of respon-
dents (clinic staff) said “good,” and 33% said
“excellent.” All but one parent/caregiver inter-
viewed during the site visits felt their children were
receiving excellent or goed care, would return in
the future, and would recommend the clinic to a
friend.

MANY CLINICS NOW SERVE ADOLESCENTS.
Seventy-five percent (18) of the clinics CCC visited
provide health care to adolescents. Only a few
years ago, the great majority served children only
up to age 13, but now most clinics are rnaking the
transition to providing adolescent care by contin-
uing to serve enrolled children after they reach age
13. While the interviews did not assess the clinics’
ability to provide adolescent primary care
{including reproductive health care services), it
was clear that sorr:  :linics and networks had
made this change carefully, ensuring that the
clinic staff were fully trained and prepared to deal
with the needs of adolescents, and that some
clinics were less well prepared. A proper transition
is vital because adolescent health care needs differ
from those of children and require different
training, furniture, and some additional services,

+ RECOMMENDATION: Ensure that clinics
providing primary care services to adolescents
provide the full range of services, including
reproductive services; that staff is appropriately
trained to serve adolescents; that necessary
equipment is available; and that clinic hours are
accessible to adolescent schedules.
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MANY CLINICS WORK WITH DOH TO ADDRESS
LOCAL HEALTH CONCERNS. Collaborations with
DO to address a public health or community
health concern occurred in 11 clinics (46%) during
the six months prior to the study, though CCC did
not define the term “collaboration.” Using proto-
cols put into place by HHC, the clinics are able to
intervene and provide services to respond to
immediate public health concerns, for example:
tuberculosis; lead poisoning due to environmental
contamination in the community; and communi-
cable disease outbreaks.

+ RECOMMENDATION: Ensure that the clinics
continue to be able to respond to public health
concerns identified by DOH, and use protocols
in place to manage specific public health
concerns that arise in a local community,
including infectious diseasc outbreaks and envi-
ronmental hazards,

MANY CLINICS RUN OUT OF SUPPLIES AND
MEDICATIONS. Though all clinics stated that they
do dispense medications on site, five clinics {21%]
said they had run out of medications and/or
supplies “often” in the past three months, and
another 10 clinics (42%) said they had run out
“sometimes” in the past three months. When
asked what types of medications and supplies they
had run out of, medications were most typically
cited (13 or 87% of sample), but vaccines {4}, labo-
ratory supplies (3), medical supplies (5), office
supplies (6}, cleaning supplies (3), and educational
materials (3) were also mentioned.

One significant service asset of the clinics is
their dispensing of all medications typically
prescribed for a child on site and at no charge.
When the clinic does not have a medication, the
child’s parent/caregiver must e¢ither take a
prescription to a pharmacy and pay for the
medication, go to another clinic or hospital
where the medication can be obtained free of
charge, or return to the clinic when it restocks
the medication. While there is no one correct
procedure for stocking supplies, the fact that so
many clinics run out of medications presents a
serious problem, and may result in a child’s
failing to receive a needed medication. This
study did not examine the process of obtaining

medications and supplies, although anecdotally

the problems seemed to be with obtaining them

from the HHC networks rather than with clinic
staff being remiss in tracking within individual
clinics or in ordering.

+ RECOMMENDATION: Develop a reliable mecha-
nism to ensure that all outpatient and
ambulatory clinics that dispense medications
and use laboratory, office, and other supplies
are able to maintain sufficient supplies on site
at all times. The HHC Office of Child Health
should survey the clinics to identify problems in
the distribution of medications and supplies,
and should monitor each network quarterly to
ensure that medications and supplies are
continuously available to patients and clinic
staff so that clinic functions are not impaired
and children are not at risk of going without
needed medications.

MANY CLINICS DO NOT MAKE HOME VISITS. Only
63% (15) of the clinics said that they make home
visits. This service is part of the public health
“scope of services” described in the clinic
transfer contract between HHC and DOH. Those
that make home visits stated that it was to
provide health care in an urgent situation, to
follow up on a missed appointment, to follow up
on abnormal lab results where the family could
not be contacted by telephone, or to evaluate
living and safety conditions, particularly if a
child had been injured in the home or fallen out
of a window. Staff at the nine clinics that did not
make home visits said that they had been told
that it was no longer allowed, either after the
transfer of the clinics from DOH in 1994, or after
the integration of the clinic into the network.
Only 4 (17%) clinics said staff would make a
home visit as a last resort to follow up with a
child who had missed appointments, which is of
concern to CCC, since not every family can be
contacted by telephone., DOH makes home visits
after a child in a household falls out of a
window, when a child has tested as having a
high lead level, and when there is an individual
with tuberculoesis in the home, and some clinics
refer families to DOH for these services when
indicated. However, not only are home visits

20 New York City’s Child Health Clinics: Providing Quality Primary Care to Children in Low-Income and Immigrant Families



appropriate under a number of other circum-

stances, but the DOH/HHC contract states that

HHC can not change the services offered in the

clinics without written approval from DOH.*

* RECOMMENDATION: Require staff in every
clinic to make home visits when it is appro-
priate in the judgment of clinic professional
stafl, for example, to find a child who has
missed appointments when his/her family is
not reachable by telephone, or 1o evaluate a
child’s environment for health risks. These visits
can be made by clinic public health nurses or
by public health nurses from a Certified Home
Health Agency. Develop guidelines for public
health nursing that include making home visits
and promulgate them to all the clinics. Develop
and promulgate a protocol regarding appro-
priate referrals to DOH for home visits for
window falls, lead abatement, and tuberculosis
cases.

STAFF MEMBERS IN MOST CLINICS RECEIVE
ONGOING TRAINING, BUT TRAINING CURRICULA
VARY BY CLINIC AND FEW ARE DEVOTED TO
PEDIATRIC TREATMENT AND CLINICAL ISSUES.*
Staff at three clinics {all in the same network)
stated that no training of any kind had been
offered to them in the three months preceding the
study. In 17 (74%) of the clinics, all personnel,
including administrative staff, had been trained in
an asthma management program, leaving seven
clinics where some staff members were not
trained. The list of training topics recited to Task
Force members by clinic staff included: cardio-
pulmonary resuscitation (CPR), computer systems,
domestic violence, sexual harassment, infection
control, fire safety, financial counseling, multicul-
tural issues, managed care, asthma, hazardous
waste, EKGs/defibrillators, tuberculosis, child
development, risk management, patient relations,

medical record documentation, stress manage-

ment, child abuse and neglect, trauma, conflict

resolution, and drawing blood. CPR, sexual
harassment, customer relations, fire safety, and
infection/infectious disease were the most often
cited topics of training sessions. Clinic staff cited
few training sessions regarding treatment and c¢lin-
ical concerns in child health. The above listed
topics were not offered in all the networks, nor
was there any consistency in the types of training
offered to clinic staff. It was also not clear from
responses to the study that the clinics that have
expanded services to adolescents have trained
staff specifically in adolescent issues and to
provide reproductive health care.

+ RECOMMENDATION: Ensure that clinic staff,
both clinical and, when appropriate, administra-
tive, receive regular training in up-to-date
pediatric primary care clinical procedures and
health education concerns, such as child devel-
opment, adolescent primary care and
reproductive health services, and asthma
management. Contract with DOH for staff
training on public health issues.

CLINICS DO NOT HAVE UNIFORM PROTOCOLS TO
REFER FAMILIES FOR SOCIAL SERVICES OR
PUBLIC BENEFITS. When asked where they refer
families that need assistance in accessing social
services, 13 (54%) said that they refer to the HHC
network, and 6 (25%) said they refer to the New
York City Human Resources Administration (HRA).
While it was not clear from these responses
whether or not the referral sources are beneficial
to families, the fact is that a referral to HRA will
only be helpful if the family is in need of pubiic
benefits, such as Temporary Assistance to Needy
Families (TANF) or housing assistance, or emer-
gency benefits. The study did not ask about the
training of the public health nurses in the clinics

48 The contract’s Scope of Services states that the clinics will make home visits as part of “Public Health Efforts” to
respond to Sudden Infant Death Syndrome and window falls, although it does not preclude them for other
reasons. Source: Annex A of DOH/HHC contract: Bureau of Child Health Scope of Services.

49 The Central Office for Child Health at HHC hired a Director for its Public Health Education Unit in February 1999,
after CCC had completed its study. A calendar of training topics from August through October 1999 showed that
the Central Office is providing training to clinic staff in lead poiscning preventions and management, immuniza-
tions, public health nursing practices, teenage suicide and depression, and window falls prevention and reporting.
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regarding these referrals, though it is the clinic

nurses who make daily decisions on referring

families for social services and other needs not
met in the clinics.

+ RECOMMENDATION: Ensure that every nurse
in each clinic is fully trained to assess the needs
of children and their families for social services
and public benefits and to make appropriate
referrals. Referrals should be made for families
seeking information and/or needing help with
housing, public assistance, behavioral and
developmental problemns, referrals to the Early
Intervention program, and parenting, and other
topics. Many families served by the clinics are
likely at some point to need information and
assistance with other types of services; the
clinics should be a reliable referral source.

NOT ALL CLINICS DO LAB WORK ON SITE. One
quarter (6) of the clinics do not complete lab work
on site. All but one of the clinics surveyed
employed a lab assistant to take samples, even for
tests where the lab work will not be completed on
site. Regardless of how the clinic obtains samples
and where they are tested, an inability to provide
results quickly can be an inconvenience for fami-
lies by requiring them to make another visit to get
test results and receive information and education
for treatment and follow-up. For example, a child
with anemia should increase his/her iron intake
immediately — delays in getting test results can
negatively impact the child’s health status.

+ RECOMMENDATION: Ensure that children and
families have access to results of lab tests
within a reasonable period of time. These
results should include the hematocrit (for
anemia) and the rapid strep test.

FEW CLINICS HAVE READING PROGRAMS OR
DISTRIBUTE READING MATERIALS. Only 7 clinics
(29%) had “Reach Out and Read” (5 clinics) or
distributed books to children in the waiting room
(2 clinics). “Reach Out and Read” is a literacy
program that integrates reading into the child’s
time in the waiting room and visit with the doctor,
and sends the child home with an age-appropriate
book given to him/her by the doctor,

» RECOMMENDATION: Coordinate efforts to put
the “Reach Out and Read” program in every clinic
{or a range of age-appropriate reading material
in every clinic waiting room). This initiative will
assist the clinics in their efforts to educate and
work with families on child development.

Clinic Enrollment and Utilization

A LACK OF DOCUMENTATION DOES NOT
PREVENT A CHILD FROM ENROLLING IN A CLINIC
FOR CARE. Staff at 15 clinics (63%) said they ask
for some form of documentation but will provide
services to the child without it, and staff at 4
clinics (17%) said they ask for proof of guardian-
ship in order to establish that the adult with a
child is in fact that child’s guardian. Clinics will
also provide services to children regardless of
whether or not they enroll in the clinic for ongoing
primary care. Each clinic reported having seen at
least 50 children in the past year for a school or
day care health examination, but not all of these
children were regularly enrolled in the clinic for
primary care. Most respondents estimated that the
great majority of children seen for these exams
were enrolled in the clinic, but staff in 11 clinics
estimated that between 40% and 80% were
enrolled in the clinic. From this finding it is clear
that the clinics continue to be available for public
health and preventive services, even for children
who have another regular source of health care or
whose parents/caregivers for some reason do not
wish to enroll them for primary care at the clinic.

Children who present at a clinic are seen and
treated, though occasionally a child’s illness
requires emergency room care. Seventeen (71%) of
clinics surveyed said they had sent fewer than five
children to a hospital emergency room in the
month prior to the survey.

TWENTY-TWO (92%) OF THE CLINICS REPORTED
THAT A CHILD WHO WALKS INTO A CLINIC OR
WHOSE PARENT/CAREGIVER CALLS FOR AN
IMMUNIZATION CAN “ALWAYS” OR “USUALLY”
BE SEEN THE SAME DAY TO GET THAT IMMUNIZA-
TION. Two clinics said that a child who calls or
walks in for an immunization could “sometimes”
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get it the same day. All the clinics said that they
would immumnize a child who is not enrolied for
primary care,

CLINICS TRACK APPOINTMENTS AND SCHEDULE
REGULAR CHECK-UPS. All clinics had protocols
for ensuring that children who missed appoint-
ments were rescheduled and that all children
enrolled were up-to-date on their regular check-
ups. All the clinics felt that they were very effective
in ensuring that all enrolled children received their
regular check-ups.

MANAGED CARE PLAN ENROLLMENT COMPLICATES
PROVISION OF CARE. When our survey asked
about the existence of obstacles to providing care,
the single issue raised by study respondents was
that of children coming for treatment who are
enrolled with a managed care plan where the clinic
is not the child’s designated primary care provider.
Thirty percent (7} of clinics surveyed said that this
was a concern for them. Continuity of care for
these children may be threatened in these situa-
tions, and HHC risks not receiving payment for
services provided by the clinic. Clinics had a range
of procedures for managing these situations. Some
clinics treated the child with only a recommenda-
tion to the family to go to the child’s primary care
doctor the next time. Some tried calling the
primary care doctor and scheduling an appoint-
ment for the child, then treating the child if
he/she was ill. In one network, clinics were told to
treat the child and ask the family to call the
managed care plan and have the primary care
provider changed to the clinic itself, a solution
only if the HHC network was already affiliated with
the child’s managed care plan.

* RECOMMENDATION: Clarify and educate clinic
staff members regarding HHC policy in situa-
tions where children enrolled with another
primary care provider present at a clinic for
primary care, including check-ups, immuniza-
tions, treatment of an illness, or other services,
with the goal of ensuring that no child goes
without needed health care services. This effort
will become more crucial as both Medicaid and
Child Health Plus managed care plan enroll-
ment grows.

CLINICS MAY BE UNDERUTILIZED. Information
collected by CCC Task Force members during site
visits provided indications of utilization declines at
several clinics. In five (21%) of the 24 clinics
visited, Task Force members were unable to inter-
view parents/caregivers because the clinics were
empty — only staff were present. While it may be
that the absence of patients was due to the time of
day of the visit or some other issue of timing, it
happened often enough to raise concern. In an
additional 8 clinics (33%), staff expressed concerns
to Task Force members about utilization declines
or about the clinic’s ability to conduct outreach. In
fact, HHC data show a 23% decline between City
Fiscal Years 1993 and 1998 in the number of
patients served at the clinics (the number of users
declined from 100,331 to 77,736).* During the
same period, four Child Health Clinics closed
permanently, and three Child Health Clinics were
converted to Communicare sites, which
contributed significantly to the drop in the number
of children served. This drop in utilization may
have leveled off, since the number of patients
served between FY 1997 and FY 1998 did not
decline: in 1997, the Child Health Clinics served
78,439 children; in 1998, 77,736 children were
served and during that year approximately ten
sites were closed or temporarily consolidated for
all or part of the year for renovations or repairs.

50 See Appendix G for all HHC utilitzation data cited in this paragraph and following chart,
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CHILDREN SERVED
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* Clinics were permanently closed in Generations Plus (South
Bronx and East Harlem), and Brookiyn South/Staten Island.
Clinics were converted to Communicare in North Manhattan,
South Manhattan, and Brooklyn South/Staten Island.

While the number of clinical visits stayed about
the same for FY 1997 and FY 1998, the number of
visits for public health purposes declined 19%
(from 58,596 to 47,461).*' Public health visits,
which are provided by trained public health
nurses in the clinics, are often one-time visits with
children not enrolled in the clinic for ongeing care,
or can be a non-insurance billable service provided
to a child who is enrolled in the clinic. Typical
public health visits are for reading and explaining
laboratory test results, providing lead screenings,
giving immunizations, and educating children and
families about health issues. These services are
not typically available to children without insur-
ance coverage in other primary care settings. HHC
is analyzing reasons for the decrease in the
number of reported public heailth visits, which it
feels may be due to changes in data reporting and
collection practices as a result of the integration of
the clinics into the HHC network structure.

Several reasons were given by clinic staff for
declines in the number of clinic visits by children:

when clinics re-open after having been closed for
renovations (most clinics have had them or need
themy), they lose patients to other health care facili-
ties, including other HHC facilities; and renovated
and recently opened facilities in many cases have
attempted little outreach or marketing on behalf of
the clinic in the community to attract patients. It
was not possible for CCC to draw conclusions
regarding reasons for declines in clinic visits,
except in the clear instance of clinic closures and
conversions of Child Health Clinies to
Communicare clinics.®
+ RECOMMENDATION: Conduct a major outreach
effort to promote the services of the Child Health
and Communicare clinics with the goal of
ensuring that all New York City children without
a source of quality primary care be enrolled at a
Child Health or Communicare clinic. Target
specific populations with large proportions of
children lacking regular primary care providers,
such as children in foster care, adolescents,
recent immigrants, children currently served in
the Department of Health’s School Examination
Clinics,™ babies born at home, and children
living in close proximity to clinics. In addition,
ensure that all HHC hospitals refer all newborns
in need of primary care services to a clinic in a
convenient location. As part of this effort,
analyze utilization data by clinic and network to
determine clinic utilization patterns and why
clinic utilization citywide has decreased.

CLINICS COULD BE A SOURCE OF HEALTH CARE
FOR MORE CHILDREN IN FOSTER CARE. Clinics do
not collect information from children and families
regarding foster care status. CCC’s study asked
clinic staff how many children served at each
clinic were in foster care, but clinic staff members
could not respond to the question. Information
from other sources indicates that many foster chil-
dren have significant unmet health needs and that
their access to regular primary care is often

51 gource for HHC data: HHC Office of Child Health, 9/99.

92 Qee Appendix G for HHC utilization data.

53 The School Examination Clinics, which provide annual school examinations to 15,000 children a year, are slated
for closure. The City Department of Heaith will have the task of ensuring that all children seen in the School
Examination Clinics are referred to primary care providers.

24 New York City’s Child Eealth Clinics: Providing Quality Primary Care to Children in Low-Income and Imrmigrant Families



compromised.™ Given concerns regarding overall

accessibility of health care to foster children and

efforts by the New York City Administration for

Children’s Services (ACS) to ensure that foster

children receive primary care, the clinics could be

a significant resource for primary care services to

them.

+ RECOMMENDATION: Maximize utilization of
clinic services by New York City children in
foster care without primary care providers by
creating a mechanism for ACS and voluntary
foster care agencies to refer children to the
clinics for primary care services. Ensure that
every clinic becomes part of the ACS preferred
provider list currently in development.

PHYSICAL PLANTS VARIED GREATLY; SOME
CLINICS HAD SIGNIFICANT EQUIPMENT AND
STRUCTURAL PROBLEMS. Seven of the clinics
were particularly run down and bare. Eleven
clinics looked recently renovated or painted and
nviting to patients and family members. DOH and
HHC have both made capital investments in a
number of clinics in recent years, and all the
Communicare clinics surveyed were recently
opened and in excellent condition. However, some
Child Health Clinics were in very poor physical
condition.

When asked if the clinic had experienced phys-
ical plant problems in the past three months, staff
at 3 clinics (13%) said they had them “often,” and
staff at 15 clinics (63%) said “sometimes.” The
physical plant problems consisted mostly of lack of
heat (7 clinics), telephone problems (5 clinics), and
leaks or plumbing problems (7 clinics). Of all phys-
ical plant problems, a lack of working telephones
had the greatest negative impact on the day-to-day
operations of clinics. Of the 24 clinics CCC
surveyed, 14 were in buildings owned by DOH, 8
were in New York City Housing Authority
("NYCHA”) buildings (public housing), and 2 clinics
were in buildings under private ownership.

Buildings owned by DOH and NYCHA were equally

likely to have serious physical plant problems.

Most clinic staff said it took a single day or less
than a week to fix physical plant problems, but
five clinics (5 of 18 with physical plant problems —
28%) said that problems had not been fixed.
Examples of problems that had not been fixed
included: water leaks (cited by 4 clinics); mice
infestations; rotary telephone systems and prob-
lems with telephone lines; lack of storage; windows
that would not open; windows that would not
close; heat and air conditioning problems; and
peeling paint and plaster. Additionally, 35% (8 of
23) of the clinics were not clearly identified on the
outside of the building, and 29% (7 of 24} of the
clinics had neither a working entrance buzzer nor
a security guard. These problems not only make it
difficult to maintain clinic operations but can also
compromise patient and staff safety.

A number of clinics have benefited from the
installation of modern technology as a result of
integration into HHC networks. While some clinics
are limited in functioning by rotary telephones and
no computers, others have modemn telephones for
the first time, and are being wired into network
computer systems that will eventually allow them
to check laboratory test status and make appoint-
ments with other HHC facilities.

* RECOMMENDATION: Ensure that all clinics in
need of capital improvements and renovations
are part of capital investment plans and that
those plans are executed and are monitored
centrally by HHC, whether the owner of the
facility is DOH, NYCHA, or a private landlord.

TQO MANY CLINICS LACK FURNITURE, EQUIP-
MENT, AND EDUCATIONAL MATERIALS
APPROPRIATE FOR CHILDREN. Fifty-nine percent
(13 of 22) of the clinics did not have games and/or
books appropriate for children in the waiting
room. Fifty percent of the clinics (11 of 22) did not
have furniture and equipment appropriately sized
for children.

54 Dicker, S. and Blatt, 8. July 1999. “Advocating for the Health of Children in Foster Care.” New York: Permanent

Judicial Commission on Justice for Children.
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- RECOMMENDATION: Evaluate equipment needs
of all the clinics and work with HHC networks to
direct additional resources to those clinics in
need of capital improvernents, code compliance
efforts, child and adolescent-appropriate furnish-
ings and equipment, and upgraded telephones
and computer systems. Ensure that major struc-
tural and equipment problems are addressed in
all the clinics. Allow the clinics to benefit from
network computer systems for appointments,
patient records, and lab test results by fully inte-
grating the clinics into these systems.

Under current HHC policy, clinics cannot
charge families for services rendered, but if the
child has health insurance coverage, the clinics
can bill Medicaid or Child Health Plus, a policy
that CCC supports. Clinics can also encourage the
family of an insurance-eligible child to enroll him
or her, but families lack an incentive to enroll an
uninsured child unless they need to or want to
take the child elsewhere for specialty care or
services.

MOST CLINICS PROVIDE SOME ASSISTANCE WITH
SECURING INSURANCE COVERAGE. Financial
counselors meet with the families of uninsured
children in 71% (17) of the clinics to assist families
with applying for Medicaid and Child Health Plus.
However, 6 of the 18 had a financial counselor in
the clinic only once each week or only referred
parents to a financial counselor at another HHC
facility.® Anecdotally, some clinic staff members
were certain that the family of every uninsured
child seen at the clinic did eventually meet with a
financial counselor; however, it was not clear from
the study that the availability of a financial coun-
selor meant that all uninsured children were given
an opportunity to enroll in an insurance program.
It is also important to note that 10 of the 18
parents (of 36 interviewed) who said that their
child was uninsured also said that they had met
with a financial counselor.

« RECOMMENDATION: Ensure that a financial
counselor is available on site at least part-time
in every clinic to enroll eligible children in
Medicaid and Child Health Plus. Ensure that
every family of an uninsured child seen meets
with a counselor at the clinic and is encouraged
to enroll their child and that the couuselor
assists the family through the enrollment
process. These financial counselors must be
trained to assist families in filling out forms and
completing the enrollment process, as well as to
provide information and referrals for Child
Health Plus, Medicaid, and Medicaid Managed
Care.

NO FEES ARE CHARGED TO PROVIDE SERVICES
TO UNINSURED CHILDREN. The clinics surveyed,
with one exception {(a Communicare clinic),
reported that they do not charge families for
services to children of any type. One priority of the
HHC central administration has been that the
clinics continue to provide free services to those
children without insurance even after the integra-
tion of the clinics into HHC networks. While HHC
has service fee scales in its other facilities,
Corporation policy is that the Child Health Clinics
continue to provide services at no charge.
(Communicare clinics have a sliding scale fee
schedule for non-pediatric visits.) These payment
policies were intended to preserve access to care in
the clinics, which have historically served children
who had few options for primary care.

+ RECOMMENDATION: Monitor all Child Health
and Communicare clinics to ensure compliance
with HHC policy of not charging for clinic
services to uninsured children and adolescents.

+ RECOMMENDATION: Work with the Division of
Health Care Access at DOH, assess the impact
of eligibility expansions in Medicaid and Child
Health Plus on the populations of children
served by the clinics and use this information
to develop a plan to maximize health insurance
enrollment in the clinics.®

35 “Financial counselor” is the term used by HHC to denote an individual who provides education regarding insur-
arice options and facilitates a child’s enrollment in an insurance program.
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« RECOMMENDATION: Educate all Child Health
staff regarding HHC’s process for tracking
insured children and hilling insurance compa-
nies for services, including managed care plans,
and regarding the impact of insurance enroll-
ment on the clinics’ finances. Federal
Community Health Partnership funds allocated
by HHC to train its employees about managed
care could be used for this purpose. A lack of
familiarity with managed care and methods of
payment for services can be an obstacle to
enrolling eligible children in insurance programs
and to HHC’s maximizing its ability to bill for
services provided to children in the clinics.

HHC and DOH Management and
Oversight

SYSTEM OVERSIGHT AND PLANNING NEEDS
STRENGTHENING. While this study focused on
policies and procedures at the clinics and not on
the operations of the HHC administration, it was
clear from some findings in this study that essen-
tial systemwide initiatives on behalf of the clinics
need support from the HHC central administra-
tion. One example of this is the lack of a uniform
policy in the clinics around home visits, even
though this service was specifically mentioned in
the scope of services of the DOH/HHC contract
that expired in 1998, Another example of an initia-
tive that needs systemwide support is the
education of families regarding health insurance
and enrollment of children in Medicaid and Child
Health Plus. Individual clinic practices varied
widely from full-time assistance on site with filling
out applications, to no on-site assistance or
education other than making brochures available.
Whether or not eligible children enroll in insur-
ance programs is of such importance to HHC, both
because of its impact on the provision of care and
for HHC’s long-term financial viability, that it
deserves systemwide attention and support.

The Office for Child Health can also play a
significant role in helping the clinics interact with
other government agencies and systems, for
example to ensure that clinics continue to collabo-
rate with DOH to address public health and
community health concerns. In addition, CCC’s
findings indicate that staff training is not being
supported to the extent necessary to ensure
continued quality care. The lack of clinically-
focused training for clinic staff, and particularly
the fact that staff in 7 clinics had not all received
training in asthma management, indicates that
this is a concern for HHC overall.

Finally, a number of Child Health Clinics
surveyed indicated that they had significant phys-
ical plant problems, and since this study was
completed, it has come to CCC’s attention that two
clinics in the South Bronx have been closed indefi-
nitely due to physical plant problems that must be
addressed by HHC and NYCHA, which houses the
two clinics. It is clear that the Office of Child
Health must work to ensure that needed renova-
tions are completed in a timely fashion, even if the
actual work is the responsihility of DOH or NYCHA.
+ RECOMMENDATION: Strengthen the Office for

Child Health to allow it to plan for pediatric

services citywide in the following ways:

. Assessing unmet need for pediatric
primary care services by neighborhood, in
order to plan for potential additional
services in and locations of clinics:

. Assisting facilities with identifying strate-
gies to promote Child Health Plus and
Medicaid enrollment;

. Replicating the medical horme model used
in the clinics in ambulatory care divisions
in other HHC facilities;

. Developing and publicizing prevention and
education campaigns for HHC around
specific child health needs such as lead
poisoning, asthma, and child development;

96 The recently created Division of Health Care Access is charged with the mission of promoting “the availability of
quality health care services in New York City through Medicaid Managed Care and other insurance programs” and
will plan and support programs that promote this mission. Source: DOH Mission Statement.

www.cl.nyc ny.us/html/doh/home . html.
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. Assisting networks with developing and
disseminating educational and screening
materials for child specific neighborhood
health fairs; and

. Recruiting parents/caregivers of clinic
patients for membership on HHC
Community Advisory Boards to reflect the
needs of clinic patients in the community
advisory process.

. Ensure that the Office of Child Health has
access to the resources needed to fulfill all
these functions.

RESPONSES TO QUESTIONS IN ON-SITE INTER-
VIEWS AT CLINICS SHOWED WIDE VARIATIONS
AMONG THE HHC NETWORKS IN POLICIES AND
PROCEDURES AFFECTING CLINIC CPERATIONS.
While the data from the site visits was not conclu-
sive, it was CCC’s strong sense that the
Generations Plus (South Bronx and East Harlem)
network in particular and the Coney Island
network to a lesser degree need stronger manage-
ment support and oversight. To give a few
examples, clinics in these networks were more
likely than clinics in other networks to report that
they did not make home visits, did not have access
to regular staff training, and did not assist families
in completing applications for Child Health Plus
and Medicaid. An unusually large proportion of
clinics in the Generations Plus network have also
experienced physical plant problems that have led
to their temporary closure, in two cases for many
months. For the most part, however, the problems
identified in the study were present in clinics all
across the City.

+ RECOMMENDATION: Ensure that every network

hag appropriate supervision and, when needed,
technical assistance from the HHC central
administration, and that policies in every
network are uniform and in accordance with the
DOH/HHC Transfer Agreement.

DOH OVERSIGHT OF THE CLINICS MUST
CONTINUE. DOH contracts with HHC to operate
the Child Health Clinics and has oversight of the
clinics, as described in the “Context for The
Study.” Under this contract, HHC is required to
conform to a specific scope of services and can not
make changes to those services without authoriza-
tion from DOH. In at least one area, home visits,
study data indicated that some clinics are not
conforming to the scope of services. In addition to
providing oversight, DOH can also provide impor-
tant information for HHC to use in planning for
the clinics. CCC makes the following recommenda-
tions to DOH in its oversight role:

» RECOMMENDATION: Ensure that the Child
Health and Communicare clinics continue to
provide the full scope of services as described in
the DOH/HHC Transfer Agreement.

» RECOMMENDATION: Continue to male
announced and unannounced site visits to
clinics as defined in the Transfer Agreement to
ensure that clinics are operating according to
the agreement.

* RECOMMENDATION: Through the DOH Division
of Health Care Access, work with HHC to assess
the impact of eligibility expansions in Medicaid
and Child Health Plus on the populations of
children served by the clinics. With HHC, use
this information to develop a plan to maximize
health insurance enrollment in the clinics.
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WC's study examined whether HIIC is main-

aining oversight of the clinics’ dual public

iealth and primary care missions while main-
taining high quality and open access for low-income
and immigrant children, regardless of their insur-
ance status. Findings from CCC’s study of nineteen
Child Health Clinics and five pediatric divisions of
Communicare clinics operated by all seven of the
HHC networks lead to the conclusion that HHC is
fulfilling the clinics’” mission to provide primary care
and public health services to children and that
administrative transitions within HHC have not
prevented the clinics from providing these services.
There are, however, some lapses in oversight and
operations that may threaten their continued ability
to do so. HHC’s ability to plan child health services
must be strengthened to ensure that the clinics
continue to provide high quality services to children
in need of a primary care provider.

The Child Health Clinics provide a crucial link
to primary care services for uninsured and immi-
grant children, but also are an important source of
primary care for children insured by Medicaid and
Child Health Plus managed care plans. For both
New York City’s insured and uninsured children,
the clinics are a source of high quality health care,
making CCC’s recommendations to invest in the
physical and operational infrastructure of the
Clinics investments that will benefit New York
City’s children. CCC will continue its advocacy by
working with the Health and Hospitals
Corporation and the New York City Department of
Health to implement these recommendations and
to support the clinics so that they can continue to
provide high quality primary health care and
public health services to all New York City children
who need them.
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A. FIELD STUDY QUESTIONNAIRE

B. TABLE OF SELECTED DATA

C. TASK FORCE MEMBERS

D. LISTING OF CLINICS

E. MAP OF CHILD HEALTH CLINICS AND COMMUNICARE CLINIC SITES

F. MAP OF OTHER PUBLICLY-SUPPORTED PRIMARY CARE SERVICES TO CHILDREN

G. CHILD HEALTH CLINICS USERS - FY’'93 THROUGH FY'98 AND CHILD HEALTH CLINICS VISITS -
FY’'97 AND FY’98 (HHC DOCUMENTS)
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2, What type(s} of identification or documentation are required for a child to be enrolled at this
clinic? (check all that apply)
Q Birth certificate d  Social Security card
Q Driver’s license/identification card O None required
O Insurance card/Medicaid card O Immunization record
O Utility bill/Proof of address QO Other (please describe):
3. How many stafl at this clinic are bilingual?
Support staff: Professional staff

What languages are spoken by staff at this clinic?

4. What neighborhoods are this clinic’s patients from?

5. What age range of children are served at this clinic?

PRIMARY CARE

6. What services are regularly offered to children at this clinic? Check all that apply.
Preventive Care/Screenings:

u
a

[y iy Oy oy SR W

Routine check-ups

Child/Teen Health Plan (C/THP)/

Early Periodic Screening Diagnosis

and Treatment (EPSDT) visits
Immunizations

Hearing screenings

Vision screenings

Developmental assessments

Indicated Denver developmental screenings
Anticipatory guidance

Lead poisoning screenings

School/activity registration examinations
Medical examinations for children who have been abused or neglected
Other(s) (please describe}:

Treatment:

Respiratory illness

Ear infection

Lead poisoning treatment
Infant health care concerns
All routine illnesses
Other(s) (please describe):
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7. On average, how many children are seen at this clinic every month?
O Fewer than 75 O 75-150 0 150-250 a 250+

Approximately how many children has this clinic referred to the emergency room in the past month?
QO Fewer than 5 Q 10-20

a 5-10 Q More than 20

For what types of problems were these children referred to the emergency room?

O Fever O Ear infection

O Stomach ache O Accidents/injuries
O Other (please describe):

8. What method does this clinic use to make sure that children complete C/THF/EPSDT components?

9. Do staff members at this clinic make home visits? O Yes O No

If yes, how many home visits do staff members make each month in total?

10. For what reasons do staff members make home visits?
Routine assessment

Urgent care

Family cannot travel to clinic-one time basis
Family cannot travel to clinic-regularly

Follow up with missed appointment

Not applicable — do not make home visits

Other (please describe}

oo0o0oCcooo

11. How does this clinic follow up with children who miss appeintments or stop coming in for routine
check-ups?

Home visits

Phone call

Mail appointment card

No follow up

Other (please describe):

cogod

If follow-up 1s done, which staff member is responsible for follow-up?
Q Doctor [ Administrative staff
O Nurse Q Other {please describe)

12. Does a child see the same practitioner for all sick and
well-child visits at this clinic? Q Yes O No
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13. Does this clinic have a procedure in place to refer a child who has
failed a hearing screening for a full evaluation? a Yes O No

Where does this clinic refer a child who has failed a hearing screening?

What is the typical waiting time for a full evaluation?
O Less than 6 weeks 0 6 weeks — 3 months 1 More than 3 months

14. Does this clinic have a procedure in place to refer a child who has
failed a vision screening for a full evaluation? O Yes O No

Where does this clinic refer a child who has failed a vision screening?

What is the typical waiting time for a full evaluation?
O Less than 6 weeks O 6 weeks — 3 months 1 More than 3 months

15. Is lab work ever done on site at this clinic? O Yes QO No
If no, where does this clinic send lab work?
If yes, please list types of lab work done on site:

16. Does this clinic dispense medications on site? Q Yes O No

17. Has this clinic mun out of any pharmaceuticals or supplies within the past three months?
0 Often 0O  Sometimes O Never

If often or sometimes, what types of pharmaceuticals or supplies did this clinic run out of ?
{Check all that apply)

Vaccines

Medications

Laboratory supplies

Formulary inventory

Medical supplies

Office supplies

Educational materials

Other (Please explain}:

opopocdooooU

18. Who do you call when you run out of or have problems with pharmaceuticals or supplies?
O Network Administrator O  Supply comparny
O HHC Representative O Unsure
(1 Other (please describe}:

34 New York City’s Child Health Clinics: Providing Quality Primary Care to Children in Low-Income and Immigrant Families



19. What type(s} of transportation assistance does this clinic provide for patients? (check all that apply)
U Tokens/Metrocard O Shuttle to HHC facility
Q Money for carfare 3 None
0 Other {please describe]:

PUBLIC HEALTH

20. Can a child who calls or walks-in for an immunization get it the same day?
O Always O Usually O Sometimes O Never

21. Dees this clinic provide immunizations for children not
enrolled in the clinic for primary care? ad Yes O No

22, Is each staflf member (including administrative staff)
in this clinic trained in an asthma management program? O Yes a No

23, In the past six months, approximately how many children in foster care have been seen in this clinic
for primary care?
O Less than 5 a 5-10 a 11-20 A More than 20
O Unsure

24. Approximately how many children per year come to this clinic specifically for check-ups and/or
immunizations that are required for day care or school entry?
0O Less than 10 a 10-25 a 25-50 O More than 30

Approximately what portion of these children are enrolled in this clinic for ongoing primary care?
O 100%-80% 1 80%-60% G 60% - 40% O 40%-20% 0O less than 20 %

25. Regarding which of the following issues does this clinic provide education to children and families?
{(check all that apply)

Reach Out and Read
Child Development

Gun safety
Other {please describe):

O Lead exposure Jd  Injury prevention
O Asthma management 0O HIV/AIDS

O Nutrition O Sickle Cell Anemia
Qa Tuberculosis O TV watching

a u

a ]
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26. Does this clinic have a “Reach Out and Read” program or distribute
books to children in the waiting room? O Yes U No

If yes, where does this clinic get these books?
O HHC Network O OGther (please describe):

27. Regarding which of the following issues does this clinic make referrals for children and families?
(check all that apply)

Health care for older siblings, parents, and other family members

Mental health assessments and services

Specialty care for chronic problems

Public Assistance/Welfare

Housing assistance

Nutritional assistance

Early intervention/Early childhood programs (Headstart, Pre-Kindergarten)

Other (please describe):

uoououddodd

28. If a family needs social service assistance, what referral source does this clinic use?
0 HHC Network offices 0 Human Resources Administration Income
O No source Maintenance Office/Job Center
O  Other (please describe)

29. In the past six months, has this clinic collaborated with the City Health
Department to address a public health or community health concern? ad  Yes O No

If yes, what was the nature of the concern?

0 Asthma U Hepatitis

O Measles U Tuberculosis

O Lead poisoning U Other (please describe):

30. Have there been any trainings for staff members of this
clinic in the past 3 months? O Yes ad No
If yes, where were the frainings?
U At this clinic O At another HHC facility

4 Other (please describe):

If yes, what were the topics of the trainings?
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PAYMENT FOR SERVICES

Note for CCC volunteer: If you are visiting a Communicare site, ask questions in this section about
Pediatric Communicare only, not about the entire clinic, which also serves adults.

31.

32.

33.

34.

35.

36.

37.

Are patients required to pay for services at this clinic? O Yes Q No

If yes, in what format(s)? (check all that apply)
Insurance co-payment

Sliding scale

Fee for service rate schedule

Other (please describej:

ogoog

Does this clinic bill insurance companies or Medicaid
for services provided to children? O Yes @ No

Does this clinic face any barriers in providing health care to children who are:

Uninsured O Yes 0 No
Legal immigrants O Yes U No
Undocumented immigrants Q Yes a No
Living outside the neighborhood served Q Yes 0 No
Assigned to a primary care provider other than this Child Heaith Clinic Q Yes 0 No
If the answer to any of the above is yes, please describe:

Does a financial counselor meet with a family member when an

uninsured child comes in for an appointment? Q Yes O No

If yes, approximately what percentage of families of uninsured children meet with a financial counselor?
0 100%-80% U 80%-60% Q 60% - 40% O 40%-20% O less than 20 %

At what point during the appointment does the family see a financial counselor?
(1 Prior to receiving services

QO After receiving services

Q Other (please describe):

Does this clinic assist children in applying for Medicaid or
Child Health Plus on site? O Yes Q No
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38. If yes, in what ways does this clinic link potentially eligible children to Medicaid and Child Health

Plus? (check all that apply)

Distribute brochure for Child Healith Plus 0 Yes d No
Refer to Child Health Plus enrollment site U Yes O No
Refer to Medicaid enrollment sites O Yes d No
Assist family in filling out forms U Yes Q No
Other method(s) O Yes Q No

If other, please describe:

PHYSICAL PLANT

39.

40.

41.

42,

43.

Who owns or manages your building?

New York City Housing Authority (NYCHA)

New York City Health and Hospitals Corporation (HHC)
New York City Department of Health (DOH)

Private owner

Other (please describe):

U00JduUD

Have you experienced physical plant problem(s) in this clinic in the past 3 months?

U Often U Sometimes U Never
If often or sometimes, what type(s)? (check all that apply)

O Electrical 0 Equipment

1 Telephone O Other

O Structural

Please describe the problems:

Who do you contact regarding these problems?
O HHC Central Administration

O HHC Network Administrator

4 Building Manager

d  Other (please describe):

How long did it typically take for the problem(s) to be fixed?
0 Less than 3 days O 3 months

U Less than 1 week O Not vet fixed

O 1 month

During evening and weekend hours, does this clinic utilize any extra security precautions?
O Yes G No U Not applicable

If yes, what type of security (check all that apply):

d  Additional security guards O Buzzer

Jd  Outside lighting d  Sign-in with guard
3 Other (please describe}
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CONCLUSION
44. Please characterize the general operations of this clinic in the past six months:

O Excellent 4 Good 1 Fair 1 Poor
Please elaborate:

Is there anything that you would like to tell us about this Ciinic that we have not asked about?

QUESTIONS FOR CCC VOLUNTEER(S): Please answer the following questions based on vour own cohservations:

45. Is this clinic clearly identified on the outside of the building? U Yes d No
Please describe:

46. Is there an operating buzzer or a security guard posted at this clinic? O Yes a No
47. Are the furniture and equipment child-size? O Yes J No
48. Are the furniture and equipment in good condition? O Yes QO No

49, Are there games and books or other materials appropriate for

children available while children are waiting for appoeintments? O Yes Q No
50. Is the waiting room area clearly defined? 0 Yes 4 No
51. Is there sufficient seating for children and parents in the waiting room? d Yes d No
52. Are the exam rooms clean and orderly? d Yes a No
53. Do the exam rooms have doors that close? 24 Yes ad No

54. Is there a working phone available to families at this clinic (either public
telephone or signs posted allowing access to clinic phones if needed)? d Yes a No

55. [s the television in the waiting room running?
O Yes O No d NoTV
If yes, what is showing?
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telephone or signs posted allowing access to clinic phones if needed)? a Yes ad No

55. Is the television in the waiting room running?
0 Yes a No a NoTV
If yes, what is showing?

56. Are the bathrooms clean and well maintained? O Yes ad No

57. Please note any of the following:

O Water leaks 0O Rusted equipment
O Water damage O Cracked/broken windows
O Peeling paint O Broken/inadequate lighting

O  Floor damage
Please comment on physical appearance and condition of this clinic:

QUESTIONS FOR PARENTS/CAREGIVERS

Note to CCC Volunteer({s): If possible, address these questions to parent/caregivers(s) in 2 different fami-
lies. There are separate pages for each family. Introduce yourself by saying the following:

I am here on a site visit for Citizens” Committee for Children, an organization that works to improve services
to children and families in New York City. We are visiting 24 Child Health Clinics and Communicare clinics
across the City to study how they are running, and we are talking to adult family members at each of those
clinics. The information we collect will help us develop recommendations about how best to serve the chil-
dren who come to the Clinics. Would you be willing to answer a few questions for our study?

58. Does your child have health insurance coverage? Q Yes O No
If yes, what type of insurance does your child have?
U  Medicaid
Q Child Health Plus (CHP)
U Private
d  Unsure

59. Does this insurance pay for your child’s health care at this clinic?
O Yes a No U Unsure

60. Have you ever met with a financial counselor at this clinic to talk about insurance and/or payment?
Q Yes  No O Unsure

61. Are you ever asked to pay for your child to receive services at this clinic?
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62.

63.

o4,

60.

66.

67.

d  Yes d No

If yes, when were you last asked to pay for services?
O More than one year ago

O Within the past year

O Within the past three (3) months

Do you call for an appointment at this clinic or walk-in to this clinic when your child needs to be seen?
O I always make an appointment

Q I usually make an appointment

O [ make an appointment about as often as | walk-in

Q I usually walk-in

g I always walk-in

When you call ahead for routine care, about how long do you have to wait for an available appointment?
O Less than 3 days a 3-7 days O 7-14 days O More than 2 weeks

Once at this clinic, about how long does your child wait to see a doctor or a nurse for medical care:
a. For walk-ins?

O Less than 15 minutes 0 30-60 minutes

Q 15-30 minutes 0 More than one hour
b. For appointments?

O Less than 15 minutes O  30-60 minutes

d  15-30 minutes d More than one hour

How leng have you been bringing your child(ren) to the Child Health Clinic or Communicare clinic for
medical care?

O First visit O Less than six months J 6 months — 1 year O More than 1 year
How do you rate the care that your child receives at this clinic?

0 Excellent QA Fair d Poor
Please comment on your answer:

Would you recommend this clinic to other parents/caregivers looking for a place to take a child for
health care?

O Yes d No O Unsure

Please comment on your answer:
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Appendix B: Table of Selected Data on Clinics Visited

CHILD HEALTH CLINICS COMMUNICARE CLINICS TOTAL
N=19 % yes N=5 % yes N=24 % yes
GENERAL INFO
d AL D UJ UIJC.’LLLLU.’L
Weekdays 8:30 - 4:30 11 57.9% 0 0% 11 45.8%
Weekdays + eve 3 15.8% 3 60% 6 25.0%
Weekdays + sat 3 15.8% 1 20% 4 16.7%
Weekdays + eve & sat 2 10.5% 1 20% 3 12.5%
INLLLILCL Q1 SLdll, dveiaRe =0 1.0 IRCAV)
npc l\.CLllEC DCTLVOU
0-12 6 31.6% 0 0% & 25.0%
0-18 10 52.6% 5 1G0% 15 62.5%
0-21 3 15.8% 0 0% 3 12.5%
PRIMARY CARE
AAALLIC Sl INEIKe [TOINE VIsSILS L LT I AV} ] = Le1¥hl 1D DL.07%0
INCEaW LS LIUCLHLE VISILD dl e Hlallde
Routine assessment o] 0.0% o 0% Q 0.0%
Urgent care 3 15.8% 2 40% 5] 20.8%
Family unable to come te clinie 0 0.0% G 0% 0 0.0%
To follow up on a missed appointment 3 15.8% 1 20% 4 16.7%
Other 8 42.1% 3 60% 11 45.8%
UG LOLIUWS L.lp ULl 1SS TUL dppL U_y
Home visit 2 10.5% 1 20% 3 12.5%
Telephone call 19 100.0% 5 100% 24 100.0%
Mailed appointment card or letter 16 84.2% S 100% 21 87.5% .
No follow up o 0.0% 0 0% 0 0.0%
Other 3 15.8% 0 0% 3 12.5%
LI EI) [1aVe Sallle RDIaACULIONIIED gl &l VISILS T i QY. 270 ful 11U L2 2Ll fve
V\"cuLlllS [P Lo O] ut:a_uus CvaluiEuugg
Less than six weeks 17 89.5% 4 80% 21 87.5%
6 weeks - 3 months 2 10.5% 1 20% 3 12.5%
More than 3 months 0 0.0% 0 0% o] 0.0%
VV&:ULHJS LLiELIE LU VISICHL SUL CC‘lllllE
Less than six weeks 15 78.9% 4 80% 19 79.2%
6 weeks - 3 months 4 21.1% 1 20% 5 20.8%
More than 3 months 0 0.0% 0 0% 0 0.0%
Ll WULK LS UOLLE Ol s 1< o470 “+ oUa 1D 2.7
WICLLICA LIONS Jd1lT WIS DELISEW ULl S 1z 1Tuu. g /o o PRIV, Lt 1w urvn
CALTLIG TUELS OUL Ul ELIEUICELLIOIES el f UL SURPIIES
Often 4 21.1% 1 20% 5 20.8%
Sometimes 9 47 4% 1 20% 10 41.7%
Never 6 31.6% 3 60% 9 37.5%
AR TN FLA QW DY B 3 W PR B V) B
Vaccines 2 10.5% 2 40% 4 16.7%
Medications 11 57.9% 2 40% 13 54.2%
Laboratory supplies 1 5.3% 2 40% 3 12.5%
Medical supplies 4 21.1% 1 20% 5 20.8%
Office supplies 5 26.2% 1 20% 6 25.0%
Educational materials 2 10.5% 1 20% 3 12.5%
Other fincludes cleanine supplies) 3 15.8% 1 20% 4 16.7%
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CHILD HEALTH CLINICS COMMUNICARE CLINICS TOTAL
N=19 % yes N=5 % yes N=24 Y yes
DITLT TN TIRAT 'T'ET
All STAll MeMmpers are rained 1
bl maamamarant 14 7T k! A% 17 70 R%
ocial service referrals are made 1o
HHC network office 8 42.1% 5 100% 13 54.2%
New York City Human Resources
Administration &) 31.6% 0 0% 6 25.0%
Are not made 0 0% 0 0% 0 0.0%
Nthor 5 26 R, n 1% 5 20.8%
THAVRITAIT WD CLRDPDUTATS
Barrers to providing care exist 1or
Uninsured children Q 0.0% 8] 0% 0 0.0%
Legal immigrants a 0.0% 0 0% 0 0.0%
Undocumented Immigrants 0 0.0% 8} 0% 0 0.0%
Children who live outside neighborhood o} 0.0% 1 20% 1 4.2%
Children with other assigned
by e etz ee A 21 Ao 1 200, 7 20 29
LCUn:ic assists armilies witn
imetiranna annlicaticane 1A R4 04, = 10004 21 A7 5%
‘Types oI assistance (IN=18) W—20)
Distribute Child Hezlth Plus brochure 15 83.3% 4 80% 16 82.6%
Referral for Child Health Plus enrollment 9 50.0% 2 40% 11 47 8%
Referral for Medicaid enrollment 8 44 4% 2 40% 10 43.5%
Assist families in filling out forms 13 T2.2% 5 100% 18 78.3%
Metas- ] 11 194 1 N 2 12 N,
DILIVCSIMAT DF ARTT
KNty thal owns Dullding Nousing cume
NYCHA 6 31.6% 2 40% 8 33.3%
HHC 0 0.0% C 0% 0 0.0%
DOH 12 63.2% 2 40% 14 38.3%
Diivnta nrrrmar 1 5 Wk 1 0%, > 8 304
Physical plant problems n past tree montns
Often 2 10.5% 1 20% 3 12.5%
Sometimes 12 63.2% 3 60% 15 62.5%
Netrar =5 DA 0% 1 2% [3) 25.009%
‘I'ypes ot physical plant propiems
Electrical 1 5.3% 0 0% 1 4.2%
Telephone 4 21.1% 1 20% 5 20.8%
Structural 3 15.8% 0 0% 3 12.5%
Equipment 1 5.3% 1 20% 2 8.3%
Heat 5 26.3% 2 40% 7 29.2%
Nihar 2 10 B9, n 0% 2 K] A%,
Lengtn of ame tor problem 10 be xect
Less than 3 days 8 42.1% 2 40% 10 41.7%
Less than 1 week 3 15.8% 1 20% 4 16.7%
1 month 1 5.3% o 0% 1 4.2%
Nnt vat fived 2 15 Ko, 2 409, 5 20.8%

Citizens’ Committee for Children of New York 843



Appendix D: Listing of Clinics

BRONX

MANHATTAN

Generations Plus Network®”

Daniel Webster Houses — 401 East 168th Street *
Forest Houses — 1005 Tinton Avenue

James Monroe Houses — 816 Soundview Avenue
John Mitchel Houses — 185 Willis Avenue *
Melrose Houses — 348 East 156th Street *

North Bronx Network
Glebe Avenue — 2527 Glebe Avenue *

Gunhill Pediatric Primary Care Center — 3450
White Plains Road

Tremont Avenue Communicare — 1932 Arthur
Avenue *

BROOKLYN

South Brooklyn/Staten Island Network
Brevoort Houses — 258 Ralph Avenue
Brownsville — 259 Bristol Street *

Crown Heights —~ 1218 Prospect Place *

Eleanor Rocsevelt Houses — 388 Pulaski Street *
Fifth Avenue — 665 Fifth Avenue *

Howard Houses — 1620 East New York Avenue
Sutter Avenue — 1091 Sutter Avenue

North Brooklyn Network

Bushwick Communicare ~ 335 Central Avenue *
Fort Greene — 295 Flatbush Avenue Extension *

Jonathan Williams Houses — 333 Roebling Street
Lafayette Houses — 434 Dekalb Avenue

Sumner Avenue Houses — 47 Marcus Garvey
Boulevard

Williamsburg — 151 Maujer Street *
Wyckoff Gardens Houses — 266 Wyckoff Street *

Coney Island Hospital Network

Homecrest — 1601 Aveniue S *

Luna Park Houses — 2817 West 12th Street
Sheepshead Bay Houses — 3525 Nostrand Avenue*

South Manhattan Network

Alfred Smith Houses Communicare — 60 Madison
Street*

Baruch Houses — 280 Delancey Street

Generations Plus Network
East Harlem — 158 East 115th Street *
Riverside - 160 West 100th Street

Renaissance Network
Alexander Hamilton Houses — 2690 Eighth Avenue

Dyckman Houses Communicare — 175 Nagle
Avenue*

Manhattanville - 21 Old Broadway *
St. Nicholas Houses — 281 West 127th Street
Washington Heights — 600 West 168th Street

STATEN ISLAND

South Brooklyn/Staten Island Network

Hylan Avenue Comrmunicare — 2971 Hylan Boulevard*
Mariner’s Harbor Houses — 142 Brabant Street

St. George — 51 Stuyvesant Place *

Stapleton — 111 Canal Street

QUEENS

Queens Network

Astoria — 12-26 31st Avenue

Corona — 101-04 Corona Avenue *

Junction Boulevard — 34-33 Junction Boulevard *
Jamaica-Parsons — 90-37 Parsons Boulevard *
Ridgewood Communicare — 769 Onderdonk Avenue
Waltham — 146-39 105th Avenue

Woodside Houses — 50-53 Newtown Road

* Indicates clinic was part of CCC study

57 The Forest Houses, John Mitchel Houses, and Daniel Webster Houses were closed at the time of publication of

this report, due to structural problems.
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CHILD HEALTH CLINICS COMMUNICARE CLINICS TOTAL
N=19 % yes N=5 % ves N=24 % yes
DITRT I TIRAT TH
ALl SLEdl LHEIIDELS el & Lldlliea ul
acthma manacerment 14 TR 7Y 3 A0%, 17 70 8%
socal Service relerrals are maae o
HHC network office 8 42.1% 5 100% 13 54.2%
New York City Human Resources
Administration 6 31.6% o) Q% 6 25.0%
Are not made 0 0% o 0% 0 0.0%
Nthear 5 26 3%, 0 [§57% 5 20 8%,
1 e oAallanAataran TIIITHR 1T rH 1T NIRRT R1Y TmnTnS Eal & /0 Tn Pl et r/n [In] =.).070
DAVMRENT FOR SERVICRS
I Imamenirad MartiAnTLS FRMMIITYen TN NAaY TOr S8rviiees (N} ViV A 1 AN i) R A |
Harriers to providing care exist 1or
Uninsured children 0 0.0% 0 0% 0 0.0%
Legal immigrants 0 0.0% 0 0% 0 0.0%
Undocumented immigrants 0 0.0% 0 0% o} 0.0%
Children who live outside neighborhood 0 0.0% 1 20% 1 4.2%
Children with other assigned
nrimanr rare nrovider [ 21 A% 1 209%, 7 29 2%,
Clnic assists lamilies witn
inenirance annliratinne 1A K4 287, 5 100% 21 K7 5%
lypes O assistance IIN= L85} [N—29)
Distribute Child Health Plus brochure 15 §3.3% 4 80% 19 82.6%
Referral for Child Health Plus enrollment 9 50.0% 2 40% 11 47 8%
Referral for Medicaid enrollment a2 44 4% 2 40% 10 43.5%
Assist families in filling out forms 13 72.2% 5 100% 18 78.3%
Other 7 11 1%, 1 200% 3 13.0%
DLTVQIOAT. PT.ANT
Enftity that owns building housing chinic
NYCHA 6 31.6% 2 40% 8 33.3%
HHC Q 0.0% 0 Q% G 0.0%
DOH 12 63.2% 2 40% 14 58.3%
Private nurhar 1 5 R% 1 20% 2 8.3%
rhysical plant problems In past LAree montns
Often 2 10.5% 1 20% 3 12.5%
Sometimes 12 63.2% 3 60% 15 62.5%
Never 5 26 A% 1 0% 3] 25.0%
‘Lypes of physical plant proplems
Electrical 1 5.3% 0 0% 1 4.2%
Telephone 4 21.1% 1 20% 5 20.8%
Structural 3 15.8% 0 0% 3 12.5%
Equipment 1 5.3% 1 20% 2 8.3%
Heat 3 26.3% 2 40% 7 29.2%
MNther 2 10 50, 0 0o4, 2 R A%
Length ol time 10T proplem to ne Ixed
Less than 3 days 3 42.1% 2 40% 10 41.7%
Less than | week 3 15.8% 1 20% 4 16.7%
1 month 1 5.3% 0 0% 1 4.2%
Nt srat ived 3 15 R% 2 40% 5 20) 844
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CHILD HEALTH CLINICS

COMMUNICARE CLINICS

TOTAL

N=19 % yes N=5 % yes N=24 % yes
VOLIINTEER ORSERVATIONS
LTI CIEATTV 18T 0T (11810148 TN=1241 11 Hlo1Ya 23 A Wia IN="441 1S Laln P L N
DIIAAS 1 Sty 21111 [l Lala il ) &G MUY s ALY R
LITHO-KIZAE BEOLIDMMIETIE AT THUTTHISMngs THN=1 /1 4 A MY v <L 1YY =22 1 =k YA
P T A DT 1 SO0 COreT VA o rn - Vo ’< (VT
LLLU-E PO PTIELE ZAINES, DOUKS 1N
waitineg rnnm IN=T7\ A AR 30, 2 AN (N=2 Q AN QoL
SULICIENE SEA TS 1T WHINTIE THHTT (3 [ e B br'de) b FLIUEYn s L N
AR L] AL NIEAl XA TEHns HIN= 1My 1Yy ursyn ol N 1sn [ERTECIPIL Y I Y TN U
PaXet Il TUUETES TIAVE {10007 HN= 1400 F UL Ln hal 1O 1Y T="201 "2 TEH LTIV
1 21ETINOTIE AVAIIADIE TO TATTIEeR TN= 150 8 Eala B A Lot By HN="011 1~ MU0,
1EIEVESIULN U1 1T WHAILTIINE 7o (] {25 Mn Fd A% b} s FUY MV
CAEATL TESLTOOTO IOT DATICNTS Ana IAamiies (NS 15) 18 Luu.Uvo o LU |IN=L£3) L3 100.0%
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Appendix C: Task Force Members

Edythe First, Chair
Felice Burns, Chair
Bonnie Bach
Priscilla Barnes
Helen Cooper

Louis Cooper, MD
Nicholas Cunningham, MD
Carol Feinberg
Leslie Gimbel

Holly Hackman, MD
Ruth Houghton
Bonnie Howard

Ida Kirsch

Audrey Kislik

Pauline Kislik

Jeffrey Leeds, DDS
Katherine Lobach, MD
Nancy Locker

Daniel Lufkin

Martha Olson, Esq.
Phyllis Rovine

Nancy Schacht

Jean Schrag
Elizabeth Sheehan
Paul Smetko, PhD
Nancy Solomon

Serita Winthrop
Donna Tiburzi, Student Intern
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Appendix D: Listing of Clinics

BRONX

MANHATTAN

Generations Plus Network®

Daniel Webster Houses — 401 East 168th Street *
Forest Houses — 1005 Tinton Avenue

James Monroe Houses — 816 Soundview Avenue
John Mitchel Houses — 185 Willis Avenue *
Melrose Houses — 348 East 156th Street *

North Bronx Network
Glebe Avenue — 2527 Glebe Avenue *

Gunhill Pediatric Primary Care Center — 3450
White Plains Road

Tremont Avenue Communicare — 1932 Arthur
Avenue *

BROOKLYN

South Brooklyn/Staten Island Network
Brevoort Houses — 258 Ralph Avenue
Brownsville - 259 Bristol Street *

Crown Heights — 1218 Prospect Place *

Eleanor Roosevelt Houses — 388 Pulaski Street *
Fifth Avenue — 665 Fifth Avenue *

Howard Houses — 1620 East New York Avenue
Sutter Avenue — 1091 Sutter Avenue

North Brooklyn Network

Bushwick Communicare — 335 Central Avenue *
Fort Greene - 295 Flatbush Avenue Extension *
Jonathan Williams Houses — 333 Roebling Street
Lafayette Houses — 434 Dekalb Avenue

Sumner Avenue Houses — 47 Marcus Garvey
Boulevard

Williamsburg — 151 Maujer Street *
Wyckoff Gardens Houses — 266 Wyckoff Street *

Coney Island Hospital Network

Homecrest — 1601 Avenue S *

Luna Park Houses — 2817 West 12th Street
Sheepshead Bay Houses — 3525 Nostrand Avenue?*

South Manhattan Network

Alfred Smith Houses Communicare — 60 Madison
Street®

Baruch Houses - 280 Delancey Street

Generations Plus Network
East Harlem — 158 East 115th Street *
Riverside — 160 West 100th Street

Renaissance Network
Alexander Harmilton Houses — 2690 Eighth Avenue

Dyckman Houses Communicare — 175 Nagle
Avenue*

Manhattanville — 21 Old Broadway *
St. Nicholas Houses — 281 West 127th Street
Washington Heights — 600 West 168th Street

STATEN ISLAND

South Brooklyn/Staten Island Network

Hylan Avenue Communicare — 2071 Hylan Boulevard*
Mariner’s Harbor Houses — 142 Brabant Street

St George — 51 Stuyvesant Place *

Stapleton - 111 Canal Street

QUEENS

Queens Network

Astoria — 12-26 31st Avenue

Corona — 101-04 Corona Avenue *

Junction Boulevard — 34-33 Junction Boulevard *
Jamaica-Parsons — 90-37 Parsons Boulevard *
Ridgewood Commumnicare — 769 Onderdonk Avenue
Waltham - 146-39 105th Avenue

Woodside Houses — 50-53 Newtown Road

* Indicates clinic was part of CCC study

57 The Forest Houses, John Mitchel Houses, and Daniel Webster Houses were closed at the time of publication of

this report, due to structural problems.
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KEY

PROVIDERS OF PRIMARY CARE FOR CHILDREN

L~k wnn -~

Bedford Medical FHC

Bedford Stuyvesant Family HC
Brockdale University Family Care Center
Brookdale University Family Care Center
Brockdale University Pediatric Resource Center
Brookdale University Urban Strategies
Brocklyn Hospital Center

Brocklyn Plaza MC

Brownsville FHC

Coney Island Hospital

Cumberland D & TC

East New York D & TC

Interfaith MC Lola Cuifee FHC
Interfaith MC Ralph Avenue

Interfaith MC St. John's

Interfaith Medical Center FHC
Jamaica Hospital MC Medisys

Kings County Hospital Center

Long [sland College Hospital

Long [sland College Hospital Family Care
Lutheran MC Park Slope

Lutheran MC Sunset Park

Lyndon Johnson Health Complex
Maimonides Medical Center

New York Community Hospital

New York Methodist Hospital

Sister Thea Bowman HC

5t Mary’s Hospital Charles Drew FHC
St Mary’s Hospital Pediatric Clinic

5t Mary’s Hoespital Sister Lucian Lucchi FH
St Mary’s Hospital St Francis

S5t Mary’s Hospital St Peter Claver
SUNY University Hospital FHC
Victory Memorial Hospital

Woodhull M&MHC VIP Chnic

Wyckoff Hospital Patrick F. Daly FHC
Bronx-Lebanon Hospital Center
Calvary Hospital

Dr. Martin Luther King Health Center
Hunts Peint Pediatric Clinic

Jacobi Hospital

Juan Ponce DeLeon Pediatric Clinic
Lincoln Hospital Medical Center
Montefiore Family Health Center
Montefiore Medical Center

Montefiore Medical Center D&TC
Montefiore Pediatric Clinic

Morris Heights Pediatric Clinic

Morris Heights Pediatric Clinic
Morrisania D&TC

Neighborhood & Family HC

North Central Bronx Hospital

Cur Lady of Mercy MC

Cur Lady of Mercy Pediatrics

Ronald Fraser Health Center

Segundo Ruiz D & TC

Soundview Health Center

S5t Barnabas

Urban Health Plan

Westchester Square Hospital

Bellevue Hospital PRC

Betances Health Center

Beth I[srael Medical Center

Boriken Health Center

Cabrini Medical Center

Center for Comprehensive Health Practices
Central Harlem Group
Coler/Goldwater Hospital
Community HealthCare Network
CPMC 180th Street

CPMC Audubon Clinic

Governeur D&TC

Gracie Square Hospital

Harlem Hospital Center
Metropolitan Hospital Center

Mt. Sinai Medical Center

New York Hospital Cornell MC

North General Hospital

NYU Downtown Hespital

Rockefeller University Hospital
Ryan-NENA Community HC
Settlement Health Plaza

Sidney Hillman Family Practice

St Lukes - Roosevelt Hospital Center
3t Lukes - Roosevelt Hospital Center
5t Vincent’s Hospital and MC

St Vincent’s Hospital Chelsea

St Vincent’s Hospital Chinatown
Sydenham D&TC

William F. Ryan Community Health Center
Catholic Medical Center

Elmhurst Hospital

Jamaica Hospital MC

Jamaica Hospital MC Clocktower
Jamaica Hospital MC Goethals
Jamaica Hospital MC Goodwill
Jamaica Hospital MC Howard Beach
Jamaica Hospital MC Jamaica
Jamaica Hospital MC Richmond Hill

100 Jamaica Hospital MC Saratoga

101 Jamaica Hospital MC Springfield

102 Jamaica Hospital MC St. Albans

103 Joseph P. Addabbo FHC

104 LI Jewish MC/Schneider Children’s Hospital
105 Mary Immaculate Hospital

106 New York Flushing Hospital MC

107 New York Hospital - Theresa Lang Children’s Center
108 Peninsula Hospital Center

109 Queens Health Services Family Care Center
110 Queens Hospital Center

111 Queens Hospital Center

112 Queens Hospital Center PRC

113 St John's Episcopal Hospital

114 St John’s Queens Hospital

115 Western Queens Community Hospital

116 Doctor’s Hospital of Staten Island

117 Staten [sland University Hospital

118 Staten Island University Hospital

119 Sisters of Charity
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