
 

MINI-ENVIRONMENTAL 

ASSESSMENT OF THE HEALTH 

STATUS AND NEEDS OF THE POOR 

 

Ann Zuvekas, DPA 
Lea Nolan, MA 
Takisha Galaor 
Michael Dryer, MPH 
Carol Tumaylle, MPH 
Jennel Harvey 
Mary Anne Baysac 
 

 

July 21, 1999 
 
 
 
 
 

Prepared for the Daughters of Charity National 
Health System

2021 K Street, N.W. 
Suite 800 
Washington, DC 20006 
Phone: 202-296-6922 
www.gwhealthpolicy.org 



Center for Health Services Research and Policy 
School of Public Health and Health Services 

The George Washington University Medical Center 

1

 
 
METHODS 
 

To produce this environmental assessment, we used several types of information 
sources.  First we conducted a thorough survey of the peer-reviewed literature, other 
published resources and reference materials.  We also reviewed sources on poverty 
and health available from the internet.  In addition, we conducted a series of interviews 
with experts in the field, as well as key informants from the DCNHS. 

 
The literature reveals a high correlation between socioeconomic status and 

race/ethnicity.  However, the relationship between the two is highly complex, and one 
does not predict the other.  To the extent possible, we sought and used information on 
socioeconomic status, but where there was no existing data, we have used information 
on race/ethnicity. 
 
 
BACKGROUND – POVERTY IN THE UNITED STATES 
 

In 1997, 35.6 million people had family incomes below the official poverty level, 
and the poverty rate was 13.3 percent.i  In 1994 just over one quarter of the U.S. 
population was under 200 percent of the poverty level.  In the same year, 29 percent of 
all minorities were found to be living in poverty, and 21 percent of all Americans under 
the age of 18 were poor.ii   
 

Geography:  Many of the poor live in urban, inner-city areas. Of the 71 million 
Americans who live in medically underserved areas or health professional shortage 
areas, over half (37.7 million) live in urban areas, usually in inner cities.   Many of these 
inner-city poor are minorities; while 46 percent of Whites live in large urban areas, 
almost 60 percent of African-Americans and 70 percent of Hispanics live in cities.   
Moreover, African-American and Hispanic poor are more concentrated in high-poverty 
areas than other groups.iii   Rural areas also have significant numbers of poor people.  
In 1994, 16 percent of the rural population was living in poverty.iv 
 

Race: Minority Americans are significantly poorer than their White counterparts.  
In 1997, the poverty rate for African-American individuals was 26.5 percent, and 27.1 
percent for Hispanic individuals, compared to 8.6 percent for non-Hispanic White 
individuals, and 14.0 percent for Asian and Pacific Island individuals.  African-American 
and Hispanic families are also at high risk for poverty.  The poverty rate for African-
American families was 23.6 percent, and the rate for Hispanic families was 24.7 
percent, compared with 6.3 percent of White non-Hispanic families.  The poorest 
families were those with a female householder with no husband present.  In 1997, 39.8 
percent of African-American families headed by females and 47.6 percent of Hispanic 
female-headed families were poor.  While White female-headed families fared better 
than minorities, they were still at high risk of poverty: 23.4 percent were poor.v  
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 Other factors can result in greater poverty.  For example, disparities in economic 
status are positively associated with years of formal education.  A lower percentage of 
African-Americans over the age of 25 (63 percent) had completed high school in 1990, 
compared to their White counterparts (78 percent); an even lower percentage had 
completed college (11 percent versus 22 percent). In 1990 the difference between 
median incomes for Whites and African-Americans who worked full-time and year-round 
ranged from $2,200 for those who had not completed high school, to $6,100 for those 
who had completed college.vi  It is important to note  that regardless of education 
attainment, African-Americans earn less, on average than Whites. 
 

Age:  The largest segment of the U.S. population in poverty are children under 
age 18.  Nearly a fifth of children under 18 were poor in 1997, compared to 10.9 percent 
for adults aged 18 to 64, and 10.5 percent for adults over age 65. Children represent 40 
percent of the poor population even though they comprise only a quarter of the total 
U.S. population.  Children aged 0-6 are the most vulnerable.  Overall, 21.6 percent of 
children under six were poor, and 59.1 percent of children 0-6 in female-headed 
households lived in poverty in 1997.vii 
 

EXHIBIT 1 
POVERTY RATES BY AGE: 1959-1997 
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Immigrant Status:   People born outside the U.S. are at higher risk for poverty than are 
natives of the United States.  Overall, nearly a fifth (19.9 percent) of those not born in 
the U.S. without at least one citizen parent are poor, compared to 12.5 percent of U.S. 
natives.  Foreign-born people living in the U.S. who are not naturalized are more likely 
to be poor than those who have become citizens.  In 1997, 25 percent of non-citizens 
were poor versus 11.4 of naturalized citizens.viii  
 
 
RISK FACTORS FACING THE POOR 
 

 
Poverty is a predominant social precursor to poor health.ix  Compared to the 

general population, poor people face a plethora of risk factors that have 
disproportionate, adverse consequences on their health. These risk factors can be 
grouped into three broad categories: 1) personal health risks; 2) environmental risks; 
and 3) social risks.  

 
 
Personal Health Risk Factors 
 

While a constellation of health risk factors can affect the health of the poor, the 
literature emphasized the following: inadequate nutrition, lack of fitness/exercise, 
cigarette smoking, substance abuse, and high-risk sexual behavior. 
 

Inadequate Nutrition:  Poverty is associated with poor nutrition and 
subsequently, poor health outcomes, and the inability to purchase and store food on a 
regular basis.x   Living below the poverty line strains a household budget, and therefore 
adversely affects the ability to purchase a nutritionally adequate diet.  The lack of 
access to food retailers, minimal knowledge about food and nutrition, insufficient food 
preparation skills, little time, and cultural food preferences are all factors that may cause 
the poor to develop “the McDonald’s diet”.xi  The purchase of inexpensive foods that are 
high in fat, cholesterol, and sodium ultimately can have serious health consequences 
such as obesity, hypertension and diabetes, thus lowering the health status of low-
income minorities. 
 

While fatty foods pose a major health threat, malnutrition and hunger also 
significantly continue to debilitate the health status of low-income children, the 
homeless, pregnant women, and the elderly.  
 

Children living in poverty suffer from several nutrition-related health problems 
which include anemia, dental problems, and gastrointestinal complaints, including 
diarrhea and asymptomatic enteric infections.xii   
 

According to the U.S. Public Health Service, the Surgeon General’s 1990 goal of 
eliminating growth retardation of infants and children caused by inadequate diets was 
not met because significant numbers of low-income children continued to suffer 
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retarded growth.  In 1992 almost twice as many low-income children were short for their 
age compared to children from middle and high-income families.xiii 

 
According to the Food Research and Action Center’s Survey—the Community 

Childhood Hunger Identification Project (CCHIP)—hungry children suffer from two to 
four times as many individual health problems such as unwanted weight loss, fatigue, 
headaches, irritability, inability to concentrate and frequent colds.  Hunger, and 
insecurity about whether a family will be able to obtain enough food to avoid hunger, 
also have an emotional impact on children and their parents.xiv 

 
Homeless children also bear significant health consequences due to their 

transient status and lack of ability to obtain an adequate diet.  When compared with 
housed children, homeless children have a higher incidence of nutritional deficiencies: 
more gastrointestinal ailments, and dental problems.xv  

 
Poor teenage mothers who are undernourished are more likely to have low-

birthweight babies and experience a higher incidence of infant mortality.xvi  These 
infants are more likely to suffer delays in their development and are more likely to have 
behavior and learning problems later in life.  Several studies reveal that the social class 
of the mother is inversely proportional to the infant mortality rate.xvii  
 

One study suggests a link between a pregnant woman’s poor nutrition and her 
baby’s development of heart disease later in life.  A baby who has been affected in the 
womb by a mother’s poor diet may be at higher risk for heart disease and can exhibit 
one or more of the following characteristics at birth: weight under 5.5 pounds, thinness, 
a disproportionately large head, or a narrow waist.  These characteristics indicate that 
the baby’s organ system may have been compromised in the womb which can affect 
the way the body regulates cholesterol and blood clotting later in life.xviii 
 

Many homeless people lack spouses or other supports that could provide them 
with food and shelter.  In addition, several factors may increase the homeless person’s 
risk of dietary inadequacy: lack of adequate kitchen facilities, (often coupled) with 
physical conditions that can alter or increase their nutritional needs, such as growth, 
pregnancy, or lactationxix.   
 

A comparative study of the eating habits of housed low-income families and 
homeless families revealed that homeless families reported obtaining more meals from 
fast food restaurants and convenience stores.xx  Other studies of low-income children 
have identified higher-than-expected levels of overweight, low height-for-age, and iron 
deficiency anemia.  Homeless children therefore appear to experience patterns of 
potential malnutrition similar to those seen in other children of similar age and income.  
Moreover, homeless children with growth and nutrition problems may be less likely to 
receive timely attention than housed children, given their transience.xxi 
 

Malnutrition is also a major concern among low-income elderly.  Special 
nutritional requirements and malnutrition increasingly become significant issues as 
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people age.  Therefore, lack of available funds to meet the increasing demand for a 
nutritious diet can pose much difficulty for poor elderly.  Hunger and malnutrition 
exacerbate chronic and acute disease, and can speed the onset of degenerative 
diseases.  National data of people ages 65 to 75 show that the majority is not 
consuming even two thirds of the nutrients they need to stay healthy.xxii  Moreover, heart 
attacks, strokes, gastrointestinal problems, declining cognitive function and increase in 
dementia resulting from an inappropriate diet are major concerns.   
 
 

Lack of Fitness/Exercise: An inadequately nutritious diet coupled with physical 
inactivity can severely affect health status.  Poor eating habits, combined with physical 
inactivity present a major risk factor for diabetes among minorities.  Regular physical 
activity can act as a protective factor against Type II diabetes.  Researchers suspect 
that a lack of exercise is a factor that contributes to the high rates of diabetes among 
African-Americans.  In the NHANES III survey, 50 percent of African-American men and 
67 percent of African-American women reported that they participated in little or no 
physical activity.xxiii 
 

Smoking:  Cigarette smoking is the leading preventable cause of disease and 
death in the United States.xxiv  American Indians/Alaska Natives, Latinos, and African-
Americans may use tobacco (nicotine) as a coping response to environmental stressors 
such as poor living conditions and violence in their community, more often than their 
White counterparts.xxv  
 

The Surgeon General’s report on minorities and smoking stated “we are 
witnessing the first steps of a potentially tragic reversal of the health of American 
minorities.  Where we once saw hopeful signs of declining lung cancer among minorities 
in the early years of this decade, we now see striking increases in smoking by minority 
youth.  Unless we can reverse these trends, they are bound to result in more lung 
disease and early death for these populations.”  While there is no single factor that 
determines patterns of tobacco use among minority groups, socioeconomic status does 
impact its use.   
 
The Surgeon General reported the following:xxvi 
 

• If the number of African-American youth who smoke cigarettes continue to 
increase, an estimated 1.6 million now under the age of 18 will become regular 
smokers.  Therefore, about 500,000 of those smokers will die of a smoking-
related disease. 

 
• The report surveyed tobacco use and its health consequences among all four 

major U.S. racial and ethnic minority groups: African-Americans, American 
Indian/Native-Alaskan, Asian American/Pacific Islander, and Hispanic.  According 
to the report, cigarette smoking is a major cause of death and disease in all four 
groups.  African-American men have death rates from lung cancer that are 50 
percent higher than those of White men. 
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• Nearly 40 percent of American Indian and Alaskan Native adults smoke 

cigarettes, compared with 25 percent of adults in the overall U.S. population. 
 
• Estimates of smoking among Southeast Asian American men range from 34 

percent to 43 percent, which is higher than other Asian American and Pacific 
Islander groups.  Living in poverty was one of the factors associated with 
smoking among this population. 

 
• After increasing in 1970s and 1980s, death rates from respiratory cancers 

decreased slightly among Hispanic men and women from 1990-1995.  However, 
for Mexican American adults there has been an increase. 

 
• Direct and passive exposure to smoke poses special health hazards to pregnant 

women, babies, and young children.  Babies and children who are exposed to 
tobacco smoke have more ear infections and asthma and die from SIDS more 
often.  Mothers who smoke during pregnancy are more likely to have low-
birthweight babies. 

 
Substance Abuse: Minority subgroups and inner-city poor populations have a 

greater prevalence of substance abuse than individuals in the total U.S. population.  
Illicit drug use by population density for a large metropolitan area age 12 and older, was 
6.8 percent compared to only 3.7 percent for the non-metropolitan areas.  African-
Americans have a higher prevalence of substance abuse than other Americans.  
According to national data, the racial/ethnic group with the highest prevalence of illicit 
drug use was non-Hispanic African-Americans at 7.5 percent, compared to their White 
counterparts at 6.1 percent.  In 1996, the prevalence of heavy drinking among 
Hispanics (6.2 percent) was about the same as that among American Indians and 
Alaskan Natives (6.4 percent).  Puerto Ricans had the highest prevalence of heavy 
drinking among Hispanics (7.3 percent).xxvii 

 
The adverse consequences to minorities’ use of substance abuse include 

substantial health risks.  For example, the death rate from alcohol-related causes is 
three times higher among African-Americans than among Whites.  Similarly, cirrhosis 
mortality among Native Americans has been estimated to be at least four times the rate 
of the general population.  Substance abuse also increases the likelihood of violence.  It 
is estimated that African-American men were five times more likely than White men to 
be victims of homicide, and that at least half of both offenders and victims had been 
drinking alcohol at the time of the homicide.xxviii 

 
Drug abuse is a serious behavioral risk factor for homeless youth; in a study of 

homeless youth in Los Angeles, California, 71 percent were classified as having an 
alcohol and/or illicit drug abuse disorder;xxix  a study of street youth in Baltimore, 
Maryland, showed that 71 percent currently drink alcohol regularly; 63 percent currently 
smoke marijuana regularly; and 63 percent currently use other drugs regularly.xxx  
According to a key informant at Covenant House, 80 percent of youth receiving services 
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have a substance abuse history; however, most do not have the resources to sustain a 
serious drug or alcohol addiction.xxxi 

 
High-Risk Sexual Behavior: Those living in poverty are at increased risk for 

sexually transmitted disease and social outcomes.  According to a survey of 1,389 sixth-
grade students from an urban public school district, of those attending a poorer school, 
87 percent reported having already initiated sexual intercourse during the sixth grade 
school year.xxxii 

 
Impoverished women of color now represent the fastest growing category of 

persons affected by AIDS in the United States. Poor women are reportedly at increased 
risk for HIV infection as a result of heterosexual exposure to multiple sexual partners at 
risk (specifically men who have been in jail or prison and bisexual men); rape; and 
personal use of injection and non-injection drugs.xxxiii 
 

Homeless youth also engage in high-risk sexual behavior. Many homeless youth 
trade sex for food, clothing, and shelter because they have few means of legally earning 
money on which to survive.xxxiv Twenty-seven percent of the street youth interviewed in 
one study had a chart history of a sexually transmitted disease.xxxv  Many homeless 
youth have a history of sexual abuse.  Of those participating in a study held in Denver, 
Colorado, New York City, and San Francisco, 40 percent reported ever being sexually 
abused, 34 percent were sexually abused before leaving home, with 9.4 years being the 
mean age at first sexual abuse incident.xxxvi 
 
 
Environmental Risk Factors 
 

The following environmental risk factors are prevalent among the poor: poor 
housing conditions (and the subsequent adverse conditions it can cause), pollution, 
pesticides and hazardous wastes. 
 

Poor Housing Conditions: The substandard living conditions of the poor make 
them more susceptible to a variety of illnesses, particularly of the respiratory and central 
nervous systems.  A recent study indicates a correlation between poor housing and 
injuries, chronic diseases (asthma, cystic fibrosis, HIV/AIDS), malnutrition, and lead 
poisoning.  More than 1.2 million U.S. households live in housing with significant 
physical problems. xxxvii  
 
 
 Poor housing conditions can contribute to the incidence of the following 
conditions: asthma, injuries, anemia, and other respiratory and physical problems. Poor 
housing conditions can also increase the incidence of asthma among those living in 
poverty.  Poor indoor air contaminants such as dust mites, cockroach allergens, molds, 
and tobacco smoke can cause or contribute to the development of chronic diseases 
such as asthma.  In addition they can cause an array of other acute conditions such as 
headaches, dry eyes, nasal congestion, nausea, and fatigue.xxxviii   
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Asthma has been associated with an increase in morbidity in poor inner-city 
children. A study of 476 children with asthma between the ages of four and nine from 
eight inner-city areas in the United States, revealed that 37 percent were allergic to 
cockroach allergens, 35 percent to dust mites, and 23 percent to cats.  After controlling 
for other variables, it was found that the combination of cockroach sensitivity and 
exposure to high levels of cockroach allergen was highly associated with increased 
asthma severity.  Children with that combination had more hospitalizations, 
unscheduled asthma visits, days of wheezing and nights with lost sleep.xxxix  

 
Data for 1979 to 1994 reveal an overall increase in the estimated average rates 

of hospitalization with asthma as the principal diagnosis: a rate of 17.6  per 10,000 in 
1979-1980; and increasing to 18.1 in 1993-1994.  In addition, death rates due to asthma 
increased from 8.2 per million in 1978 to 17.9 per million in 1995.xl  

 
An estimated 1,485 children are burned by radiators, and 187 die each year from 

electrical- and heating-related fires. xli 
 
Over 21,000 U.S. children ages zero to three years have stunted growth and 

about 120,000 have iron deficiency anemia due to poor living conditions.  According to 
the Centers for Disease Control and Prevention, anemia remains a significant health 
problem among low-income children and can lead to developmental and behavioral 
disturbances that can affect a child’s ability to learn. xlii 

 
Exposure to lead is also a serious health hazard, particularly for infants, toddlers 

and preschool-age children, whose developing nervous systems are sensitive to lead.  
The prevalence of elevated blood lead levels is lower for children who live in housing 
built after 1973.  However, reflecting the age of the housing, poor children age one 
through five in families with annual incomes less than or equal to 130 percent of the 
federal poverty threshold, have elevated blood lead levels, (8 percent) while children 
living in middle-income and high-income families have a lead level of 1.9 and 1.0 
respectively.  Non-Hispanic African-American children have an 11.2 percent-elevated 
blood lead levels, compared with 2.3 percent of non-Hispanic White children.xliii 

 
Elevated blood lead levels in children have been associated with lower cognitive 

levels and language skills and IQ, a finding which is very controversial.  Children who 
have elevated blood levels are frequently subject to other neurologic risk conditions 
including; poverty, low maternal intelligence (IQ) and education, poor nutrition,  and 
anemia.  Therefore it is difficult to separate the effect of lead from the confounding 
variables.xliv  However, there is consistent literature that indicates a 3 to 5 IQ point drop 
in those children with elevated blood lead levels, possibly, omitting the prenatal factors. 

 
A review of the literature cited other unhealthy conditions such as dampness and 

condensation, poor heating and insulation, poor ventilation, disrepair/lack of amenities, 
and overcrowding.  Dampness and condensation can lead to increased respiratory 
illness, coughing, asthma, and gastroenteritis.  Poor heating and insulation can result in 
illness and death from hypothermia, ischaemic heart disease and respiratory illness.  It 
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has been estimated that on average 800 deaths occur nationwide per year during winter 
months due to falling temperatures.  Moreover, poor ventilation increases the risk of 
transmission of infectious disease such as tuberculosis.xlv 

 
A key informant from St Mary’s Medical Center in Evansville, Indiana recognizes 

the desperate need for healthy housing for children.  As a result of poor living conditions 
there is a high rate of infant mortality and morbidity.xlvi 
 

Pollution, Pesticides and Hazardous Wastes.  Inappropriate sanitation, 
exposure to pesticides, and a high concentration of outdoor air pollution can also affect 
the quality of life of the poor and may cause anxiety, depression, respiratory illness, and 
transmission of infectious disease.   
 

More specifically, the Agency for Toxic Substances and Disease Registry 
(ATSDR) notes that Native Americans and other minorities are particularly vulnerable to 
high exposures to hazardous substances.  ATSDR completed an investigation of the 
Navajo lands in New Mexico, at which unusual amounts of uranium ore was discarded 
during mining operations in the 1950’s.  It was discovered that areas around the 
residences were contaminated with heavy metals.xlvii 
 

Pesticide exposure appears to be prevalent among migrant and seasonal 
farmworkers due to handling, mixing and applying pesticides to cultivate crops.  Chronic 
effects of pesticides include cancer, adverse reproductive outcomes, and 
neurobehavioral effects.  Children working in the fields may also be susceptible.  
However, data on this type of exposure are lacking.xlviii 
 
 
Social Risk Factors 
 

While the poor are subject to a host of health and environmental factors that 
contribute to their poor health status, there are a vast number of social risk factors as 
well.  The literature expounded upon the following: violence, low educational 
achievement, and unemployment.   
  

Violence: Poor housing conditions are often associated with an unsafe and 
insecure environment.  Many people living in poverty have limited housing choices and 
consequently live in high-crime areas.  Feeling unsafe in one’s community and lacking 
the necessary resources (employment) to relocate can lead to stress, anxiety, 
depression and potentially violent behavior.  Therefore many low-income individuals are 
either victimized or involved in violent acts.  Violent crimes include assaults, rape, 
robbery, and domestic and sexual abuse.xlix  Particularly vulnerable are the homeless, 
low-income minority men, women, and adolescents.  
 

Homeless youth are exposed to high rates of violence.  Not only are these youth 
more likely to report fearing victimization or being involved in violent episodes, they are 
more likely to have previous exposure to violence prior to being homeless.l  Additionally, 
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many have attempted suicide: in one study, 54 percent of street youth reported ever 
thinking about killing themselves;li in another study, 48 percent of females and 27 
percent of males had attempted suicide.lii 
 

Many homeless women have been exposed to great degrees of domestic 
violence.  In a study of 436 homeless and poor housed mothers in Worcester, 
Massachusetts, 67 percent of homeless women reported severe physical violence by a 
childhood caretaker, 43 percent reported sexual molestation, and 63 percent reported 
severe violence by a male partner.liii  In another study, 22 percent of homeless parents 
said they left their last place of residence because of domestic violence.liv 
 

Many poor women who endure physical and sexual abuse lack access to the 
environmental resources to rescue them from harmful situations. The sexual coercion 
and non-sexual violence that co-occur can place these women at risk for HIV infection.lv 
 

For adolescent African-American males, violence is the single largest public 
health problemlvi.  African-American youth have consistently been more likely than 
White youth to be victims of violent crimes.  In 1994, 136 African-American youths per 
thousand were victims of violent crimes, compared with 118 per thousand among White 
youth ages 12 through 17.lvii  
 

Carrying a weapon has strong correlation with violence.  In a study investigating 
the association between weapon carrying and the use of violence among adolescents 
living in and around public housing, 35 percent of male and 16 percent of female 
adolescents carried a weapon in the past 30 days.  African-American males who carry 
weapons were more likely to be involved in violence including fistfights.lviii 
 

Low Educational Achievement and Unemployment: Educational attainment is 
generally viewed as a prerequisite for entry into suitable employment and satisfactory 
economic status.  Many of the nation’s poor children live in poor environments where 
the neighborhood school building might have several environmental hazards and 
insufficient funds for appropriate educational materials.  Along with a host of other social 
risks, poor children are placed at a major disadvantage to obtain adequate education, 
therefore lacking the necessary skills to secure satisfactory employment. 
 

Lack of employment is recognized as a severe problem for youth from low-
income homes, and as a source of economic and social problems later in life.  
Unemployed youth often became unemployed or under-employed adults.   In 
Bridgeport, CT only 7 percent of  children passed the state’s minimum educational 
competency requirements.  Therefore adequate education for the most vulnerable—
low-income children is imperative.lix 
 

Adult minorities are also vulnerable to low education and unemployment.  
Approximately two million American Indians and Alaskan Natives share a number of 
adverse socioeconomic conditions with certain other U.S. minorities, including lower 
educational achievement, higher unemployment, and low-income, all of which have 
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been associated with increased morbidity and mortality.  Data from a study of the 
relationship between socioeconomic status and lifestyle practices of American Indians 
living on reservations revealed that income and education levels were substantially 
lower on the reservation, and 9.6 percent of the males rated themselves in fair or poor 
health.lx 

 
 
VULNERABLE POPULATIONS 
 

Some groups are particularly vulnerable to the risk factors discussed above and 
to poor health status.  Based on our findings from the literature, we identified the 
following groups as being among the most vulnerable: immigrants, homeless families 
and particularly homeless adolescents, the elderly, children with special health needs, 
farmworkers, and persons with disabilities. 
 

 
 
Immigrants: Lack of English proficiency hampers immigrants’ ability to navigate 

a confusing health care system.  Often health care providers do not have staff who are 
linguistically competent to communicate with immigrants.  Immigrants have difficulty 
expressing their symptoms, obtaining instructions for treatment, and are not adequately 
informed about the side effects of treatment or prescription drugs.   

 
In addition, providers without culturally competent staff are unable to relay 

information to immigrants in a manner that respects and observes their cultural beliefs 
and values.  Some health practitioners also provide literature to immigrants that is 
written at a complicated, high-literacy level.  Patients who do not speak English as their 
first language have difficulty understanding how to access services or benefits when 
reading these materials.lxi    

 
In some cases ignorance and cultural biases can contribute to immigrants’ being 

at risk for poor health status.  For example, an American physician treating a Japanese-
American woman with a lump in her breast counseled her against receiving a biopsy 
because he believed that Asian women do not get breast cancer.  While women living in 
Asia are less likely to contract the disease, American-born granddaughters of Asian 
immigrants have cancer rates that approach those of White women.lxii   

 
Immigrants’ cultural norms and beliefs can also contribute to poor health.  For 

instance, Vietnamese immigrant women rarely seek a physician’s care unless they are 
very ill.  Therefore, they are not likely to seek preventive care if they are not 
experiencing symptoms.  Many do not understand the importance of receiving yearly 
Pap smears and are embarrassed to discuss such a procedure with a physician.  Such 
preventive care could reduce the high numbers of cervical cancer among Vietnamese 
women.lxiii Many South Asian immigrants choose not to seek health care services 
because they believe that suffering is inevitable, and therefore, it is useless to see a 
physician.  Some believe an illness is caused by organic problems like a weakening of 
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nerves or an obstruction of chi; others believe illness can be brought on by angry or evil 
spirits to punish people.  As such, these problems cannot be treated with Western 
medicine.  Finally, since some Southeast Asians believe that they have physiological 
make-ups distinct from Whites, Western medicines and dosages will not work on them.  
Some politely accept a prescription from a physician, but either do not have it filled, or 
do not take the medicine.lxiv 

 
Immigrants who leave their native environment and families often experience 

culture shock that can lead to loneliness and depression, which sometimes leads to 
suicide.  Representatives from immigrant service providers in New York City testified 
they have observed an increase in suicides among immigrants in general, and 
particularly among those from the former Soviet Union.  Immigrants in their late 50’s and 
60’s and between the ages of 12 and 24 are especially vulnerable to attempting 
suicide.lxv 

 
The last major factor that increases immigrants’ health risk is a decline in 

Medicaid coverage and other government benefits. Passage of two laws in 1996, the 
Personal Responsibility and Work Opportunity Reconciliation Act of 1996 (PRWORA), 
and the Illegal Immigration and Immigrant Responsibility Act of 1996 have contributed to 
a decrease in Medicaid use among immigrants.  PRWORA established new and 
complex eligibility rules for public benefits for legal immigrants, and made several 
categories of previously eligible legal immigrants ineligible for federal public benefits. 
The Illegal Immigration and Immigrant Responsibility Act of 1996 established certain 
procedures for determining the admissibility of immigrants and heightened fears that the 
use of public benefits, even the legitimate use of Medicaid, could jeopardize immigrants’ 
ability to become legal permanent residents/citizens.  It was anticipated that the 
combined effects of these two laws would result in a substantial reduction in the use of 
Medicaid as well as in the use of needed health services by immigrants.   

 
According to Census Bureau data, non-citizens accounted for a 

disproportionately large share of the overall decline in welfare caseloads between 1994 
and 1997.  Non-citizens’ use of welfare benefits fell 35 percent during the three-year 
period, compared to a 15 percent decline among citizen recipients.lxvi  Non-citizens’ use 
of Medicaid has decreased dramatically since the 1996 laws were enacted.  In 1994, 
26.5 percent of all non-citizen households received Medicaid; by 1997 that figure had 
dropped to 20.8 percent, a 22 percent decrease.  Non-citizen households falling under 
200 percent of the federal poverty level had a similar decline: in 1994, 39.8 percent 
received Medicaid benefits; by 1997 32 percent were enrolled, a 19 percent decline.lxvii 

 
Homeless:  The homeless are particularly vulnerable to poor health status, 

especially homeless women and youth.  Due to the temporary nature of homelessness 
and to the transience of many people who are homeless, it is very difficult to estimate 
how many homeless people there are in the U.S.  On any given night, there could be 
anywhere between 500,000 to 700,000 homeless people; it has been estimated that 
approximately 7 million people were homeless in the latter half of the 1980s; and that 12 
million adult U.S. residents have been homeless at some point in their lives. Homeless 
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families represent a rapidly growing segment of the homeless population.  Homeless 
families with children make up approximately 40 percent of the overall homeless 
population. lxviii 

 
Being homeless precludes people from having good nutrition, personal hygiene, 

and basic first aid.  It also makes it difficult to obtain comprehensive and uninterrupted 
medical care to treat conditions like tuberculosis.  Homeless people are at high risk for 
both chronic and acute health problems; they are more likely to suffer from every 
chronic health problem except obesity, stroke, and cancer.  Multiple health problems 
such as frostbite, leg ulcers and upper respiratory infections are common.  In addition 
they are at greater risk of trauma: muggings, beatings, and rape.lxix  In addition, they are 
likely to engage in high-risk sexual behavior. 

 
Homeless youth are also at tremendous risk for poor health status.  The 

estimated number of homeless youth ranges from 100,000 on any given night, and 2 
million per year.lxx Homeless youth are likely to be sicker than non-homeless youth and 
lack a regular source of care.  One study found mothers of homeless children were 
more likely to report their children had fair or poor health (12 percent) versus mothers of 
housed children (6 percent).  Fewer mothers of homeless reported that their children 
were in excellent health (67 percent) than did mothers of housed children (75 percent).  
Homeless youth are more likely than housed youth to have a higher number of acute 
illness symptoms such as fever, ear infection, diarrhea, and asthma.  They are more 
likely than housed youth to seek outpatient care (5.6 mean visits per year versus 3.8); to 
be hospitalized in the past year (11 percent versus 5 percent); and to have had two or 
more emergency department visits in the past year (38 percent versus 20 percent).lxxi  
According to a key informant at Covenant House, it is not unusual for youth seeking 
health services to not be able to recollect their last office visit.lxxii 

 
Finally, homeless mothers are also likely to suffer from mental health problems.  

In a study of mothers and children living in homeless shelters in Los Angeles, California, 
72 percent of mothers reported high current psychological distress or symptoms of a 
probable lifetime major mental illness or substance abuse.  Only 15 percent of those 
needing services received mental health care.lxxiii   

 
Elderly: Since 1970, the poverty rate for the elderly has dropped significantly.  

As of 1997, 10.9 percent of adults over age 65 were poor, a relatively low poverty rate.  
However, the elderly were more likely than the non-elderly to have incomes just over 
the poverty threshold, and a higher proportion were classified as near poor because 
their incomes fall between 100 and 125 percent of poverty.lxxiv  The elderly are at higher 
risk of poverty because their incomes are fixed and have little opportunity to increase 
their economic status.  In addition, they spend a greater proportion of their total income 
on health care relative to other expenses than those under the age of 65.  Health 
problems like restricted activity days, bed days, and chronic conditions requiring 
ongoing care, are more frequent in low socio-economic groups, creating more demand 
on their incomes to pay for health services.lxxv  
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The frail elderly, usually those over age 75 with limitations of activities of daily 
living are a vulnerable subset of the elderly population.  There are an estimated 2.6 
million frail elderly in the United States.lxxvi  Survey data suggest that 15 percent of those 
aged 75-84 are unable to climb stairs, 23 percent are unable to walk half a mile, 7 
percent are unable to walk across a small room, and 24 percent are unable to lift 10 
pounds.  These limitations are more common among persons over the age of 85.  A 
substantial proportion of otherwise healthy old persons have limitation in gait speed 
severe enough to prevent crossing an intersection quickly enough to comply with traffic 
signals.lxxvii 

 
Farmworkers:  More than 4 million migrant and seasonal farmworkers work on 

U.S. farms and in factories each year.lxxviii  The health risks discussed above for 
immigrants also apply to farmworkers.  Moreover, farmworkers face additional issues 
that threaten their health status.  Since they live and work in several geographically 
diffuse areas, it is difficult for migrants to obtain continuity of care.  Often they do not 
have access to regular medical care for preventive services or for urgent or non-urgent 
symptomatic care.  Migrants also face poor housing and nutritional problems as well. 

 
Children with special health needs: More than 12.6 million American children 

have special health care needs.  In 1994, 18 percent of U.S. children had a chronic 
physical, developmental, behavioral, or emotional condition. These children required 
health services beyond those required by children generally. African-American children 
were most likely to be categorized as having an existing special health need; and 
children from families with incomes at or below the poverty level were about a third 
more likely to have an existing special health care need.  In 1995-96, the care of some 
1.5 million children with chronic conditions was covered by Medicaid.lxxix 

 
 

 
 
HEALTH STATUS OF THE POOR  
 

When combined, the risk factors discussed above contribute to lower health 
status for the poor.  People living in poverty are more likely to be susceptible to a higher 
prevalence of certain conditions.  The following are discussed in this section: 
hypertension, cardiovascular disease, cerebrovascular disease, diabetes, breast 
cancer, cervical cancer, infectious diseases, asthma, infant mortality, immunizations, 
and oral health. 
 

Hypertension:  Hypertension is more prevalent among African-Americans; it 
appears earlier and has a much more malignant course.  Hypertension-related morbidity 
and mortality are at least three to five times more frequent in African-Americans.lxxx  
Hypertensive end-stage renal disease (ESRD) is about ten-fold more common 
nationwide in African-Americans than it is among Whites;lxxxi two-thirds of all patients 
with ESRD due to hypertension are African-American.lxxxii   Furthermore, a strong 
inverse relationship exists between hypertension and socio-economic status.lxxxiii 
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Cardiovascular Disease: Diseases of the heart and arteries are the leading 

cause of deaths in most U.S. subpopulations; however, minorities are disproportionately 
affected.  African-Americans suffer more out-of-hospital deaths from coronary heart 
disease (CHD) than do Whites.lxxxiv  Studies have found that non-Hispanic White men 
are treated more aggressively for coronary disease than are other groups.lxxxv  For 
instance, Whites undergo a third more coronary angiographies and more than twice as 
many coronary artery bypass grafts (CABG) as African-Americans.lxxxvi  It is likely that 
socio-economic status plays some role in undertreatment among African-Americans. 

 
Cerebrovascular Disease:  Incidence of cerebrovascular disease such as 

stroke for African-Americans is much higher than for Whites.  In an age-adjusted study 
in Southern Alabama, incidence of stroke was 208 per 100,000 for African-Americans 
versus 109 for Whites.  African-American women are at an especially high risk of stroke: 
rates were 236 per 100,000 versus 88 per 100,000 for White women.lxxxvii  This higher 
incidence is likely due to African-American’s higher frequency of risk factors like 
hypertension, diabetes, obesity, poor diet, excessive alcohol intake, cigarette smoking, 
heart disease and sickle cell disease. 
 

Diabetes: Diabetes affects minorities more often than non-minorities.  The 
relative risks for incidence of diabetes for African-Americans is 2.5, Hispanics 2.5, and 
some communities of Native Americans as high as 40.0.lxxxviii  Minorities are also more 
likely to have complications such as blindness, renal diseases and microvascular 
disease.  Type II diabetics are more likely to have co-morbidities, particularly heart 
disease: 50-60 percent have hypertension, one-third have hyperlipidemia and 80 
percent are obese.   
 

Breast Cancer:  Although the overall breast cancer incidence rate for African-
American women is lower than that for White women, African-American women have a 
higher likelihood of being diagnosed with a more advanced stage of breast cancer and 
of dying from the disease.  The relative risk of mortality from breast cancer for African-
American women is 2.1 times that for White women; African-American women 
diagnosed with breast cancer experience a five  year survival rate of 62 percent, 
compared with 79 percent for White women.lxxxix 
 

Cervical Cancer:  Cervical cancer incidence and mortality are related to both 
minority and socio-economic status.  African-American women are twice as likely to die 
as White women, and African-American women ages 45-54 are three times as likely.xc  
Since African-American women are actually more likely than White women to be 
screened through a Pap smear (82 percent versus 71 percent), their increased mortality 
is likely due to disparities in follow-up and treatment.xci    
 
 Prostate Cancer:  African-American men have a higher incidence of prostate 
cancer than do White men.  From 1980 through 1988 age-adjusted prostate cancer 
incidence rates increased for both African-American and White men (8 percent and 30 
percent, respectively) according to the SEERS data.  Although the incidence rate was 
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higher for African-American men than for White men, the ratio decreased from 1.6 in 
1980 to 1.3 in 1988.  For each year the age-adjusted death rate for African-American 
men was approximately twice that for White men.  From 1980 to 1988 the age-adjusted 
death rates increased 2.5 percent for White men and 5.7 percent for African-American 
men.  Both the incidence and death rates remain higher for African-American men.xcii 
 

Infectious Diseases:  Infectious diseases also affect minorities and the poor 
disproportionately.  By 1992 African-Americans had a mortality rate with infectious 
diseases as the underlying cause of 88 per 100,000, or 36 percent higher than the 
national rate.  Minority populations have an average incidence rate for Hepatitis B that is 
two-fold that for Whites (10.8 for Whites, 18.1 for African-Americans, 20.4 for Hispanics, 
16.9 for others).xciii   

 
 Tuberculosis (TB) is primarily and increasingly a disease of minorities and the 
foreign born. Among non-Hispanic Whites TB predominantly affects the elderly, while 
among minorities and the foreign born, it is mainly concentrated in young adults.  In 
1953 the incidence in non-Whites was 125.8 per 100,000 compared with 44.0 in Whites; 
in 1987 the rates were 29.4 and 5.6 respectively.xciv   

 
The incidence of some sexually transmitted diseases is also disproportionately 

higher in minority groups.  Primary and secondary syphilis occurs 45 times as often 
among non-Hispanic African-Americans and 13 times as often among Hispanics as 
among non-Hispanic Whites.xcv  Prevalence is especially high among those minorities 
living in inner cities. Reported gonorrhea, chlamydia, herpes, and pelvic inflammatory 
disease (PID) are all more common among non-Whites.   

 
Incidence of HIV/AIDS disproportionately occurs among minorities and the poor.  

Although most cases of AIDS reported to the CDC occurred among non-Hispanic 
Whites, AIDS cases were disproportionately African-American (26 percent) and 
Hispanic (13 percent), compared with the proportions of African-Americans (12 percent) 
and Hispanics (6 percent) in the U.S. population.xcvi  There is also a high incidence of 
Hispanic children and adolescents who contract the virus: more than 15 percent of adult 
and adolescent cases of AIDS and nearly 25 percent of pediatric cases are among 
Hispanics.xcvii 
 

Asthma: Incidence and mortality from asthma are increasing, especially among 
minorities.  Among African-Americans, rates of death from asthma increased from 1.8 
per 100,000 in 1979 to 2.5 in 1984; while asthma mortality among Whites increased 
from 1.1 to 1.4 during the same time period.xcviii  The increase in asthma incidence and 
hospitalization are also higher among African-American children: the increase was 
about 180 percent greater than for White children aged 0-4 years.xcix  Morbidity and 
mortality from asthma also strike inner-city residence with greater frequency, which 
suggests a socio-economic link with the condition.c  The poor lack sufficient resources 
to ensure regular care, medications, and living conditions conducive to treatment. 
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Infant Mortality:  In 1991 the risk of dying during the first year of life was 2.4 
times greater for African-American than for White infants.ci  In 1990 nearly three times 
as many African-American infants as White infants (56 percent versus 20 percent) were 
members of families with incomes below the poverty level.cii  Infant mortality is inversely 
associated with socio-economic status in both African-American and White 
populations.ciii  The higher the social class membership of the mother, the lower the 
infant mortality rate.  The greater proportion of African-Americans living in poverty is 
usually advanced to account for the excess infant mortality in the African-American 
population.civ   
 

Immunizations:  Poor and minority children are less likely to be immunized than 
White, more affluent children.  Nevertheless, the insufficient levels of age-appropriate 
immunizations are a problem for all groups of children.  Vaccination coverage of two-
year-olds is estimated to be approximately 80 percent of children vaccine doses 
recommended for administration during the first two years of life.  More than 71 percent 
of children at or above the poverty level were in need of at least one vaccine.cv  
Coverage rates for DTP, polio, and measles-containing vaccine were lower for children 
below the poverty level than for children at or above the poverty level.cvi  
 

Oral Health:  Poor, minority, and rural children have a disproportionate share of 
poor oral health.  Twenty-five percent of U.S. children have 75 percent of the dental 
carriers; minority children, rural dwellers, those with minimal exposure to fluoride, and 
those from less educated or poorer families tend to have greater caries experience.  
Minority children have a higher DMFT (decayed, missing, or filled teeth) than do White 
children, and the DMFT of Native American children aged 15 to 17 is twice the national 
average.cvii  
 
 
HEALTH INSURANCE STATUS OF THE POOR 
 

Although nearly one-fourth of the poor currently obtain private coverage for at 
least part of the year, the poor in the United States are disproportionately represented 
among the uninsured and those with publicly-funded insurance coverage.cviii  

 
Uninsured 

 
The number of uninsured Americans is increasing.  According to the Employee 

Benefit Research Institute in 1997, 43 million (18.3 percent) of the non-elderly U.S. 
population was uninsured, up from 32 million (15 percent) in 1987.  The increase of 
uninsured since 1993 can be mostly explained by the decline in public sources of health 
insurance.  For example, between 1996 and 1997, Medicaid enrollment among non-
elderly beneficiaries decreased from 12.1 percent to 11 percent, due to the effects of 
Welfare Reform.  Similarly, enrollment in the Civilian Health and Medical Program of the 
Uniformed Services (CHAMPUS) and Civilian Health and Medical Program of the 
Veterans Administration (CHAPVA) declined from 3.8 percent to 2.9 percent between 
1994 and 1996 primarily due to military downsizing.cix 
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In 1997 fifteen percent (11 million) of children in the United States were 

uninsured and were either ineligible for, or did not receive publicly financed medical 
assistance.cx  Exhibit 2 illustrates children’s insurance trends from 1987-1997. 

 
 

EXHIBIT 2 
PERCENTAGE OF AMERICAN CHILDREN, AGES 0-17,  

WITH EMPLOYMENT-BASED HEALTH BENEFITS, MEDICAID AND  
WITHOUT HEALTH INSURANCE, 1987-1997cxi 

 
 Nearly 20 percent of non-elderly adults were uninsured in 1997.  During the 
decade from 1987-1997, the percentage of adults with health insurance decreased from 
70.3 percent to 66.2 percent.  Exhibit 3 depicts the insurance trends of adults aged 18-
64 from 1987-1997. 
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EXHIBIT 3 
PERCENTAGE OF AMERICAN ADULTS, AGES 18-64,  

WITH EMPLOYMENT-BASED HEALTH BENEFITS, MEDICAID AND  
WITHOUT HEALTH INSURANCE, 1987-1997cxii 

 

 
Health insurance status has been shown to be strongly associated with poverty 

status, i.e., poor people are more likely to be uninsured.  In 1997, 43.5 percent (19 
million) of the uninsured were in families with annual incomes under $20,000 annually.  
In addition, those who work in low-income jobs are more likely to be uninsured.  Thirty-
one percent of non-elderly workers making less than $10,000 per year are uninsured, 
compared to five percent of those making more than $50,000 per year.cxiii  Sixty-eight 
percent of all uninsured children come from families with incomes below 200 percent of 
the poverty level.   

 
Racial and ethnic minorities are also more likely to be uninsured.  Hispanics were 

disproportionately uninsuredcxiv (36 percent), as were African-Americans at the lowest 
income levels.  Whites are disproportionately insured – while they make up 70 percent 
of the non-elderly population, they comprised 53 percent of the uninsured population in 
1997.cxv 
 
 Non-citizens are also more likely to be uninsured.  For example, in 1997 more 
than 45 percent of non-citizens reported not being insured compared with 16 percent for 
citizens.  The differentials are greater in states with high numbers of non-citizens.  In 
Florida 51 percent of non-citizens are uninsured versus 21 percent of citizens; in Texas, 
55 percent of the non-elderly non-citizens population was uninsured versus 24 percent 
of citizens.cxvi 
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Publicly Funded Insurance  

 
As we discussed earlier, there has been a decline in the use of public sources of 

health insurance since 1994.  In 1994, 16.9 percent of the total U.S. population (38.9 
million people) were beneficiaries of either Medicaid, Medicare or 
CHAMPUS/CHAMPVA.  These figures steadily declined to 14.8 percent or 34.9 million 
people in 1997.cxvii 
 

Medicaid is a major insurance source for the poor, especially children.  In 1995 
nearly half (49.7 percent) of its recipients were children under age 21; 22.6 percent of 
beneficiaries were adults from age 21-64; 16.6 percent were blind and disabled, and 
11.0 percent were elderly. In 1995, 39 percent of all U.S. births were financed by 
Medicaid.   However, Medicaid spends the least amount per beneficiary on children 
($1,451) compared with $2,080 for adults from age 21-64, $8,784 for the blind and 
disabled, and $10,308 for the elderly.   

 
EXHIBIT 4 

DISTRIBUTION OF MEDICAID ENROLLMENT AND SPENDING PER BENEFICIARY, 
1995cxviii  

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The bulk (45.6 percent) of Medicaid expenditures  cover acute care services, 

followed by long-term care services (35.4 percent), disproportionate-share-hospital 
payments (12.5 percent), and payments to MCOs (6.5 percent). cxix 
 
 Medicaid enrollment has experienced a decline similar to that of all publicly 
funded benefits.  In 1993, 29 million people (12.7 percent of the population) were 
covered by the Medicaid program; in 1997, the rolls declined to 26 million (11 percent). 
Children aged 0-17 showed an even greater decrease in Medicaid coverage.  In 1997, 
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20.5 percent of children were enrolled in Medicaid, down from 23.9 percent in 1993. 
Non-elderly adults’ enrollment in Medicaid has experienced a less pronounced decline; 
6.9 percent of adults aged 18-64 were Medicaid recipients in 1997, down from 7.8 
percent in 1993.cxx 
 Many Medicaid beneficiaries are presently enrolled in managed care plans.  In 
1996, 36 percent of recipients were in enrolled in plans; 24 percent joined full-risk plans, 
while 12 percent were in primary care case management arrangements.cxxi   
 
 Although Medicaid is the primary source of health insurance for nearly 34 million 
low-income people, being poor does not automatically qualify an individual for Medicaid.  
Only persons who fall into particular categories (e.g., low-income children and pregnant 
women) are eligible.  The Medicaid program covers only 55 percent of poor Americans, 
and millions of uninsured low-income Americans are beyond its reach.cxxii   
 
 In addition, many people who are eligible for Medicaid are not enrolled.  For 
example, in 1996 it was estimated that there were 4.7 million children aged 18 and 
under who were uninsured despite being eligible for Medicaid.cxxiii Enrollment in 
Medicaid is further complicated by the fact that enrollees frequently lose their eligibility 
due to changes in job or income status and are dropped off the rolls.  These same 
individuals, however, often experience a change in their status and are re-eligible for the 
program.  Therefore, the Medicaid rolls experience a fair degree of turnover.  This 
phenomenon has serious potential consequences for affecting the frequency and kind 
of care low-income people receive. 
 
 
HEALTH SERVICE UTILIZATION 

 
The deeply entrenched and highly concentrated nature of poverty among the 

minority inner-city poor has major implications for providers of ambulatory health 
services. As a result, providers that work in inner-city poor communities have access to 
neither well-paying private insurers nor patients with the out-of-pocket resources to 
meet their personal health needs.  Supplementation from grants and other sources of 
public revenue plays a pivotal role in their economic survival.cxxiv 
 

Despite the greater incidence of disease, the poor and near-poor do not access 
health care services in the same proportions as more affluent people.  Reasons for this 
underutilization range from lack of health insurance, an inability to pay co-payments and 
deductibles, ignorance of the need for regular preventive care, and a shortage of health 
care providers either willing or able to deliver needed services.   
 
 Uninsurance: As discussed earlier, many poor and near-poor Americans lack 
health insurance.  This lack in turn, leads to underutilization of health care services.  
According to a study of individuals covered by Medicaid, private insurance, and the 
uninsured, the uninsured reported more difficulties getting needed care.  Twenty-two 
percent of uninsured reported needing care in the past year, but not receiving it, versus 
Medicaid enrollees (14 percent), and the privately insured (7 percent).  The uninsured 
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were more likely to not have a regular doctor (58 percent versus 32 for Medicaid and 34 
for private); they were also three times as likely to not have a usual source of care (24 
percent versus 8 for Medicaid and 8 for private).  Finally, when they did obtain care, 
they were 1.6 times as likely to report receiving fair to poor services (31 percent versus 
18 for Medicaid and 17 for private).cxxv  
 
 Inability to pay: Even if they are insured, poor and near-poor patients are likely 
to avoid seeking health services because they can not afford to pay even a small 
amount towards the cost of their care.  A study of health center patients, found that 46 
percent had stayed away from the center sometime during the year due to financial 
reasons.cxxvi   Another study concluded that the poor and near-poor had reduced access 
to health services due to an inability to meet co-payments and deductibles.cxxvii 
  
 Lack of awareness:  Many of the poor have not been informed about the 
benefits of regular preventive care.  For example, new immigrants from Southeast Asia 
are unaccustomed to seeking regular Pap smears, especially if they are asymptomatic.  
In addition, many of the poor do not concentrate on their health needs because they are 
concerned with other more pressing needs.  According to a Covenant House 
representative, health does not rank as a high priority for homeless youth; they are 
more concerned about where they will find their next meal.cxxviii   
  
 Difficulty in finding providers:  Finding providers who are willing or able to 
provide care to the poor can sometimes be challenging.  Some 43 million Americans 
live in medically underserved areas; and 14 percent of the population lives in a health 
professional shortage area (HPSA).cxxix  Many providers choose not to accept Medicaid, 
the chief source of health insurance for many poor Americans, because it often pays 
heavily discounted rates for services.   
 

Many providers have reduced the amount of charity care they can deliver.  Due 
to the increase in managed care penetration, payments to providers participating in 
managed care are decreasing, therefore making it more difficult to shift costs to provide 
charity care.  A recent study reported that physicians who derive at least 85 percent of 
their practice revenue from managed care plans are considerably less likely to provide 
charity care and spend fewer hours providing charity care than physicians with little 
involvement in managed care plans.  Additionally, the study found that physicians who 
practice in areas with high managed care penetration provided fewer hours of charity 
care than physicians in other areas, regardless of their own level of managed care 
involvement.cxxx 
 
Safety Net Providers  
 
 Many of the poor rely on safety-net providers (SNPs) to deliver the care they 
desperately need.  SNPs include the following types of organizations: community health 
centers, public hospitals, mission-driven voluntary hospitals, health departments, and 
limited services providers (e.g., family planning agencies).  These providers serve all 
who seek their care, regardless of the patients’ ability to pay.  Inner-city SNPs are 
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typically funded by a combination of direct public funds (mostly for the uninsured), 
revenues from insurers (e.g., Medicare, Blue Cross/Blue Shield, and especially 
Medicaid), and patient payments on a sliding-fee scale.  Minority physicians and other 
private-practice health professionals usually do not direct public/private subsidies 
(except, in some cases, for their initial professional training), but they, too, rely heavily 
on public and private insurance and sometimes extend credit to their poor minority 
patients. 
 
 There are nearly 1000 federally supported primary health care programs 
(including community, migrant and homeless health centers, urban Indian/Tribal health 
clinics, and federally qualified health center (FQHC) look-alikes).  These programs 
serve nearly 10.3 million people annually.cxxxi  Public hospitals each provide an average 
of 17,000 admissions and nearly 300,000 outpatient visits annually.  Nearly 90 percent 
of their services are delivered to Medicaid, Medicare, and low-income uninsured 
patients.  Overall public hospitals have a total of 28,560 staffed beds; nearly 1.2 million 
total discharges; 7.7 million total inpatient days; and an average occupancy rate of 74 
percent each year.cxxxii  Mission driven, voluntary hospitals also provide a large number 
of outpatient visits and inpatient care to the indigent. 
 
 SNPs too, are under increasing financial pressure from the managed care 
industry, which naturally prefers to contract with the providers who are perceived to be 
the least expensive, not necessarily those who have the expertise and capacity (e.g., 
cultural competence, outreach services) to serve the poor.   
 

Some SNPs have experienced significant financial problems.  In January 1997, 
Louisiana’s 10 public hospitals were placed under the authority of Louisiana State 
University Medical Center;cxxxiii and Maricopa Integrated Health Systems, the public 
health system in Maricopa County, Arizona sought to privatize in 1996 due to severe 
financial difficulties.cxxxiv  Others lose significant amounts of money each year on charity 
care/bad debt; the University of Nevada-Las Vegas’ University Medical Center lost 
$29.9 million in uncompensated care in 1998;cxxxv likewise doctors at the University of 
South Alabama have lost $17.4 million caring for the indigent since 1994 and are on 
pace to lose another $4 million this year.cxxxvi 
 
 Other organizations are also taking the lead for caring for the uninsured.  Some 
private organizations have taken more responsibility for caring for the uninsured 
regardless of their ability to pay.  For example, Seton Medical Center in Austin, Texas 
has a long history of caring for the uninsured.  It opened a primary care clinic for the 
uninsured staffed by volunteer providers.  Seton covers the cost of ancillary expenses 
(facilities, labs, etc.), and secured the cooperation of its specialists to provide specialty 
care to the indigent.  Subsequently, Seton has assumed operation of Brackenridge, the 
city’s public hospital, and the hospital’s outpatient centers.   
 
 In New York, voluntary hospitals provide a large amount of the care delivered to 
indigent and poor patients.  In 1996, there were nearly 90,000 self-pay discharges from 
voluntary hospitals, and more than 500,000 discharges covered by Medicaid.  Together, 
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these discharges accounted for 27 percent of all voluntary hospital discharges in the 
state.  These hospitals also provided a large amount of outpatient care as well; in 1996, 
33.3 million self-pay outpatient clinic visits and approximately 9.7 million Medicaid-
covered outpatient visits.   Furthermore, they provided more than 900,000 emergency 
room visits to self-pay patients, and in excess of 1 million such visits to Medicaid 
patients.cxxxvii  
 
 
SELECTED STRATEGIES ADDRESSING UNINSURANCE AND POOR HEALTH 
STATUS 
 

Both the public sector and private sector have recognized that the poor lack 
health insurance and have poor health status, and have implemented programs to 
address these gaps.  Below we list a small sample of such programs, first by discussing 
some public programs, then by describing  programs operated by the private sector.  
These programs are divided into two sections: 1) financing and financing-related 
mechanisms; and 2) direct delivery programs.  This list is by no means exhaustive, 
rather, it is meant to illustrate some of the program and policy efforts directed at 
increasing access to health insurance for the poor, and improving their health status.  
 
  
Financing and Financing-Related Mechanisms 
 
 The public and private sectors have recognized the tremendous need to cover 
uninsured people in the United States and have implemented some strategies to 
address this problem.  We discuss the following strategies: Section 1931 Medicaid, 
state funded programs to care for the uninsured, the Children’s Health Insurance 
Program, and a private health insurance program for the indigent. 
 
 Section 1931 Medicaid.  As discussed earlier, Medicaid is a main insurance 
source for poor people in the United States.  In the early 1990’s Medicaid underwent 
significant eligibility expansions that allowed for greater coverage of the uninsured.  
Currently, under Section 1931 of the Social Security Act, states are taking advantage of 
a new mechanism that can allow additional people to become eligible for Medicaid. 
 

To ensure that Medicaid was available to those losing welfare benefits, Section 
1931 was added to the Medicaid law to create Medicaid eligibility for families who meet 
a state’s Aid to Families with Dependent Children eligibility requirements that were in 
effect as of July 16, 1996.  Under Section 1931, states have broad flexibility to define 
what it counts as resources and assets when determining Medicaid eligibility.  
Therefore, a state could disregard portions of earnings to ensure a family’s countable 
earnings remain below the state income standard that was in effect on July 16, 1996.  
These more liberal disregards could allow families with incomes at or well above the 
poverty line to qualify for Medicaid.cxxxviii 
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 Some states also use transitional Medicaid assistance (TMA) as a method of 
providing health insurance to low-income workers.  Under Section 1931, people leaving 
welfare for work, who fall below 185 percent of the poverty level, can receive a minimum 
of six to 12 months of TMA (and up to an additional 24 months).  Using the less 
restrictive methodologies option under Section 1931 Medicaid, states can choose to 
disregard entirely the first three months of earned income for Medicaid eligibility, thus 
making more people eligible for TMA.   TMA is available to those who qualified for 
Section 1931 Medicaid for the three of the previous six months immediately preceding 
the individual’s loss of AFDC/Medicaid eligibility due to increased income.  TMA is also 
available in those state that opted to continuing an existing AFDC/Title IV-A waiver that 
included a Title XIX waiver allowing TMA.  However, these waivers will expire and due 
to the budget neutrality requirements, are unlikely to be renewed. 
 
 Examples of State Programs to Care for the Uninsured:  Several states have 
implemented programs to help cover the care of the uninsured.  One such program in 
Massachusetts is the Uncompensated Care Pool.  The Pool provides access to health 
care for low-income uninsured and underinsured residents of Massachusetts by paying 
for free care services provided by hospitals and community health centers.  It was 
established in 1985 and is administered by the Massachusetts Division of Health Care 
Finance and Policy.  The Pool is funded though a $215 million assessment on hospitals’ 
private sector charges, $100 million from a surcharge on payments from private-sector 
payers to hospitals and ambulatory surgical centers, and a $30 million contribution from 
the Commonwealth of Massachusetts.  Free care is available to patients with incomes 
below 200 percent of poverty; patients with family incomes between 200 and 400 
percent of poverty are eligible for partial free care.  Patients at all income levels are 
eligible for the Pool if medical care costs deplete the family’s income and resources to 
the point that the patient is unable to pay for necessary free care.   
 

In 1996 the Pool paid for an estimated 60,000 inpatient admissions and 1.5 
million outpatient visits.  The most common users of the Pool are young adults aged 18-
44 with incomes below 133 percent of poverty.  Men use the Pool to cover costs more 
often then women,  probably due to the fact that more men are ineligible for 
Medicaid.cxxxix  
 
 New Jersey also has a program to cover the cost of care for the uninsured.  New 
Jersey’s Charity Care Program is designed to provide coverage for individuals without 
insurance and who meet certain eligibility requirements.  Individuals with family incomes 
up to 200 percent of poverty are entitled to fully subsidized inpatient and outpatient 
hospital care; those with incomes between 200 and 300 percent of poverty are eligible 
for partial subsidies on a sliding scale.  In 1996, 141,000 individuals received care under 
the Charity Care Program.   
 
 In 1997 New Jersey proposed a Section 1115 health care reform demonstration 
called the Managed Charity Care Demonstration (MCCD).  Under the program, the state 
would use a portion of disproportionate share hospital (DSH) funds to cover medical 
costs of indigent individuals outside the hospital.  Hospitals would develop hospital-
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centered managed care networks which would deliver case managed care to certain 
individuals outside the hospital, in physicians’ offices and community clinics, in addition 
to the inpatient and emergency care already provided.  The income eligibility 
requirements would be the same as under the current Charity Care plan, and the assets 
limit would be $7,500 for individuals, $15,000 for families.  The plan was approved by 
HCFA in February 1998 but has yet to be implemented.cxl  
   
 Children’s Health Insurance Program (CHIP): To address the needs of nearly 
10 million uninsured children in the United States, Congress enacted the CHIP program 
as part of the Balanced Budget Act of 1997 (P.L. 105-33).  CHIP is the largest 
expansion of health insurance coverage since the inception of the Medicare and 
Medicaid program.  To cover the cost of the program, $20.3 billion in federal matching 
funds will be allocated over five years to expand insurance coverage either through a 
separate state program, an expansion of the existing Medicaid program, or a 
combination of both.  Thus far, 46 states have submitted plans for approval under the 
program; 27 have proposed Medicaid expansions, 14 proposed separate state child 
health plans, and 8 have proposed combination plans.  Twenty-six plans and two state 
plan amendments have been approved.  However, states have not enrolled the 
numbers they expected: only 828,000 of the 2.5 million anticipated children are now 
participating in the program. 
  
 Substantial outreach efforts are underway to improve children’s enrollment in 
CHIP and Medicaid.  One such effort is The Robert Wood Johnson Foundation’s 
(RWJF) Covering Kids health access initiative.  RWJF is contributing $47 million  to fund 
up to 51 state-local coalitions to conduct outreach initiatives and work toward enrollment 
simplification and coordination of health coverage programs for low-income children.   
 

Caring Program for Children: A program sponsored by Blue Cross and Blue 
Shield (BC/BS) of North Dakota in conjunction with local hospitals targets the working 
poor who do not qualify for Medicaid.  Participants of the program, Caring Program for 
Children, receive an insurance card nearly identical to a standard BC/BS care.  
Physicians and hospitals charge half their standard rates when treating members.  The 
program benefits include dental and mental health services.  All administrative costs are 
covered by BC/BS.cxli 
 
 
Direct Delivery Programs 
 

Both the federal government and private organizations have implemented direct 
delivery programs to increase access to health services for the poor.  These programs 
are unique in that funding is targeted directly to the care giving program and its 
providers; it does not go directly to patients.  While this list is far from complete, the 
following federal programs are discussed:  community health centers, maternal and 
child health programs, school health programs, and Ryan White Programs.   We also 
discuss a limited number of innovative private programs. 
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Selected Federal Programs:   Community health centers (CHCs) as 
discussed earlier, provide family-oriented primary and preventive health care services 
for people living in rural and urban medically underserved communities.  CHCs have a 
mission to serve all patients, regardless of their ability to pay.  They offer 
comprehensive services that include primary and preventive care, dental care, as well 
as essential ancillary services like laboratory tests, X-ray, environmental health, and 
pharmacy services.  They also offer enabling services necessary to increase access to 
underserved people (e.g., transportation, translation, outreach, health education).  In 
fiscal year 1999, community and migrant health centers were appropriated 25 million 
dollars.cxlii 

 
The Maternal and Child Health Bureau (MCHB) provides leadership to both the 

private and public sectors to build the infrastructure for delivery of health care services 
to all mothers and children in the US, and especially those in low-income or isolated 
populations who otherwise have limited access to care.   MCHB administers Maternal 
and Child Health Services Block Grants to states and jurisdictions to undertake 
initiatives such as: reducing infant mortality; increasing the number of appropriately 
immunized children; increasing the number of low-income children receiving health 
assessments and follow-up diagnostic and treatment services; providing comprehensive 
perinatal care to women; and providing rehabilitation services for blind and disabled 
children under 16 years old.  There are 59 grantees; funds are distributed according to a 
formula that considers the percentage of low-income children living in the state.  States 
are required to match every $4 of federal funds with $3 in cash or in-kind.  The Block 
Grant was funded at $675 million in fiscal year 1996.cxliii     
  
 School-Based Health Centers:  The Bureau of Primary Health Care (BPHC) 
has supported and promoted the concepts of school-based health centers since the 
1970s.  In 1994 Congress established the first federal program to specifically mandate 
the creation of school-based health centers.  The program, called Healthy Schools, 
Healthy Communities (HSHC) is administered by BPHC, and provides a valuable model 
of how to use schools effectively as primary care access points for at-risk children.  The 
program provides comprehensive primary care, mental health, and dental services.  
Currently the program funds 26 organizations to establish new school-based health 
centers.  In fiscal year 1996 the program was appropriated $4.25 million.cxliv 
 

Ryan White Program: Created in 1990, the  Ryan White Comprehensive AIDS 
Resources Emergency (CARE) Act helps states, communities and families cope with 
the growing impact of the AIDS epidemic.  The program, administered by the Health 
Resources and Services Administration (HRSA), supports systems of care for people 
with ADIS who do not have adequate health insurance or other resources.  The Act 
supports the development of systems of care that are responsive to local needs and 
resources.  It is founded on strong partnerships between the federal government, 
states, and local communities in need, and emphasizes less-costly outpatient, primary 
care to prevent costly emergency room visits and hospitalizations.  Ryan White activities 
received $1.4 billion in fiscal year 1999.cxlv 
 



Center for Health Services Research and Policy 
School of Public Health and Health Services 

The George Washington University Medical Center 

28

 Selected Private Programs: The Delaware Valley Health Care Council (made 
up of 80 hospitals and providers from five counties surrounding Philadelphia) has 
implemented First Steps for Healthy Kids, a program that matches every newborn infant 
with a personal physician even if the baby does not have insurance.  The infants are 
given nine checkups and immunizations during the first 24 months of life.cxlvi   
 

The Wee Care program which operates in St. Louis, Missouri, is sponsored by 
BJC Health System in partnership with Mercy Health System, a Philadelphia-based 
system.  The program attempts to lower infant death rates by improving prenatal and 
postnatal care.  The program combines social services and health care, makes home 
visits, arranges for transportation, child care and food if necessary.  Since the inception 
of the program, the mortality rate of 1445 babies delivered in 1997 is half that of the rest 
of the St. Louis population.  Another program sponsored by BJC Health System called 
ConnectCare makes primary care clinics and 24-hour urgent care facilities available to 
anyone regardless of their insurance status.  The program was launched by city officials 
and community leaders and now serves approximately 100,000 people.cxlvii  
 
 Valley Health System, based in West Virginia, sponsors a multi-state partnership 
to deliver health care and other services to migrant farmworkers.  The partnership 
involves hospitals, large farmers, doctors, and local health departments that provide on-
site nursing care in migrant farmworker camps and shuttle services to health clinics.  
Delivered services include: prevention, well child, prenatal and postnatal care.  In 
addition, the program also pays a migrant mother in each camp to serve as a day care 
provider.  The program has delivered services to 80 percent of the migrants in the 
area.cxlviii  
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CONCLUSION 
 

The factors leading to poor health status among people living in poverty include: 
economic status, poor living conditions, personal health habits, and barriers to 
accessing health care. The federal government has attempted to address the needs of 
the poor through public policy by expanding insurance options for the poor, and in direct 
service delivery programs.  Private organizations, including DCNHS, have also 
undertaken initiatives to improve the health status of the poor.   

 
However, as this environmental assessment makes clear, there is still much to 

be done.   DCNHS will have an opportunity to select and implement new initiatives that 
consider both public policy and direct delivery approaches.   
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