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PREFACE

The Commission on Health Care for All Virginians, through Senate Joint Resolution
179, asked the Virginia Department of Health to provide local leadership in developing
solutions to the lack of access to primary care services apparent across the state. To do that,
the local health district'directors were charged with calling together representatives from the
community to first assess the primary care needs of the area, and second to develop a plan
for addressing that need. This interim report Is presented following the first year of work and
includes a statewide needs assessment for primary care.
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EXECUTIVE SUMMARY

In accordance with the directives of SJR 179, local health directors, along with
representatives of the private medical care community, businesses, schools, hospitals,
consumers, non-profit service organizations, and many others, compiled data to identify what
people in their locality did not have access to primary care health care services, and what
barriers prevented that access. While the findings were not surprising, their work allowed all
participants to see together what problems they were facing and the impact of these problems
on the general well being of the community at large.

Findings

In general, the needs assessments together found that Virginia does not lack for
primary care providers in terms of sheer numbers. Those providers are spread throughout the
state, but are more concentrated in urban areas near hospitals and sparce in rural areas and
even within certain urban and suburban communities. Together, these assessments found
that the state needs between 253 and 361 primarY care physicians IQcated in identified
ynderserved commynities.

In additiQn to a provider manpower shortage, other balTiers to care were identified:

• Poor access for persons not covered by insurance, public or private.

• Lack of transportation to medical providers.

• Insufficient perinatal and pediatric services.

• Limited services for chronically ill and elderly, particularly those of low income and
the uninsured.

• Lack of health promotion and disease prevention activities.

• Poor health care provider perception of Medicaid services.

• High teen pregnancy rates.

• Inappropriate use of hospital emergency rooms for regular primary care.

Some differences across the state are clearly evident, such as the percentage of
providers accepting Medicaid payment. A far higher percentage of primary care physicians
in the southwest region of the state accept some level of Medicaid reimbursement for care
than in the northern region. Other needs reported by community advisory groups may not
directly reflect needs as illustrated by other means. For example, only one district in the
eastern region identified teen pregnancy as a problem even though other districts also have
high teen pregnancy rates.

Other variations in local need are more apparent in reviewing each district's analysis
of its needs assessment. Summaries of those findings as reported by each health district are
found on pages 10 - 27 of the full report.
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This year's work clearlydocuments what local communities across the Commonwealth
have identified as critical health care needs in their own communities. In 1992, the Advisory
Committee will develop cooperative plans for addressing the most critical needs. Many plans
will be similar. but each unique to meet that locality's needs, environment, and resources. A
final report of these activities will be reported to the Governor and the 1993 session of the
General Assembly.

2



PRIMARY CARE NEEDS ASSESSMENTS
Summary of Findings

INTRODUCTION

Numerous studies, legislative and otherwise, have pointed to the lack of access to com­
prehensive, available, and affordable primary health care services as a major problem in the
Commonwealth. The Commission on Health Care for All Virginians determined that much of the
solution to this issue rests at the local level. Senate Joint Resolution 179 (SJR 179) was adopted
because the General Assembly understood the uniqueness of primary health care issues in each of
the regions of the state and the differences in needs among communities. The General Assembly
also realized the importance of local community leadership in assessing and solving these problems
with meaningful, mUltidisciplinary, community-based approaches. Through SJR 179. local health
departments are charged with coordinating a community effort to assess local needs and to plan
cooperative solutions to the problems found. The first year focus is an assessment of the needs and
the second year focus isthe development of an initial plan to address the identified needs. This report
summarizes the local health departments' needs assessments and findings.

THE PROCESS

Local health department SJR 179 activities have incorporated hundreds of people and
perspectives. The importance of community-Wide involvement in local primary care needs assess­
ments and planning cannot be over emphasized. Each local health director began by calling for the
involvement of local church, government. school. health, minority and other civic leaders. Local
advisory committees were created by district directors to obtain the broadest community-based
perspective when first analyzing the needs assessment data and then planning for action in year two.

Earfy in the year at the state level, support for the process was solicited from 26 statewide
organizations with local chapters or activities. Representatives from such organizations as the
Medical Society of Virginia. the Virginia Municipal League, the Virginia Farm Bureau Federation, the
Virginia Association of School Superintendents, and the Small Business Administration, to name but
a few. were invited to participate by informing their members about the issue and the actions planned
through the resolution. Many included articles in newsletters and did encourage local member
participation through meetings and other methods.

The SJR179 charge is of particular importance because, whDeprimary care is not a traditional
puollc health program, the increasing number of person without access to adequate primary care
services creates a substantial and expensive demand on secondary and tertiary medical care
treatment resources. This demand may otherwise be avoided through adequate and appropriate
access to primary care services.
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Local health department roles and priorities in this task have required clarification in some
communities. Local health departments traditionally provide preventive services. health protection
and environmental services, and in some localities are the primary care provider of last resort. While
the amount of primary care services provided by local health departmentsvaries by local ity, the stated
mission of the health department is "...to provide a coordinated prevention-oriented program that
promotes and protects the health of all Virginians and ultimately results in optimal health forall citizens
of the Commonwaalth."

As the work of the year was completed and evaluated, each local advisory committee
collectively reviewed local data and together made assessments about the local primary care gaps
and causes. Appendix 1 contains the tool provided to district directors to facilitate the work and
allow consistent reporting of findings. As expected during this first year's assessment, significant
problems concerning the availability and accessibility to primary care were Identified in many areas
of the state. In some places in Virginia, many simply do not have access to primary medical care
because no providers are available, while in other areas, with a plethora of providers, Medicaid
recipients and uninsured persons cannot access the physician's care. The problems are varied
among and within the state's 35 health districts.

This report completes the first phase of SJR179 activities and summarizes the findings of
local advisory committees across the state in identifying primary care needs in their communities.
During the second year (1991-1992), these same community groups will develop locally-based plans
to address identified needs at the community level. A second summary report wil follow at the
conclusion of that work.

THE FINDINGS

Any needs assessment relating to primary care access immediately recognizes the vast
difference between measurements of availability of health professionals and accessibility to primary
care services. Although lack of availability Is one form of access problem, the needs assessments
have identified a variety of others. These include financial barriers,lack of acceptance of Insurance
reimbursement, lack of transportation. linguistic and cultural barriers. and lack of knowledge of how
to use the health care system properly.

Priman Care Manpower SboJ1a&es

The health district needs assessment included the study of the supply and demand for
primary care manpower. The methodology employed by the federally funded Community Health
Centers throughout the country was used as the standard methodology for manpower analysis in
the local needs assessments. In addition, several localities used aJternativemethodologies and are
identified in local needs assessment summaries included in this report.
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In recognition of the difference between availability and access, the term medically un­
derserved area (MUA) has been created. It indicates more than avaUability of physicians (i.e.,
physician, to population ratios). In Virginia, MUAs are often found in areas where a health care system
is lacking. Five criteria are used to designate MUAs: (1) the five year Infant mortality rate; (2) the ratio
of primary care physicians to population; (3) the percentage of population age 65 and over; (4) the
most recent annual rate of unemployment; and (5) the percentage of population at or below 100% of
poverty. The most acute medically underserved areas are designated as level 3 (area of high need)
and level 4 (area of greatest need). There are currently 69 level three and level four designated
medically underserved areas.

Overall, the analysis shows a statewide surplus of primary care manpower of between 81.9
and 117.0 Full Time Equivalents (FTEs). However when the localities with shortages are added
together without including those with surplus, a shortage of between 253 and 361 primary care
physicians is identified. Appendix 3 provdes detaUedcharts of primary care selected statistics by
health district.

Some Jocalities found that whUethe supply meets the demand in the district as a whole, there
are specific areas within the district with primary care manpower shortages. The distribution of
providers is skewed to larger towns and cities. Most praeticesare Infalr1yclose proximitytoa hospital
or medical center. This distribution leaves many of the smaller localitieswith a primarycare manpower
shortage.

An example of this is Lenowisco Health District. The district service area is made of ~ee.

Scott, and Wise counties, and the city of Norton. The statewide methodology shows no shortage for
the district. We know, however, that some localities have very poor access to care. When the
distribution of physicians is assessed. one sees that the majority of physicians practicing within the
district are doing so in the town of Wise and the city of Norton, both in Wise County. Localities in lee
and Scott are left with few providers.

NQ Access For the Medically IndiJ:ent

Seventy-four percent (74%) of local needs assessments reported the lack of access to
citizens not covered by insurance or public funding sources as a substantial problem. Public funding
sources provide tittle assistance for the working poor and those above minimal qualifying income
Jevels. In addition, many middle class working people who cannot get insurance through their jobs
and cannot afford coverage are included in this group.

State Medicaid coverage focuses on poor pregnant women, children and the elderly.
Medicaid eligibility includes pregnantwomen and chldren (to age6) upto 133%of poverty, all children
born after 9/30/83 at or below 100% of poverty, qualified Medicare beneficiaries eligible for both
Medicare and Medicaid, and the elderly who through "spending down" for their health care needs
qualify for Medicaid. When compared nationwide, the Commonwealth of Virginia's Medicaid
program is 44th in eligibility levels, 41 st in Medicaid payments percapita, and 41st in average ~pending

per child. WhUea critically important program forthe populations eligible, manyare not able to benefit
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from this public financing system. The General Assemblymakesindigentcareappropriations to the
Medical Collegeof Virginia, the University of Virginia. and the Medical College of Hampton Roads.
The appropriationsfor MCV and UVA compensate for bills that indigentpersons cannot pay and for
the associated costs of graduate medical education. Theappropriations at Hampton Roads com­
pensate facultyphysicians for billsindigentpersonscannot pay. Tobe eligible for moniesfrom these
appropriations a citizen must have an income of $8,900 or less and not be eligible for Medicaid.
Hospitalbaddebt dueto charitycareispartiallycovered by the Indigentcare Trust Fundwith funding
from the stateand the hospitals that provide lessthan the statemedianof charitycare.

Many communities identified citizens caught between the Medicaid eligibility limit and a
disposableincomelargeenough to purchase careand medicationswith littleabilityto accessprimary
care services. This group includesmany citizenswho work in minimumwage positions as well as
working families with no accessto Insurance.

Transportation

Approximately halfof thedistricts' primarycareneedsassessments reported that Inadequate
transportation is a major barrier to care. Transportation as an issue Is further exacerbated by the
manpowerdistribution problems within the state. A majority of the localities that are designatedas
medicallyunderserved areas havetransportation problems. In addition. manyareaswith adequate
numbersof providersbut with limitedaccessfor the poor reporttransportation difficulties in getting
patientsto clinicswherethey can be seen.

Perinatal and Pediatrie Care

Sixty·two percent (62%) of the district assessments reportettsignificant gaps In perinatal
and/or pediatriccare. ForchDdren overthe age of six andabove.133% of povertyand those children
with no private or public funding for care, access is the most difficult. For those with Medicaid
coverage. findinga physician who acceptsMedicaidpatientsmaybedifficult. Manyof thesechildren
end up in emergencyroomswithproblemsthat could havebeenavoided hadaccess beenavailable
to a primary carephysician who could managethe chUd's illness.

As has beenreported in numerous other studies. accessto perinatal care for Medicaidand
low income patients is critically important. However. the problemof a lack of access remains as a
majority of localitiescontinueto reportarea physicianswho limit or acceptno Medicaid or indigent
patients.

Limited Access for the Chronically 111 and Elderly

Approximately one third of the district assessments reported an increasing unmet needfor
services for the elderlyand patients suffering from chronic diseases. The gaps are greatest in the
low income and indigentpopuatlons who havepoor accessto regular primaryand preventive care.
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The elderly and the very young are the two fastest growing segments of the Virginia
Population. Between 1990 and 2010 the population aged 85 and oJderwUI increase 100%. The elderly
are the most prone to chronic disease. Continuity in care provided by one physician who knows the
patient's medical history is essential for the proper management of chronic disease. Those who have
poor access to primary care have far poorer access to care that has continuity. Many citizens with
poor access to care end up in emergency rooms with acute conditions that could have been avoided
had the illness been properly managed.

A few localities noted significant difficulty in accessing affordable medications rsqulred by
chronically UI patients. Serious health repercussions and ultimately higher costs await those who
cannot afford the drugs required to manage their condition.

Health Promotion and Disease Prevention

Approximately one quarter of the district needs assessments identified poor access to health
promotion and prevention services, including screening, as a major problem. There are three
components to the problem: (1) few insurance policies offer coverage for screenings, health
promotion, or preventive services; (2) the general pu~ic does not understand the importance of
prevention and screening activities in the prevention and limitation of chronic and debilitating
diseases; and (3)those with pooraccessto primary care may only have or seek access to care during
episodes of serious illnesses.

Provider Perceptions of Medicaid

Fifty-six percent (56%) of the district needs assessments reported that physicians' percep­
~ of the Medicaid program hampered access to care. The negative perceptions included low
reimbursement rates for patient care and too much paper work. The chart in Appendix 2 shows the
percent of physicians accepting Medicaid by physician primary care specialty. The numbers may
not be a good proxy of physicians who see indigent and low income patients, however, as some
communities have worked out free or reduced cost care program with physicians for persons not
covered by the Medicaid program. In addition, there are discrepancies between localities that
counted full time equivalents and locaJities that counted each provider accepting Medicaid.

Teen Preanancy

Approximately one third of the district needs assessments reported teen pregnancy as a
significant problem in their community.

InapprQpriate Use of Emergena Rooms

Approximately one fourth of the district needs assessments cited the inappropriate use of
emergency rooms as a major problem. Citizens with poor access to care, those who cannot seek
care during the working day and those do not know where to access care may use the emergency
room as their first source for primary care.
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SUMMARIES OF FINnlNGS BYLOCALID'

The chart on Page 9 graphically illustrates the frequency in which the nine preceding problem
areas were identified with each of the four Virginia Department of Health regions. Some differences
are clearly evident. For example, a far higher percentage of primary care physicians in the southwest
region of the state accept some level of Medicaid reimbursement for care than in the northern region.
The chart only exhibits the needs as identified by the community advisory boards, however, and may
not reflect a need as defined in other terms. For example, only 1district in the eastern region identified
'teen pregnancy" as an issue for that community However, a number of other districts in that region
exhibit high rates of teen pregnancy.

Other variations in local need are more apparent in reviewing each district's analysis of its
needs assessment. Pages 8 - 24 summarize those findings as reported by each health district.

FINnlNGS BY LOCAL HEALTH DISTRICT

NORTHERN REGION

Central Shenandoah

Waynesboro, Lexington, Rockingham, Harrisonburg, Bath, Buena Vista, Rockbridge, Au­
gusta, Staunton, and Highland

Each service area within the district was assessed for supply and demand for primary care
providers: Service Area 1: Rockingham - Surplus, Service Area 2: Highland/Augusta·· Deficit (2.5
-3.6), Service Area 3: Lower Augusta - Deficit (1.96·2.8), Service Area 4: Rockbridge - Deficit (1.99
. 2.8), Service Area 5: Bath « Surplus, the total area has a surplus,due to Rockingham and Bath
County surpluses.

The review team identified the following health care problems in this district: Access to care
- shortage of doctors. lack of insurance for working poor, need to increase funding for rescue squads;
teen pregnancy; increasing aging population _. need for preventive health education and better
understanding of how to use the system; need to improve the Medicaid system (transportation, the
need for reimbursement for syringes and not just insulin, and reimbursement for hearing aids); need
for more health education for all in community; need for adult indigent dental services.

LQrd Fairfax

Clark, Page, Shenandoah, and Warren Counties, and Winchester

Overall assessment of the district finds a surplus of primary care physicians. Resources
supplementing private practices include a free clinic near Winchester, a migrant clinic in Winchester,
and a vol untary Medicare assignment agreement between Virginia Medical Society and Shenandoah
Area Agency on Aging. However, while access is adequate in the northern portion of the district,
some llrnltatlon is found in the lower three counties: Clarke/FrederickJWinchester - SurplUS, Page
•• Deficit (2.13 - 3.00), Shenandoah - Deficit (1 -1.6), Warren - Surplus.
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Rappahannock

Fredericksburg and Counties of Caroline, King George, Spotsylvania, and Stafford

King George and Caroline Counties have been designated as medically underserved for
some years. The district is served by Mary Washington Hospital in Fredericksburg. Rapid population
growth has outstripped the local medical resources as evidenced by a calculated deficiency of
between 28 - 40 primary care providers. Easy access to Washington, D.C., Richmond, and Char­
lottesville provides a safety valve.Morbidity and mortality data suggest that the population enjoys a
level of health equal to that of the rest of the state. Nevertheless, the impression of the voluntary and
governmental agencies who provide public services is that the uninsured and low income patients
have great difficulty in obtaining primary medical care locally. Few physicians accept any Medicare
or Medicaid patients. Mary Washington Hospital reports that its emergency room is In fact used as
an outpatient clinic. The health department provides only prenatal, well baby, WlC, MICC, STD, and
immunizations services. There are interstate bus and rail connections to the north and south but no
intradistrict public transportation services. The medical society, health department, and hospital are
working together to address this situation.

Rappahannock-Rapidan

Orange, Culpeper, Fauquier, Madison, and Rappahannock

Poverty rate is slightl y higher than the state. Neitherof the two hospitals has outpatient clinics.
The district, especially Fauquier, is thought to be heavily served by contiguous providers. The health
department methodology shows a deficit of 12 -- 17. The Community Health Care Committee felt
that if correction is made for care being provided in contiguous areas, the deficit is 10 -- 12. Most of
the deficit is from Fauquier. Obstetrical care is avaDable only in Culpeper and Fauquier.!n Culpeper,
care is available within one week. In Fauquier, care is available in two to six months. In CUlpeper,
only one pediatrician and one family practitioner accept Medicaid for new patients (9 out of 15
providers). An additional physician accepts patients referred from the emergency room. Weekend
and after hour abuse of emergency rooms appears to be a problem. Access to care for migrant
workers is a problem

Ih.O..ll!iis Jefferson

Charlottesville, Albemarle, Green, Nelson, Louisa, and Fluvanna

There is a surplus of physicians and primary care services (peS). but distribution is a serious
concern. One third of the population lives in four rural counties which together posses only 13% of
the pes. In Fluvanna and Greene there is one physician for every 10.300 persons, in Louisa one per
3,400, and in Nelson one per 2,300 (nurse practitioners included).

Two-thirds of the district's pes are provided by physicians in private practice, one-quarter
by UVA components including student health and emergency room, and the rest from a variety of
sources inclUding health departments. As a major state and national referral and tertiary care center,
UVA provides relatively little primary care (eqUivalent to 17 MDs plus ER), and much of it is for
non-district residents.
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Transportation is the greatest barrier for rural residents. Financial access is of some concern
with half of the physicians unwilling to see new Medicaid patients. Affordable, accessible prenatal
services are the greatest need. The types of health problems are simUar to those statewide with no
single major concern. A variety of health promotion and prevention services are available, but more
are needed with better accessibility. Despite the medical sophistication of a large segment of the
community, the district has significant areas of primary care need.

AJexandria

City ofAlexandria

Medicaid, Medicare assignment, and uninsured patients in the City of Alexandria probably
experience the greatest financial barriers to care. Financial obstacles are particulariy acute for
women's health care patients with Medicaid or no insurance. The primary care need in this district
could be met with a combination of local health department services and a maximum of 6% of private
sector physicians' practices committed to Medicaid and indigent patients. The homeless population
in the City of Alexandria is twice the proportion of the homeless population in the state. Cultural,
linguistic, and physical access barriers are problems. Although there is a surplus of physicians,
access for Medicaid, Medicare, and uninsured patients is difficult.

ArlinW;oD

Arlington County
,

There are limited low cost or free services available to those who cannot afford to pay. As
many as 8,000 residents are thought to be undocumented and therefore ineligible for Medicaid
assistance. Although there is a sufficient number of physicians, several medical facDities and
physicians provide a disproportionately large share of the pro bono or reduced cost medical care.
Most indigents can access emergency care, but few can access ongoing care for chronic conditions.
There are also access problems with ancillary services. Language barriers exist and hamper the
communication of information about available resources. Many of those with poor access do not
understand the need for preventive and routine care. From the district's Health Care Program
Summary Sheet: large number of undocumented multicultural residents; high incidence of
AIDS/STD; increasing incidence of tuberculosis; lack of dental care.

Fairfax

FairfaxCounty. FairlaxCity, and Falls Church

The Fairfax Health District illustrates how coordination and cooperation of public health and
private practitioners can benefit the community and impact upon access to care barriers. The needs
assessment shows a surplus of providers in general. A county primary care program, Community
Health Care Network, public health clinics, and the Fairfax Hospital obstetrics clinic now offer
additional access to care. Based on actual FY 1991 experience, these problems provide the capacity
of 72,221 visits per year. This includes 17,000 visits to the Fairfax Hospital DB clinic, 20,459 visits to
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the two county primary care centers, 13,273 MCHvisits, and 21,489adult health clinic visits. Even
withthe extended community efforts, accessproblemscontinue for somelow income and uninsured
residents. The Department of Community Action and the health department administer health
programs to serve low-income, uninsured county residents. The Department of Community Action
hasdesignedprograms of the working poor who earntoo much to qualify for Medicaid.

Threeprograms designed to bridge the gap in primary care services have been developed:
Medical Care For Children Project (MCCP) - a seriesof public/private partnerships, uniting county
government, the medicaland businesscommunities. and the private sector to provide medical care
for indigent children from one month to age 18; Low Cost Adult Health Care - designed to address
treatment of acutemedical conditions for low income, uninsuredadults;and Community HealthCare
Network (CHCN) - the health department's primary care program made up of two county health
centers staffed and managedthrough a contract with the PHPHealtheare Corporation, community
hospitals providingneedednon-subsidized inpatientacute care on a charity basis, privatephysicians
providingcharity or reduced fee care,and churchesand voluntary agencies which assist the CHCN
patients with medical expenses not covered by the program through donations to the Patient
Assistance Fund (PAF). To qualify for services under this program, a person must be a residentof
Fairfax County or the City of FallsChurch, havea family Income below 200% of poverty.and havean
absence of private insurancecovering outpatient care.

Evenwith theseefforts, thedistrict reportsconcern: lack ofavailabilityof dentaland eyecare
for low income persons, limitations regarding financial access to care, language/cultural diversity
within the population, teen pregnancyand low blrthwelght babies. and health care for the elderly.

Loudoun

LoudounCounty

WhOe analysisofthe supplyof physiciansin thecounty reveals a surplus. there is maldistribu­
tion of physiciansand dentists with a relativesurplus in well developed areas of the district. Head
Startand day care services are marginal. Teenage pregnancy isa significant problem, yet resistance
of local communities to family life education Isevidenced by the withdrawal of 800 pupils. There is
no school healthprogram. The local healthdepartmentis just beginningto extend homevisit services
to rna'.;rnityand newborn patients. Veryfew local physiciansand no dentists were found to accept
Medicaid patients.
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Prince WilHam

Prince William, Manassas, and Manassas Park

Market place dynamics are largely influenced by the dominance of 'NOVA Health System in
the region. Many primary care physician groups maintain offices in Prince William as well as in other
areas of Northern Virginia. Many other physicians market services heavily in the Prince William area,
but do not maintain local offices. Both groups use Fairfax Hospital facilities for hospitalization. With
the advent of HMO's with local offices, the shift away from hospital services in Prince William has
increased even more. This trend is particularly apparent in obstetrics - hatf of the babies born to
District residents are born in hospitals outside the District. The burden of primary care for the indigent
has fallen on local hospitals and physicians, since the HMO's and out-of-county physicians and
hospitals do not serve Prince William indigent.

Acute care for the medically indigent is provided largely by the two local hospital ESO's or
arranged through Healthlink, a private. non~profit program which links patients with acute care
services for a greatly reduced fee. Prenatal care at the health department is avaUabieonly for Income
A and Medicaid patients. A clinic at Potomac Hospital sees some patients who do not qualify for
health department prenatal services, but who cannot afford fuji fee care privately. Using state
methodology, the district has a deficit of 39 ~ 56 FTE primary care physicians. primarily In OB/GYN
and pediatrics. Special problems include the need to develop local capability to provide primary care
to AIDS/HIV patients and special needs of pregnant teenagers.

SOUTHWEST REGION

Alle2hany/Roanoke

Alleghany, Craig, Botetourt1 and Roanoke Counties, and Cities ofRoanoke, Salem1 Coving­
ton, and Clifton Forge

The Needs Assessment Study Group felt that the methodology for determining physician
supply was poor. Letters expressing concern were included in the local needs assessment report
from the chief of staff at the v.A. Medical Center, the director of ambulatory medicine at Roanoke
Memorial Hospitals, a CariJljonHealth System planner. and a joint letter from the group's chairs: Ken
Cook (Southwest Health Planning Agency), Dr. Donald Stern (Roanoke District Health Director), and
Dr. Molly Hagan (Alleghany District Health Director). Reasons for concern included; no mechanism
for including the effects of regionalization; the 4.1 visits per person per year seemed inaccurate to
the group; three populations (those at poverty level. the elderly and all other) should be assessed
individually.After some debate. the somewhat controversal GMENAC physlcan-to-popisatlon ratio
was used. The group projected a deficit of 31 FTEs. The statewide methodology calculates a surplus.
The breakdown of physician distribution is not given in the needs assessment, but it is known that a
substantial number of patients come to Roanoke from outside the planning district.
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Initial health status indicators and major concerns included teen pregnancy, lifestyle behav­
iors that put citizens at risk for disease, infant mortality, and hypertension. Populations of major
concern are indigent and black populations. Major barriers to primary care included cost of child
care, cost of medications, physicians' attitudes towards Medicaid (Medicaid patients), and transpor­
tation.

Central Virginia

Cities of Bedford and Lynchburg and the four counties of Amherst, Appomattox, Bedford,
and Campbell

One third ofthe total district population is in Lynchburg. Most health needs are met in private
offices located in or around the cities of Lynchburg and Bedford. Rural care is provided by a few
local area physicians or by travel to urban areas. There are several free-standing walk-in centers.ln
Lynchburg the health department, in cooperation with the Lynchburg Academy of Medicine, has
offered primary care services to people meeting established eligibility guidelines. Lynchburg
General's emergency room is used for primary care for those who cannot or will not seek other
sources of care. Campbell, Appomattox, and Amherst have no pediatricians, OB/GYNs, or general
internists.Bedford has one OB/GYN and no pediatricians. A deficit of 2.9 to 4.2 primary care
physicians was calculated. These physicians are needed to see Medicaid, Medicare, and indigent
patients.Health Care Program Summary Sheet: Indigent health care Is limited; lack of knowledge
concerning the appropriate use of the system; teen and illegitimate pregnancy; lack of available care
for Medicaid/Medicare patients; no pediatricians or OB/GYNs accept new Medicaid patients; most
family practice physicians will see only if family member is a patient already, or on a very limited
basis.Minority areas have no or very limited health care. Many rely on the emergency room for care.

Cumberland Plateau

Buchanan, Dickenson, Russell, and Tazewell Counties

Providers in Grundy, Bluefield, and Tazewell areas serve some Bland County and West
Virginia residents. However, the number of Cumberland Plateau residents seeking care outside the
district is more than the population served from outside the district. District residents also obtain care
in Bluefield, West Virginia, and in Abingdon, Bristol, and Wise.State methodology calculates a deficit
of 4 to 6 primary care FTEs. Six may be more in order due to the large population of children and
elderly. Six primary care physicians will retire next year. Physician offices cluster around hospital
locations -- Richlands, Tazewell, Grundy, Lebanon, Clintwood, and Bluefield, WestVirginia.Clustering
exacerbates the primary care deficit problem because many patients must travel 15+ miles on
mountainous roads to reach the nearest doctor. A large number of physicians have offices in Tazewell
County. Transportation is a particular problem for obstetrical patients because, at present, the only
OS services are in Richlands. Some patients feel that physicians schedule more visits than necessary,
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both per patient and per day, in order to increase their income. In its Health eare Problem Summary
Sheet, the district reports the following issues: teen pregnancy, black lung, accdents: over/under
utilization of providers caused by reluctance to see providers whose English Is poorly understood;
poor access for uninsured and low income; low reimbursement; and public perception of tow quality
of care.

Pjttsylyanja-Danyjlle

Danville City and Pittsylvania County

Based on the needs assessment worksheets, a minimum of 14.5 FTEs and a maximum 20.7
FTEs were calculated as needed in this district. Currently, there are 38.5 primary care FTEs In the
district. The minimum a~ditionatFTEs needed to meetthe shortfall would require an increase of 38%
over the existing resources.

Most of the physicians are located in and around DanvUle. There is one physician in the
northern part of Pittsylvania County, three FTEs in the central part, two in the western part, and none
in the eastern part of the county.

Lack of health care for the district's indigent population is a significant problem. Twenty-two
of the primary care physicians accept new Medicaid patients routinely. However, the avaUabnity of
care to Medicaid patients differs greatly according the type of patient. Health care funding by
Medicaid to some categories of patients is fairly limited. Significant numbers of patients lack
insurance and are not covered by Medicaid. The health department and the Sandy River Community
Health Center are the only two facilities routinely offering primary care on a sliding scale fee basis.

Pediatric care for the indigent is a special problem. Only one of the full-time pediatricians
routinely accepts Medicaid patients. Four family practitioners provide some pediatric care and also
accept Medicaid.

West Piedmont

Franklin, Patrick, and Henry Counties and the City of Martinsville

Each locality in this district is designated as either a Medically Underserved Area (Henry,
Patrick, and Martinsville), or a Health Professional Shortage Area (Franklin and PatriCk). Each locality
has a higher percentage of its population below 200% of poverty than that for the state as a whole.

The needs assessment showed a deficit of between 27.3 and 39 primary care physician FTEs.
Significant problems exist in Henry County and Martinsville, where a shortage of maternal care
providers for indigent women exists. District hospitals do not operate outpatient primary care
services, and no other primary care clinics are avalable to residents. Other significant problems
facing the district and noted on the report's Health eare Problem Summary Sheet include homicide
and suicide, and the threat of small hospitals discontinuing deliveries.

LenowiscQ

Lee, Scott, and Wise Counties and the City of Norton
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Many in Lee County seek care in other states. The number of young and aged are higher
than the national average proportionally. Primary care providers are located predominantly in the
county seats and larger towns. The largest number are in Wide. and Norton in Wise County. Norton
has the largest concentration of physicians. Many residents of Scott County receive care in Kingsport.
Physicians there estimate that between 10 - 15%of their patients are from Scott County. 08 services
are in Norton, Wise, and in Big Stone Gap. Lee County is without an OB, although one is being
recruited to replace the one who left two years ago. There is no hospital in Scott County. Lee County
and northern Scott County OB patients often have more than fifty miles to travel to a provider. High
risk patients go to Tennessee. Transportation is a big problem. Using the methodology, Lenowisco
has a small surpJus of physicians. There is a public perception that physicians schedule more visits
per day and more visits per patient than feasible or desirable due to low reimbursement. Health Care
Problem Summary Sheet: Accessibility -- few evening or Saturday hours. waiting time, transporta­
tion; financing -low income and indigent; perception of low reimbursement rates; black lung; need
to educate people on appropriate access and utilization of services.

Mount ROUrs

Bland, Wythe, Smyth, Carroll, Grayson, and Washington Counties and the Cities of Galax
and Bristol

The Mount Rogers District localities rank among the four lowest per capita incomes in the
state; and the adjusted gross income is ranked lowest among the state's Planning Districts. Of the
12,235persons eligible for Medicaid. only 9.435are actually recipients. WhDe two interstate highways
course through the District, the terrain is largety mountainous and there are no large population
centers. This often produces long difficult travel to medical provid~rs for the predominantly rural
populace. The District borders Tennessee, West Virginia, and North Carolina, with many residents
seeking primary care and/or referral to tertiary medical centers in Winston-Salem or Durham, and
Johnson City/Knoxville. A District shortage of obstetricians. compounded by maldistrlbution. has led
to a very tenuous situation regarding assured delivery, especially for the indigent. High poverty rates.
a higher than average number of un- or under-insured, and very low reimbursement rates have
contributed to a current deficit of primary care physicians of between 19.7 and 28.1 FTEs. Each
county in the District has been designated both as a Medically Underserved Area and Health
Professional Shortage Area.

New Riyer

Montgomery, Floyd. Giles, and PulaskiCountiesand the City ofRadford

The population below 200% poverty averages 8.6% higherthan the state. Access to primary
care is complicated by the following factors: 35% of persons eligible for Medicaid are not enrolled,
only 64.2% of primary 'care physicians serve Medicaid clients, and only 45.7% accept Medicare
assignment. This population is uninsured or underinsured because they work for hourly wages or
small businesses that do not offer insurance. Unemployment is another factor. The unemployment
rate in aU localities. ranging from a high of 14.8 in Gles to a low of 10.1 in Pulaski. Is higher than the
State's rate of 4.2%. Of the five political jurisdictions, four have hospitals. Floyd residents travel to
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contiguous areas for hospital care, including delivery. Mountainous roads lengthen access time to
hospital and primary care sources. The statewide methodology shows a surplus of primary care
physicians; however, university physicians serving an estimated university population of 31,000 are
included. Health care problems identified on the summary sheet include: inadequate transportation;
teenage pregnancy; alcoholism/substance abuse; stress related mental health concerns; poor
nutrition/obesity; AIDS; incapacitating diseases of the aging; dental care for indigent adults; numer­
ous medically uninsured or underinsured and under utilization of available services.

CENTRAL REGION

Chesterfield

Chesterfielda~ Powhatan Counties, and the City of Colonial Heights

Chesterfield and Powhatan are rapidly growing areas of the state. Access to indigent and
low income patients is affected by a lack of public transportation, Medicaid/Medicare funding, and
the number of physicians accepting Medicaid/Medicare patients. Chesterfield has 29,717 individuals
with incomes below 200% poverty level. The Chesterfield Advisory Board feels that an upward
adjustment in office visit capacity would improve the methodology. The statewide methodology
shows a deficit between 1.08 and 1.54 FTEs.

Petersburg, Emporia, Hopewell, Prince George, Sussex, Surry, Dinwiddie, and Greensville

Crater used the statewide methodology, but was concerned that the numbers used in the
formula to estimate "annual expected office visits" for primary care providers grossly underestimates
the actual number of annual office visits provided by primary care physicians in the District. The
distribution of physicians is a problem. Some rural areas have few accessible physicians. A deficit
of between 6 - 9 physicians was calculated for the District. Umited avaiiabDityof transportation and
an increased number of low income residents with no insurance coverage are also issues that impact
on accessibility in this area.

Hanover

Charles City, Goochland, Hanover, and New Kent Counties

Chronic diseases account for the bulk of productive life years lost. Major barriers to care are
lack of: finances or health insurance, transportation, and knowledge of how and where to access
services.

In addition, there is a calculated district deficit of 7.2 to 14.9 primary care physician FTEs
depending upon the ratio of patient visits per physician used. The most noted absence of specialty
is OB/GYN, one of whom practice in Goochland or New Kent Counties. Similarty, no pediatricians
practice within Goochland. Charles City, and New Kent. According to a physician survey however,
there is a relatively high level of participation in Medicaid. as is typical with the rural areas. Also, a
substantial number of practitioners provide some free care and make house calls.
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It is felt that the SJR 179 process has strengthened the relationship between the health
departments andthe privatesector. However, it Is recognized that resolution of these problemswill
require both substantial planning, coordination, and especiallyresources.

Piedmont

Amelia, Buckingham, Charlotte, Cumberland, Lunenburg, Nottoway, and Prince Edward

Surrounded on three sides by the metropolitan areas of Richmond, Charlottesville, and
Lynchburg, the district is entirely rural with no Interstate highwaysand no major municipal water or
sewage systems. The principaltown, FarmvDle. located centrallyin the district, has the district's only
public transportation system and is the site of the district's only hospital with its associated groups
of the medical specialists including three ObstetricianlGynecologists.

Oneof the most sparselypopulated districts, Piedmont's per capita personal income level
is the third lowest in the State. Six of the seven countiesare medically underserved and five meet
the criteriaof federally designated Health Professions Shortage areas.Sixteenpercent of the popu­
lation is over the age of 65 years, but only fifty percent of providers of primary medical care in the
Districtaccept Medicare assignment.

Health care needsare great in Piedmont as evidenced by the high infant mortalitY rate, high
percentof low birth weight infants, high teen pregnancyrate, lack of primary care providers, lack of
access to routine and preventive care for the working poor, and increasing proportion of the
population over 65 years of age. Health education, education regarding secondary prevention,
provision of affordablehealthmaintenance, andaffordablepharmacyservices are neededto combat
the toll in years of productive life lost to chronic disease. r

Henrico

Henrico County

Henrico County hasa general populationof 218,000. which requiresapproximately670,000
primary care visits per year. There are 261 primary care physicianspracticing in Henrico. and the
medical establishment of the County (physicians. hospital out-patient departments, ancl health
departmentclinics) is capable of providing 1,336,664 primary care visits per year, or approximately
doublewhat is neededby the population.

We interpret this to mean that there is no shortageof primary care providers in Henrico; in
fact, there are easily more than enough providers to meet the need of Henrico residents. Excess
visits beyond·what is required for Henrico residents are probably being provided to out-of-county
residents from the surrqunding metropolitanareawho travelto Henrico to receivetheir care.

Approximately 60% of the total of primary care providers are also Medicaid/Medicare
providers: however, only 25% of OB/GYNs accept Medicaid.
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Even though it is clear that Henrico is a physician-rich area in terms of primary care, there
are issues to be addressed:

1) the low percentage of OB/GYNs who accept Medicaid;

2) the primary care needs of the working poor (employed, do not qualify for Medicaid, income
near the poverty level, have inadequate or no health insurance) who cannot afford care; and

3) the inability of the health department to meet the demand for care from indigent clients.

Richmond City

City of Richmond

Richmond City is urban with a large minority population. It is subdivided by census tracts
into Northside, East End, Downtown, Southside, Near West End and Far West End. There are vast
differences from one end of the city to the other in primary care needs. The East End Is predominantly
non-white and is designated medically underserved. The Far West End is predominantly white with
an array of resources. While 26,929 persons in Richmond are eligible for Medicaid, only 12,899 (less
than half) are enrolled as Medicaid recipients.

The physicians on the Advisory Board believe that office visits per physician vary between
21.3 and 10.7. Many believe that the number of visits per year has Increased with more visits from
chronic diseases among the elderly. Resources tor the indigent Include MCV's A.D. WIliams Oinlc,
MeV Non-acute Emergency Department, MCV Pediatrics Emergency Department, Crossover Clinic,
Fan Free Clinic, Street Center, Planned Parenthood, and the Richmond City Health Department
CIinics. The MeV Emergency Department is used inappropriately by a large number of patients. The
distribution of physicians is skewed away from areas with high Indigent populations. The methodol­
ogy shows a surplus of physicians.

Health Care Program Summary Sheet: Lack of adequate prenatal care and pregnancy
prevention; homicide; chronic diseases; substance abuse, HIV/AIDS; need to educate citizens about
services available and how to access them.

Southside

Halifax, Mecklenburg, and Brunswick Counties, and the Cityof SouthBoston

The Advisory Board states that some physicians see far in excess of the number of patients
as prescribed in the annual office visits for physicians in the methodology. The emergency room is
inappropriately used on weekends and after hours due to access barriers including the unavailability
of physicians, the lack of transportation, patients unable to see a physician during working hours.
and affordability problems. There is a large population below 200% of poverty in this district. The
unemployment rate is currently double the state rate. A deficit of between 4 and 6 primary care FTEs
is calculated using the statewide methodology.
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The Health Care Problem Summary Sheet indicates a lack of pharmacy services; lack of
patient transportation; lack of vision care and dental care for the indigent; lack of insurance; illiteracy
and Spanish speaking clients; inappropriate use of the emergency room.

EASTERN REGION

Chesapeake

City of Chesapeake

The needs assessment methodology calculations show a deficit of between 10.3 and 14.7
physicians. Transportation is the major concern for residents in need of primary care services.

Chesapeake Health District's action to address adult primary care needs (CHAMP) is a
public/private initiative designed to provide primary care and pharmacy services through the Adult
Clinic in cooperation with private physicians. The health department Adult Oinic has a caseload of
700 chronically ill adults and a waiting list of 200. The popuJation has grown at an average rate of
3.3% per year since 1980. This trend has produced a 56% increase in poverty in the last five years.
A similar program for children, we. is being initiated in Chesapeake. A mobile clinic was acquired
through the Texaco overcharge program. The clinic will provide pediatric/adult medical and family
planning clinics. The unit is a shared effort with the Portsmouth, Virginia Beach, and Newport news
Health Departments.

Other issues noted on the district's Health Care Problem Summary Sheet include: lack of
adequate pediatric care (only 16% of those at or below 133% poverty and eligible for EPSDT received
services in 1989-90); need for more personal care and home health services as the elderly population
continues to increase the need for a health department pharmacy; the need for adequate staffing to
meet needs of a rapidly growing city.

Eastern Shore

Accomack and Northampton Counties

The Eastern Shore District is connected to the Eastern Shore of Maryland on the north and
separated from the Virginia mainland by the Chesapeake Bay. Northampton County has the highest
poverty ranking of any county in the Commonwealth. Accomack County ranks 131/136 in state per
capita income.

The recruitment and retention of physicians on the Eastern Shore is a critical problem. In
the past two years, three pediatricians and three famly practice physicians have left the area. Two
family practice physlctans were lost due to retirement and death. Those under 18 and the elderly
have the highest demand for primary care services. There is a strong need for preventive services.
There is an unsatisfactory visit status of 18,320, a strong indicator of the critical shortage physicians
in this area. The retention of physicians and retirements make this region volatDe of underservice.
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Hampton

City of Hampton

Forty-two percent (42%) of the population is non-white and 32.9% of the population lives
below200% of poverty. Three differentmethodsusedto analyze the supplyand demand of primary
care physicians. The statewide method indicateda shortage between8.94and 12.94 primary care
physicians; a modified methodusingAMAphysician marketplacestatistics, 1990for annualphysician
officevisitsindicatesa shortage of 18primarycarephysicians. Thethird method used1980 GMENAC
physician-to-population ratios and indicates a 38 FTE shortage. There Is a lack of physicians
acceptingnewMedicaidpatientsanda largenumberof older physicians. Thirteen (13) ofthe existing
primarycare physician on Sentara HamptonGeneral Hospital's medical staff are older than age60.

The most frequently cited barrier to Medicaid recipients' access to care has been the
perceptionof low Medicaid reimbursement that does not allow the physicianto meet practicecosts.
The chairman of Emergency Medicine at Sentara Hampton General says there Is a shortage of
accessible primary care of all types. Dr. Schmidt has seen an increasing number of patients
presenting in the emergencyroom who havebeenunableto find appropriateprimary careand have
developed an emergencycondition that may havebeen preventable.

Three innovative approachesto providingmedicalcarefor the Indigenthavebeendeveloped
in this district. The Hampton physicjanCareCooperationwas formed by Hampton obstetricians to
provde deliveryservicesto indigentwomen. TheHamptonHealthDepartmentprovidesthe prenatal
and post-partumcare. TheCity of Hampton, in cooperationwith the healthdepartment, providesall
patientand third party billing and collections activities. The health care demonstration prgject for
infants children and adolescents required the development of liaisons between the hospital, the
emergency room, the private physicians, the public schools, and other social service providers.
Sentara Hampton General Hospital providesacute ambulatory care In the emergency room when
thedepartment'sclinics are not in operation. The privatepediatriciansprOVide inpatienthospitaliza­
tion whennecessary. AlPS care is provided to the Indigentthrough cooperativeeffortsbetween the
HamptonMedical Societyand the Peninsula AIDSFoundation.

Three Rivers

Essex, Gloucester; King and Queen, King William, Lancaster, Mathews, Middlesex,
Northumberland, Richmond, and Westmoreland

Thereare only nine incorporatedtowns Inthis 2,000sq. mi. district. the largestof which has
a population under 3,200. Four of the ten countieshaveno incorporated area. In generaJ. primary
carephysiciansareclustered in thecountiesof Essex, Gloucester, and Lancaster (where the hospitals
are located). Six counties are considered medicallyunderserved and four are on the Federal List of
Health Professional Shortage Areas.
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Thestatewide methodology indicatesa shortageof primary carephysiciansbetween 12and
17. Correctingfor primarycare visits to the three hospital emergency rooms (whichare not staffed
for suchvisits), the indicated physicianshortfallrisesto the range of 15to 23. Prenatal care is offered
by only seven of 54 private primary care physicians; only one does deliveries in the District; about
75%of deliveriesto district residents take place in Richmond City, Hampton Roads, and Fredericks­
burg,alloneto two hoursawayby road. Sixcountieshave disproportionatelyhighnumbersof elderly;
five of these also haveelevated rates of poverty. Overall, 21 % of all private patientsare reportedly
without health insurance of any kind. An additional major barrier to care is the lack of public
transportation.

Norfolk

City of Norfolk

Almost half of Norfolk's population is below 200% of poverty, and 20.7% is the population
below 100%of poverty. Thestatewidemethodology indicatesa surplusof primary care physicians.
However, the advisorycommitteefound that primary careclinics are crowded,too manyemergency
room visits are for primary care. too many people are hospitalized due to inadequate maintenance
care for chronic diseases, and health indicators continue to show morbidity and rnortBHty rates
exceedingthe stateaverages. The committeealso believes that sinceNorfolkservesas the region's
tertiary care center, a significant percentage of the medical capacity is filled by residentsfrom other
jurisdictions. TheHealtheare ProblemSummarySheetindicatesthe advisorycommittee identified
the following problemareas: Communicable diseases; infantmortality;substanceabuse;adolescent
health.

Peninsula

York and James CityCounties, Williamsburg, Poquoson, and Newpon News

Except for some residents living in the westernmostpart of the district, allarewithin 30 miles
of a hospital. The percent of people liVing 200% below poverty is high. Although the majority of
private physicians in.thedistrict do not accept Medicaidassignment, the City of Newport News stiJJ
has one of Virginia's highest total expenditures for Medicaid. Only 13% of the general and family
practitioners. 26% of the general internists. 10% of the obstetricians and even fewer pediatricians
accept Medicaid patients. Still lesswill see new indigentpatientsthat have' no payment source.

Thestatewidemethodologyindicatesa surplusofprimarycarephysicianswithin the district.
Thissurplusmay be misleading, since residents of otherareassuchas Hampton. Middle Peninsula,
and Hanover health districts use the primary care services in PeninsUla. The care of low income
residents. specificallynon-Medicaid eligibleadultsandafterhour careof children, posesa significant
problem.

Western TIdewater

Cities of Suffolkand Franklin and the Countiesof Southampton and Isle of Wight
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The area is mostly rural. The percent of those at or below 200% poverty in Southampton in
46.7%.. There is a large non-white population and a large proportion of elderly. The district-wide
methodology.indicates a deficit of between 2.7 to 3.8 FTEs. The deficit is underestimated. RS

emergency room visitswere included in the sup~y of primary care resources. Public transportation
is a major barrier to care. The vast number of physiciansare clustered in three areas: Suffolk City
near Obiei Hospital, Franklin City near Southampton Memorial Hospital, and the town of Smithfield
in IsleofWight County. Thebreakdownof primarycarephysiciansurplus/deficit isasfollows: Suffolk
City -- surplus: Franklin City -- surplus; Isle of Wight County.- deficit 7.01 to 10.02; Southampton ­
deficit 5.81 - 8.31.

Vireipia Beach

City of Virginia Beach

Between 1980 and 1990, the popuiatlon of Virginia Beach grew by nearly 50% to 393.069.
The'black population doubled to 55,000 and the Asian popufatlon climbed 159% to 17,025. Service
industry jobs (Which do not typJcally payhealthinsurance)and the mlltary are the largest employers,
and 26.3% of the population is estimatedto beat or below 200%of poverty. Womenof child-bearing
age (15 - 44) and children (0 - 17) numbers In the City are greater than State or National norms by
5.8%and 3% respectively. Theseare also the ages with the greatest number of medical indigency.
Primarycareservicesfor indigents in theseage groups (and males15 - 44)are provided by the health
department. a small volunteer clinic. and the hospital emergency rooms. (The two Virginia Beach
hospitals do nathave outpatient clinic capabDJtJes.)

Primary care for indigents is a critically needed service. Significant health care problems
reflectingthis need are: low birthweight; infantmortality rate; teen pregnancies; sexuallytransmitted
diseases; HIV infection; and adutt primary care for the medically Indigent.

Portsmouth

Cityof Portsmouth

The needs assessment shows availabUity/accessibility of health care for indigents a me*:i1f
problem with need for more health services, improved transportation. and Increased funding.
Affordabilityisalsoa problem.especiallywith medications. No 24hour pharmacy isavailable. Private
physicians do not accept indigent patients except on an emergency basis. Emergency rooms
frequentlyare used for primary care services. From 35% - 55%of emergency room visits are made
by indigent clients. and 75%of theseare not emergencies. Thereare barriersto receiving care such
as Jong waits for appointments for routine medical servicesand excessivewaiting time.
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There is a need for coordinated, comprehensive servicesfor substanceabusing pregnant
women/mothers and infants. There are environmental health issues, such as lead poisoning, sand­
blasting, mercury poisoning, stackgas, fumes from vulcanizing ships, pollution of the river, and
asbestos related lung disease. Thereare over-crowded public housing conditions and inadequate
housing for indigents, especially adultmales. There isa lack ofsufficientdata on healthcareservices.
Thestatewide methodologyshowsa deficit of between 1.8and 2.7 primary care FTEs. TheMayor's
Commission felt that the methodologydid not accurately reflect the need (numberof primarycare
visits) or the supplybecauseof the failure to considerspecial needsof Portsmouth's large indigent
population with 40% at or below 200% of poverty.

CONCLUSIONS

Thepastyear'swork clearlydocumentswhat local communitiesacross the Commonwealth
have identified as critical health care needsin their own communities.

Localadvisorycommitteeshavealreadybegunwork on the cooperativelydeveloped plans
intended to address the most critical needsfoundduring the past year. Many of these pJans will be
similar, but eachwill be uniqueto meetthat locality's needs, environment, and resources. All of the
plans, to be completed by July 1992, will speakspecifically to child healthneedsand obstetrical care
needs ineachcommunity, andeachwill identifya leadagencyto factltate Implementation ofthe plan.

Afinal reportof theseactivitieswill be presented to the Governorand the 1993session of the
General Assembly nextyearat this time. '
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SENATE JOINT RESOLUTION NO. 17.
Offered January 16, 1991

Requesting each district health director within ths Virginia Department 01 Health to assess
his district's primary care needs and to develop a cost effective plan to meet those
needs.

Patrons-Walker, Schewel, Holland, E.M., Holland, C.A.. Miller, V.B. and Macfarlane:
Delegates: Quillen, Marshall, Glasscock, Stietfen and Heilig

Referred to the Committee on RUles

WHEREAS, a goal ot the Commonwealth Is that eacb Virginian bave access to a heal th
care delivery system for the provision of primary care that meets his needs; and

WHEREAS, primary care Is continual health care and services that Include prevention,
maintenance. diagn~is, treatment, and management of most illnesses; and ,

WHEREAS. tbe Commission OD Health Care tor All Virginians bas in its b.lstory studied
primary health care and recognized Its proVision to the citizens ot the Commonwealth as
critically Important in the continuum of bealth care services; and

WHEREAS, that empbasls on strengthenllll and expandlq primary health care has
Included several Initiatives engendered by the Commlssion on Health care for All
Virginians and adopted by the General Assembly, Inclucl1Dg appropriations for $1 million to
establish four primary care pilot programs In the Commonwealth as a means to enlarge
access and availability to primary care; and

WHEREAS, an individual's enteriq the continuum of health services at Ute primary
level of care rather thaD requirIDI tertiary or secondary care mltlptes both personal
suffering and personal financial expense; and

WHEREAS, tbe provision of primary care Is also a means of cost-containment for the
Commonwealth in its role as health care provider; and

WHEREAS, primary care providers haclude tamlly practitioners, general internists,
general pediatricians, obstetriclaDs, and mld·level providers; and

WHEREAS, the Vlr&tDia Department ot Health bas local bealth departments that serve
eacb locality in the Commonwealth: and

WHEREAS, the Vlqlnla Department of Health .Ilas thirty. bealth districts with
physician health directors who are responsible tor providing public health, preventive
medicine, and enVironmental health services to their communities; and

WHEREAS, several local healtb departments dlrectly proVide primary care services, in
addition to traditional public health services: and

WHEREASt an bealth dlrectors have kDowledp of bealth care providers in their
communities and healtb directors are able by the nature ot tbeir positions to facilitate the
development ot a system to improve availablUty and access to primary care services: and

WHEREAS, tbeCommission on Health care for All Virginians has determined that
further study is needed OD the provision ot primary care tor all citiZens of the
Commonwealth; now, therefore. be it

RESOLVED by the Senate, the House of Delegates concurring. That as part ot his
public health mission, eacb district health director be given the responsibility of
determining the availability and accessibility of primary care services to the residents of
his district and developlq a community plan for addresslq problems Identified in the
accessibility and availability ot primary care services. particularly for Indigent persons; and,
be it

RESOLVED FURTHER, That in the determination of tile avallablUty and accessibility of
primary care services to tbe residents of his dlstrlcts and his development of a cost
effective community plan to address problems of sucb accessibility and availability, each

I

district health director shall:
1. Complete, by November 1, 1991, in cooperatton with community reOfP'c:pr--· .;~ ..~C: ~f'\,-l
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1 health care providers including primary care providers, an assessment of the primary care
2 needs in the district. This- assessment will identity the availability of health manpower
3 resources, identity accessibility to resources, and determine the need for specific services;
4 2. Develop, by' July 1, 1992, a plan with the assistance of community leaders, other
5 agencies, health care providers, and other groups to develop the capacity to provide
6 primary care services In those areas wbere those services are not available through a
7 public/private ~ersblp;, and .
8 3. Formulate .&IsO, IDi'conJunctlon with his development ot a comprebensive primary
I care provision plan, a commUDIty plan to educate and inform citizens on the best means of

II acctsing primary care and .approprlately utlllzlng primary care services; and, be it
11 RESOLVED FURTHER, i Tbat In' district health departments currently providing
12 comprehensive primary care, the district bealth director shall develop a system to measure
13 access, availability,·utilization. and cost ot those services; and, be it .
14 RESOLVED"'F'URTBER, ;. That local~; medical societies, bospltals, medical training
15 programs, commUDlty· heal~ 'centers. other providers ot primary care, local governments,
II aad voluntary bealth·· aprietes ~ •. requested to participate with the Department of Health
17 In provldlq ~~~p ... i tIl~ ,development. of the aaalysis and plan tor tne provision of
II Primary care servtces. . .... .:', .'
II All qencles 01 ,tbe "COmmonwealth sball provide assistance to the Department for this
Zt study u appropriate.oj . :.,"•. :: 'I~ !

21 The DepartmeD~ 01 Health'sbaD report Its interim flndlnp and recommendations to the
2Z CoDllllJsllOD OD Bea1tIl care tor All VlrIIliIaDs by December 15, 1991, and its final report to
2! the Governor 81l(F,tbe 1893 ~ sesslon 01 the General Assembly. Botb reports shall comply
24 with tbe procedures 01 1.eIII'atlve Automated Systems tor the processing of legislative
2S documents. ,. /"~;-;-JI.: ;. -:" ;'" ." i·i .'" :. , .

21
27
Z8
ZI
31
31
32
U
34
35
31
37
S8
3t
CI
11
12
13
14
\5
II
;7
8

••1..



Appendjx2

The methodology used for estimating Health Manpower Shortages Is provided in th)s
appendix. Actual calculations by locality are also provided.

Please call Parker Sternbergh at the Virginia Department of Health for a copy of the
methodology. Her number is 786-4891.



appeUU,LA ~

DISTRICT HEBDS IDENTIFIED
By Region

Regions (' of Districts)

Eastern Central Northern Southwest
(10) (7 ) (10) (9)

Need
Providers l 6 5 3 5

Providers
Acceptin? 42.7% 46.7% 33.0% 74.8%
Medicaid

Poor Access
for Indigent 4 6 7 7

Transportation 3 5 3 5

Perinatal,
Pediatric 6 4 5 6
Shortages

Access for
Chronic/ 4 3 3 1
Blderly

Health
Proaotion 1 1 2 2

Poor
Perception 3 4 6 6
lledicaid

Teen Pregnancy 1 1 4 5

Poor Use of
ER'a 2 2 2 1

100es not include districts that have overall surpluses with
deficits in specific parts of the district.

2Some districts
counted the actual
reimbursements.

counted FTEs of providers, while others
number of physicians accepting Medicaid
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SOUTHWEST REGION

Alleghany/Roanoke X X X X X X
I>rulj abuse. e f f or-deb l e chilli Cdr

child abuse. suicide. allcilldry

services

Central Virginia X X X X X X Lack of knowledge of apJH'llp.-idte

use

CuMberland Plateau )( X X X X X X
Low qual itV and perceptiun lladt

doctors schedu Ie more v i ~ i t s tlad

necessary. black tung. uver/und~f

utilization of doctors

Pittsylvanla/Oanville )( X X X X X X
How to access the system. acce~~

to illlRunlzation. chi l d abuse/neyl

STD/AIDS

.,

West Pledllont X X X Homicide. suicide

I-enowlsco P X X X
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income. Saturday hours. wdj t ill~

time. black lung. education on

access
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