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As chAir of the board of Families International, the parent 

organization of the Alliance for Children and Families, I take 

great pride in the work of the Alliance and its sister organiza-

tions, United Neighborhood Centers of America, Ways to Work 

and FEI Behavioral Health.

In particular, the Alliance goal to achieve long-term im-

pact resonates for me. The Alliance member organization that 

I lead—Public Health Management Corporation—has for 40 

years held at its core the drive, will, creativity, strategy and 

front-line action to create impact. Our mission, quite simply, is 

to create and sustain healthier communities. It’s how we carry 

out that mission that ensures our impact, using best practices 

to improve community health through direct service, partner-

ship, innovation, policy, research, technical assistance and a 

prepared workforce.

We believe that success in making an impact yields a re-

sponsibility to do still more: to share that experience, so we 

all can learn from each other and thus improve exponentially 

more lives. This is what Alliance membership is all about.

It also, on a smaller scale, is what this booklet sets out 

to do. The reprinted stories, articles and charts provide some 

glimpses into the ways in which PHMC creates impact. Work-

ing directly with individuals in our programs to change their 

lives. Developing a network of health centers to help close the 

gap in primary care. Gathering, analyzing and sharing data, 

so we and others can build programs around the specific pop-

ulation needs that those data define. Engaging in cutting-edge 

research to plan for access to care in a pandemic. Gathering 

and sharing critical new data about substance abuse and re-

covery. Convening a high-level symposium on new addiction 

treatment approaches and the impact of health care reform. 

And while doing all of this, making a strong impact on the 

vitality and economy of our region.

We have prepared this booklet not only to share what we 

do, but to show you how we tell the stories of our impact. We 

believe that it is critical to communicate impact effectively. 

In this way, we help influence our partners and stakeholders 

to continue investing with us in this extraordinary work that 

changes lives and lifts communities.

Thank you for being a part of the Alliance, and thus a part 

of that work. I hope you enjoy reading Creating and Commu-

nicating Community Impact, and that you too will share your 

stories. By learning from each other, we strengthen our col-

lective impact.

 

Sincerely yours,

 

 

 

Richard J. Cohen, PhD, FACHE

President and CEO, Public Health Management Corporation

Chair of the Board of Directors, Families International

We believe that success in making an impact yields a responsibility to 

do still more: to shArE thAt EXpErIENcE, so wE All cAN lEArN From 

EAch othEr and thus improve exponentially more lives. 

Foreword



MAny thAnks to Public Health Management Corporation 

(PHMC) for providing a clear view of the impact it is having 

in the Philadelphia area through this insightful compendium 

of its work.

With a laser-beam-like focus on the provision of quality 

programs and services, yet distinctly embracing an un-

compromising demand for impact, PHMC leads by part-

nering, engaging, and advocating with the many commu-

nities it serves.

As we as a sector and a country struggle to bend the 

cost curve of health care, organizations like PHMC have 

recognized that the bio, psycho and social needs make 

community-based nonprofit human serving organizations 

critical to that effort. 

The Alliance and the interconnected group of organiza-

tions within the Families International group continue to 

challenge agencies to be high performing and high impact or-

ganizations, so that together, we all will lead toward a vision 

that one day there will no longer be reasons why many of our 

deep-end programs and services are needed.

I want to thank the entire staff of PHMC for sharing their 

extraordinary president and CEO, Richard Cohen, with the Al-

liance and Families International through his longtime board 

service and leadership.

 

Sincerely, 

 

 

 

Susan Dreyfus

President and CEO, Families International

Alliance for Children and Families

With a laser-beam-like focus on the provision of quality programs 

and services, yet distinctly embracing an uncompromising demand 

for impact, phmc lEAds by pArtNErINg, ENgAgINg, ANd AdvocAtINg 

wIth thE mANy commuNItIEs It sErvEs.
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As the suPreMe court considers the constitutional-

ity of the Patient Protection and Affordable Care Act (ACA), 

health care reform and the future of the law have come to 

the forefront of national conversations. The passage of the 

ACA in March 2010 and the subsequent debate of the law 

have increased the visibility of the growing uninsured popula-

tion in this country. According to The Commonwealth Bien-

nial Health Insurance Survey of 2010, an estimated 52 mil-

lion adults between the ages of 19 and 64 were uninsured at 

some point in 2010, compared with 38 million in 2001.1 This 

represents nearly 30% of all adults in this age group in 2010.2

Using data from the Community Health Data Base’s 

2010 Southeastern Pennsylvania Household Health Sur-

vey, this article examines demographic and socio-economic 

characteristics of adults ages 18-64 who are uninsured in 

the region and also looks at the health disparities between 

insured and uninsured adults in this age group.

An Overview of the Uninsured 
In Southeastern Pennsylvania, 11.4% of adults between the 

ages of 18 and 64 are uninsured. This represents an estimat-

ed 276,400 adults who are uninsured in the region. 

 ĩ  Adults residing in urban areas are nearly two times more 

likely to be uninsured (16.1%) compared to adults in subur-

ban counties (8.4%).

 ĩ  As age increases, the percentage of adults who are uninsured 

decreases. Young adults, specifically those between the ages 

of 18 and 29, are more likely to be uninsured (20.8%) than 

adults ages 30-39 (12.7%), 40-49 (9.3%), and 50-64 (6.8%).

 ĩ  Latino adults are the racial/ethnic group most likely to 

be uninsured (31.6%), followed by Black adults (16.6%), 

Asian adults (14.1%) and White adults (7.5%). (Figure 1)

 ĩ  Adults living below 150% of the Federal Poverty Line (FPL) 

are nearly three times more likely to be uninsured (24.3%) 

compared to those living at or above 150% of the FPL (8.5%).

 ĩ  Adults with less than a high school degree/GED are the most 

likely to be uninsured (29.1%) and as educational attainment in-

creases, the percentage of adults who are uninsured decreases.

 ĩ  One third of adults who are unemployed are without health 

1 Collins S.R., Doty M.M., Robertons R., Garber T. “Help on the Horizon: Findings from The Commonwealth Fund Biennial Health Insurance Survey of 2010.” 2011. The Commonwealth Fund. 
2 Ibid

FIGURE 1
Adults 18-24 with no health insurance by race/ethnicity

FIGURE 2
Women (18+) who have NOT received select screenings in 
the past year by insurance status
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insurance (33.7%). Adults who identify as being unem-

ployed are more likely to be uninsured compared to adults 

employed full-time or part-time, homemakers, students, 

and those unable to work.

Top Reasons the Uninsured are 
Without Health Coverage
The SEPA Household Health Survey asks respondents who 

are without health insurance the primary reason why they are 

without coverage. The top three reasons in the 2010 Survey 

were: costs (37.2%), change of employer (18.4%), or being 

unemployed/not working (13.0%).

 ĩ  Women are more likely to state “unemployment/not work-

ing” as a reason for being uninsured (23.9%) compared 

with men (14.5%).

 ĩ  Two thirds of Latino adults (63.5%) attribute being unin-

sured due to costs compared to 53.8% of White adults and 

50.2% of Black adults.

Health Disparities of Uninsured Adults
It is important to think about the effect being insured can have 

on one’s health and why it matters that so many adults in the 

Southeastern Pennsylvania region are without health coverage. 

Household Health Survey data show existing health disparities 

between uninsured and insured adults, especially in terms of 

health status, having a regular source of care, receiving select 

preventive screenings, and experiencing cost barriers to care.

 ĩ  Uninsured adults are more likely to be in fair or poor health 

(19.9%) compared with insured adults (13.9%).

 ĩ  Uninsured adults are about four times as likely not to have 

a regular source of care (37.1%) compared with insured 

adults (8.3%).

 ĩ  Women who are uninsured are significantly more likely NOT to 

have had a Pap test (59.6%), a clinical breast exam (58.3%), 

and a mammogram (64.6%) in the past year compared with 

insured adults (30.2%, 26.6%, 32.9% respectively). (Figure 2)

 ĩ  Adults who are uninsured are more likely to be sick but not 

seek care due to cost (43.0%), not fill a prescription medi-

cine due to the cost (37.5%), and not receive dental care 

due to the cost (57.7%).

Conclusion
There are clear demographic and socio-economic differences 

between uninsured and insured adults between the ages of 

18 and 64 in the region. Uninsured adults are more likely to 

be younger, live in urban areas, identify as Latino, live below 

150% of the Federal Poverty Line, not have a high school de-

gree or GED, and be unemployed.

From the Household Health Survey, we also know that 

adult respondents who are uninsured are more likely to iden-

tify costs, a change of employer, and unemployment as the top 

three reasons for the lack of health insurance.

Finally, the data show resulting health disparities between 

insured and uninsured adults. Uninsured adults are likely to 

be in fair or poor health, not have a regular source of health 

care, not have certain recommended screenings in the past 

year, and experience a range of cost barriers to care.  

our clients. their stories.

Connie, 
Mary Howard Health Center
Imagine this. You lose your job, but your rent is still due on 

the first of every month. So you keep dipping into your sav-

ings and scraping by, until one day, there’s no more money. 

So you pack as much stuff as you can carry and move into 

a friend or relative’s house. But sooner or later, they ask 

you to leave and you have nowhere to go. So you end up 

in a shelter or on the streets. And even though you don’t 

feel so good, you don’t have any health insurance, so you 

postpone a doctor’s visit as long as you can.

Hard to imagine? For 58-year old Connie, this situation was all 

too real. When she came to PHMC’s Mary Howard Health Cen-

ter, she was living in a shelter with severe depression, medi-

cal problems and nowhere to go. Mary Howard Health Center, 

the only primary health care center in the city designed exclu-

sively for the homeless, helped Connie find permanent hous-

ing and continues to treat her to this day. Now Connie serves 

on the clinic’s advisory board and is involved in numerous 

organizations serving Philadelphia’s homeless population. 
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When she WAs 16 years old, Nellie Lazar was a candy 

striper, wearing the red-and-white striped uniform that re-

sembled peppermint candy, working as a volunteer in the 

emergency room of her local hospital. Now her uniform, a 

crisp white coat, bears her name and her degree: Nellie Lazar, 

CRNP, Congreso Health Center.

Lazar is a certified registered nurse practitioner (CRNP), 

having earned her master’s degree in nursing at University 

of California, San Francisco. She heads up Congreso Health 

Center, the newest health center managed by PHMC. Her 

staff consists of a combination of Congreso de Latinos Unidos 

(Congreso) and PHMC staff: a second CRNP, a nurse, a so-

cial worker and two medical assistants. “We have a fabulous 

team. We all worked very hard together to get where we are 

today. We make decisions together on how we are to serve our 

patients,” Lazar says.

Lazar’s background was always in community health. She 

spent two years in the Peace Corps in Guatemala, teaching 

health and hygiene in primary school and helping to run a 

health clinic. She went back to San Francisco to work as a 

school nurse in a Latino high school. Lazar then moved to 

Philadelphia and got a job at The Children’s Hospital of Phila-

delphia in adolescent medicine, providing primary care. She 

was hired in August 2009 by PHMC and worked as a CRNP at 

two health clinics managed by PHMC, Rising Sun and Health 

Connection. With the opening of the Congreso Health Center 

on December 2, 2011, Lazar came aboard to direct the clinic, 

which is located in Congreso’s headquarters at 215 West Som-

erset Street, in eastern North Philadelphia.

Congreso had already provided behavioral health, HIV 

counseling and testing, education, workforce, family and 

housing services to more than 15,000 people per year. Now, 

partnering with PHMC, it is able to offer a much needed ser-

vice to the community: primary care.

“It is a very exciting partnership with Congreso to pro-

vide primary care to their existing clients who are already 

seeing robust social services from Congreso. The clinic is 

a great benefit to the community, to Congreso’s clients, to 

PHMC, and to Congreso,” says Melissa Fox, managing di-

rector of health, PHMC.

Planning for the clinic was extensive. A needs assessment 

conducted by Congreso and PHMC affiliate National Nurs-

ing Centers Consortium (NNCC) revealed that 51% of the 

children served by Congreso did not have access to timely 

healthcare services, 60% of clients had chronic conditions, 

and more than one-third of adults accessed care in the emer-

gency room, if anywhere.1

Nearly 14% of adult residents in eastern North Philadel-

phia have no regular source of health care, compared with 

10.3% of the city’s adult population and 12.3% in all of South-

eastern Pennsylvania. What’s more, this number has risen 

from 9.8% in 2000.2

After establishing the needs, Congreso, NNCC and PHMC 

worked with the community to put together an applica-

tion for a fifth Federally Qualified Health Center (FQHC) in 

PHMC’s network. FQHCs, funded by the US Department of 

Health and Human Services’ Health Resources and Services 

Administration, are community-based health centers that 

closing the gap in 
primary care: phmc’s 
health Network center
from Public Health Directions, Summer/Fall 2012

1 Jennifer Atlas and Waleska Maldonado, “Healthcare Access and Utilization Survey 2010,” Congreso de Latinos Unidos: Establishing Primary Care Services in Eastern North Philadelphia (September 2011). 
2 PHMC Community Health Data Base’s Southeastern Pennsylvania Household Health Survey, 2010 and 2000.
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provide comprehensive primary care and preventive care to 

persons of all ages, regardless of their ability to pay or their 

health insurance status.

On August 9, 2011, Congreso received the news that 

PHMC had been awarded one of two New Access Point grants 

in Pennsylvania. The health center at Congreso was one of 67 

projects funded across the country and one of very few nurse-

managed health centers included in that cohort.3

Four of the five health centers that PHMC operates are 

nurse-run. “One of the benefits of seeing a nurse is that we fo-

cus a lot more on health promotion and disease prevention, ver-

sus just screening and treatment. We spend more time on the 

visit itself and we are linked to other programs such as nutri-

tion, smoking cessation and diabetes management. We help you 

to be healthy and to learn how to avoid disease,” says Lazar.

The first health clinic that PHMC managed, Mary How-

ard Health Center, was up and running in 1997. Located 

in Jewelers’ Row in Center City, it continues to serve the 

homeless population, providing comprehensive health care, 

including free vision care and eyeglasses in collaboration 

with Davis Vision.

PHMC Care Clinic at 1200 Callowhill Street serves a 

diverse population, provides HIV counseling and testing, 

hepatitis C clinics to patients co-infected with HIV/AIDS and 

hepatitis C, and social services that include housing applica-

tion assistance, food bank referrals and vouchers, and em-

ployment training referrals.

Serving mostly women and children, Rising Sun Health 

Center at 500 Adams Avenue, and PHMC Health Connection 

at 11th and Berks Streets near the Temple University cam-

pus, are located within or in close proximity to public hous-

ing developments. Services include primary care, prenatal 

services, immunizations and family planning. PHMC Health 

Connection recently received a $1.1 million grant from the US 

Department of Health and Human Services’ Health Resources 

and Services Administration to more than double its capacity 

and to add behavioral health services.

“We have a wonderful mixture within our network. We can 

help anyone, any need or any situation. We are truly address-

ing the needs of our community,” says Fox, who manages 

primary care clinics, homeless services and Program of All-

inclusive Care for the Elderly (PACE) services.

The 2010 Census showed that 12.1% of Philadelphians 

are 65 years and older. That number is projected to more than 

double between now and the year 2050. “We currently serve 

more than 13,000 people and are expecting a 5-10% growth 

next year. The PHMC Health Network providers are poised 

and ready for the increased care expectations from our com-

munity as a result of changes in healthcare legislation and 

the aging population. We look forward to providing preven-

tive care to populations that until now have not received it,” 

explained Fox. 

“ We have a wonderful mixture within our network. wE cAN hElp 

ANyoNE, ANy NEEd or ANy sItuAtIoN.” – MelissA fox

 
3 Jennifer Atlas and Waleska Maldonado, Congreso de Latinos Unidos: Establishing Primary Care Services 
in Eastern North Philadelphia (September 2011).

our clients. their stories.

Keith, PHMC Care Clinic
I love the PHMC Care Clinic. I have been going there since 

May 2011. When I needed HIV treatment, I went there. My 

clinician, Alvin Kingcade, is the greatest. He always takes 

his time with me and explains everything to me. He always 

wants to know what I’m thinking. I see him once a month 

and I also attend a support group every Wednesday. The 

Care Clinic is the best. Everybody knows my name. And it’s 

close enough to me that I can catch the bus there. I think 

it’s the best HIV care in town.
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nAvegueMos con sAlud (NCS Project), a breast cancer 

awareness program targeted at Latinas, operates with a similar 

goal and strategy—reaching an at-risk group by putting things 

in their language, literally. According to PHMC’s Community 

Health Data Base, Latinas are the least likely ethnic demo-

graphic to get regular breast exams. A full 40.9% have not had 

a mammogram in the past year. Maria Vega, the NCS Proj-

ect’s patient navigator, tackles this troubling trend by reaching 

out to Latinas directly through churches, community centers 

and even family picnics with information about the dangers of 

cancer and an offer of free cancer screenings. With that sort 

of zeal, it’s no surprise that the NCS Project—run by Health 

Promotion Council, a PHMC affiliate—has in its first year 

already eclipsed its three-year goal of reaching 2,400 women. 

Vega’s personal, streetwise approach helps allay many of the 

fears that keep women from seeking diagnostic intervention. 

“We talk a little bit about our country back home and then we 

get people comfortable...they feel open to talk. They talk to me 

about personal stuff, not only breast cancer,” Vega says. Once 

she has their ear she can also dispel some of the breast cancer 

myths that circulate through the Latina community, including 

the notion that some interventions proliferate the spread of the 

disease. “We try to empower the women, teaching them how to 

do the breast self-examination. [We tell them] how important 

it is to have regular breast exams,” Vega explains. It’s a cause 

that keeps Vega busy well beyond the nine-to-five strictures of 

her job. As a leading crusader for women’s health in the Latina 

community, Vega rarely passes on an opportunity to spread her 

gospel. “I do outreach in the streets, in the bus, in the train, 

on my way to work, and on my way back home,” Vega says. 

  From its FY2011 inception 
 through the end of CY2011, 
the NCS Project: 

 ĩ  Provided breast health education to 400 participants

 ĩ  Increased breast health awareness among over 2,400 

individuals through face-to-face activities

 ĩ  Initiated patient navigation services with 87 women and 

is steadily increasing the number of enrolling women as 

the year progresses.

winning for 
reaching out
from PHMC Wins, June 2012

our clients. their stories.

Donna, 
PHMC Health Connection
In 2009 I found a lump on my breast and was given a clinical 

exam by Donna Brian. After I got diagnosed with stage three 

breast cancer, Donna helped me get health insurance and 

treatment from specialists at Albert Einstein Hospital. When 

I first went to PHMC Health Connection, I said, “I don’t have 

any money and I’m not working.” I was very scared when I 

got there. But everyone there was so friendly and nice. I really 

thought the experience there was wonderful.
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our clients. their stories.

Pam, Interim House
When you’re raising yourself at 16 years old because your 

mother died young and your father’s in jail for dealing 

drugs, trouble’s not too hard to find. When Pam came to 

PHMC’s Interim House, a substance abuse facility for wom-

en, in the fall of 2007, she was an active drug user fresh out 

of jail. But Pam wanted to start a new life. So she worked 

hard, quit her addiction and started focusing on school.

When a local radio station asked Pam to talk about her ex-

perience in rehab, she was more than willing to share her 

experiences with others. So she sat in front of the mic and 

began talking. When the owner of the radio station heard 

her dreams about college, he was so moved, he offered to 

pay Pam’s tuition. This January, Pam, who has transitioned 

to Interim House’s outpatient therapy program, began 

classes at Community College of Philadelphia. She’s come a 

long way. And she plans to go even further.

for the first time in its 28-year history, the 2010 

Southeastern Pennsylvania (SEPA) Household Health Sur-

vey, managed by Public Health Management Corporation’s 

Community Health Data Base (CHDB), asked questions 

about recovery and attitudes about recovery and treatment. 

According to the Centers for Disease Control and Preven-

tion, drug and alcohol addiction are linked to short- and 

long-term health risks, including cancer, risky sexual behav-

ior and mental health problems.1 In 2009, 8.9% of Americans 

aged 12 years or older had a drug or alcohol abuse problem, 

translating to about 22.5 million people.2 CHDB researchers 

examined new data on substance use recovery among adults 

18 years of age and older in the region. 

269,000 adults living in SEPA are in 

recovery from alcohol or substance abuse

Demographics and Socioeconomic 
Characteristics of Recovery in SEPA
Nine percent of adults living in SEPA indicate that they are 

in recovery, meaning that they at one point had an active 

substance abuse problem that currently is not active. This 

represents about 269,000 adults. Men are more likely to be 

in recovery than are women (12.7% compared with 5.8%, re-

spectively). People ages 50 to 59 are more likely to be in re-

covery than older (60+) or younger individuals (18–49). About 

9% of individuals ages 18 to 49 are in recovery compared with 

11.2% of people ages 50 to 59, 7.4% of people ages 60 to 74 

and 4% of people age 75 and older.

24.1% of adults without a high school 

education are in recovery, compared with 3.8% of 

adults with a college degree

substance Abuse 
and recovery in sEpA

from Public Health Directions, Winter 2011-2012
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FIGURE 1
Adults Who Once Had an Alcohol or Drug Problem by 
County, SEPA, 2010

FIGURE 2
Adults Who Know Someone Outside Immediate Family in Recov-
ery for Alcohol or Drugs, by Gender and Poverty, SEPA, 2010
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FIGURE 3
Adults Who Know Someone Outside Immediate Family in 
Recovery for Alcohol or Drugs, by Race/Ethnicity, SEPA, 2010

FIGURE 4
Belief that People with Severe Alcohol or Drug Problems 
Can Fully Recover, by Recovery Status, SEPA, 2010
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FIGURE 5
Belief that Quality of Addiction Treatment in Community 
Is Very Good, by Recovery Status, SEPA, 2010
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Recovery varies among levels of education, income and race. 

About 24.1% of adults without a high school education are in 

recovery, as well as 11.7% of high school graduates and 3.8% 

of adults with a college degree or post-college education. Ad-

ditionally, adults below 200% of the poverty line are more 

likely to be in recovery compared with adults living above 

200% of the poverty line (15.9% compared with 6.6%). Afri-

can Americans and Latinos are more likely to be in recovery 

than white or Asian adults (13.2% and 12.8% compared with 

7.7% and 4.1%, respectively).

african americans and 
latinos are more likely to be in recovery 

than white or Asian adults

Philadelphia has the highest percentage of adults in recovery 

in SEPA. More than one in 10 Philadelphia adults (11.4%) is 

in recovery, representing about 130,000 people. The percent-

age of adults in recovery is fairly stable across the suburban 

counties; 8.2% of adults in both Chester and Delaware Coun-

ties are in recovery, as well as 7.5% of Bucks County adults 

and 6.7% of adults in Montgomery County.

one-third of adults in recovery have a 

physical, mental or emotional disability or condition

Recovery and Health
Adults with drug or alcohol problems may be at risk for oth-

er health problems. The 2010 Southeastern Pennsylvania 

Household Health Survey data show that adults in recovery 

may face some of these same health risks. Nearly one-third 

of adults in recovery (30.9%) are in fair or poor health, rep-

resenting about 83,000 adults in SEPA who may have addi-

tional healthcare needs. Among adults in recovery, one-third 
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1 CDC. “Alcohol-attributable deaths and years of potential life lost—United States, 2001.” Morbidity & 
Mortality Weekly Report 2004;53(37):866–870. 
2 Substance Abuse and Mental Health Services Administration. (2010). Results from the 2009 National Survey 
on Drug Use and Health: Volume I. Summary of National Findings (Office of Applied Studies, NSDUH Series 
H-38A, HHS Publication No. SMA 10-4586 Findings). Rockville, MD.

FIGURE 1
Adults Who Once Had an Alcohol or Drug Problem by 
County, SEPA, 2010

FIGURE 2
Adults Who Know Someone Outside Immediate Family in Recov-
ery for Alcohol or Drugs, by Gender and Poverty, SEPA, 2010
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FIGURE 3
Adults Who Know Someone Outside Immediate Family in 
Recovery for Alcohol or Drugs, by Race/Ethnicity, SEPA, 2010

FIGURE 4
Belief that People with Severe Alcohol or Drug Problems 
Can Fully Recover, by Recovery Status, SEPA, 2010
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FIGURE 5
Belief that Quality of Addiction Treatment in Community 
Is Very Good, by Recovery Status, SEPA, 2010
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(33.1%) have a physical, mental or emotional disability or 

condition lasting six months or more. In addition, 38% of 

people who are in recovery also report having a diagnosed 

mental health condition. Over half (51.8%) of adults who are 

in recovery are current smokers.

80% of adults living in SEPA believe that 

people with severe alcohol or other drug problems 

can fully recover

Recovery and Treatment
Since alcohol and drug addiction may negatively influence 

mental and physical health status, treatment and recov-

ery are critical. While 23.5 million adults in the US needed 

treatment for an alcohol or drug problem in 2009, only 2.6 

million people received treatment.2 In SEPA, about 16% of 

adults know a household or family member in recovery for 

an alcohol or drug problem. Additionally, 30% know some-

one outside of their immediate family in recovery for alco-

hol or other drugs.

According to the National Alcohol and Drug Addiction 

Recovery Month Community, support and quality of sup-

port remain essential components of successful recovery. 

Over 80% of adults living in SEPA believe that people with 

severe alcohol or other drug problems can fully recover. 

While 86.4% of people living in SEPA believe that communi-

ties should support professional treatment, only about half 

(47.4%) say that addiction treatment in their community is 

very good. People living in Bucks, Chester and Montgomery 

counties are more likely to believe that addiction treatment 

is very good in their communities (50%) compared with 45% 

in Philadelphia and Delaware counties. 

Source: PHMC’s Community Health Data Base 2010 Southeastern Pennsylvania 
Household Health Survey
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forty yeArs After President Richard Nixon declared 

a “war on drugs” the White House released a national drug 

policy that aims to fight a disease, not a war, by treating il-

legal drug use as a public health issue and investing more 

resources into prevention and treatment.

The new drug control strategy, released in May, promotes 

community-based anti-drug programs, encourages healthcare 

providers to screen for drug problems before patients become 

dependent, and expands treatment beyond specialty centers 

to mainstream healthcare facilities.

In April, A. Thomas McLellan, then deputy director of the 

Office of National Drug Control Policy (ONDCP), spoke at 

PHMC to outline the priorities and share the latest develop-

ments in federal drug control policies and their implications 

for addiction treatment in public health, behavioral health and 

primary care. PHMC presented the program “Highlighting the 

Federal Agenda for Drug Control Policy” in recognition of Na-

tional Public Health Week. “Given the release of the first-ever 

National Drug Control Strategy, Dr. McLellan’s visit to PHMC 

was very timely and appropriate for those of us committed 

to addressing the addiction needs of Philadelphia and the re-

gion,” says PHMC president and CEO Richard J. Cohen, PhD, 

FACHE. “Having a national drug policy that recognizes drug 

abuse and addiction as complex public health issues, not just 

criminal justice issues, is critical to our mission and extreme-

ly advantageous to the work we do.”

McLellan, who stepped down from ONDCP this summer, 

has been a major voice for identifying and treating addiction 

as a chronic illness. Among the nation’s leading researchers 

on addiction, he has more than 30 years of experience in ad-

diction treatment research.

“Healthcare reform will do for substance use disorders what 

Brown vs. the Board of Education did for school desegrega-

tion,” McLellan told lecture attendees, referring to the historic 

heard at phmc: New 
Federal policies signal 
paradigm shift in Addiction 
treatment and prevention
from Directions, Summer/Fall 2010

“ Healthcare reform will do for substance use disorders what Brown vs. the 

Board of Education did for school desegregation.” – A. thoMAs MclellAn
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segregation of addiction treatment from the rest of health care. 

The healthcare reform bill will integrate addiction treatment 

into primary care settings, making substance use treatment 

more accessible. In addition, it requires all healthcare plans to 

cover substance use disorders, address prevention and promote 

workforce development, essential factors in substance use dis-

order services and overall health care.

The new drug strategy encourages healthcare profession-

als to solicit information about patient drug use even during 

routine treatment so that early intervention is possible. “Put-

ting treatment into the primary healthcare setting is criti-

cal,” says Elaine Fox, vice president of Specialized Health 

Services at PHMC. “Our Federally Qualified Health Centers 

specialize in providing supportive services not traditionally 

offered in primary care settings, such as mental health and 

substance treatment counseling.”

Arthur C. Evans Jr., PhD, director of the Philadelphia 

Department of Behavioral Health and Mental Retardation 

Services and also a speaker at the April event, agrees. “Ad-

diction is a chronic condition, but the current system is set 

up to treat it on an acute basis,” he noted. Evans discussed a 

paradigm shift in the delivery of addiction services in Phila-

delphia, which he said aligns with the direction of the new 

drug policy and is based on a recovery-oriented system of 

care with emphasis on early intervention and sustainability 

after leaving treatment. Like McLellan, Evans noted that ad-

diction should be monitored continually and managed much 

like other chronically relapsing medical conditions such as 

asthma, diabetes and hypertension.

“The integration of substance abuse treatment into 

primary care centers represents a critical paradigm shift 

that will help decrease the stigma associated with seeking 

help for addiction while also increasing access to care for 

thousands of consumers who wouldn’t otherwise receive 

it,” says Leslie Hurtig, MPA, vice president for Behavioral 

Health Services at PHMC and a co-speaker at the event 

with Lynne Kotranski, vice president of PHMC’s Research 

and Evaluation Group. Research shows that individuals 

receiving care in specialty behavioral health programs rep-

resent a small minority of those who need it, and that half 

of all mental health care in the United States is delivered 

by medical practitioners.

“Providing behavioral health treatment in healthcare 

centers, as we do here at PHMC, allows us to greatly expand 

the availability of these services in settings where patients 

already feel a sense of trust and safety, and often have long-

standing relationships with their primary care providers,” 

says Fox.

According to Hurtig, “Providing good behavioral care is 

essential to providing good primary care. In fact, integrating 

behavioral health and primary care makes so much sense that 

I wonder why we haven’t been doing this forever!” 

our clients. their stories.

Alex, The Bridge
When 18-year old Alex came to The Bridge, a PHMC affiliate 

that provides both long- and short-term residential programs 

and outpatient substance abuse counseling for children, 

adolescents and adults, cooking was hardly his thing. He’d 

microwave a few things now and then, but he left the cook-

ing up to his parents. But he soon learned they did things 

differently at The Bridge. At The Bridge, boys were expected 

to learn responsibility and maturity through hard work.

So when Alex was assigned to kitchen duty, he wasn’t expect-

ing that he’d find it so enjoyable. To his surprise, he loved it. 

Soon, he was promoted to head cook. Every day, he and four 

other boys are responsible for preparing meals for the 30 plus 

boys at The Bridge. Alex and some of the boys even began 

taking culinary courses at the local vocational high school. 

And Alex says he wants to continue in the culinary arts as a 

student at Community College of Philadelphia.
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Allen Glicksman
Philadelphia Corporation for Aging, director of research and evaluation

Who We Are: An organization that aims to improve the qual-

ity of life for older Philadelphians or people with disabilities 

and to assist them in achieving their maximum level of health, 

independence and productivity 

How We Use CHDB Data: “We use CHDB data pretty much 

every day. We primarily use CHDB data for planning purposes 

and then share our findings with others in the elderly care 

network. It helps us see where the need for care may be. We 

also use data for evaluation; it helps us see who in the area 

can be served by us. We also use CHDB data for the formal 

planning for the population we are serving.

“And we use it for research. Right now, we have a National 

Institutes of Health grant that is based on the 2008 PHMC 

data set. We also use it for agenda building; it helps us build 

alliances in the aging network. We have helped small organi-

zations with CHDB data they can use in grant applications. 

CHDB data help with both developing new ideas and support-

ing projects based on those new ideas.”

John Izzo
The Mazzoni Center, program evaluation manager

Who We Are: An agency located in Center City Philadelphia 

that provides quality, comprehensive health and wellness ser-

vices in an LGBT-focused environment 

How We Use CHDB Data: “Most recently, we were able to 

use CHDB data to apply successfully to the Health Resources 

and Services Administration for a Health Center Planning 

Grant, which will allow us to apply for Federally Qualified 

Health Center status in the future. As part of that applica-

tion, we had to conduct a big community needs-assessment 

and collect data about Philadelphia. CHDB made that process 

incredibly easy. It was crucial in our application. We looked at 

people who were in same-sex partnerships and we were able 

to see how many reported having primary care physicians.

“We’ve also used CHDB data for program evaluation and 

quality management across our agency. Through that data, 

we can actually see what health barriers there are, who we’re 

serving, what we’re missing and how we’re going to have to 

expand our services to meet needs.” 

partnering with chdb: 
A strategic Advantage
from Public Health Directions, Spring 2012

  We asked four clients of PHMC’s 

Community Health Data Base (CHDB) how 

their organizations strategically use data 

from CHDB’s Southeastern Pennsylvania 

Household Health Survey, which captures 

key information about health status, 

personal health behaviors and access to 

and utilization of area health services.
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Ellen Williams
Crozer-Keystone Health System, administrative director, Community 

Health Education

Who We Are: One of the largest providers of health care in the 

Delaware Valley 

How We Use CHDB Data: “Crozer-Keystone Health Sys-

tem has been using CHDB data since 1994. We use the 

CHDB data to look at trends in health status across Dela-

ware County and compare them with state and national 

trends using Healthy People guidelines. Having access to 

the CHDB data helps us to plan our health outreach strate-

gies as we strive to meet our goal of improved health status 

for our community. We also use CHDB’s data to look at 

several different areas of health in the Delaware Valley, 

including maternal infant and child health, access to care, 

wellness and fitness, responsible sexual behavior, improv-

ing cardiovascular health, early detection of cancer and 

more. We produce a biannual community health report card 

based on the data.

“CHDB is unique; it has always been a resource that 

no one else offers. I often use CHDB’s online tool to find 

health information about specific areas or health concerns. 

The information helps us make decisions about how to ad-

dress specific public health needs by providing services or 

collaborating with others on initiatives. It’s been helpful 

for many other projects, including writing grant proposals 

specific to our community and working with community co-

alitions. I also appreciate that CHDB takes into account 

my feedback when creating surveys and assists with data 

retrieval requests.” 

Rickie Brawer
Thomas Jefferson University Hospital and Thomas Jefferson University, 

associate director, Center for Urban Health; assistant professor, Depart-

ment of Family and Community Medicine; core faculty, Master of Public 

Health program, Jefferson School of Population Health

Who We Are: A hospital and university dedicated to health sci-

ences education, research and excellence in clinical care 

How We Use CHDB Data: “One of the major ways we use 

data is to inform our strategic planning about community ben-

efit. Hospitals are mandated as part of their nonprofit status to 

provide community benefit, to improve the health of the com-

munity we serve. One of my roles is to create a strategic plan 

that is based on findings of a community health assessment and 

leverages Jefferson and community resources to address com-

munity needs. CHDB data help us identify those needs.

“We also use the data for program planning and evalua-

tion, specifically for designing interventions in communities 

of interest. Using the data, students conduct qualitative and 

quantitative studies for their capstone projects.

“CHDB data also are part of our teaching, integrated into 

the coursework. Our university is a CHDB partner and the 

data are available to all of our students.” 

“ Having access to the CHDB data helps us to plan our health outreach 

strategies As wE strIvE to mEEt our goAl oF ImprovEd hEAlth 

stAtus For our commuNIty.” – ellen WilliAMs
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cAn Where you live have an impact on your physical or 

mental health? For more than a decade, health researchers 

in the US3-4,6-7 and other countries1-2,5 have been examining 

the concept of social capital or the relationship between com-

munity connectedness and health outcomes. Over the years, 

health researchers have documented associations between 

low social capital and negative health outcomes such as self-

reported fair or poor health1-3,5-6 and higher mortality rates.4,7

Since 2002, PHMC’s Southeastern Pennsylvania (SEPA) 

Household Health Survey has included questions allowing us 

to look at social capital of the communities in which people live. 

Most recently, the 2010 SEPA Household Health Survey includ-

ed five variables, based on questions successfully utilized in 

prior studies, measuring social capital: 1) number of groups the 

respondent currently participates in; 2) respondent’s percep-

tion as to whether neighbors are willing to help each other; 3) 

respondent’s perception as to whether neighbors ever worked 

together to improve their community; 4) respondent’s feeling of 

belonging to the neighborhood; and 5) respondent’s perception 

as to whether people in the neighborhood can be trusted.

A social capital index, with scores ranging from 1 to 10, 

was created by recoding these five variables so each item 

could have a maximum score of two. An individual with a com-

bined index score of 1-4 was deemed as having “low” social 

capital, a score of 5-7 as “medium” social capital, and a score 

of 8-10 as “high” social capital.a 

The purpose of this Brief is to increase the understanding 

of the relationship between social capital and demographic 

and socio-economic characteristics across communities as 

well as between social capital and health in the SEPA region. 

In particular, this Brief focuses on adults with low social 

capital, which, as noted, is strongly correlated with negative 

health outcomes and other health disparities.1-7 This Brief 

presents information from PHMC’s 2010 Household Health 

Survey on social capital among adults 18 years of age and 

older residing in the five-county SEPA region of Bucks, Ches-

ter, Delaware, Montgomery, and Philadelphia Counties.

Social Capital and Demographic 
and Socio-Economic Characteristics
In Southeastern Pennsylvania (SEPA), one-quarter of adults 

(24.8%) have low social capital or do not feel connected to 

their neighbors and do not participate in community activities; 

this percentage represents approximately 632,000 adults in 

the region. Over one-half of SEPA adults (55.8% or approxi-

mately 1,425,000 adults) feel only somewhat connected to 

their neighbors and may or may not participate in community 

activities. Nearly one-fifth of adults in the region (19.4% or 

approximately 497,000 adults) have high social capital or feel 

very connected to their neighbors and support their commu-

nity through various civic efforts (Figure 1). Data from the 

2002 SEPA Household Health Survey show a similar pattern, 

where 26.2% of adults had low social capital, 54.1% had me-

dium social capital, and 19.6% had high social capital.b

Levels of social capital in SEPA vary by demographic and 

socio-economic subgroups. Young adults are the most likely 

age group to have low social capital. Two in five young adults 

18-29 years (40.5%) have low social capital, compared with 

adults 30-44 years (25.8%), adults 45-59 years (20.5%), and 

adults 60 years and older (18.8%) (Figure 2). We observed a 

similar pattern in 2002, where social capital increased with 

increasing age group.

In SEPA, adults living in poverty are more likely to have 

low social capital than non-poor adults. Nearly two in five 

Assessing social capital in 
southeastern pennsylvania
originally published October, 2011
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adults living below 100% of the Federal Poverty Line (39.4%) 

have low social capital, compared with 22.9% of adults living 

at or above the poverty line (Figure 3). Similarly, in 2002, 

two-fifths of poor adults (39.7%) and one-quarter of non-poor 

adults (24.7%) had low social capital.

More than two in five Latino adults (42.5%) have low so-

cial capital followed by Asian (35.1%), Black (33.1%), and 

White (20.7%) adults (Figure 3). Social capital does not vary 

by gender, as men (24.0%) and women (25.4%) have compa-

rable percentages of low social capital. These relationships 

were also found in 2002. 

Regional Landscape
In addition to demographic variation in social capital, there 

are geographic differences in levels of social capital across 

Southeastern Pennsylvania (SEPA). Nearly one-third of Phila-

delphia adults (31.1%) have low social capital, while in each 

of the suburban counties the percentage is lower, as about 

one-quarter of adults in Delaware County (26.4%) and one-

fifth of adults in Chester (20.7%), Montgomery (19.9%), and 

Bucks (18.0%) Counties have low social capital. (Map 1).The 

percentages of adults with low social capital are fairly con-

sistent with the 2002 Household Health Survey (Philadel-

phia, 32.8%; Montgomery, 23.0%; Delaware, 22.5%; Chester, 

21.6%; and Bucks, 21.6%).

In some Philadelphia neighborhoods, adults have higher or 

lower social capital than in the city as a whole. Adults resid-

ing in Upper North Philadelphia (42.1%), the Lower Northeast 

(38.9%), and Bridesburg/Kensington/Port Richmond (38.4%) 

have higher percentages of low social capital compared with 

adults across Philadelphia (31.1%) (Map 2). The Bridesburg/

Kensington/Port Richmond neighborhood has witnessed a shift 

in social capital since 2002, when nearly one-half (48.0%) of 

adults had low social capital. There is a higher percentage of 

adults living in the Germantown/Chestnut Hill neighborhood 

(21.4%) with high social capital compared with adults citywide 

(15.2%), and there are similar percentages of adults living in 

Lower North Philadelphia (19.7%) and the Upper Northeast 

(19.5%) with high social capital compared with adults citywide.

Differences within counties are evident in the suburbs as 

well. About three in ten (30.8%) adults in the Bristol/Croydon 

area of Lower Bucks County have low social capital, compared 

with 13.3% of adults in the Quakertown area. In Chester Coun-

ty, more than one-third of adults in the Coatesville area of the 

county have low social capital (34.3%), as do one in ten (10.5%) 

in the Valley Forge area. Adults in the part of Montgomery 

County near King of Prussia are more than twice as likely as 

adults in the Jenkintown/Wyncote/Glenside area to have low so-

cial capital (29.2% and 12.3%, respectively). Within Delaware 

County, adults living in the Lansdowne/Darby area are twice as 

likely to have low social capital as adults living in the Broomall/

Havertown area of the county (36.9% and 17.9%, respectively). 

Specific Social Capital Indicators by County
Given the differences in the social and physical dimensions 

between urban and suburban communities, it is not surprising 

to see differences in specific social capital indicators by SEPA 

Counties. Participation in civic groups, clubs, and associations 

is one measure of community connectedness. Adults residing in 

Philadelphia are less likely to be involved in these organizations 

than their suburban neighbors. Less than one-half of Philadel-

phia adults (47.6%) are involved in at least one group, while in 

Chester County, 61.7% of adults are involved in at least one civic 

group, as are 59.4% of adults in Montgomery County, 58.1% of 

adults in Bucks County, and 54.1% of adults in Delaware County. 

Adults living in Philadelphia are more likely than their 

suburban counterparts to feel they do not have neighbors 

willing to help one another. In Philadelphia, 17.2% of adults 

do not feel their neighbors are willing to help one another, 

compared with adults residing in Delaware (12.9%), Chester 

(11.6%), Montgomery (11.0%), and Bucks (10.9%) Counties.

While Philadelphia adults’ perception of neighbors’ un-

willingness to help one another is higher than their suburban 

counterparts, neighbors in Philadelphia are more likely to 

work together on a project or towards a common goal. In Phil-

adelphia, 72.7% of adults have worked together, compared 

with adults in Chester (59.8%), Delaware (58.6%), Montgom-

ery (56.8%), and Bucks (54.5%) Counties. 

In Philadelphia, one-third of adults (33.3%) do not feel 

their neighbors can be trusted, compared with adults in Dela-
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ware (19.1%), Montgomery (10.3%), Chester (9.2%), and 

Bucks (9.0%) Counties. Additionally, in Philadelphia, 14.4% 

of adults do not feel they belong in their neighborhood, com-

pared with adults in Delaware (12.0%), Chester (8.7%), Mont-

gomery (8.3%), and Bucks (8.1%) Counties. 

Social Capital and Health Status, Mental 
Health, and Community Indicators
In addition to seeing differences in social capital by demo-

graphic characteristics and geographic location, differences 

are also seen in health status, mental health, and community 

indicators by level of social capital.

In Southeastern Pennsylvania (SEPA), more than one-fifth 

of adults with low social capital (21.3%) are in fair or poor 

health, representing approximately 134,000 adults in the re-

gion. In comparison, 14.6% of adults with medium social capi-

tal and 9.9% of adults with high social capital are in fair or poor 

health (Figure 4). In 2002, a similar pattern was evident—as 

the level of social capital increased, the percentage of adults in 

fair or poor health decreased: 24.3% of adults with low social 

capital, 16.9% of adults with medium social capital, and 12.9% 

of adults with high social capital were in fair or poor health.c

Nearly one-fifth of adults with low social capital (19.2%) 

have ever been diagnosed with a mental health condition, while 

13.2% of adults with medium social capital, and 11.9% of 

adults with high social capital have ever been diagnosed with a 

mental health condition. Similarly in 2002, we saw an inverse 

relationship between social capital and mental health status.

One-third of adults with low social capital (32.6%) have 

experienced an extreme amount of stress over the past year, 

while nearly one-quarter of adults with medium social capital 

(23.6%) and more than one-fifth of adults with high social 

capital (21.8%) have experienced a similar level of stress dur-

ing the past year.d Similarly in 2002, as the level of social 

capital increased, the percentage of adults who experienced 

FIGURE 1
Level of Social Capital* among Adults, SEPA, 2010

FIGURE 2
Adults with Low Social Capital by Age, SEPA, 2010
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FIGURE 3
Adults with Low Social Capital by Poverty Status
and Race/Ethnicity, SEPA, 2010
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FIGURE 4
Fair or Poor Health Status among Adults
by Level of Social Capital, SEPA, 2010

MAP 1
Adults with Low Social Capital by County, SEPA, 2010
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* Level of social capital is based on an index, ranging from 1 to 10. An individual with a 
combined index score of 1-4 was deemed as having “low” social capital, a score of 5-7 as 
“medium” social capital, and a score of 8-10 as “high” social capital.

Note: Poor is de�ned as living below 100% of the Federal Poverty Level and is calculated based 
on family size and income.
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Notes: 
a. A total of 15.1% of respondents did not answer one or more items and were assigned a missing value for the index. 
b. The methodology employed in the creation of the three social capital categories for this analysis differs from the methodology employed in the creation of the social capital categories for the 2002 Social Capital Brief, Health 
in Context; therefore, where possible, selected comparisons of the 2002 Household Health Survey data are included in this Brief using the current methodology of the additive social capital index. 
c. For the 2010 Household Health Survey, a new category was added to the response set a respondent could select for this question. For the 2002 survey, respondents could select one of four categories (excellent, good, fair, or 
poor), and for the 2010 survey, respondents could select one of five categories (excellent, very good, good, fair, or poor). 
d. Survey respondents are asked to rate their overall level of stress during the past year using a scale of 1 (lowest stress level) to 10 (highest stress level); respondents selecting a stress level of 8-10 are considered to have an 
extreme amount of stress.

FIGURE 1
Level of Social Capital* among Adults, SEPA, 2010

FIGURE 2
Adults with Low Social Capital by Age, SEPA, 2010
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FIGURE 3
Adults with Low Social Capital by Poverty Status
and Race/Ethnicity, SEPA, 2010

0%

10%

20%

30%

40%

50%

 Poor Non-poor Latino Asian Black White

39.4%

22.9%

42.5%

33.1%
35.1%

20.7%

0%

10%

20%

30%

40%

50%

 Low Medium High

21.3%

14.6%

9.9%

FIGURE 4
Fair or Poor Health Status among Adults
by Level of Social Capital, SEPA, 2010

MAP 1
Adults with Low Social Capital by County, SEPA, 2010
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MAP 2
Adults with Low Social Capital
by Planning Analysis Section, Philadelphia, 2010
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* Level of social capital is based on an index, ranging from 1 to 10. An individual with a 
combined index score of 1-4 was deemed as having “low” social capital, a score of 5-7 as 
“medium” social capital, and a score of 8-10 as “high” social capital.

Note: Poor is de�ned as living below 100% of the Federal Poverty Level and is calculated based 
on family size and income.

an extreme amount of stress over the past year decreased.

Nearly two-fifths of adults with low social capital (39.0%) 

rent their home, compared with one-fifth of adults having 

medium social capital (20.3%), and 11.4% of adults hav-

ing high social capital. Additionally, more than one-half of 

adults with low social capital (57.1%) have had difficulties 

paying their housing costs during the past year, compared 

with 43.4% of adults having medium social capital, and 

38.9% of adults having high social capital.

Conclusion
The survey findings show that in Southeastern Pennsylvania 

(SEPA), one out of four adults have low social capital, repre-

senting approximately 632,000 adults in the region. Further-

more, in SEPA, levels of social capital vary by demographic and 

socio-economic status subgroups, including poverty status, age, 

and race/ethnicity. Young adults, adults living in poverty, and 

Latino adults are the most likely subgroups to have low social 

capital. While participation in civic groups, clubs, and associa-

tions is one measure of community connectedness, the data 

show Philadelphia adults are less likely to be involved in these 

organizations than their suburban neighbors. In addition to dif-

ferences in social capital by demographic and geographic char-

acteristics, there are also differences in health status, mental 

health, and community indicators by level of social capital. More 

than one out of five adults with low social capital are in fair or 

poor health, representing approximately 134,000 adults in the 

SEPA region; one-third of adults with low social capital have 

experienced an extreme amount of stress over the past year; 

and, nearly one out of five adults with low social capital have 

been diagnosed with a mental health condition. The information 

presented in this Brief highlights the importance of considering 

social capital in addition to considering demographic and socio-

economic characteristics when trying to understand health dis-

parities and develop health services and promotion programs. 

Source: PHMC’s Community Health Data Base 2010 Southeastern Pennsylvania 
Household Health Survey
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  our clients. their stories.

Kathleen, 
Rising Sun Health Center
I have been going to the Rising Sun Health Center for the 

last three years. I go there because it is convenient—walking 

distance from my home—and I’ve always had a good experi-

ence. At Rising Sun Health Center, everyone treats me real 

special, from the front door to the back door. Six years ago, 

I was diagnosed with Type 2 diabetes, so I go to Rising Sun 

Health Center to help manage it. It’s a real struggle, bad hab-

its are hard to change, but with the help of the staff at Rising 

Sun Health Center, I’m trying.

iMAgine thAt An epidemic spreads across the United 

States. Hospitals and primary care providers everywhere 

see record numbers of patients and their resources stretch 

to capacity. Could you come up with a creative solution to 

ease the burden on the healthcare system in a worst-case 

epidemic scenario?

PHMC did, and on May 14 was therefore named a winner 

of the 2012 Innovations in Public Health Policy Competition 

by National Network of Public Health Institutes (NNPHI) 

and the Policy Research, Analysis, and Development Office 

in the Office of the Associate Director for Policy at the Cen-

ters for Disease Control and Prevention (CDC). The competi-

tion fosters greater awareness of policy as an intervention to 

support public health goals, inspire cross-agency collabora-

tion within CDC, and promote NNPHI member institutes as 

viable partners.

 “Use of Nurse Triage Lines during an Influenza Pan-

demic: Promising Methods for Reducing Disparities in Ac-

cess to Quality Health Care,” the title of PHMC’s project, 

may be long to say, but it’s about shortening the process to 

accessing health care in a pandemic. With the one-year NN-

PHI grant of CDC funds that PHMC has won in the competi-

tion, we will explore the feasibility of connecting patients 

with registered nurses during a public health emergency 

to ease the burden on emergency rooms and primary care 

providers. “Our project addressees a public health issue 

that needs concentrated research,” says Nancy De Leon 

Link, PHMC senior strategy associate and deputy execu-

tive director of PHMC affiliate National Nursing Centers 

Consortium (NNCC). “It’s also a great opportunity to work 

with some of the top public health law experts from the 

CDC and its partners.”

The project team includes PHMC, NNCC, and a consultant 

from the Philadelphia Department of Public Health. The goal 

is to identify, coordinate and leverage an existing infrastruc-

ture to create nurse triage call lines across the nation in the 

case of a major emergency, and to assess legal and policy bar-

riers to their utilization. 

Innovating for 
health care Access
from PHMC Wins, June 2012
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through our 250+ ProgrAMs, our many affiliate 

organizations, our work in emergency preparedness across 

the region and our various partnerships with government, 

foundations, businesses and community-based organizations, 

the work of PHMC impacts every household in Philadelphia. 

The combined annual impact of PHMC and its affili-

ates on the Philadelphia community’s economic vitality is 

estimated to be in the range of $500 million. PHMC and its 

affiliates have an annual gross revenue of approximately $175 

million. Of every dollar received, on average 92¢, or a total of 

$161 million, go toward program services.

For more information on PHMC programs and services, 

please visit PHMC.oRG.

Board Demographics

• 35% of PHMC board members are minorities.
• 35% of PHMC board members are women.
• 52% of PHMC board members are Philadelphia residents.

Executive Committee:
• 60% of PHMC executive committee members are minorities.
• 40% of PHMC executive committee members are women.
• 80% of PHMC executive committee members are Philadelphia residents.

STAFF Demographics

• 67% of PHMC employees are minorities.
• 74% of PHMC employees are women.
• 67% of PHMC employees are Philadelphia residents.
• $47,162: average salary of a PHMC employee
• $17,686: average value of PHMC employee benefits

Senior Team:
• 40% of PHMC Senior Staff are minorities.
• 64% of PHMC Senior Staff are women.
• 43% of PHMC Senior Staff are Philadelphia residents.

VENDOR Demographics (between 07/01/11 and 02/29/12)

• 20.1% of vendor contracts were paid to minority- and women-
owned businesses.

• 66% of vendor contracts were paid to Philadelphia-based 
businesses.

Economic Impact:
• $1,917,400: Total paid to minority- and women-owned businesses.
• $34 million: Total paid to Philadelphia-owned businesses.

Client Demographics

• 123,000: number of clients reached directly 90% of the people PHMC serves are at risk. 
• On average, we reach each client we serve with at least two PHMC services.

Economic Impact:
• $54 million/$20 million: Total salaries and benefits paid to PHMC and affiliate employees
• $34 million/$12 million: Total salaries and benefits paid to those living in the City of Philadelphia
• $2 million: Total wage taxes paid to City of Philadelphia through PHMC and affiliate salaries

phmc’s Impact dashboard
All data current as of April, 2012
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