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INTRODUCTION

In the past several years, the subject of health care
delivery has assumed increasing importance as a public issue.
Congressional hearings, public and private commissions,.and
task forces have inVestigated the'functioning of the health
care system in depth, reporting that access to the system
is impeded by financial barriers and by inefficiency of the
delivery systen. (8,'p nt Medicare and Medicaid have
attempted to surmount the ‘financial barriers for some seg-
ments of the population, and more inclusive health insur-
ance proposals are being considered in Congress. The
Healthright program, under the Economic Opportunlty Act
has stimulated efforts to improve the delivery system as it
relates to low income persons,vand some of~the'hea1th
insurance proposals also have the goal ofyimproving the
delivery system.

The Task Force on Organization of Communlty Health
Servzces, in Health Administration and Organlzatlon in the

Decade Ahead (25, p.13), brlefly presents four interrelated

concepts which form a framework for looklng at health as a

1N‘umbers in parentheses refer to blbliographv at tne
.end of Part I. ' ’
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contémporary policy issue:
1. Health is a resource for the social and
economic development of the nation as a ‘whole.

The health and social needs of the indi-
vidual in modern society are ultimately
inseparable; thus, the presence of indenti-

- fiable poverty as an adverse influence on

~ health progress and improvement, and
equally, the condition of 11l health will
tend to interfere with the individual's
abillty to function and be productive.

3. The concept of "public health" in today's

- ~world has begun to expand markedly, moving in
the direction of convergence with private
~medicine and voluntary efforts, these spheres
being included in the broader term, "COnmu-‘
nity health." o .
4. There exists an inescapable interdependence-~
community, state, and national--in the admini-

.stration and organization of community health

services. , ,

" Obviously, the health care system is one which has
many aspects. Although these aspects--financing, man-
power, service delivery--are interrelated, we intend in
this report to deal specifically with one facet. vThis is
the decentralization of health care facilitics to provide
comprehensive héalfh care servicesbat the local level.

 The report is presented in two parts. The first |
part'will examine the literature relating to the devélop—
ment of the COmprehensive neighborhoodAhealth‘care center
as a means for the delivery of medical care services. An
attempt will be made to determine from the health litera-
ture criteria for the evaluation of‘medical care systenms,

" and further review of the literature will attempt to
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determine how these criteria can best be met in a
decentralized medical care delivery,system.

The second part of the report will examine the health
needs of(Multnomah County, Oregon, with the goal of
providing information about ﬁhese‘needs for use in health
service planning, particularly in relation to the

decentralization of health care services.
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Evalusting the Health Care System
' Burns (8, pp 1 -2) has indicated a mumber of the week— ‘

neeeee of tho present hea.lth care eystem in this nation.
She cites rising costs, mdeqtmte,y .poerly ‘distributed |
end inefficiently utilized manpower, and fragmented
service delivery as major preblem‘, and 'etafee that "The
system is westeml of reeeurces and functions ‘with too
little regard for efficiency and economy." She‘.‘peints out,
however, that there ere four points regarding reform upon
which there is widespread agreement. ‘First, she states,
naccess to needed health services must net' be impeded by
financial berriers. Her second point is that ". . . the
 delivery syeten must be one in which comprehensive and
~ continuous health servicee are everyvhere available under
conditions that are physically comrenient, comfortable,
and not destructive to the dignity or self-respect of the
recipient.® Third, it is essential that the health care
system give "due regard to economy in the use of scarce
resources," providing services with efficiency. Finally,
"the system must be accountable to those who finance it,
and to those who use it, and in particular, must be highly
,responsive to the :I.n'l:ereats of consumers." ,

~ Greenlick (18, p.756) also proposes a set of princi-
‘ples which can be used to evaluate the medical care
system. He statee, first, that ". . . all those who need
- medj..cal care should have equal ‘aceess to vit,"" ee'eond,-
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"'.' . . the se,rviceﬁ, jarovided should be p_reciseiy appro-
priate to the patients' needs," and third, ". . . the
medical care sjﬁm "should pi'o‘vide the most efficient
‘and economical use of scarce medical ra‘sdurce"s."

- For the purposqb of this report, certain of these
criteria will be stressed more than others. The remainder
~of Part I will review the literature relating to the issues
of comprehensiveness of services, accessibility of garvides,
and ,e:r_fiiciency of services in the delivery of decentralized
medical cere. S

Concept of Comprehensive alth Car |

As medical technology has advanced, a process of
 evolution has occurred in the medical end health f1elds.
As Johnson (21, pp.361-363) states, ". . .« the goal of
health care in our society has evolved from relief of
* symptoms, to cure of disease, to existence in a potentially
diseaseless .staté’.'_" C:I.ting the limitations in health care
resources and present technology, he continues to state
that "The resulting chauenga facing the American health
- service sysm is to provida eaeh individual with the
greatest possible opporhmity to achieve an optinmm 1evel
of physical, mental, and social well being "

He uses the term "conprehensiw health care" to | |
rerer to the type ot health care system which attempts to
answer 'bhis challema and fulﬁ.ll the three principles of
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accessibility, provision of appropriate services, and
efi’icient uae of reaources. , Ha a'batea that a system of
comprehensive haalth care, in order to employ the ata‘bed
principles in neeting its goals, mst have certain
attributes' o ; .
1. Care shouldbe readily

- organizational, eConomic,. é v.3 " = ozidal |
' barriera must ba rmoved.w’ - p(yc ‘
2. Care should be gcegg;% ediments
- of di:‘ganca , residenc ime musmge
removed. , ‘ -

3. Cara should be -;,,__: over the life
span if diseases, ‘espec ally chronic, are to
‘be controlled before they become diaabling or
life threatening.

4, Careahouldbacmta -including pre- :
vention, cure, main enance, and rehabilitation.

P
ysiolo
‘tics of tho pati

| nd his social institutions
which relate to the patient's way of life such
as the home, school, and place of work.

7. Care should de Y and therefore
should be provided s where responsi-
bility for the patiant has ‘been determined,
-authority has been delagated, and a communi-
cation syatem provided.

8. Care should be coordingted, including the
integration of faci es8 and personnel _
‘necegsary for nodez'n medical care

9. Care should be of high '_l'here
 should be an adequate audit o care, peer
review, continuing evaluation, and research

~_into adequacy and quality.
 Ultimately, as indicated by the National Commis-




sion on C_o'mm‘mity- Health SoMéas (26, 'pp.1'6—20), the
development of a fs’ystv of oouprehen’aivo‘ ‘health care is
a commmity wide responaibility, involving the integra~-
tion of all the health care facilities and programs in
the commmity For the commity's health care system,
| the parammt goals are: ‘ '

1. Provision of a conprehmive range . of
- community health aorvices. ‘

2. Maintenance of an ade wmte quantity or
- @all required health care facilities.

- 3. Integration of :I.ndividual units and
‘'systems of health services into a coordi-
A megi ggzltem ot continuous care for the
However, as Yerbdy (37, pp. T1=72) mdioates, the
med:lcal and health care system as it has nmctioned has
not facilitated the delivery of compro.honsive ‘health
care. Individual health care facilities thenselvoo have
not ‘g’eneraiiy functioned «to‘_'jfdchim*thia goal. Public
health departments, 1nprovid1ng preventive services and
such treatment activities as are involved in venereal
~ disease or tube‘rculos:l.s ;oontrol, have-‘ in general avoided
~ invading the curative domain of private medicine. This
has even been the case in areas where medioal care is not
-'readily available oxcept through hospital outpatient depart-
ments. As he suggosts, most health departments have failed
: to provide an adequato mtry point :ror the patient into the
vdiagnostic and curative seynonta of the health care system. :

This may be particularly true for the poor patient, who may
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be médiaullyiunpaphijticltod.] Therefore, the past decade
hﬁn,aocn a movement to'ovolvn<n.w-forms of health care,
and new types of haalth.care‘ingtitutiOns.'providing;
comprehensive ongoing care rather than fragmented care.

 There seems to be 1ittle dispute in the health
literature that comprehensive health care, as described
| above;‘requirbs'both‘an integration of previously uncoor-
dinated héélth‘care services, bringins°together into one
agency phat‘JohnSOn (21,'p;362)<re£erred to as ". . . the
ccncepts'ot coﬁprchansive'madicino'and pOsitive.health,
and a gaorsgphic dncontralizatian ot service delivery.
The National. COmmisaian on CQmmunity Health Services'
report, Health Care gggiligitg, (26, p.37) suggests
providing comprehensive health care services by centra—
lizing a variety ot_public and’ private health care
facilities into i'health' campuses." However, as Kahn
(22, pp.274) stétes, speaking'ot social services in gen-
eral, ". . . if the gbal is to develop‘a sérvice-delivery
approadh that inproves access, tacilitates feedback so as |
‘to adapt to user preierance and priority, and maximizes |
case integration and accountability, the base of the
total social service system should be in the neighborhood. *
Decentraiizgtion not only makes'seriiées‘moré accessibie,
but allows the»sgrvices to be.tailored.tO'thé needs of the
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area. De Diaz (14, p.3) indicates the importance of
being aware of groups in the neighborhood with special
health problems, such as elderly people or large families

~ with young children. This means that it is important

in planning_to be aware of the demographic features of
the patient population. This ﬁill be cbnsidered more
thbroughly in Part 1II of this report. |

Kahn (22, p.275) continueé, however, to indicate
that more than the improvement of service usage is
involved in decentralization, and that decentralization
of service delivery also represents part of "a general
search to 'break down' cities to human scale for some
purposes, on the assumption that people find it easier to
relate to a neighborhood or section and to its population.
« + «-Thus, the'organization of'servicés at the neigh-
borhood ievel has the added purpose of contributing to
the search for neighborhood." He adds that.this process
is more relevant if there is a measure of local control

ovér, as well as local availability of services.
Kahn indicates that decentralization is not a

- viable goal in some circumstances. These include situa-

tions in which the need for a particular service is too

“
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little to juatify“itsiprovisien in a local unlt; where
skills or‘resoerces are too rare te be.provi&ed‘locally,
or‘ﬁherelthe costs of decehtralizatioﬁ vastly outweigh
thelbenefits. He visualizes the ultimate emergence of a
hierarchical pattern of service delivery in which certain
servicea and responsibilities are integrated into the
community at the local level. Other more specialized
services relate to larger units of the community, such as
eambinatiens-of*neighbonhoods;q.Veryfspeeiallzed'serviées :
‘are to be delivered at city, county, state, or regional
levels. This level weuld'alse be the seat of program
coordimtien, s’handard protection, and evaluation, all
of which call £er ‘considerable centrelization for overall
program administration (22, p.275). AlthpuGh Kahn's
model was not'developed-apecifically for‘health care
‘services, it is quite relevant and applicable to health
_care service delivery systems.

O'Donnell (27, p.3), reviewing the literature on
service delivery and social action through neighborhood
service centers, presents a 1ist of characfei*istics
egenefally‘desirable in‘neighﬁorhoodlservice delivery
centers. First,~he.states,thét'the'eenter should be
accessible. It should be in a physically convenient
location, end should'be«open eVeningskand“weekende as

well'ae‘previding-et¢least‘emergency telephone coverage
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24 hours a day.,

The center should also be immediate in its func-
| tioning. That is, the center must have the capacity to
provide prompf‘efficient service,”and should be able to
jrespond to problems without long hours of waiting and
many rounds of appointments. o '

The'center's"services~should‘be'comprehensive."'"The
Acenter Should offer a full range of usable, onpthe-spot ,
services or easy access to other resources by available |
‘transportation. It should gear itself to the needs that
people have«-especially poor people—-and provide for the
simultaneous handling of problems where possible.
Services should also be integrated and coordinated, so
that services can more erfectively be provided.

,'* The operation of the service center should, finally,
be responsive to the needs and desires of the neighbor-
hood. "It should provide ways in which residents can

| shape the program and continue to contribute to its course
. and development. It shouldlbe relevent and ready to
respond to changing needs." | | |

. The concept of the comprehensivo neighborhcod health

'center.developed»by OEQ (31, D. 324) has been described by
iseveral writers. Yarby (37, p.73) describes it as an
outpatient facility which has "certain definite charac-

teristics*
1. Accessible to a populathan ccncentration
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2. Open 24 hours a day, seven days a week
3., Family-centered care by a team of
internists, pediatricians, clinical and
public health nurses, and social workers
4, Availability of frequently—required ’
specialist in such fields as psychiatry,
obstetrics, gynecology, surgery

2&1 Continuity of doctor-patient relation-

P

6. Family records with social and medical

summaries of relevant information about
each family member :

- 7. Basic diagnostic laboratory and x-ray o

- facilities and drugs and biologicals R
© - available at the center

- 8., Direct line (by center-controlled ambun,

“lance when nectessary) to a teaching hospital

for diagnostic and therapeutic services
requiring the facilities and personnel of

- the hospital

9. Patient-centered and community-oriented."

" ‘The range of services in the comprehensive neighbor-
hood health center should be as complete‘askpossible, |
including preventive, diagnostic, treatment, and réhabi-‘
litative services, and should be designed to eliminate
| episddic'andlfragmented services (31,App;324—325). Schorr
and English (33, p.291) add as additional characteristics
of the comprehensive néighborhood-health center that it
'should have "intensive participation by and involvement
-~ of the population to be served, both in policy making and
as employees," and that it should be fully integrated with
"the existing health care system. The Office of Economic
Opportunity (28, p. 63) stresses the potential for easing
, health manpower shortages by training local neighborhood
residents as non-professional health‘aides, at the same

time creating new job and careertopportunities, As
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Gordon (16, p.422) indicatea,’"ManY'of the outstanding

‘problems in medical practice today revolve around
effectively motivating the patient and the prospective
patient to be concerned with his health. This is
espeoially true in a deprived environment ' The community
health center, with its technique of consumer partici~ '
pation may. be a way to create this oooperation effectivelx“ |
| It is important to note at this point that the
«comprehensive neighborhood health center has as its

- constituency an integrated community, rather than a
particular segment. - It should have, as Blum and Levy |
_(6, pp.4-5) indicate, a horizontal rather than a vertical
relationship with the commmity. The vertical relation-
ship, they state, is characteristic of those service
organizations vhich approach the commmity only in terms
of their own function. They see,only"their relationship
with the users of their service, and aseunefthat problems
of’accountability will be handled by these consumers. |
However, they point out, "this is not likeiy'as a vertical
approach creates dependency on the'institution. Agencies
,in a horizontal relationship "recognize that they have
both a community and a consumer to serve. The horizontal
approach places the matter of accountability on a broader
basis than just the involvement of the consumer. ‘De Diaz
(14,vp,4)_speaks of the need,to‘ﬂdevelo a'community
facility' which differs fronva clinickfor low income,
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people in‘that”it should serve an economioally integrated
community The reason for this is that a wide variation
of consumers may assure a better quality of care."

The advantages of the comprehensive neighborhood ,
health center over traditional systems of providing
community health services are numerous. Hospital out-
patient'departments, a major’traditional'sourCe of ambu-
latory health‘oare'forjpoor paﬁients, have "been indicted
for neglecting preventiie-health°care, promoting frag-
mented care, and'subjeotingvpatients'to degrading and
impersonal conditions, to mention only a few of the major
defects." - (31, p.32h)“Another‘defectzhas been the
tendency to shunt low inoomeypatients back and forth
between different clinics, often at different locations
and with different open hours, for different treatments
or.tests in regard to the same illness.(26; p.63)

| The comprehensive neighborhood health programs that
have been organized present a great'Variety of organi-
zational“patterns.- One area ofkdifferenoe is in the
emphaSisﬂplacedjupon making each‘faoility‘oomprehensive'
.in‘the‘servioes'it'provides'to the patient nopulation.‘
In the Montefiori Hospital Neighborhood Medioal Care
Demonstration‘program in New York City; services have
‘been made available through a central health center and

two store front satellites, "the center to. be the base
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of operitiona of family physicians and the sﬁfeliité
centera the bnsu of oporationa of public health nursea
and noighborhood aidn. rhe satellite centers ywere to
provide‘ preventive health domceas-ifu?uhizations, well-
baby care, periodic :Ln;)ectiens--and the central health
center was to pro'mh care for '111ness' " (36, P.299)

| 'I‘his program was not yot rully functioning at the time
it was discussed in the literature, and all services were |
being provided in cme center. nonver, it would seem
that the mml promn as emviaioned by 11:3 plumers ,
‘would enbody sono of thc dctacts of the current nedical
care sysm It um pouible that coordinated adm:l.n:l.-
straticn and woll dmloped ratorral ‘procedures could
- insure tho cannoctian of pn.umts with appropriate preven-
“tive and therapouttc services available in different 3
locationa. - However, tho ‘barriers of time end diatance .
, betnen ccnters and tmsmtion for the maophiaticstod
. patient looking for tho r!.ght place to €0 tor a partieu—
lar health service vould moqr to 13.!11: the ability o:t
this design to provmo tmly eomprehmiva nezghbomeod |
 health services. In :.ct, 1t appears to conrlict vith
the program's owmn st.tod goal of providing a tm:l.ly o
medical care program in uhich promtive and therapeutic
health aorvices can be pmvidcd to all mbers of a
:Eanily in the course of a s:l.nsle visit. (36, pp 301-302)
| 'I'he Donvur, Colorado, program, like 'bhe Montefiori

A
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prog‘z;em,, ‘utilizes a heirerohy of small satellite stations
end larger, more pentr‘d‘izea facilities. It difters,
however, in tho"'colnpr‘eho‘hsimeso of the services avail-
able in the decentralized faoilities . It reaembles very
closely the model for dooontrelized social service deli-
very developod by Kahn, which was discussed above. The
small neighborhood centers, within walking distance of
most of tho"popuiatioﬁ,' have been designed to "take care
" of all the normal health problems of 3,000-5,000 patients—
'check-upa, immmntzations, simple hbomtory tests, and |
treatment and nedicatione (dispensed by physicians) for
: noat non-critical illneao. Pationts who need more special-
ized care are referred to ‘backup facilities. Backup
support Ior the stations are the two hrger neighborhood '
health centers otforing a oonplete renge of out-patient
~ services and three participating hospitals . . . which
provide inpetient tmtuont and consultative eervices.

(13, p.1028) In this program, a conprohensive range of
prevontive and troetlont services :I.s evailable throughout
the decentralized system. | |
- The Conprehm:l.ve ‘Neighborhood Kee.lth Services Project_
of Kaiser Foundation Eospitals J.n Portland, Oregon, is
inilar to the Denvor program in that a comprehensive range
of out—potimt services in provided 1n each of its loca~-

tions. althoush tho oenters are largor and less mmerous
than 1n the Denver program (12, p. 6) |
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In order that a comprehensive neighborhood health ‘
care center be able to provide continuity of care, it
must have arrangements for hospital services integrated
into the system. Yarby (37, p. 73), as quoted above,
states that it is characteristic of the neighborhood
health center to be directly connected with a teaching
hospital. However, De Diaz (14, p.3) indicates that it
,mav’be}advantageOus for~purposes of service delivery'not
to have the center atfiliated with a teaching hospital.
She feels that such an affiliation may - 1ead to a situation
in which policies might be determined more by the teaching
“needs of a medical school than by the service needs of
" the patient. | | : ‘

The National Commission on Community Health Services
(25, p.69) states that such a system of comprehensive |
'health care, integrating the services of several health
and medical agencies, should utilize "as much single or
unifiedvmanagement as possibles Neighborhood health
centers havevbeen operated under a veriety ofvauspices,
but several writers have pointed out the advantages in
‘terms of coordinated provision of services management by
the hospital of the neighborhood health center.- For ,
, instance, this facilitates the keeping of unified medical
records of all the care a- patient has received either at
the neighborhood health center or while hospitalized. |
(12, p. 6) Furthermore, as Young (38, p.17h1) points out,
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direot operation ‘of the neighborhood hea.lth center by
the hoepital can me.ke ave.ilable to the center expertise
in some aspects of operation that might not be as readily
available otherwise. \
| Regerdless of whether ‘the hospital and the neighbor-
' hood health center have a common administration, they |
must have err].ved at a atrinsent delineation of mutual
| rolee and responsibilities. A1l oomonente of the care
 system must clarify and understand one another's position
“in the system, and agree on obaootives and methods.
(26, pp.16-17, p.37) Some e.reee of mutual concern are
referral procedures, record keeping, and mutual use of
£ac111t1ee. Stefting 15 another area of oomon concern.
: Difriculties heve arieen in the past in oenpreheneive
heelth care prosreu uhich were haetily plenned :Ln wh:l.ch
all of the health center phyeioiens did not have eta.tt
privileges at all ot the beckup hospi'tele. (29, p.21)
Such a situation is unacceptable if inpatient care is to
oontinue to be mged by the petient’s health center
physician and if contimuty of care is to be maintained. ,
-,Hoepital and health center must have Joint responeibility

for the recmiment of physicians.

Much ot what hee beon sa:!.d hee stressed, at leaet
1np11c11:1y, .the need f.or the e:tﬁcient provision ox sezvices.
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There appears to be twc aspects of efficiency which are
discussed by writers on the su aect of the comprehensive
e neighborhcod health care centei One of these is the
need to organize servicee to make the most efficient ‘and
economical use of ecarce medical carejresources. The
other;,c105elyfrelated in reelity, is the need to help
the public»use‘servicee in tﬁe‘mcst efficient manner.
© The cbmprehensive ne‘igh‘bor‘hood‘health center 'conc»ept
is inherently'efficient'in'that preventive, curative, and
rehabilitative-heaith care proérame are coordinated under
‘one‘roof, with integrated administration. Furthermore,
the -emj:hasis on ~pr‘evention, health ‘edncation, and early
disease detection is etficient from the standpoint of
the health care system as well as beneficial to the patient
(18, p. 760). However, due to the scarcity of health care
personnel, the comprehensive neighborhood health center
must be an arena for experimentation with new ‘staffing
patterns. ,The Kaiser program is indicative of the way |
in which health care syetems~nnstibegin‘to operate, in
~that appropriate ancillary personnel are ueed‘wherever |
possible’ to perform functions that do not need to be
»‘carried out by the physician. As Saward (32 p.42),
‘states' ' ' | B

: Throughout our organization, there are .

many of the customary experiments being made-—-

- use of specially trained nurses for well-baby

- care under the supervision of the pediatrician, -
jexperiments with routine prenatal care by .
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spoci rained mrso gorsonnel s s e -
our functions are such
that nothing ia done by the physicians
that does not have to be done. the
~ physicians. The other skilled person-
nel--nurse, receptionist, the appoint-

' ment center, or clerical personnel-—-
jarethorotomohintousehis
special skill.r ’

A well known trond in the area ot eaaing health
’-care manpower shortages haa been the trend toward train-
:I.ng povorty area residents as non-proi‘essional hoalth
aides and neighborhood health workers. (28, p.63) This
has the effect of incroasing maupovor, and also can help
| bridge the cm.tural g8p botwaen providers and consumers
- of sorvicoa. ‘This in tum, at least theoretically, :
creates a s’it\'n'tionoin 'uzich providera and 'consumers can
be oducatod to understand one another and interact more
effectively. However, a pitfall has been the tendency in
- some casos to use aides as “salomen" for tha center
‘almost oxclusively rathor than using them to provide the
health care for which they were trained. (29, pp. 38-39) .
| That is, while the aidu' value in communicating with
low income patients has boen rocogu.zod and atressed,
- their role as henlth care paraonnel hao ‘been aliyated in
many instancoa. o
o Another step which has been taken to provide sorvices
vmore otﬁ.ciontly md ottoctivoly has been tho organization
- of personnel into w.ltidiaciplinary teams aa a means ot
providing coordinatod sorvico. Such. tem genorally
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include physicians, nurses, social workers and outreach |
vorkera. Cmccpt\mlly, they mnction to mcet the inter-
rolatcd medical and sccia.l needs of the families served.
However, thore are a number of barriers to the eﬁ‘ective
ftmctioning of auch teams Some of these are heavy case-
loads, the inordinate smount of time consumed by milti-
"problem tamilics, tho 1imitod training and lack of interest
on the part o.f aome team nembers in examining aspects of
problems outaido their own areas of competence, and
commicatim prcblm between professionala and non-
prorcssionals.- (10, pp.8-10) “Furthermore, as De Diaz
(14, p. 6) indicatos, there may be a tendency for vertical
departmntal 1lines of supervision ‘o become paramomt
over the team comioation system, leading to- conilicts
in detormining the rolos of some team mbers, particula.rly
'the non-proteasionala. ‘In auch ‘experiments with new '
?atam.ng pattoms, it 18 essential that lines of autho‘rity,'
roles and rcsponsibilities be ‘made ‘explicit and that there
.be mechanisms for resular evaluation of :mnctioning
 Another way in which health care service delivery can
_be made more e:tricient is to provide services during the
hours when they are most needod As recomended by Yarby
(37, p.73), services can be made more accessible by making
them available 24 hours a day, ‘seven days a week. If
energency aervicos aro available around-the-clock at the
neighborhood hoalth conter, the continuity of the patient's
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oereismeintainedandenmtrypointintothe |
oonprehensive heelth care system may be made available
to the patient. who nomlly uses only emergenoy care in
times of medical ‘oi‘ifsie.ﬁ More significantly, availabi-
lity of a full range of servioes for several hours in the
evening end on weekends premts the loes of earnings
involved if the patient must take time ot:t from work during
the day for ned.ioel care. This can be an especially |
important conaideretion for lov inoome, marginally employed
 patients, and can also promote the ongoing use of health
services. Howmr, it io importent to keep in mind the
experience oi the Ka.iser progren in this regerd As
Greenlick (19, p. 10) etates, "A small but ei@iticant
proportion of the nbuletory oare aez'vice provided for
total pop'uletions are required u.m- olinio hours and this
need is appemtly more pronounced for a medically
indisent populetion. ~ On the other hend, the. 'bulk of all
ambuletory medioal care ‘services are performed during
' reguler clinic hours, even when services are available 24
 hours a d.ay, seven days a week." | | |
o It haa beem the experienoe of a number of neighbor— :
hood health centers that a major cbstacle to efficient
provision o:r aervices has been the tendenoy of medically
indisent patients to utilize the oenter on a: walk—in ’
baeis for. epieodic, crioio-oriented eervicee rather than -
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to naké' appoinﬁehts for' ongoing, prev'entive, ‘treatment,
and rehabilita‘bive ocre, and allo to have a. h:l.gh failure
to show ra‘l:e for the appointnents that they do make.

At one center, 62. 8% of appointmen'bs made were kept,
while 30. 7% of the patimts seen were walk-in patients.
Althoud: fewer patients were actually seen’ by the center
in this instance than the number who had made a.ppoint-
‘ments, the walk-in patients roquired an inord.inate amount
of staff time :tqr qo;rem and., referral to appropriate
staff for care. (9, p. 99) Another ’inplicaﬁon of the
walk-in phcnommn is that services are likely to be
 provided to walk-in patients by other than their
regularly attmd:l.ng phylician. (19, p.12) F‘urthémore,
: whm patients u‘bilize \nlk-in, crisia cmtered care
as thoir only form of contact with the mdical care |
syaten, .f.uily centered cm, the traatmmt of ramily
menbers as a unit, 18 di.smptod | |
‘ The valk-in phmomn appeara to be related to |
| diftermces between aoc:!.al claseea 1n the style of making
' .'contact vi'bh the mdieal caro syaten. As Groenlick -
(19, P. 11) :Lnd:lcatu, the phonomenon o:t greater usage of
' walk-in services by nodically mdigent patients than by
~ others has often bocn at‘bributod to a stoical attitude |
‘tova.rd 1lmus on the pax't of poor people, lead.tng to a
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| mam-amy-m the seeking of medical care. ‘These |
patients supposedly eeek care only when their illness V
becomes intolereble, reeultins in thedr appearing with— ‘
out not:lce ‘o receive care. However, Greenl:l.ck' 8
reeeerch ‘has cast doubt on the - exietence of this deley
in reporting eynptoneor newvilllnese»endeeeking care.

He has found th‘et eimiler percentegee of med.ioally
indigent end non-nedieelly :Lndigent patients seek cere

on the same day that eympteme ﬁ.ret appear. | |

‘ mle Greenlick mdicates that the ‘reasons. for the
greater tendenoy of low mcone pe.tiemte to use welk—in
eervioee are not knovn, they may be releted to a tendency
o.f lower socio-econonie ‘clen petiente to pre.f.er Iece-to-
: :faoe conteete with med:lcel pereonnel, poesibly beceuse
such conteete are more cemtorting end reassuring to |
petiente who are hypothesized to have a dependent attitude
toward nedicel cere pereonnel. (30, p. 161)

If, as it hee generelly been held, 'bhe appointment
system 15 the noet etﬁcient meene o:t del:l.vering
o compreheneive, continuing heelth care (9.p 100), it is
neceeeery that educetionel e:ttorte be teken to promote the
use o:t e.ppointaente end to reduce the fe:llure to -appear

rate. Eduoetionel uem whs.ch heve been util:l.zed have been
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in’tem'ewa: withwulk-in patients, home visits, and group
méetinga, in an at_tqmpt‘to interpret to‘bhe pationts _

the value of regular eppointments end of continuing
comprehenaive care rather than episodic care. (9, p.100)
This is.a runction tor which non-pmtessional commmity
mrkers may bo better suitod than other staff. However,
such an educationnl progrnm nuat be related to the genuine
cmeity of the hoalth ccnter to provide comrehmsive o
servicea to :Lta patient 1oad on an appoinment ba.sia It
j,g po.sgi.blq ,qtbem,se tor oduc;"l;ionalv ,eftqrts ,.to rggult i
in a‘ dmnd fo,é appointments at 'a rate whioh i8 beyond
the éapiéity | of the center to meet without mreasambly E
long mtins pcrioda, continued use of. the center on a

| walk-in buis when it bocomes mposaible to get an appoint-

mant, and increased patient complaints. ‘There will ’ of
oourae, always be a neod and dmnd for acuto apisodic

care, and the hcalth cmter must be ple.nned with the capa-

bility of meeting tm.s need while oontinuing to stress
and educate tho patient to utilize onsoing, comprohansive,
family centered care. (9'1) 100)

© In onder to be adequate, any comtemporary health care
system must hgct - certun mtemlated cri*beria The
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minimum criteriatere ecceseebility”of:serrices to those
who ‘need them, comprehensivenese and appropriatness of
services, and erficienoy in the utilization of scarce
health care personnel and resources. The scarcity of
personnel and the need for high quality, ongoing health
care services among the populetion demand the most effi-
cient provision of services. ‘ ‘

Services must be made acceseible to the population.
| They muet ‘be geosraphically acceesible ‘o remove the
physical barriers between people and the medical care
system. They ‘must offer their services during the
_hour‘s"‘whe’n people can make the most use of them. As it
makes 1ittle sense to concentrate ‘services geographically |
where they will not be used to their fullest extent, it
aleo is wasteful to provide servicesvonly.during hours vwhen
many people are employed. Thie*not'only presente'e hard-
ship +o the consumer, ‘but wastes resources if, for instance,
the unavailability of preventive services during the hours
when people‘oanuuee‘them causes a need for treatment
services later on. o _ | p

Health care servicee ‘must be comprehensive, including
prerention, treatment, and‘rehabilitation.‘ Ambulatory
health care facilitiee which are oriented exclueively
toward either prevention or treatment are no lcnger accep-
table, for they are . inefficient in their uee of resources
and in their provieion_of heelth:care,to the patient.
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If prevention is not,stressed,'trestment‘servioes that
could have been avoided will be required. Iftprevention
is the sole‘focus°of'the health care‘faciiity,“siok” |
‘patients who present themselves must be referred else-
where for treatment, ‘and such referrals may be taken as
rejections or not followed throu;h with until illness
becomes unbearable. - |
- The 1nst1tution that meets ‘these requirements is
the comprehensive‘neighborhood‘heslth center,» It is a
100&1,'de6entrslized)outpatient facility, providing a
full range of ambulatory health care services. It has
e‘linkage'to a_hospital,bscka faoilitytfor'inpatient
treatment'anthighly specialized~outpatient'care.
| The neighborhood health center must be a facility
planned with an awareness of the needs of the consumer
and community- It must have the resources to provide the
services people need, vhere they can use them, and when
they‘oan‘use them.j It must utilize the participation of
the community to develop this awareness.‘ Not only must
the center be set up to be functional for the consumers,
’ but efforts must be made, again with community partici-
pation, to help the consumers utilize medical care
services effectively. The center must make efforts to |
‘veduoate the community about the value of regular health

care, of preventive services, end of the use of planned
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- medical appointments rather than orisis centered walk-
in care. The realities of the existing health care |
'system have not taught the patient, partieularly the low
income patient, how to use services effectively. ;

The health center must also be a laboratory for
'experiments in eesing the health care personnel shortage
and coordinating care. A maaor difficulty in- experi—
menting with new roles is freeing staff of old precon~‘
ceptidns.: ' ' ' ' R

Comprehensive neighborhood health care centers have
"been developed under a variety of'auspices, including
:medical societies, hospitals {36, p. 299), grouP practices
(29, p.6; 12, p.7), healthvdepartments (13, p.1027) and
neighborhood associations.(14) The literature indicates
some values in the management of the~health center by its
hospital backup tacility;5 Whatever theiauspices, many‘
administrative fhhotions,»suoh‘es program eoOrdination,
standard protection,‘and’evaluation”call for COnSiderable
centrelizetion of administration, city—wide or county-

‘ 'wide. At the same time, other aspects, hours of service,

for exemple, call for edministrative fUnctions made at’
more local levels. Each neighborhood center must be
free to adapt its functioning to itsvcoﬁmunity, through

. the'mechsnismfot community oarticipation*inzpolioy making.

Obviously, the prerogatives and responsibilities of each
level must be negotiated and made explicit.~

3.
‘%
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PART II



| The purpose of Part II of this paper is to diecuss
solected specific needs of apeciﬁc areas within Multnomah
County As pointed out 1n Part I or this pa.pcr "a neigh-
‘borhood heo.lth care center nuat be a .f.acility planned with
- an awareness of tho noeds of the conamer and comun:lty "
Part II of thia paper will ahow some of those apec:!.ﬁ.c
ngeda.”:" | P -
Tho'intoxﬁ'nationjtor‘ this j’)ovrtibnv'of 'the‘ r'epdrt was
obtlined fron throu@out the tolloving three publicationa*

‘ count computor t&pe Colmbia Region Assoc-
iation of Govermments, June 1971 : R

3. mtnouh Cmmty, Oregon. Enviromntal Survoy
~ Early 1971

' The Multnomeh County, Oregon, mvironmntal Survey,
Early 1971, is a itatistical report of the activities of |
| the entire Mul tnomah Cmmty Hoalth Department during 'bhe
year of 1970 Tho spoc:.nc indices selected from this
study akrewnmtal Health, Public Health Nursing visits,
Fapily_ HTM! Venereal D#seaae. andr ,Tubqrculosis.
 Through tlie use of charts and maps one can group these
speciﬁ.c indices to show the health needs of specific
cenaus cts, and thon the health needs of larger neigh-
borhoods ‘and commitiu. |

Rem:upins of areas ivus acconplished in the following
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 The mltncmsh County, Orogcn mvircmentsl Survey,
esrly 1971 is a ststisticsl rsport of the activities of
the entirs Multnouh County Hoo.lth Dspartment during the
yoar of ,1970. ‘The specific ind.icss selscted_ from ,this
study are mm‘h‘ealth, public health nurses' visits,
family plaxming ‘venereal dissass. snd tuberculosis.
'L‘hroush the use oi’ charts and mps, ons csn group those
spociric indicos to show the health needs of. specific |
census trscts, snd ‘then the health needs of largor noigh-
borhoods and commnitios. a | |

Regrouping of areas wss accomplished in the

following mnnsr. A spoci.-‘.’ic index was selsctsd such as
venereal disease or tuberculoais. The total number of
cases was thsn dotcminod .for each cmsus tract. : Through
the use or ‘the number of cases for a siven census tract.
and the population of that tract, a 'rs-bo of incidoscc .per
100,000 population was determined for -qsoh ‘census tract. |
This was done to standardize the population difference
among census tracts. The rate of incidence for each
census trsct was then listsd by rsnk position on a ohsrt

. In rank positionins sny census tracts having equsl |

-rates of incidence are assisnod the same rank positions. ;
Because of the sbove fact, the charts will vary in length;
- ncvsrtholess, oach chart will includo all csnsus tracts -
in Multnomah County. After the census tracts have been
. ‘listcd according to rank, this 1ist will be dividsd into
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three levels of incidence. The three levels are: }'
1. The upper 1/4 of incidence |
2. The lower 1/4 of incidence

3. The mid 1/2 of incidence
‘These three groupings are then used in compiling a map of
Multnomh Comrty for oach specific topio. The maps are
uaotull 1n that thoy visually combine mdividual problem
 census tracts into 1argor problem ne:l.shborhoods _

- The 1960 statistical information was used in a similar
manner to that explainod above in ‘the dmlopmont of a
ohart and map showing a conparison of per capita income
for oach ‘census tract, and combined census tract areas.

-The 1970 and 1960 atatiat:l.oal infomation was combined
in a mep and chart. The purpose of this map and’ ohart is
to d"omonstrot'e the age distribution in each census \trac't
- end indicate future age population trends.

. When one hao assessed the neods of an area and has
decided to establish a clinic to serve that area, the
| physical location of that clinic must be 'oonaidered In
order to- conprohminly develop an aroa clinic, one should
'consider the preaent tra:tﬁ.c 3ystem and transportation |
systoma.’ The clinic ahould be looatod close enou@ to
‘ ma;)or artorials to g:l.ve oasy access .f.rom t‘ne total area
~ being aex'vod by this clin:l.c. At the same tme, they should
bo far esnough away from these artorials to alleviate traf;ﬁc
concoms and parking congestion. By traffic concerns _I_
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mean one must consider tho narrowness of streets, whether
streeta are ong=or tvo-vay, ingress and egress to parking
facilitios, orou traffic, speed cf tra:rﬁ.o, children in
area, traffic lighte, v:l.s:l.on rostrictiona, etc.

| Bus transportation should also be central in thls area,
as many people will find 1t necesoax-y to use this form of :
transportation. o o o
~ The mturo dmlopumt or mmy systems should be
considered so as to lessen tho chanco of future roads
cutting oﬂ the clinlc "llta llne.

It is important to know the demographic distribution
characteristics of the clientel that is to be served by
localized hoalth clin.tcs. -

A clinic vhich serves an aroa wherein the preponder- |
~ance of persons are over 65 years of age may find that these
"poople rely more r.on public trmportatidn,‘ call for more
"home* services and have more chronic and debilitating
types of disorders (high blood pressure, poor hearing and
,eyosight) thean does an area of a younger population. on
the other hand, thls ma of older res:l.donts may have little‘

need :tor family planning clinios. :

In order to botter analyso the dmmphic population

o.f each census traot, the 1970 census information was viewod o

and two specific catogorios considered. These two cate~
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gorias'would be‘tha'parecnﬁage of population'undéf 19 |
- years of age and the percentage of each census tract over
“65 years of age. The 1960 1n£ornat1qn for each tract was
then compared with tho 1970 1n£ormation and a percentage |
of increase orvdnéreéséﬂ:bf-eqdh“tract,‘iﬂ-eadhvcategory,»
computed, and a chert made. By‘the use btjtﬁis’chart one
is able to*view-thb'hge bopulatibn'distriﬁution‘of census
tract, and at the same time access trend. For example~»'
let us choose census tract 6.01. Ve see hO-Li5% of the
population is under 19 years of age and. that’oﬂi?‘a 2%’13
over 65 years of age. At the same time the percentage ofl_
youth has dropped only 1% in the last ten years, while the
percentage over 65 yeara of age has stayed the same. With
this 1n mind, one eauld 1n£ir that & clinic serving this
area would be more canccrnad with tha problems of a
younser population and that this would probably be true for
‘some time in the tuture On the other hand, census tract 54
has only 2.5% of 1ts population under 19‘years ot»age and
this has decreased by 1.5% over the last ten years, while at '
the same time 32-37% of the population is ovor 65 years of
- age. A clinic s'rvins ﬁhis area should be oriented toward
'the specitic problems of the aged. | |

S ct

When eonaidaring 1oout1ans tor health clinics one
should take the income of areas into considaration. Arees
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e: low income would not likely be served mo»rel by localized
clinics than would areas of h:l.gh income. It 1‘5 likely"
people hav:l.ng a high :I.neome would pre.t’er to be seen by a
" cheeen,_ private physician than at a local cli_nic,,where "
lengei' waits may be necessary and less ﬁersdnal 'attentiezﬁ'
" The 1970 income information for Mul tnomeh County was
not availsble at the time this report was made. The inforna-
tion was taken instead from the 1960 census publication. -
This would mean, then, thet rankings on the chart may not be
completely eccurate. This writer feels that the areas most
affected by the use ot the older mcome Momtion would be
' those _trecte which have had a rapid increase in population
‘over the past ten years. These tracts would include tracts
numbered 104, 98; 97, 96 and 95. The per capita income
_ referred to in thie paper is ‘the mean :mcome per person,. per
| census tract. ' - ‘

-~ After the income per ceneus tract was listed on a chart, :
a map wae mede Meeting those ceneus trecte belonging to
the lower 1/4 of :I.ncome for all census tracts in Multnomah

- _,County, thoee belong:l.ng to the upper 1/4 o.f income for all

census tracts in Multnonah County, and those belonging to
~the mid 1 /2 of inoone ror all census traots in Multnomah
‘County ) | ‘
' In viewing the map :Lt can be seen that the low income
area seems to tollo\v e.long the west side of the Willamette
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River the full length of Multnomah County. A second low
income area follows the south edge of the Columbia, from
the northwest corner of Multnomah County, easterly to 148 st.
A third problem area seemé to be on the east bank of the
Willamette River, with the Union Pacific Railroad being

about the cenfer of this tract. The éxtreme goutheast
| corner of Multnomah County appears to be a low income area,
but as this area has had rapid grouth in the last ten years,

this could be erroneous.

Hental Health

The first specific indice to be selected from the
Multnomeh County environmental survey of early 1971, and
to be considered in this paper, is that of Mental Health.

At the present, for mental health purposes, Multnomah
County is dividsd into five catchment areas with a mental
' health clinic in each area. These clinics are: Model
Cities, Delaunay, Ankeny Street Office, Hansen Health
Building, end Southeast Clinic.

A1l mental health clinics kept statistical information
on all patients visiting their clinics, this included the
address of the patient.: These addresses were then listed
’upon the appropriate census tract. Each census‘tract was
then ranked on a chart according to the number of mental
health patients ihn reside in that census tract attending
any of the above listed mental health clinics. This chart
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vas then divided into the proper quartiles. These
‘quartilos were used to dmlop an appmriato Hultnomh
Cotmty nonttl health mp It is thm pcssiblo by 1ook1ng
atthomhlhoalthuptodctcninewhichmuhavetha
1argest. use o!Couuty mtn_l hqalth tacilit;gs. Not
included in this would be the mmber of psople visiting
: privatc pnyeh.utriatl ma private mental health c].:!.nics.
ﬁhmthoupisvimditmben«nthatthom '
appearstobetourgmnlmuinwhiohthenmborof |
mental health clinic visits seem to be the highut. The
four areas would be as follows: | -
1. wcat from Gruhn to Cherry Blossom Drive,
~ with Burnside and the Columbia River Highway
. serving as the northern boundary.

2. From 82nd Avenue mttoZOthStr«t.
| with the railroad boingthonorth boundary

:3. The east bank of tho (:olmbin River :ron the
Clackama Comty 111:., north to Div:lsion Streot.

‘4, The northwest corner of Multnomsh County
from Delaware Street to Richmond, with Columbia
~ Blwd. bcins the north boundary.
1If one compares this map to tho :I.ncono map, it can be
seen that most or thc em tracta having higa v:l.sitatiom»
to public nmtul health clinics m in the low and mid
income grouping. Omly three of the 25 tracta listed as
hav:lng high mntal boalth visitationa m 1n ‘the 1960 hish

| “»mcono mu. |
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Pamily Planning, like Mental Health, is an indice of
use. The persm, in ordor'v‘co'hav'o been mciudod in this
. studY. would have to have used a femily plamning clinic
facilities of some type. It differs from the mental hoalth
atudy in that it includes statistics from both public and
private clim.cs.

The information for the rank ordor chart and map o.f;
family plaming was obtained by combining the mmbar of"
individuals seen at the three Multnomah County Family
Plenning Clinics with those seen at the Plenned Parenthood
Association Clinics. The three Multnomsh County Fanily
Planning c:l.inica ere Southwest 5th, Columbia Villa end
Hansen Health Building Clinic. This in.fomtion was then
asscssed to determine how uny people from each cc;nsus |
tract had obtained family planning services. A ramk order
chartnsthmmdc ‘This chart was again divided to show
the census ‘tracts having the highest quartile of_ 1n¢1dence
of use; »lvo_w'est quartile of inc:l.dence of use, _'nid‘» 1/2 of
mcidence of use, anda map was propmd from this infor-
mation. | | | |
_ The‘census 'bracts belonging to the highost quartile of
use appear to be more scattcred. on this mpﬂnnwas true o:r
V either the nap of mental health clinic usago or of the map :
"showingpercapitaincom m:'edoossmtobethree o
vdietinct areas of usage. They would be:

1. Southwest Portland south of the intersec-
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 tion of Burnside and the Willamette River. |

2. Southeast Portland south of the rail-
road and along the Villamette River. = =

3. Northeast Portland between H:lu:luippi
and 24th Street; the north boundary bo:l.ng '
Columbia Blvd. |
¢ Health Nur ts
Public Health nursing visits include all vists to
the hones of clients by Public Hoalth Nurses. . m; shows
‘visits | to a family for any purpose such as tuberculosis,
‘heating, ‘matemity,‘ ‘mental and emotional conditions, etc.
These statiatics were coded according to the major focus
of the visit. {t does not indicate the number of homes or
families vi_g‘itod‘or individuals-viaited more than oncein
the same progru It does 51ve some 1nd1cation by compari-
son of tho anount of md.:l.cnl problm in each census tract.
_ Again. the map shm a scatter pattem of problem
areas, although there appears to be a grouping of high
usage census tracts in the extrenme »southoast part of the
County. Other areas lwi:l.u many iiursing contacts are:
1. The south-cemtral County on each side of
- 82nd Avenue, from C:Lackanas COunty, north
. to Division.

2. Near east side, aromd Prescott and
m.ssissippi. :

3. Downtown Bunuide on both ‘sides of the
' »r:l.vor.
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Venereal Q’iaoaae | ;

' The information used to tabulate the venereal
disooso ohart"mcludos all the conb.tnod cases “o:'t'gonorfhoa
and syph:l.lia reported by both public and privato physicians
during 1970. There were 3,602 cases ot gonorrhea reported
»dur:l.ng 1970, while only 17 cases of syphilis were reported.

" Achartwaapropandandanattonptvasmdeto |
detemine whother vmroal disoaoe waa more prevalent in
areas ot high or low proportion of youth. This was done
by determining a mean percentage for the population of
residents under 19 years of age (34.5%). A mean rate per
100, 000 population was also doteminod for the oocurrenoe
of venereal disease. This was set at 390 ocases. Areas
having a population in which less than 34.5% were under 19
Yeors of age were called low-v youth, above this percentage,
high youth. The same wa.ai truo of the occurrence of vener-
eal diaoase per census ‘tract. If the rate waa | computed
as more than 390 cases per 100,000 it was called high
venereal diseasej if less than this figure, low venereal
~disease. It wﬁs :tound that in Multnomaeh County there seems
 to be a positive asscolation (x2.18.16) between low youth
‘and high venoreal disease and. hlgh youth and low veneroal
disease. |

Rank order nst ot all census troots m thon made.

‘l'his was dono by finding tho rate por 100, 000 population
of venereal disease for all census tracts in the County.
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These were then listed from high'to‘low (greatest’to
1east) in a renk order. The listing was then divided
1nto,upper énd‘lower 1/4's and 1listed on the Muitnomah
County map. o |

The areas of high vuneraal diseaaa seems to
group thanselves in a very tight area along both sides
'of; the '1llamatto mmr with Burnaide Stroet being
- about the center or this groupins This area would
'appear to be an 1doal spot for the davelopmant of a
localized vennreal diseaae clinic.hv‘_ ,

~ Tuberculosis | | | o
 In this report the tuberculosis ceses referred
to includ§ all_those,éaaes'on:tubérculo;is,fclloﬁaup"
rather'than Just new cases. According‘to the Multnomah
 County Health Survey of early 1971, this would include
_allvcasés reported over the last thr&é years. The
' total number of tuberculoais cases uaed in this study
‘was 666, This included 128 new cases.

| " A rate per 100,000 of tuberoulosis for each
_census tract wns then conputod and~tho census tracts:
ylisted by rank order. The high quartile and low
'qpartile wore then roeordsd on a Mnltnomah County map.
Two gunoral areas htvinsva high incidence of tubercu~
~losis are indicated. They are: |

1. Both sides of the Hillamatte Rivar ‘
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~ with Burnside about the center.
%ﬁ . gg:m éyoxtrm Northeast corner oi‘

' By comparing the tuberculosis and vanereal
disease maps one can see that the downtown areas of
. high incidence are almost identicel on each map.

This would indicate that it would be of value to
,establish a clinic in this ma that would provide
both tuberculosis and venereal diaease servicos.
- These charts and maps are userul in giving

| ~ indications for the type and placement or local
hee.lth clinics throughout the Multnomah Comty area.
A conpurisqn of the maps helps one to decide«. whether
to provide a multi-service clinic or specific type of
clinic. As stated in Part I of this paper, services
should have both troatmnt and prevcntion components. |

| As has been stated "a naighborhood health care
center must be a :racility planned with an awamess
of the needs of the consumer and the comnmity." |
Part II of this report has been an attempt to indicate
and clari:fy some oi' ‘these conmmity neods. This has
‘been ‘done throush selection of specific problems.
These indices were then visually recorded through the
use of maps and charts'.» One can assess the degree of
importance of certain concems to speci:tic areas by
comparing the charta and maps. From this one can
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~decide which area needs which clinic--or indeed, if
they need a clinic at all. However, further factors
uhouldlbe«canaiderod} These include:

a. The amount of funds available.

b. What is the porcontage of people

in each census tract that would actually

‘use such clinics? -

c. Whgt is the oon-unity'a feelings

particular clinics? Would

7this decrease the effectiveness of
those clinics? : , ,
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Dno_gnphic Population Change 1960 to 1970 48
Census % of Pop. | % Change % of Pop. % Change
Tract Under 19 Yrs.| 1960-70 § Over 65 Yrs. 1960-70
1970 . 1970 T
1 31.9 -1.2 17.1 +0.1
2 21.2 -2.7 21.5 +6.8
3.01 36.6 -2.2 12.7 +3.5
3.02 37.1 +1.9 1.1 0.4
4.01 3.1 —4.1 16.4 +2.9
4,02 32.1 -3.9 13.7 +2.4
5.01 35.6 -0.8 12.4 -0.2
5.02 35.1 -2.3 13.3 +.2
6.01 40.5 -1.0 8.2 -0.2
6.02 39.4 -0.1 110.3 -0.6
7.01 27,5 -7.6 14.9 +5.6
7.02 36.1 +0.1 12.1 0.7
8.01 32.6 -2.2 14.0 +1.0
8.02 32.1 -2.9 12.7 -0.3
9.01 36.2 -1.8 12.4 +0.6
9.02 29.4 2.4 12.8 +0.3
0. | a2 l.4 14.0 -1.7
.01 | o18.2 +2.5 19.7 --2.3
11.02 241 -5.9 18.6 +2.9
12.01 22.6 -1.7 16.9 -4.1
12.02 31.0 +1.1 18.2 -0.5
13.01 29.5 +0.8 20.8 +0. 4
13.02 33.1 +0.8 19.7 +0.4
14 32,3 +1.5 18.5 -0.8.
15 82,9 +1.6 16.5 -1.3
16.01 33.2 -2.8 13.1 +1.2
16.02 3.6 | -39 | 98 42,4
17.01 31.0 -3.3 16.1 +2.1
17.02 37.0 LS 8.5 +0.2
18.01 2604 -5.0 1.7 | 49
25,6 5.8 18.5 | 47

]



Demographic Population Change 1960 to 1970 49
. A | (Cont'd) _
Census % of Pop. | % Change % of Pop. % Change
Tract Under 19 Yrs.| 1960-70 ] Over 65 Yrs. | 1960-70
: ' 1970 — 1970 :
19 38.9 +2.9 141 | -2.4
20 22,3 -1.3 20.6 +1.8
21 22.7 +0.8 19.4 -3.6
22.01 35.6 2.7 1.2 +0.5
22,02 29.0 -1.8 11.9 -2.9
23.01 35.6 | 0.3 15.4 42,4
23.02 26.0 | 3.7 26,5 | +9.7.
24.01 41.0 6.1 12.3 a3
26,02 16.3  -8.0 320 | 49.9
25.01 38.1 +1.3 14.0 | -0.1
25.02 23.7 | -3l 2.1 +0.2
26 34.3 o425 18.6 +1.9
~27.01 37.0 429 15,5 | -0.1
27.02 2.9 “buts 30,4 +9.8
28.01 33.7 +1.9 18.7 | +0.9
28.02° ©30.6 -1.0 15.6 | 43.1
- 29.01 304 | -3.8 16,2 | +2.4
29.02 307 | -3.2 16,6 | +3.9
30 - 29.0 <4.8 16,2 | 45
31 S35 | ow0 | 1600 40,1
32 37.0 +4.8 14.8 -1.3
133.01 0 39.5 | 445 1.0 | -2.0
33.02 36.8 | +0.6 13.8 0.2
34,01 386 | 4.6 1.7 | ooo
34,02 I N R T TR RS R
35.01 30.6 0.7 17,5 | 43.5
35.02 | 3.4 | o000 4.0 | -3
36,01 | | R |
| 3602 5.7 | -0.4 3.2 | +3.2
36,03 3008 | -a2 | 10 =67
~37.01 362 | 428 15,2 | +e |

A I




Demographic Popﬁlatibn‘Changc 1960 to 1970 50
‘ o (Cont'd) ' '

Census % of Pop. | % Change J| % of Pop. | % Change
Tract Under 19 Yrs.| '1960-70 || Over 65 Yrs. 1960-70
1970 N 1920
37.02 40,9 +3.9 12.2 1
38.01 30.8 -1.1 15.1 +2.9
38.02 27,5 3.5 18.0 - +4.6
38.03 28.2 3.2 19.2 +5.4
39.01 3.6 | 1.3 1000 | 417
39.02 29.6 -0.3 17.7 | +2.9
40.01 4.8 | -l1 8.4  +1.3
40.02 353 | a2a 1.5 | +2.0
41,01 39.7 - eldl 9.0 4Ll
41.02 34,6 -1.9 12.0 +0.3
62 33.1 +1.9 f 113 -1.6
43 34,7 -7.2 10,5 +3.1
44 1.3 | 48.4 18.3 +15.4

45 39 | 0. 11.0 0.6
46.01 25.01 O e2.2 19.3 +3.8
46.02 3.2 | 459 12.6 -2.9
471 - 16.1 - 000 21,1  40.1
48 10.3 2.6 30.2 +5.9
49 13.8 +1.3 25.2 4+0.9
50 4.1 - | 2.6 20,4 1.2
51 1.2 -3.9 25.7 | +0.7
52 4.7 6.1 35.1 +4.8

53 8.9 +4.9 3.4 -3.0
54 2.5 -1.5 327 | -1
55 13.1 a1 s | -2
56 19.8 +9.3 22,7 =447
57 7.1 | -10.2 18,9 -8.8

58 2.0 | <t 161 | ases
59 322 | +42.5 12 | 406
60.01 266 | 9.5 13.2 | +5.0
60.02 32.8 s ] s | 407




Dgnographic POpulation Changé 1960~to_19705 Y
‘ ‘ ‘ (Cont'd)

% of Pop. .':*change % of Pop.‘ % Change

Census ;
Tract Under 19 Yrs.| 1960-70 Over 65 Yrs. 1960-70
“ 1970 _ ,V 1970
61 5.5 | -5.8 |} 85 +3.9
62 32.8 “3.9 1m0 | H.8
63 4L 0.4 7.3 -1.0
64 38.2 .22 7.2 | +0.4
65.01 38.3 0.2 6.7  -2.0
65.02 32,9 | <5.6 9.6 +0.9
66.01 9.1 | 413 8.8 0.3
66.02 31.9 | <5.9 9.7 | +0.6
67.01 32.7 7.1 | 145 +7.2
67.02 33.1 =67 | 8.3 +1.0
68.01 36.5 6.6 49 +0.1
68.02 38.8 a3 s 406
69 35.4 -4l 8.0 | +2.3
70 40.0 w23 | 68 | -0.6
71 35.9 4.8 | 7.2 +0.5
72 25.5 | 8.8 8.2 +1.1
73 - 34.6 3.9 | 9. +2.5
74 3.3 -6.3 |  10.5 42,4
75 329 | -2 | 1209 +3.7
76 3306 | -s2 | 8 +2.1
77 37,0 -0 | 69 +0.5
78 30,9 | .0 12.0 +2.1
79 325 | e5.6 1 8.7  +1.0
© 80.01 35.8 8.1 | 57 4.2
80.02 39 | -8 7.6 | +L2
8L 3.5 | 7.6 108 | +2.1
82.01 ©40.3 2.3 6k | +0.8
8202 | 3.2 | <23 | 65 | +0.8
83 - 35.7 3.4 | 120 | 4
84 B T S - 7.3 +1.6
85 | w3 | -0.6 1.6 0.9




| Bjeimographic Population Change 1960 to 1970 : 52
o ' (Cont'd) ’ |
Ee.nsus % of Pop. ‘ % Change % ofA Pop. % Change
Tract | Under 19 Yrs. 1960-70 Over 65 Yrs. 196070
b 1970 | | 1970 |
86 36.8 -0.4 10.3 -0.8 ||
87 35.1 -0.2 12.8 -0.6
88 37.9 -3.5 9.7 +0.4
89 39.1 2.6 113 +0.8
90 39.1 ~2.8 9.9 +1.7 I,
91 41.3 1.1 6.9 -0.5 l
92,01 37.9 6.4 7.9 +3.5
92.02 43.3 - =2.0 4.2 ' «0.2 |
93 - 37.2 5.9 7.7 +4 |
94 42.9 -3.9 4.6 +1.9
95 41,6 -3.2 3.4 43,3
196,01 43.2 -2.1 3.8 1.4
- 96.02 41.9 =3.4 4ot -0.8
- 97.01 43.9 4.0 4.0 +1.2
97.02 43,2 4.7 5.4 +2.6
~ 98.01 37.7 -10.7 1.1 +7.1
. 98.02 45.7 2.7 5.1 +1.1
99 42,0 +0.4 8.1 -1.6
100 3.8 +5.6 13.3 3.4
101 41.7 +0.7 5.9 -2.0
102 34.5 3.4 1.4 -1.9
103 36.0 0.1 14,0 +3.7
- 104.01 41,7 +0.4 6.3 4.9
104.02 41.7 0.4 8.7 -2.5
105 412 +1.0 7.6 415
Note: The #vera'ge ‘unyderf‘ 1,9,§ear_s = H32.3%
‘The § average above|[65 years = {{ 13.0%
Tgk’ev_n frogf U.S. Census .fi‘gui:‘es 19 and 1‘.96,0




Ranking of Per Capita Income by Census Tract

. ;;;A

Rank | Tract Rank | Tract Rank ~ Tract. Tract o  Tract fﬁ
1| e9 19 | es - || 37 | 32 | 2 12.01
2| 46 20 | 27.01 38 | 97 1 96 14

3| 60 21| 15 39 | 12.02 4.01 49
4| s8 22 | 1600 40 | 78 75 722
5 | 68 23| 7.0 [ e | 2801 % 19| 73
6 | 61 H2s] 66 a2 | 31 38.02 - || 74 43

7 3.02 25| 93 43 | 2s.01 402 |75 93| 87
8 | 25.00 | 26 | 82 44 | 18 85 76 | 101 94 | 35.02
9 | 61 27 | 29.03 45 | 98 39.00 |} 77. 9.02 95 | 105

10 | 63 28 | 36.02 46 | 31 99 ‘<u-'lL57a~ 76 9 | 1
1| 19 29 30 47 38.03 st.01, || 79 | 100 97| s2
12 | 62 | 30| 2s.02 || 48 | 17.02 - 36.01 '38.01 98 | 86
13 ] 26 31 | 80 49 | 16.02, 4,02, a5t 99| 11
14 | 9 32 | 24.01 | 02 ,-:83. 42 ** 00| 1
15 | 36.03 33 | 81 o 84 88 101 | s.01
16 39.02 34 | 70 50 89 35.01 59 ‘102] 10

17 | es |35 | o1 51 | 9.01 77 & 103 | 33.01
18 | 30 36 | 40.01 52 8.01 8.02 5.02 || 104 | 104

| * High ’ o Lowk




Ranking of Per Capita Income by Census Tract

>Rank

~ Tract

Rank |

(Cont'd)

Tract:

‘Rank‘j

Tract"

}k&ﬂk

Tract

Rank

Tract

| 105
| 106

107
108

109
110
11
112
113
114

15 |
116 |

i
118
119
120
121

34,02

11.01
22.02

- 23.01
53
22.01

57

i

** Low ¥

Note: Information taken from 1960 U.S. Census




Total Number of Mental Heélth Visits
‘Ranked by Census Tract, High to Low

Ran | ,Tragt,f  Rah¥1 Tract "Rank | Tra¢t Rank Tract .. Tract
1} o390 Tz | 1s2, | 22 87, 76, | ~TF "% ) 46 | es.2,
: o 18.1 * § 73 37 })-95,5, §. |  es.1 .
2 2.2, T2l a1 K 45, 29.2] 33.1,
3| 97.2 | 32, 27.1, 26§, . 1} 104.2, e
| 97.1 21 8.2 38 | 102, 62, | 33.2 . .
B an. - ' 35.2, - xx
. 14 80.2, 94, 79, o 1] 105, 43 ,
41100 | so.1, 2 59, 15, 2Bl Olntuiaiel ¥
5 | 13.2, 36.2 4.2 7 . 92 ,
B AETH U RN 103, 89, | 30 | 101, 281
Eiatal e = 17.2 40 99, 72,
, , : 16 | 40.2, :
6 - 96.2,‘ : 9.1 34‘1 K 637 -
- 96.1 ! RN R 23.1, ~60.1, § ¥
‘ P 17-} 83, 12.28 25 e © 60.2, 42
7 82.2, , 11.2 ) !
, _ ‘ g 22.01
82.1, | 18 14 86. 66.11 atl
. B B . ) * . ; . - o
N EEeE [RCH AN RN e B
8 98.2, - . 33, 49, 50, 55, §- *
1 98.1 ] 38.3 7.1, § 42 36.3,
9| 2, 20| 90, 2l | 3.1 23.2
10 | 47, 10, 6.2 - zg';' | 46 | 32, 31
, 1 | 3! 11.1 28 : : R
, 9. 54 | 95 71, 44,
11 | 4.2 s’ 27721 28.2,
‘ ' ! * 22.02 4
* High % ** Low %




- Visits to Family Planning Clinics

Ranked by Census Tract, High to Low

Rank|

Tract

" Rank

Rank-.

Tract

.l.

 Rank ﬁ

Tract

Rank|

Tract

b e b e e
P R R S

15
16

17

56
- 40.1

59, 12.1
200 -
- 55

O 0NN W N e

10-

- 24.1,

53

46.2

36.1

34.1

34.2

3.1
58
93, 21

13.2°°
33.1

18
19

20

— -

21

22

23

24

25

26

27
28

29
30

‘ 31

32

_'u;33 

8.2.
100, 31
18.2

30,
26,2

40.2

|

3%

35

36

37

41

42
43

45

‘38

39

w2
Co17.1,6.04) 47

66,1,
22,1

8, 36.:
2

90, 60.2|

60.1,

3s5.2

.46

—
——

48-

49
50

51
| 52

- 53
54

55 |
56

~s0.1 ]|
49, 8.1l

19

17,2

 38.1,
38,3

961

7.2,
7.1

9.1

68.2,
57,
16.2,
14,
11.2

91, 75,
680]{ :

4.2

83,

ARt : e s
51

58

59

. 60

9801. ‘
26,
12.2° J}
15, 6.1
85, :
82.2, 69|
61, 43 |1
101, 86, ||
84, -
28.2
13.1
51, 72
104.1,
96.2,
88, 70

99,
92.2, 77

103

95, '
s0.2, |
18.1 |

% High %




 Visits to Family Planning Clinics

b e o - - -

(Cont'd)
|Rank Traé; Tract Tract. ‘Rank| Tract Tract ‘Rank Tract
79 54
80 44
81 104,2,
102,
71

25

X% Low %




Total Number of Public Health Nursing Visits

Ranked by Census Tracts, High to Low

Tract

Rank Tract V Rank. Tract Rank Rank Tract Rank Tract Rank Tract
1| 971 x| 18 | 86,99 || 33 | 49 49 7.1, 19| 65 | 17.2 8o | 25.2
2 | s1 19 7.2 36 | 6.1, 76]| so | 84 66 | 15, 8L | 29.1
3 | 34.2 20 | 12.2, 35 | 17,1, s1 | 16.1 402, Ol g5 | 25.1,
N | 2 : 80,1 i 2, 14 || 67 | 352 55 71
s | sl 2| ez, 36 | 38,9 || o3 | .2, 68 | oL.2 83 | 26
N - . 37 | 32 42,75 |l 69 | 281 84 | 63
22 | 88 38 | 2 s | .4, 70 | 22.2 85 | 39.2
7] 341 23 8.2 38.1
s | 2 . 39 | es.2, . 711 | 64 86 | 43
o | o6.1 21 B 89 5 | 103 72 | 23.2, 87 | 19, 27.1
6.1 . . s | 11.1 56 | 16.2, 24.1 s | 382 62
10 | 23.1 25 | 11.2 || 105 -2,
5_4 .z % s | 411 713 | 101
o 80 | 36.3, 44
11 6.1 26 1 57 8.1 |
| a2 | 22.1 74 9.1, 90 | 46.1
ety
12 | 9 27 | 33.1 N N s8 | 53 67.1 o5
13 f 83,95 | 28 | 10, w | so s9 | 35.1 I RN | Y
14 | 104.1 us ‘2 60 | 27.2 76 T 772,775, 7l 5, | 6ot
29 87 . 77 %%
15 5.1, 82 61 9.2 |
' 46 | 37.1 | 93 57
30 | 91 77 | 30
16 | 13.1, . i il 62 | 12.1 on | 28.2. 61
100 31 | 39.1 -1 8 | 95 -2
| ’8 63 | 13 95 68.1, 69
. . y
17 | 8s 32 | 45 w | w752 || e | 181 79 3.2, 56
* High % ** Low %
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Total Number of Public Health Nursing Visits
(Cont'd

{'A

Rank Tract || Rank Tract - Rénk# Tract ‘Rank |  Tract Tract 'Rank - Tract

96 3.1, I

lo7 | 2 || | A R | B A “'

Low % j o .




Ranking of V. D. CQsea According to Census Tracts 61
' By High and Low Youth Ratio

A median of 34.5 was. determined. Any tract having greater
than 34.5% of population under 19 years of age = High.

Any tract having less than 34.5L of population under 19
years = Low. ' s o

Any tract having rate less than 390 Loﬁ

V.D.

~ YOUTH

 1ow

Any tract having rate more than 390 = High

" HIGH

1, 2, 4.02, 18. 01,..

18.02, 34.3, 28.01,
28.02, 29.02, 36.03,

54, 60.01, 60.02 62,?'

66.02, 72, 74, 15, 76,

78, 79 81 102 63,

12.02

(25

3.02, 7.02, 17.02, 19,
25.01, 27.01, 41.02, 41.01,]
63, 64, 65.01, 66.01, 68.01)

- 85, 86, 87, 88 90, 91,

- 98.02, 99, 100, 101, 103,

68.02, 70, 71, 77, 80.01,
8002, 82.01, 82.02, 83, 84

92.02, 92. 01 93 94 96 0l
96.02, 97.01, 97.02, 98.01,

104.02, 105, 65.0l, 104.01

- (47)

4.01, 1. 01, 8.01, 8.02,

'9.01, 9.02, 10, 11.01,
24.1, 12.01, 13.01,
13.2, 14, 15, 16.01,

17.01, 20, 21, 22.02,

23,02, 24,02, 25.02,
27.02, 29.01, 30,35.01)

3‘5002’ 34002' 38.01’
38.02, 38.3, 39.02, 42|
44' 45,‘6.01, 46.02’

47, 48, 49, 50, 51, 52y
1 53, 55, 56, 57, 58, 59§ -
© 67.01, 67.02, 73, 95

- (53)

3.01, 5.01, 5.02, 6.01,

40.01, 40. 02 43, 61 69 89

16.02, 24.01, 23.01, 22.01,

.31, 32 33. 01 33.02 34.01

34.02 36.02, 37.02, 39. 01,

C(23)

L


http:64,6'.01
http:7.02,17.02

‘Ranking of V.D. by Rate Per 100,000 By Census Tract

~ *High %

Rank Trﬁctv Rank 'Tracﬁ Rank | Tract |Rank Tract |Rank Tract jRank | Tract |Rank | Tract
1] 22.02 | 2] 56 w)| 9.02 | 581602 | 7675 | 90 |6s__|107] 26
2| 34.02 | 22| 45 alwo | s9] 9.02 75078 | 91| 54 »* | 108 | 61
3| 23.00 | 23| 3s.02 | 42 25.02 | 60| 6.02 | 76| 68.02 | 92| 4.02 | 109 | 87
4)33.02 | 24)a9 | a3fmmo2 | er| s.o0 | 7| 2 | 93fos |io] o0
5|50 25 | s2 4 | 67,02, | 62 | 14 78 | 82.02, | 94 | 97.02, | 111 | 76

o | 2.00 | 2620 R Il s mary | | aee |12 | o
7] | 27|48 45| aor | 64 )3s02 | L2902 | o |, |13 )62

8|33.00 | 2817.00 | 46| s.02 | 65|30 | 79 )s3, 76| g )o0 o, |1efn
9] ss 29 | a7 41 | 42 66 | 38.03 | 80 | 28.01 | 96.01 | 115 | 85,
10| 36.01 | 30| 37.01%| 48| 58 67 | 29.00 | 81|19 | 979201, | |3603
1 |s3 | 31]12.00 | 491600 | e8| s.0n | 82 1 | 2%02 | tle | %0-02.
12 | 23.02 | 32| 37.02 | 50| e.on | 69 39303515 83 '17.ozv‘ 98  3§:3§!~ 117 _101' |
13 | 2401 | 33|89 st | 4.02, 802 | g4 |28.02 | oo, s [ 90
16|57 e | “ 0 [ es.02, | s 79 100 | 3.02 | 119 | 0
1512 3 }gff' 52 169 12,2 | %6 |9 101 | 79 120 |104.01
16 | 24.02 > 53| 701 BRI P 121 |10s,

| 1.0 | 363602 | safar | 7] 7,02 66.02’ | 103 | 72 Loa. 02,
RLE IR 37 | 4001 | 55|30 | 72 | a0 | g | 104 | 84 102"
19 | 59 3 | 27,02 | 56 | 3.0 | 731 18.02, | g9 ) 605 f 105 | 27,01

20 | 32 39 | 35.01 | 57| 3800 i B K B

**Low ¥ S

1 |




Rank Order Tuberculosis Cases by Rate Per 100,000

Ranked by Census Tract, High to Low

 |rank Tract Ran# . Tr#ct || rRank| Tract || Rank] Tract Rank Tract Rank| Tract
1 | 51 x| 20 3601 35| ar || s2| s.on |l es s.or || 79 | 9.01,
2 | s 21| 13.02, || 36| 20 53| 36.03, || 69 90 | 96.02,
' . 1 13.01 | | 66, 31, || | 43,
3 21 S13.01, 1331 38.02 66, 31, 11 70 40.02 68.01
) 8 B TN U | B | 3902 || 10~ 4 — 20:02 _ sa.oL
4 | 22.02 a2 | 02wl 38| 52 se | 10 7 8.02 | ®
s | s B el | HOEN R | I - 38.02 go | 89, 58,
. . ' . * ’
6 | 0L 2} 10 | @ 2% | se| 25.00 || | 6700 || %.02 |
71 52 o5 | o122, A} OB W os1| 26 |73 70, 8Lt 33'03’01 -
8 23.01 | R | I 16.2 58 86 » 7§f°2' | 92,01
A B R | Bl 59| 16.01 | 82 | 79
B N | 41.2 | A 74 | 100, 87
‘10 | 2200 | 27|  24.02 A ' |
. | 1 w !l 172 so| 6 || 5 0. 83 || 8 | 6s-02,
nm | s7 28|  28.01 : : RSN | R ' 65.01,78
B 45 | se 6L} 9.0L, 1} 46 42, o
12 | 49 29| 59 | 36 B T 76 ’ 84 | 66.02,
1 S 46 | 17.1 | ’ 97.01, 1 66.01
13 33.1 30 | 35.02 as . 62 .02 ||} 9102 || - %60 .
14 | 102 s osseor | Y 82 e oss, 1 fler | e || % f 822821
15 48 32} 32, 481 18.1 6| 8 |} 78 | 103, 93,
16 23.2 o21.2, 49 40.1 os | 3803 Il 79, 86 | 105
, - | 24.1 ol 1 ' 38. | 10401, || 87 | 29.02
17: 34’02 33|  37.2 , ' 66 36‘02' " ~ 104.02 - 88 88, 99, Il
1 | , st 2, 28.2 » 99,
18 | 11.02 < | , . , 101 o
| | 34| 62 46.0L, | o | so.01 o
19 | a7 BE 46.02" || _29.01 - |
% High % ** Low &
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Rank Order<Tuber;ulosis'Caseé‘by Rate Perlloo;OOO

(Cont'd)

Rank |

Tract

. Tract

Tract 'Rank {

Tract-

;gaﬁk»

. Tract .

‘Rank |

Tract

, 8,9
90
91.

“ 92

] .
. 27.01,

95
64
81,

- 80,01
180.02
63, 61,
60.01,

’ 60_002, A

25.02,
4,02
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