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Good Morning Speaker Johnson, Chairperson Levine, Chairperson Rivera, and 

members of the Committee on Health and the Committee on Hospitals.  I am Dr. 

Mitchell Katz, President and CEO of NYC Health + Hospitals (Health + Hospitals), 

and I am joined by Marielle Kress, the Executive Director of NYC Care.  Thank you 

for the opportunity to update you on the implementation of NYC Care – a key 

component of the  City’s commitment of guaranteed health care for all, which would 

not be possible without the efforts from the last two years to make systemic changes 

in the public hospital system by modernizing our operation, and stabilizing our 

finances.  

 

Before providing an update on the successes of NYC Care since its launch in the 

Bronx on August 1, I’d like to begin my testimony by saying no one should go 

without the health care they need in New York City. Health care is a human right, 

and in this City we’re going to make that a reality. According to the Census, it is 

estimated that almost 600,000 of New York City residents remain uninsured and half 

of them are ineligible for health insurance, and as such lack the access needed to 

maintain and improve their health. This is why I strongly support a single payer 

health system at the federal or state level, or in the meantime expanding eligibility 

for the Essential Plan at the state level, which would provide coverage to more 

uninsured New Yorkers. As the chief executive of Health + Hospitals – the largest 

public health care system in the nation that serves over one million patients each 

year, of which 375,000 are uninsured – and a primary care doctor, I believe 

implementing a single payer system would support our mission to provide high 

quality health care services to all New Yorkers regardless of their immigration status 

or ability to pay.  
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While the single payer debate continues, New York City will do its part and provide 

access to health care for the hundreds of thousands of people who need it.  In 

January, I was proud to join the Mayor in his announcement of the launch of the 

largest, most comprehensive initiative in the nation to guarantee health care for every 

New Yorker. No one should live in fear of getting sick, and not having a trusted 

health care provider they can turn to because they are poor, or they are an immigrant. 

There are two components of NYC’s Guaranteed Care commitment. The first 

component is to enroll everyone who is eligible for insurance because it’s always 

better to have coverage. A great option is the City’s public health insurance option 

– Health + Hospital’s health plan MetroPlus, which is the plan of choice for over 

half a million New Yorkers and has a five-star rating based on the State’s 2018 

Consumer’s Guide to Medicaid and Child Health Plus Managed Care Plans in New 

York City. The second is to enroll those who do not qualify for or cannot afford 

health insurance into NYC Care, which will be available across the five boroughs 

by the end of 2020.  

NYC Care builds on two prior initiatives I previously spearheaded – Healthy San 

Francisco and My Health LA. The difference here is NYC Care provides more 

expansive services to all New Yorkers who cannot afford coverage or are ineligible. 

While it is not insurance, NYC Care provides access to comprehensive primary care 

and specialty services at Health + Hospitals facilities, including at our Gotham 

Health Federally-Qualified Health Center (FQHC) network – the largest FQHC in 

NYC and the country – on a sliding fee scale based on the patient’s income and 

household size. There are no membership fees or monthly fees. Distinctly, NYC 

Care provides members with a guaranteed first appointment with their regular 

primary care provider within two weeks of enrollment. NYC Care has a 24/7 

member services hotline to assist patients in navigating our system, as well as 24/7 

access to affordable prescription drugs, including extended pharmacy hours in the 
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evenings and on Saturday or Sunday. NYC Care issues a membership card that lists 

the member’s primary care provider name and fees. 

On August 1, Health + Hospitals launched NYC Care in the Bronx. In the first three 

months alone, we have enrolled 7,500 New Yorkers who hail from every zip code 

in the Bronx and are well on track to reach the Bronx enrollment goal of 10,000 

patients in the first six months. In January, we will launch the program in Brooklyn 

and Staten Island, and NYC Care will be in every borough by the end of 2020.  

 

I am very pleased to share with you that in the Bronx, in the first two months, 100 

percent of NYC Care members continue to be offered a first appointment within two 

weeks with a primary care provider, and in the first two months of the program, there 

were over 3,000 low-cost prescriptions filled during the new extended pharmacy 

hours – life-saving prescriptions that patients did not have timely access to before 

the program launched. To prepare for the program launch, the seven Health + 

Hospitals facilities in the Bronx hired new providers, and added new clinics with 

evening and weekend hours to accommodate patients. There are now more than 70 

primary care providers in the Bronx who coordinate the care of NYC Care members, 

including referrals for specialty care, diagnostic testing, and management of chronic 

diseases. 

 

Stakeholder Engagement Strategy: The launch of NYC Care is a huge 

accomplishment, and a lot of the success is due to Health + Hospitals’ collaborative 

spirit and strategy to engage stakeholders and partners. We collaborated with the 

Mayor’s Office of Immigrant Affairs and the Mayor’s Fund to Advance New York 

City to engage key constituencies and thought leaders to reach potentially eligible 

New Yorkers. The health system has contracted with five community based 

organizations in the Bronx to hire 15 full-time staff members – BronxWorks, 
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Emerald Isle Immigration Center, Northwest Bronx Community and Clergy 

Coalition, Mekong NYC, and Sauti Yetu Center for African Women. The staff at 

these organizations speak 10 different languages, and they identify, recruit, and refer 

uninsured New Yorkers in the Bronx for insurance screening and enrollment in NYC 

Care in a culturally appropriate and sensitive manner. In preparation for the launch 

of NYC Care in Brooklyn and Staten Island in January, we have already announced 

an RFP opportunity for community based organizations for NYC Care outreach in 

those boroughs. Responses to the Brooklyn and Staten Island RFP must be submitted 

by Friday, November 8. Health + Hospitals is also leveraging GetCoveredNYC’s 

existing outreach to uninsured New Yorkers in the Bronx to refer eligible people to 

NYC Care for enrollment. We are also working with MetroPlus – its network of 

locations provide another access point for potentially eligible NYC Care members. 

New Yorkers who apply for insurance and are found ineligible or are unable to afford 

any options are directed to NYC Care.  

 

Public Awareness Campaign: We launched a multilingual and multiplatform 

public awareness campaign to promote NYC Care launch in the Bronx.  The 

campaign includes paid advertisement and special partnerships in 20 ethnic and 

community outlets.  The ads in all campaign platforms were issued in Spanish in 

addition to English to target high percentage of Spanish speaking New Yorkers in 

the Bronx potentially eligible for NYC Care. All the campaign ads and collateral are 

available in 14 languages on our website and are being distributed to ethnic 

communities borough wide by our internal and external stakeholders. As the 

program rolls out in other boroughs by the end of 2020, we plan to replicate this and 

additional approaches to ensure we continue to work with ethnic and community 

media to reach key communities in every borough.  
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Collaboration with non - Health + Hospitals FQHCs: Health + Hospitals has been 

meeting and working very closely with non-Health + Hospitals FQHCs. We met 

with other FQHCs themselves – CEOs and senior leaders from FQHCs across the 

Bronx to ensure the patients of non-Health + Hospitals FQHCs are redirected back 

to their primary care providers if they call the NYC Care contact center, but may 

enroll in NYC Care for specialty services. The non-Health + Hospitals FQHCs 

developed a call center process and scripting for Health + Hospitals to ensure that 

their patients were redirected back to them. We have since met with them again to 

ensure the process is working. Additionally, primary care providers external to the 

Health + Hospitals system are listed as ‘community provider’ on NYC Care 

members’ cards. We have modernized our external referrals process so that external 

providers can refer their patients to  specialty care services at Health + Hospitals 

through EPIC Care Link, which is web visible and available to any outside provider.  

While more work needs to be done, I am proud of the progress we’ve made thus far 

in rolling out NYC Care. Thank you for the opportunity to testify before you today 

and I look forward to taking your questions. 
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1.1  INTRODUCTION

NEW YORK CITY COUNCIL DISTRICTS & PRIMARY CARE ACCESS

Primary care is often the 
first point of contact with 
the health care system 
and can prevent, identify, 
and treat illnesses as well 
as promote wellness. 
Effective primary care 
means that providers 
and services are 
accessible, affordable, 
comprehensive, ongoing, 
and coordinated. 

Inequalities in primary 
care access and delivery 
alike are largely driven by 
economics, including 
insurance coverage, 
reimbursement, and 
social determinants 
of health. Geographic, 
demographic, and 
socioeconomic 
characteristics impact 
where primary care 

providers (PCPs) are 
located, and even in 
communities where 
providers are available, 
disparities in access may 
remain.

Primary care is the 
foundation of the 
health care system 
and a cornerstone 
of healthy, thriving 
communities. 
Increasing primary 
care access across 
New York City, as in 
other major cities, 
creates healthy 
communities, ensures 
health equity, and 
reduces health care 
costs. 

1.2  NEW  YORK  CITY  COUNCIL 
DISTRICTS & PRIMARY CARE

The Primary Care Development 
Corporation (PCDC) has identified key 
measures of primary care access. This report 
utilizes existing data to identify primary care 
facilities and services in NYC to contrast 
measurable elements of access to quality 
primary care across Council Districts (CDs). 
By examining multiple dimensions of primary 
care access at the District-level, we hope to 
further our understanding of primary care 
access for constituents while presenting 
content to help identify gaps in access, 
support advocacy for additional primary care 
services, and inform siting of new primary 
care facilities.

FIG 1. 
Map of New York City Council Districts
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2.2  PRIMARY  CARE 
PROVIDER  AVAILABILITY

2.1  ACCESS  OVERVIEW
Primary care access is when a person is able to receive the needed primary care services that are timely, 
affordable, and in a geographically proximate location. Such qualities are largely dependent on factors 
including the availability of health care practitioners and facilities that provide primary care, the quality 
of these services, and whether providers accept a patient’s health insurance or provide care without 
regard to ability to pay.

Availability of primary care providers (PCPs) within communities has been associated with positive health outcomes 
and increases in health care service utilization.1,2 People who live in areas with fewer primary care providers may have to 
travel farther or wait longer to be able to access primary care services.3

FIG 2a. 
Primary Care Providers (PCPs) per 10,000 adult residents 
(18+ years) by New York City Council District, 2016-2017

FIG 2b. 
PCP Availability Ranking

Districts with the most 
PCPs per 10,000 people

1� District 2
2� District 1
3� District 4
4� District 11
5� District 6

Districts with the fewest 
PCPs per 10,000 people

1� District 34
2� District 37
3� District 51
4� District 41
5� District 30

1�7
2�2
2�4
2�6
2�7

64�3
42�6
41�5
37�7
28�7

PCPs per
10,000 people

1�7 - 3�3
3�4 - 5�4
5�5 - 7�5
7�6 - 10�5
10�6 - 64�3
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2.3  HEALTH  INSURANCE  COVERAGE

Districts with the most 
PCPs Accepting Medicaid

1� District 17
2� District 38
3� District 11
4� District 15
5� District 37

2.4  PUBLIC  INSURANCE  ACCEPTANCE

Medicaid acceptance measures the proportion 
of primary care providers that accept patients on 
Medicaid, a public insurance program for low-income 
people. For low-income communities with large 
Medicaid-insured populations, an insufficient supply 
of neighborhood-based providers accepting Medicaid 
presents a barrier to care, and may result in poorer 
health outcomes. 

FIG 4a. 
Percent of PCPs Accepting Medicaid by New York City Council 
District, 2016-2017

FIG 4b. 
Medicaid Acceptance Ranking

96�7%
93�9%
93�1%
91�8%
91�7%

28�9% - 70�5%
70�6% - 78�6%
78�7% - 83�9%
84% - 89�4%
89�5% - 96�7%

% PCPs Accepting Medicaid Districts with the fewest 
PCPs Accepting Medicaid

1� District 51
2� District 4
3� District 32
4� District 43
5� District 50

28�9%
45�5%
61�4%
62�9%
64�9%

Health insurance coverage is essential to the ability 
to access primary care. Persons who are uninsured 
are often sicker,4  spend a greater proportion of their 
income on out-of-pocket health care costs, have greater 
difficulty accessing services,5,6 and are more likely to lack 
a usual source of care than their insured counterparts.7

FIG 3a. 
Percent of Insured adult residents (18+ years) by New York City 
Council District, 2012-2016

FIG 3b. 
Health Coverage Ranking

Districts with the highest
insured rates*

1� District 4
2� District 51
3� District 5
4� District 6
5� District 3

Districts with the lowest 
insured rates*

1� District 21
2� District 20
3� District 25
4� District 38
5� District 34

95�3%
94�2%
94�0%
94�0%
93�6%

% Insured

60% - 80�2%
80�3% - 84�3%
84�4% - 85�9%
86% - 89�5%
89�6% - 95�3%

60�0%
69�2%
73�0%
75�3%
76�9%

*Rates reflect the percent of persons with health insurance coverage
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Medicare acceptance measures the proportion 
of primary care providers that accept patients on 
Medicare, which includes people who are ages 65+ 
and certain younger persons with disabilities. This 
population is growing annually, particularly with the 
aging of the Baby Boomer generation. Primary care 
is particularly important for Medicare beneficiaries, 
as older adults are more likely to be living with and 
managing multiple chronic conditions.8  
Neighborhood-based primary care services are 
essential for older adults, as greater mobility issues 
are experienced by the Medicare population.

FIG 5a. 
Percent of PCPs Accepting Medicare by New York City Council 
District, 2016-2017

FIG 5b. 
Medicare Acceptance Ranking

Districts with the most 
PCPs Accepting Medicare

1� District 37
2� District 46
3� District 48
4� District 18
5� District 34

Districts with the fewest 
PCPs Accepting Medicare

1� District 5
2� District 4
3� District 21
4� District 9
5� District 33

% PCPs Accepting Medicare

47�7% - 80�8%
80�9% - 83�6%
83�7% - 86�7%
86�8% - 91�4%
91�5% - 94�4%

94�4%
94�2%
94�0%
93�3%
92�9%

47�7%
69�4%
72�9%
73�0%
74�8%

Districts with the most PCMH-
Recognized PCP Access Points 

1� District 14
2� District 15
3� District 10
4� District 17
5� District 9

2.5  PATIENT-CENTERED  CARE

The Patient-Centered Medical Home (PCMH) is a care 
model aimed at transforming the delivery of primary 
care through a commitment to quality improvement 
and a patient-centered care approach.9  In New York 
State’s Medicaid program, PCMH-enabled primary care 
practices receive additional reimbursement. 

FIG 6a. 
Percent of PCP Access Points with PCMH Recognition by New York 
City Council District, 2016-2017

FIG 6b. 
PCMH-Recognition Ranking

55�3%
49�0%
48�4%
47�1%
41�2%

1�7% - 11�6%
11�7% - 17�2%
17�3% - 29%
29�1% - 37�3%
37�4% - 55�3%

% PCMH-Recognized PCP 
Access Points

Districts with the fewest PCMH-
Recognized PCP Access Points

1� District 4
2� District 3
3� District 6
4� District 48
5� District 2

1�7%
5�1%
5�7%
6�1%
7�1%
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3.1  HEALTH STATUS OVERVIEW
The health status of a district indicates health care needs of the population and factors that impact the 
district population’s health. Examining multiple measures of population health provides insight into the 
need experienced by residents as well as burdens placed on primary care providers and facilities. The 
health status of a population should inform the primary care services required to address the health care 
needs of residents.

3.2 DIABETES  PREVALENCE 

Diabetes serves as a measure of chronic disease burden, reflecting the percent of residents that report ever being told 
by a doctor, nurse, or health professional that they have diabetes. Primary care plays an important role in mitigating the 
chronic disease burden within populations, and helps reduce unnecessary hospitalizations and mortality due to poorly 
managed chronic conditions.10 Furthermore, diabetes disproportionately affects individuals with lower socioeconomic 
status, and is indicative of overlapping factors related to increased primary care need.

FIG 7a. 
Percent of adult residents (18+ years) that report having 
been diagnosed with Diabetes by New York City  
Council District, 2015

FIG7b. 
Diabetes Prevalence Ranking

Districts with the highest 
prevalence of Diabetes

1� District 16
2� District 17
3� District 41
4� District 42
5� District 8

Districts with the lowest 
prevalence of Diabetes 

1� District 5
2� District 3
3� District 4
4� District 2
5� District 6

% Diabetes

5�1% - 9%
9�1% - 10�2%
10�3% - 11�6�%
11�7% - 13�4%
13�5% - 15�8%

15�8%
15�7%
15�2%
15�2%
14�8%

5�1%
5�4%
5�7%
6�0%
6�3%
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3.3  IMMUNIZATION  COVERAGE

The estimated percentage of residents without a flu 
immunization serves as a proxy for preventive health 
care utilization. Preventive care is foundational to 
primary care, and in the case of influenza vaccinations in 
New York City, is associated with reduced preventable 
hospital visits11 and therefore better overall health 
outcomes and reduced health care costs.

FIG 8a. 
Percent of adult residents (18+) without a flu immunization by  
New York City Council District, 2009-2013 

FIG 8b. 
Immunization Ranking

Districts with the highest
percent of unimmunized people

1� District 45
2� District 40
3� District 34
4� District 46
5� District 36

Districts with the lowest
percent of unimmunized people

1� District 6
2� District 5
3� District 1
4� District 4
5� District 15

% Unimmunized

51�3% - 57�6%
57�7% - 62�2%
62�3% - 63�9%
64�0% - 66�1%
66�2% - 68�9%

68�9%
68�8%
68�5%
67�9%
67�8%

51�3%
51�7%
52�1%
55�6%
56�8%

Districts with the highest 
heart disease mortality 
rate per 100,000 people

1� District 50
2� District 11
3� District 48
4� District 47
5� District 13

3.4  HEART DISEASE MORTALITY

Heart disease is the leading cause of death nationwide.12 
Heart disease mortality rates are a measure of chronic-
disease related, potentially preventable mortality. Key 
components of high-quality primary care, including 
team-based and patient-centered approaches, can help 
to reduce the risk of cardiovascular disease or slow its 
progress when detected early.13,14

FIG 9a. 
Heart Disease Mortality Rate per 100,000 residents by  
New York City Council District, 2011-2013

FIG 9b. 
Heart Disease Mortality Ranking

1085�8
1031�1
1008�0
898�9
866�1

292�4 - 361�0
361�1 - 447�3
447�4 - 558�6
558�7 - 695�0
695�1 - 1085�8

Heart Disease Mortality 
per 100,000 people

Districts with the lowest
heart disease mortality 
rate per 100,000 people

1� District 21
2� District 10
3� District 16
4� District 33
5� District 37

292�4
304�4
315�6
317�5
318�2
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8�4
10�6
12�3
13�9
14�2

3.5 POTENTIALLY  PREVENTABLE  
ED  VISITS 

Preventable emergency department (ED) visit rates are widely used to measure need for additional primary care 
access, or higher quality and more comprehensive care that appropriately addresses the health needs of local residents. 
High rates of preventable ED visits may indicate a strain on health care system costs and resources.15

FIG 10a. 
Potentially Preventable Emergency Department (ED) Visits 
per 100 persons by New York City Council District, 2016

FIG 10b. 
Potentially Preventable ED Visit 
Rate Ranking

Districts with the highest 
preventable ED visit rates*

1� District 8
2� District 16
3� District 17
4� District 9
5� District 42

Districts with the lowest 
preventable ED visit rates*

1� District 6
2� District 5
3� District 19
4� District 3
5� District 51

8�4 - 16�7
16�8 - 21�1
21�2 - 28�0
28�1 - 34�7
34�8 - 53�2

53�2
48�1
47�3
41�4
40�8

*The rate of potentially preventable  emergency department visits per 100 people

Preventable ED Visits 
per 100 people
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4.1  SOCIOECONOMIC  POSITION 
OVERVIEW
Understanding the relationship between socioeconomic position (SEP) and primary care is essential in 
evaluating factors that determine access to primary care. SEP refers to the social and economic factors 
that influence a person’s position within a larger, socially stratified population and significantly contribute 
to existing disparities in the quality of available primary care and level of care continuity provided.16,17 By 
evaluating the specific vulnerabilities each population experiences, PCDC has created a multidimensional 
lens to evaluate access to primary care.

4.2 RACE AND ETHNICITY

The proportion of Black, non-Hispanic residents is one measure of the racial and ethnic composition of a community. 
While challenging to measure and describe the dynamic racial and ethnic composition of each district in NYC, primary 
care practices are well-position to respond to the unique cultural needs of their patient populations18 and thereby 
reduce inequities in health outcomes.19

FIG 11a. 
Percent of Black, non-Hispanic (NH) residents (all ages) by 
New York City Council District, 2012-2016

FIG 11b. 
% Black, NH Population Ranking

Districts with the highest 
percent of Black, 
NH residents

1� District 41
2� District 42
3� District 27
4� District 31
5� District 12

Districts with the lowest 
percent of Black, 
NH residents 

1� District 51
2� District 19
3� District 44
4� District 30
5� District 43

% Black, NH

0�8% - 3�5%
3�6% - 6�5%
6�6% - 19�5%
19�6% - 46�2%
46�3% - 78�7%

78�7%
73�9%
70�5%
68�3%
67�3%

0�8%
1�1%

1�3%
1�3%
1�4%
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4.3  UNEMPLOYMENT

Unemployment, measured by the percent of 
unemployed residents ages 20-64, often is a barrier 
to necessary health care, income stability, and social 
support, and can also be detrimental to an individual’s 
physical and mental well-being.20-22 This measure 
provides insight as to the economic strain  
experienced by a population. 

FIG 12a. 
Percent of unemployed adult residents (20-64 years) by  
New York City Council District, 2012-2016

FIG 12b. 
Unemployment Ranking

Districts with the highest
unemployment

1� District 15
2� District 18
3� District 42
4� District 8
5� District 36

Districts with the lowest
unemployment

1� District 4
2� District 5
3� District 6
4� District 50
5� District 1

% Unemployed

3% - 4�7%
4�8% - 5�9%
6�0% - 7�5%
7�6% - 9�0%
9�1% - 11�6%

11�6%
10�1%
10�0%
9�8%
9�8%

3�0%
3�4%
3�7%
4�2%
4�3%

Districts with the highest 
poverty rates

1� District 16
2� District 8
3� District 17
4� District 15
5� District 14

4.4  POVERTY

Poverty is measured by the percent of residents at or 
below the Federal Poverty Line, and is a key component 
of access. Beyond the correlation between poverty 
and many health and quality of life measures, poverty 
is indicative of the level of need for affordable primary 
care services, especially for low-income, uninsured, or 
under-insured residents.23,24

FIG 13a. 
Percent of adult residents (18+ years) living at or below 100% of the 
Federal Poverty Level (FPL) by New York City Council District, 2012-2016

FIG 13b. 
Poverty Rate Ranking

35�3%
35�0%
34�7%
33�1%
32�2%

7�1% - 10�6%
10�7% - 14�7%
14�8% - 18�5%
18�6% - 25�2%
25�3% - 35�3%

% At or Below the  
Federal Poverty Level

Districts with the lowest 
poverty rates

1� District 5
2� District 51
3� District 4
4� District 19
5� District 23

7�1%
7�3%
7�7%
8�2%
8�3%
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4.5 OLDER ADULTS

Older residents and those with disabilities represent vulnerable populations that often benefit most from continuous 
primary care. These same populations experience more challenges to accessing needed care, most notably for 
city-dwelling older adults with chronic conditions or mobility challenges, and those living in public housing.25-27 Improved 
access for this population can reduce the burden of chronic diseases and related complications, and reduce rates of 
preventable emergency department visits.25

FIG 14a. 
Percent of population over 64 years of age by New York 
City Council District, 2012-2016 

FIG 14b. 
Older Adult Population Ranking

Districts with the highest 
percent of adults over 
64 years 

1� District 5
2� District 48
3� District 19
4� District 47
5� District 50

Districts with the lowest 
percent of adults over 
64  years 

1� District 37
2� District 34
3� District 33
4� District 14
5� District 16

% Over 64 years

10�5% - 13�1%
13�2% - 15�3%
15�4% - 16�9%
17�0% - 19�3%
19�4% - 24�6%

24�6%
24�4%
23�8%
21�6%
21�3%

10�5%
11�0%
11�0%
11�1%

12�0%



17 PRIMARY CARE ACCESS IN NEW YORK CITY

PRIMARY CARE 
POLICY IN 
NEW YORK CITY

SECTION  5.0



18 PRIMARY CARE POLICY IN NEW YORK CITY 

 ¬ Ensure adequate supply of PCPs in every district. 

 ¬ Take measures such as PCP-to-population ratio into account when siting and 
providing capital for primary care facilities. 

 ¬ Work toward primary care access parity for districts with relatively low 
socioeconomic position. 

 ¬ Encourage high-quality primary care provision and access through 
reimbursement models that reward proven quality programs (such as 
Patient-Centered medical Home) and targeted capital grants and loans. 

Recommendations for Primary Care Advocates and 
Policymakers in New York City:
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Primary Care Provider Definition :
In this profile, Primary Care Provider (PCP) is defined as a physician (MD or DO) with a primary specialty of Internal 
Medicine, General Medicine, or Family Medicine.

Methods 

TECHNICAL NOTES & METHODS

Access to care is also 
influenced by the health 
status, demographic, and 
socioeconomic position 
(SEP) characteristics of a 
community. 
 
Primary care access 
measures included in 
the Profiles represent 
provider availability 
(PCPs per 10,000 
persons), affordability of 
services (uninsured rates 
and percentages of PCPs 
accepting Medicaid and 
Medicare), and quality 
of care (proportion of 
PCP access points with 
PCMH recognition). 
Together, these 
measures help evaluate 
how primary care access 
varies across NYC 
and can help identify 
Districts and areas with 
poor access to care.  

In addition to primary 
care access measures, we 
included health status 
and SEP measures to 
provide information on 
the potential need for 
primary care access, by 
District. Health status 
measures, such as 
diabetes prevalence and 

heart disease-related 
mortality, are indicators 
for the chronic disease 
burden of a community. 
The potentially 
preventable emergency 
department (PPED) visit 
rate is indicative of both 
poor health status and 
health conditions that 
could be managed in a 
primary care setting. 
Immunization rates 
serve as a proxy for 
preventive health care 
usage. The set of SEP 
measures were selected 
through careful review 
of literature to identify 
social and demographic 
factors closely linked 
to both health care 
access, status, and 
equity. SEP measures 
included the percent 
of Black, Non-Hispanic 
residents, percent of 
residents below 100% 
of the Federal Poverty 
Level (FPL), percent of 
unemployed residents 
ages 20-64, and the 
percent of residents 65 
years or older.  

 

Given that none of the 
data presented in the 
Profiles was available 
at the Council District 
level, we collected data 
at either the ZIP Code 
or census tract level and 
calculated District-level 
estimates. To do this, 
data available at the ZIP 
Code level were first 
cross-walked to modified 
ZIP Code Tabulation 
Areas (ZCTA) in NYC. For 
all data, a spatial overlay 
was used to calculate 
proportion of data in 
each ZCTA or CT that 
was within a Council 
District, and the 
proportion (or count) 
of data was then 
assigned to the District 
and summed to create 
totals for each District. 
Descriptive statistics, 
graphs, and choropleth 
maps were produced 
for all measures by 
NYC Council District, 
borough, and citywide.

The Primary 
Care Profiles are 
comprised of 
primary care access, 
health status, and 
sociodemographic 
position data, 
aggregated and 
presented at the 
Council District level.
The concept of 
access to care is 
multidimensional 
in nature and is 
determined by factors 
such as provider 
availability, proximity 
to providers and 
characteristics of 
primary care 
practices.
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Ratio of primary care providers per 10,000 persons ages 18 years and older 

 ¬ Number of PCPs with a practice location in the Council District multiplied by 10,000, and then divided by the 
population of persons 18 years of age and older residing in a District 

 ¬ NOTE: This measure is intended to allow for comparison between Districts, and does not establish a threshold 
for adequate PCP availability among adults 

 ¬ PCPs with multiple practice locations in one District were counted once within the District

Percent of persons ages 18–64 who are uninsured, 2012–2016  

 ¬ Number of persons ages 18-64 in the District with no insurance divided by the total number of persons ages  
18-64 residing in the District

Percent of primary care providers that accept Medicaid 

 ¬ Number of PCPs in the District that accept Medicaid divided by the total number of PCPs in the District

Percent of primary care providers that accept Medicare 

 ¬ Number of PCPs in the District that accept Medicare divided by the total number of PCPs in the District

Percent of primary care sites that are recognized as Patient-Centered Medical Homes 

 ¬ Number of PCP sites identified as PCMH-recognized divided by the total number of PCP sites in each District

Each measure presented in the profile serves to compare access between Council Districts 
in New York City. These comparisons do not establish a threshold for adequate access for 
the measures. 

Note on Primary 
Care Access 
Measures: 
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Figure 1. Map of New York City Council Districts 

New York State Civil Boundaries, New York State GIS Data, 2018� 
New York State Streets, New York State GIS Data, 2019�

Figure 2. Primary Care Provider (PCP) Availability 

Specialized Knowledge & Applications (SKA), 2016-2017. 
Provider Network Data System (PNDS), 2017� 
National Plan and Provider Enumeration System (NPPES), 2017� 

Figure 3. % Insured 

United States Census via the American Community Survey, 2016 Five-Year estimate, ID: S2701 

Figure 4-5. % PCPs Accepting Medicaid, Medicare 

Specialized Knowledge & Applications (SKA), 2016-2017. 
Provider Network Data System (PNDS), 2017� 
National Plan and Provider Enumeration System (NPPES), 2017� 

Figure 6. % PCMH-Recognized PCP Access Points 

Specialized Knowledge & Applications (SKA), 2016-2017. 
Provider Network Data System (PNDS), 2017� 
National Plan and Provider Enumeration System (NPPES), 2017�
National Committee for Quality Assurance (NCQA), 2017� 

Figure 7. % Diabetes Prevalence 

Behavioral Risk Factors Surveillance System (BRFSS) via Centers for Disease Control and Prevention (CDC) 500 Cities estimates, 2015  

Figure 8. % Unimmunized 

 NYC Community Health Survey, 2009-2013 

Figure 9. Heart Disease Mortality 

 NYC Department of Health and Mental Hygiene’s Vital Statistics, 2011-2013

Figure 10. Potentially Preventable ED Visits 

 Statewide Planning and Research Cooperative System (SPARCS), 2016�

Figure 11. % Black, NH 

United States Census via the American Community Survey, 2016 Five-Year Estimate, ID: DP05 

Figure 12. % Unemployed 

United States Census via the American Community Survey, 2016 Five-Year Estimate, ID: S2301

Figure 13. % At or Below the Federal Poverty Level 

 United States Census via the American Community Survey, 2016 Five-Year Estimate, ID: S1701 

Figure 14 . % Over 64 years
         United States Census via the American Community Survey, 2016 Five-Year Estimate, ID: B01003

DATA SOURCES
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COUNCIL
DISTRICT 42

2019 PRIMARY CARE PROFILES
A look at adult primary care access  

in New York City



COUNCIL DISTRICT 42 
Includes the East New York, New Lots, Remsen Village, Spring Creek, and Starrett City neighborhoods.

PRIMARY CARE ACCESS

HEALTH STATUS

Preventable ED Visits  
Number of Potentially Preventable 
Emergency Department (PPED) Visits per 
100 people. This district has an estimated 
40.8 PPED visits per 100 residents.

27.0 PPED Visits per 100 (NYC)

25.1 PPED Visits per 100 (BK)

CD BK NYC For comparison purposes, each metric is displayed 
at the city (NYC), borough (BK), and Council District (CD) level

Primary care access is when a person is able to 
receive the primary care services needed that are 
timely, affordable, and in a geographically proximate 
location. 

Health status indicates factors that impact a 
population’s overall health, and the level of primary 
care services needed to address the health needs of a 
population.

15.2%

11.2% 10.9%

558.6

540.6

534.9

66.9%
66.3%

60.7%

Health Insurance
87.0% of District 

residents have health 
insurance coverage 

PCMH-Recognition
35.1% of the District's 

Primary Care Access Points 
are Patient-Centered Medical 
Home (PCMH)-Recognized

Medicare Acceptance
82.3% of PCPs in the District 

accept patients with Medicare

Medicaid Acceptance 
80.6% of PCPs in the District 

accept patients with Medicaid

Diabetes 
Prevalence

15.2% of District 
residents report 
having diabetes

Lack of 
Immunization

66.9% of District 
residents have 

not received the 
influenza vaccine

Heart Disease 
Mortality

558.0 deaths per 
100,000 District 
residents result 

from heart disease

80.6%

87.0%

82.3%

35.1%

84.7%

84.6%

82.3%

78.1%

87.3%

81.0%

Primary Care Provider Availability 
Number of PCPs per 10,000 people. This District 
has an estimated 4.0 PCPs per 10,000 residents.

6.8 (NYC)

13.4 (MAN)

Primary Care Providers (PCPs) per 10,000 people

17.9 (CD)
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FACILITIES

SOCIOECONOMIC POSITION
Socioeconomic position refers to the social and economic factors that significantly 
contribute to existing health disparities, and is interdependent with the quality of available 
primary care and level of care continuity provided. 

The locations of key health care facilities within the 
District, including those for specific populations, are 
mapped to display the distribution of sites that deliver 
primary care and related services.

CD BK NYC

Older Adult Population 
16.1% of District residents are 

over 64 years of age

22.2%

6.8%

13.0%

17.9%

30.9%

7.2%

12.2%

19.9%

73.9%

10.0%

16.1%

27.0%

0%5%10%15%20%25%30%35%40%45%50%55%60%65%70%75%80%85%90%95%100%105%110%115%120%125%130%135%140%145%150%

Poverty 
27.0% of District residents live at or 

below the Federal Poverty Level

Federally Qualified  
Health Centers (FQHCs)

Article 28

Mental Health  
Treatment Centers

Drug and Alcohol 
Treatment Centers

School-Based  
Health Center

Title X Family 
Planning Program

Patient-Centered Medical 
Home (PCMH) Access Point

19

3

1

5

6

2

12

ALL DISTRICTS  
AVERAGE

COUNCIL DISTRICT 
FACILITY COUNT

  FACILITY 
TYPE

Race & Ethnicity 
73.9% of District residents 

identify as Black, Non-Hispanic

Unemployment 
10.0% of District residents  

ages 20-64 are unemployed

22.2%

6.8%

13.0%

17.9%

30.9%

7.2%

12.2%

19.9%

73.9%

10.0%

16.1%

27.0%

0%5%10%15%20%25%30%35%40%45%50%55%60%65%70%75%80%85%90%95%100%105%110%115%120%125%130%135%140%145%150%
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APPROACHES & 
ACTIVITIES TO IMPROVE 
PRIMARY CARE ACCESS
Promoting quality primary care access among all individuals across NYC is critical to 
ensuring health equity, creating healthy communities, and reducing health care costs. This 
profile may serve to inform health care planning and future siting of health care facilities. 
The findings also support advocacy for additional services to encourage equitable access to 
primary care.

Primary Care Development Corporation 

Founded in 1993 in New York City, PCDC is a nationally 
recognized nonprofit that catalyzes excellence in primary care 
through strategic community investment, capacity building, 
and policy initiatives to achieve health equity. In New York 
State, PCDC has worked with hundreds of primary care 
organizations to expand access to high-quality primary care.  

As a Community Development Financial Institution (CDFI), 
PCDC provides low-interest capital and expertise to build, 
renovate, and expand community-based health care 
facilities, supporting providers in delivering quality care to 
their patients in settings that promote dignity, respect, and 
wellness. PCDC also provides expert consulting, training, 
and coaching to help primary care practices adopt patient-
centered models, care coordination, and integrated services; 
improve operations; incorporate coordinated care; leverage 
health information technology; and boost patient health 
outcomes.  

PCDC works with key policy makers, trade associations, and 
industry leaders to advance policy initiatives that strengthen, 
sustain, and expand access to quality primary care. In a rapidly 
evolving health policy environment, PCDC brings both policy 
expertise and nearly a quarter century’s experience investing 
in and strengthening primary care practices in NYS. 

Ensure sufficient amount of PCPs in every district.

Take measures such as PCP-to-population ratio into account when 
siting and providing capital for primary care facilities.

Work towards primary care access parity for districts with relatively low 
socioeconomic position.

Encourage high-quality primary care provision and access through 
reimbursement models that reward proven quality programs, such as 
Patient-Centered Medical Home, and targeted capital grants and loans.

•
•

•

•

Technical Notes  
 
For more information about data, 
measures, and methodology, please 
refer to the New York City Council 
District Profiles on our website:  
pcdc.org

Contact Information
 
Primary Care Development Corporation
45 Broadway, Suite 530
New York, NY 10006 
Mary M. Ford, MS 
mford@pcdc.org 
212-437-3900
pcdc.org
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TO:  Members of the New York City Council 

 

FROM: Greater New York Hospital Association (GNYHA) 

 

RE: Resolution 0918-2019: In Support of Expanding Essential Plan Eligibility  

 

GNYHA supports Resolution 0918-2019, which lends the City Council’s support to legislation 

in Albany (A.5974/S.3900) that would extend health coverage through the State Essential Plan to 

individuals currently ineligible due to their immigration status. GNYHA and our member 

hospitals believe health care is a human right and have long and strongly supported 

expanding access to quality care for all. 

 

Since the enactment of the Affordable Care Act in 2010, the number of uninsured individuals in 

New York State has dropped significantly to around one million people. Undocumented 

immigrants, who are currently ineligible for any form of subsidized coverage other than 

emergency Medicaid, represent around one-third of this number. Allowing these New Yorkers to 

access health coverage will enable them and their families to seek care when needed. This 

legislation would build upon the success of the Child Health Plus program, which already covers 

children up to age 19 regardless of their immigration status. Currently, many of these individuals 

lose coverage after turning 19 years old.  

 

Expanding coverage to adults regardless of their immigration status will also help New York’s 

financially struggling safety net providers—30 of which are on a State “watch list” for having 

less than 15 days of cash on hand—reduce the amount of uncompensated care they provide. 

These hospitals struggle to maintain services for their communities, and this legislation would 

provide a much-needed lifeline. 

 

For these reasons, GNYHA supports Resolution 0918-2019 and urges the City Council to adopt 

it. 



 
 

New York City Council Committee on Health 

New York City Council Committee on Hospitals 

Joint Hearing on Int. 1668 

October 31, 2019  

Thank you, Chairman Levine, Chairwoman Rivera, and members of the committees, for 

the opportunity to provide testimony today in favor of Intro. 1668.  My name is Crystal Jordan, 

and I am the Chief Operating Officer of Morris Heights Health Center (“MHHC”).  MHHC, a 

federally qualified health center in the Bronx, has been providing medical, dental, specialty, and 

behavioral health services to the medically underserved for over 35 years.  Specialty services 

include cardiology; ENT (ear, nose, and throat); obstetrics and gynecology; ophthalmology and 

optometry; dermatology; gastroenterology; podiatry; orthopedics and physical therapy as well as 

radiology including mammography.    

With a planning grant of $25,000, MHHC with a staff of 10 began providing medical 

services in the country’s poorest Congressional district with infant mortality rates at around 15 to 

26 per 1,000 births and a physician-to-patient ratio of 1 to 15,000.  Though MHHC began as a 

small, health center to address the needs of poor women in the Bronx who did not have access to 

primary care and were experiencing significant barriers to obtaining gynecology and obstetrics 

services, it has grown to one of the largest community health centers in New York State.  In 2018, 

we provided services to over 57,000 men, women and children at 8 stand-alone sites as well as 20 

school-based health centers.   MHHC employees over 500 individuals including over 130 

providers, 70 staff for enabling services like navigation and case management, as well as over 120 

clinical support staff.  



Though we have come a long way in the last 30 years, there is still more work to be done.  

Out of the 62 counties in New York State, the Bronx is number 62 in terms of poor health 

outcomes.  For this reason, MHHC strongly supports legislation that will improve the ability of 

sites like MHHC to provide care to those that continue to be underserved by creating a health 

access program in New York City aimed at bringing the over 600,000 uninsured New Yorkers into 

care.  Along with CHCANYS, MHHC urges the City Council to work with the Administration to 

build on the early successes of the NYC Care program by leveraging the breadth and expertise of 

community health center sites throughout the City.   

As we move forward, we urge the council to take several factors into consideration. 

1) Efforts to address access must address dental as well as behavioral health concerns.  

Successful health outcomes are closely tied to addressing the whole person.  Covered health 

care services should include outpatient behavioral health and dental services. 

2) Practices with combined internal medicine and pediatric practitioners should also receive 

priority consideration similar to family medicine practitioners. 

 

 

Thank you for the opportunity to speak to you today.  I am happy to answer any questions.   

 

 



 
Adhikaar Testimony - City Hall Hearing; Coverage4All 
Thursday, October 31 
 
Namaste and Good afternoon, my name is Sandhya Pradhan, I am the Health Navigator at 
Adhikaar. Adhikaar is the only women-led worker and community center serving and organizing 
the Nepali-speaking community on workers rights, immigrants rights, access to healthcare and 
language justice issues. We are one of the newer immigrant communities in New York City, 
where the majority of our members are low-wage workers. 
 
Today I am speaking on behalf of the thousands of Nepali immigrants in New York with 
temporary protected status (TPS). The Trump Administration has already terminated TPS for 
Nepal and several other countries as part of an anti-immigrant agenda. While there is one 
federal lawsuit, ​Bhattarai v Nielsen​, that is providing a temporary hold through preliminary 
injunction on an expiration date for these thousands of Nepalis, this is exactly only that - 
temporary.  Thanks to TPS, so many of these TPS holders have been able to enroll for health 
insurance through New York State, and they have been able benefit from health care coverage 
with little premium or no cost out of pocket. However, this coverage is dependent on a status 
that is under attack. 
 
The state of Nepali TPS holders is in a delicate situation. It is entirely dependent on the results 
of this federal lawsuit, and the decision is currently pending. We can not wait to see what will 
happen in the federal courts. So many of our members are currently benefitting from the 
Essential Plan, which has allowed many to get regular checkups with their doctors and dentists 
without having to worry about the bills. Beena, is a long-time member with TPS and a domestic 
worker. She was able to access life-saving eye surgery and now is able to afford her regular 
follow-up check-ups and medicine due to having health insurance with her TPS status.  
 
I’d like to thank the Council and others in the city for taking action to support access to care for 
immigrant New Yorkers, however we have not seen the same type of support from Albany.  I 
ask for your support to pressure those at the State level to act immediately and show their 
support for Coverage4All. What rests in their hands are thousands of TPS holders, at risk of 
losing status, and their health care coverage left vulnerable and uninsured.  
 
I hope that you share our belief that every immigrant, regardless of status, undocumented, TPS 
or anything else, deserves the right to live a quality and healthy life. Thank you. 
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To: New York City Council Joint Committee on Health and Hospitals

From: New York State Senator Gustavo Rivera, Chair of the Senate Health Committee

Re: Resolution 0918A - Calling on the State of New York to pass, and the Governor to
sign, S.39001A.5974, an act to amend the social services law, in relation to coverage for
health care services under the basic health program for individuals whose immigration
status renders him or her ineligible for federal financial participation.

Thank you for the opportunity to submit testimony at this hearing on Resolution 091 BA, which
calls for the Essential Plan to be expanded to undocumented people. I sponsor this legislation in
the Senate with Assembly Member Gottfried, S.3900/A.5974, and I support the call for it to be
passed by the State Legislature and signed by the Governor in this upcoming legislative
session.

Since the enactment of the Affordable Care Act in 2010, New York has dramatically decreased
the number of uninsured people. However, immigrant New Yorkers have not benefited from the
new coverage or public coverage options through the New York State of Health Marketplace
because of their immigration status. It has been found that many undocumented people delay or
go without needed care, which results in visits to hospital emergency rooms for care that would
be better addressed by primary care, urgent care, or other preventative care providers.

California is ahead of the curve in its effort to accomplish this. In July of 2019, it passed and
signed into law legislation that will expand coverage for all residents under 26 years of age with
income under six hundred percent of the federal poverty level to enroll in publicly funded
healthcare. Their state is becoming the first in the country to expand coverage for young adults,
regardless of their immigration status. New York can follow in California’s footsteps and, in fact,
outpace them by enacting S.3900/A.5974, allowing undocumented people with income below
two hundred percent of the federal poverty level regardless of age to have publicly funded
health insurance coverage.

New York State has already achieved the highest percentage of residents with health insurance
coverage out of the four most populated states in the country. To understand why this is
important, let’s look at a few facts surrounding the undocumented population. It is estimated
that:

• There are over five hundred thousand undocumented people in New York City alone
• They pay over $1 billion state and local taxes
• They contribute about $40 billion to the state’s economic output.
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For the benefit of our City and our State, we must provide necessary benefits to every New
Yorker living here regardless of their immigration status, not only because it is good for our
economy and provides needed health care, but because it is a right that we owe to each other.
S.3900/A.5974 is important legislation which will make a real difference In the lives of many
New Yorkers.

I would be remiss if I did not state that ultimately New York needs to adopt the New York Health
Act (NYHA) which will guarantee healthcare to everyone, regardless of income or immigration
status, without co-pays or deductibles under a system that puts dollars currently going into
insurance company profits back into paying for people’s care. However, until the NYHA is
adopted and implemented, passage of S.39001A.5974 is essential.

I would like to thank the New York City Council’s Health and Hospital Committees for
recognizing the need to provide coverage for every New Yorker and for allowing me to submit
this testimony.

Sincerely,

Gustavo Rivera

New York State Senator
33rd District
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October 31, 2019   

 
Good afternoon Chair Levin and Council Members Ampry-Samuel, Cohen, Barron, Powers, Eugene, and 
Holden. I am Marla Tepper, General Counsel and Vice President of Legal Affairs at Public Health Solutions 
(“PHS”).  Thank you for the opportunity to testify before this committee about how the Trump 
Administration’s assault on women and reproductive rights is impacting our clients’ access to drugs and 
contraceptive supplies at our two Brooklyn reproductive and sexual health centers. We applaud the 
Council’s work to address health equities and to improve health outcomes in New York City.    
 
PHS Sexual and Reproductive Health Clinics’ Funding 
 
For decades, the federal Title X family planning program has supported millions of low-income and 
underinsured individuals in accessing high-quality preventive reproductive and sexual health care 
services. This program has been fundamentally undermined by the Trump Administration - whose 
implementation of an unethical "gag rule" has forced longstanding providers of Title X services out of the 
program. 

After managing a network of Title X providers for over 40 years, including two health centers of our own 
in Ft. Greene and Brownsville that provided critical health care services to thousands of New Yorkers, PHS 
made the ethical  decision to reject Title X funding. We did so because of the federal government’s recent 
gag rule which interfered with our ability to provide the care we believe in. New York State stepped up to 
provide us and our sub-recipients funding through April 2020 and helped keep our doors open. 

Our clients 

Our health centers have enabled thousands of New Yorkers access safe, affordable, comprehensive and 
confidential care over the past several years. Our client population for family planning services is diverse: 
We see people of all races and ethnic groups. In 2017, 40% of PHS’s Title X clients identified as Black or 
African American, compared to 26% of New York City’s population, while 42% identified as Hispanic or 
Latino/a, compared to 29% of the City’s population. We serve teenagers and adults; people who have 
children, or plan for children, or do not want to be parents. Our patients are married and unmarried; 
lesbian, gay, bisexual, transgender, and queer (“LGBTQ”) individuals; and a significant portion are 
immigrants. A total of 15% of the clients had limited English proficiency. 

https://www.guttmacher.org/article/2019/03/title-x-under-attack-our-comprehensive-guide?gclid=Cj0KCQjwl8XtBRDAARIsAKfwtxAzfGzp7pg592dV3A0Tg6wvv_7Dq7Sn1KE-FtX3OR99EVrmGgRvUiMaAqC3EALw_wcB
https://www.kff.org/interactive/the-status-of-participation-in-the-title-x-federal-family-planning-program/
https://www.kff.org/interactive/the-status-of-participation-in-the-title-x-federal-family-planning-program/
https://www.healthsolutions.org/blog/statement-from-phs-president-ceo-lisa-m-david-rejecting-title-x-funding/
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We serve predominantly low-income, high-risk patients who are dependent on publicly subsidized health 
facilities to obtain basic—but critical—medical care. Approximately 70% of PHS patients are 100% below 
the poverty level, 76% are 200% below the poverty level, and 26% lack health insurance. The 
overwhelming majority of our family planning patients reside in medically underserved areas where 
reproductive health services are not easily accessed.  

Impact on drugs and contraceptive supplies 

Relinquishing Title X funds impacts on our clients’ ability to access low-cost drugs and pharmaceutical 
supplies including birth control pills, contraceptive devices and vaccinations.  When funded under Title X, 
PHS participated in the federal 340B drug discount program administered by the Health Resources and 
Services Administration’s (“HRSA”) Office of Pharmacy Affairs. Participation in the 340B Program allowed 
PHS to receive outpatient drugs at significantly reduced prices.  Although PHS is eligible to register for the 
340B program in January based on federal funding it receives from the CDC for STD clinics at its sexual 
and reproductive health centers, that registration will not be effective until April 1, 2020.    
 

Until it resumes participation in the 340B program in April, PHS will not be able to offer discounted drugs 

to our clients.  Teens and undocumented immigrants who are uninsured will be most hard hit. Unless we 

receive support, more than 1,300 adolescents seeking confidential services will be charged the full cost of 

drugs.  Over 1,100 undocumented immigrants and other uninsured individuals will also be charged the 

full price of essential drugs and supplies. Our clients’ Inability to access drugs jeopardizes the effectiveness 

of our clinical services and ultimately, our clients’ continued use of our clinics. 

 

Annual 
Pharmaceutical 
Supplies Cost with 
340B Access 

Annual  Projected 
Pharmaceutical 
Supplies Cost without 
340B Access 

Types of supplies 
purchased 

Populations who would be 
charged full cost without 
support 

$149,150 $208,810 • Contraceptives, 
including LARC 

• Vaccinations 
• STD Screening 

and Treatment 
• Plan B 

• More than 1,300 
adolescents seeking 
confidential services 

• More than 1,100 
undocumented 
persons and other 
uninsured persons 

 

We urge this Committee to counter the Trump’s attack on family planning and reproductive rights by 

providing critically needed funding to address these gaps safeguard patient access to necessary drugs and 

supplies. 

Thank you again for championing New Yorkers’ access to healthcare. We are available to answer any 

questions you may have. 
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Respectfully submitted, 

 

 
 

Marla Tepper 

General Counsel and Vice President, Legal Affairs 

Public Health Solutions 

 

About PHS 

Health disparities among New Yorkers are large, persistent and increasing. Public Health Solutions  

changes that trajectory and supports vulnerable New Yorkers in achieving optimal health and building 

pathways to reach their potential. We improve health outcomes and help communities thrive by providing 

services directly to vulnerable low-income families  and supporting 200 community-based organizations 

through our long-standing public-private partnerships. We focus on a wide range of public health issues 

including food and nutrition, health insurance, maternal and child health, sexual and reproductive health, 

tobacco control, and HIV/AIDS. 
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Testimony of Tasfia Rahman,  
Policy Coordinator, Coalition for Asian American Children and Families (CACF) 

 
Good morning.  My name is Tasfia Rahman, and I am a Policy Coordinator at the Coalition for 
Asian American Children and Families (CACF).  We would like to thank Chairs Levine and 
Rivera and members of the committees for holding this hearing today.  
 
Since 1986, CACF is the nation’s only pan-Asian children and families’ advocacy organization 
and leads the fight for improved and equitable policies, systems, funding, and services to 
support those in need. The Asian Pacific American (APA) population comprises over 15% of 
New York City, over 1.3 million people. Yet, the needs of the APA community are consistently 
overlooked, misunderstood, and uncounted. We are constantly fighting the harmful impacts of 
the model minority myth, which prevents our needs from being recognized and understood. Our 
communities, as well as the organizations that serve the community, too often lack the 
resources to provide critical services to the most marginalized APAs. Working with almost 50 
member organizations across the City to identify and speak out on the many common 
challenges our community faces, CACF is building a community too powerful to ignore. 
 
As a New York State Patient Navigator contractor that works with 8 other APA serving and led 
organizations, we are too aware of the challenges APA families and individuals face in 
accessing health coverage and care: 
 

● Almost 15% of Asian Americans (AA) ages 18 and over remain uninsured in New York 
City.  1

● A majority (89%) of AA uninsured in NYC are foreign-born.  2

● 21% of APAs are considered underinsured, meaning the insurance coverage they have 
is inadequate.  3

 
Disparities in health access and care are especially are compounded in our community by 
poverty, immigration status-related challenges, language barriers, cultural stigmas regarding 
public benefits, and low utilization of primary and preventive care. Consider:  
 

● Almost a quarter of Asian Americans live in poverty in NYC.  4

● Asian Americans are heavily immigrant with 70% foreign-born.  5

1 ​2015 New York City Community Health Survey, DOHMH. 
2 Ibid. 
3 Ibid. 
4 2019 NYC Poverty Measure Annual Report, Office of the Mayor. 
5 2013-2017 American Community Survey 5-Year Estimates. 



 

● Asian Americans have the highest rate of linguistic isolation of any group in the City at 
42%, meaning that no one over the age of 14 in the household speaks English well.  6

 
Because of the pressing need to ensure better coverage and care for the most vulnerable 
immigrants in our community, we support the adoption of the following:  
 
Introduction 1668-2019 ​because NYC Care needs to be full resourced to support the work 
nececessary to ensure that everyone, especially the most marginalized and vulnerable 
communities have access to quality health coverage and care. We also advocate for strong 
partnerships with local community-based organizations (CBOs) to ensure that immigrant 
communities are being reached and increase their access. Therefore, it is crucial that these 
groups and our communities are adequetely resourced to fullfill the mission of NYC Care.  
 
Resolution 0918-2019 ​calls on New York State to pass and Governor Cuomo to sign 
S.3900/A.5974, which will expand health insurance coverage under Essential Plan to include 
those who are ineligible because of their immigration status. Considering that the APA families 
and individuals face high rates of uninsurance and underinsurance and are heavily immigrant, 
this expansion is crucial to improving their health and well-being.  
 
New York City has always led in ensuring that immigrant communities are protected. We hope 
New York City Council continues this leadership by passing Introduction 1668-2019 and 
Resolution 0918-2019. Thank you so much for giving me the opportunity to testify and I am 
happy to answer any questions you may have! 
 
 

6 U.S. Census Bureau, 2016 American Community Survey. 




























