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Community-Oriented Primary Care in Action: A Dallas Story
Dallas County, Texas, is the

site of the largest urban appli-

cation of the community-ori-

ented primary care (COPC)

model in the United States, We

summarize the development

and implementation of Dallas's

Parkland Health & Hospital

System COPC program.

The complexities of imple-

menting and managing this

comprehensive community-

based program are delineated

in terms of Dallas County's po-

litical environment and the

components of COPC (as-

sessment, prioritization, com-

munity collaboration, health

care system, evaluation, and

financing). Steps to be taken

to ensure the future growth

and development of the Dallas

program are also considered.

The COPC model, as imple-

mented by Parkland, is replic-

able in other urban areas. {Am
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PARKLAND HEALTH & HOSPITAL

System (hereafter I'arkland) has

implemented a primary care sys-

tem that has improved acces,s to

care among more than 350000

residents ol Dallas County, Texas,

In this article, we describe the

community-oriented primary

care (COPC) system implemented

by Parkland. Our hope is that

Parkland's core components can

be replicated in other urban

communities.

BACKGROUND

Parkland, one of the largest

publicly funded teaching hospi-

tals and health care systems in

the United States, is owned and

operated by a special taxing juris-

diction of the state of Texas that

is coterminous with Dallas

Counly. This jurisdiction is sepa-

rate from the public health fund-

ing structures of the state, city,

and county. An independent

board of managers appointed by

elected county commissioners

governs Parkland. As a result of

the recommendations of Park-

land's board of managers, the

Dallas County commissioners set

an ad valorem property tax rate

based on assessed values of the

county's homes and businesses,

and revenues generated from this

tax assessment are allocated to

Parkland for the care of tbe med-

ically indigent.

This year, more than 43 000

admissions and 17 000 births

will occur at Parkland, the latter

representing 4()'yi) of all infants

bom in Dallas County. Parkland

provides more than 70% of Dal-

las Coimty's major trauma care

as well as more than 60% of the

county's AIDS-related services.

In 2002, Parkland's total num-

ber of outpatient visits reached 1

million,'"•* In recognition of its

outstanding performance in

terms of service provision, U.S.

News and World Report has listed

Parkland among the nation's top

hospitals for 8 consecutive years.

Parkland has not always been

able to achieve its current high

levels of quality and access. Its

transformation began in 1980,

when Dtiilas County residents, in

support of the new governance

and leadership at Parkland,

passed a bond referendum to

renovate Parkland's teaching hos-

pital and campus specialty outpa-

tient clinics. This renovation was

completed in the mid-1980s. As

soon as these facilities became

operational, they were filled to

capacity. To deal with the ex-

panding volume of patients. Park-

land examined options for decen-

tralizing primary care.

In 1986, Parkland undertook

a new planning effort to meet

this growing volume. The plan-
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ning process was developed
around 2 separate community
groups. The first was a panel of
clinical and public bealth experts,
and the second comprised com-
munity health leaders. These 2
groups recommended that Park-
land develop a system of care
that not only embraced tradi-
tional sick care but also focused
on prevention, assessment, com-
munity involvement, health im-
provement, and outcomes. The
system had to promote continu-
ity of care between the commu-
nity and the central campus and
furnish a setting in which preven-
tive services could be provided
along with primary care. After an
assessment of models that fit the
planning committee's criteria and
a review of the Institute of Medi-
cine's 1984 report on COPC, the
COPC model was chosen/

Although Parkland is operated
as a special taxing district (a sub-
division of the state of Texas}, its
budget is subject to review by the
Dallas County commissioners. In
1987, Parkland's plan for decen-
fralization. Community Oriented
Primary Care: A Plan for Dallas
County, was presented to the
county commissioners and the
board of managers.^ An increase
in the tax allocation was ap-
proved for the incremental imple-
mentation of the COPC program.

IMPLEMENTATION

Parkland implemented its
COPC program during a major
demographic transformation. Be-
tween 1990 and 2000, Dallas
County's population grew by
more than 200000, to nearly
2.2 million. The coimty's His-
panic population grew by 110%,
to approximately 30% of the
population,''''

The economic boom tbat
began in the late 1990s resulted

in low unemployment rates na-
tionwide as well as in Dallas
County, Even so, the county still
has approximately 680000 resi-
dents who live at a level below
200% of the poverty level,
which, according to Parkland
policy, qualities them for tax-
supported or sliding fee scale
services," In addition, 25% of
the county's residents are unin-
sured. These residents, even
though they are classified among
the working poor, do not qualify
for tax-supported care and rou-
tinely depend on the safety net
for services. Thus, the percent-
age of uninsured patients receiv-
ing care at Parkland is twice as
high as that among the general

1 ' 2 9

population, ••

Parkland has developed its
COPC program around 6 key
elements: (1) assessment of com-
mimity needs and assets, (2)
community prioritization of
health care issues, (3} collabora-
tion with community organiza-
tions, (4) provision of primary
health care, (5) evaluation, and
(6} financing,'*^*

Assessment of Community

Needs and Assets
The community assessment is

epidemiologically based and an-
nually updated. It is used as a
management tool to position
community health centers and
focus public bealtb oufreach ac-
tivities. The information also pro-
vides a foundation for health out-
come measures and evaluation of
community benefits.

Local data are used in the as-
sessment, including infonnation
on population variables such as
age, ethnicity, and income; birth
and birth-related factors; death
rate variables; access to primeiry
care; and bospital use. Data de-
rived from the assessment are
used to inform individuals in-

volved in the community prioriti-
zation process and members of
COPC bealth center community
advisory boards.

Community Prioritization
Parkland's approach to com-

munity prioritization has fol-
lowed 2 tracks; (1) leadership fo-
rums and (2) community
advisory boards associated with
each health center Health care
leadership Ibrums have been set
up within each community, with
members drawn from elected of-
ficials representing the commu-
nity and others identified by "key
informants" (e,g,, school princi-
pals, ministers) as community
opinion leaders.

Through nominal group proc-
esses, forum members have es-
tablished community priorities
and developed 3-year action
plans to address them. Typically,
community priorities are aimed
at issues that have a direct bear-
ing on health status but have lit-
tle to do with the medical care
system. These issues include edu-
cation, access to meaningftil em-
plojTnent, teenage pregnancy,
transportation, and safety.'̂

In addition to the forums, each
health center has established a
commtinity advisory board to
provide input into clinic opera-
tions and community needs. The
advisory boards have sponsored
projects that have an impact on
community health, such as inter-
ventions aimed at reducing teen-
age pregnancies.

Occasionally conflicts arise on
certain issues, but community
residents have come to see Park-
land as an advocate and a part-
ner, not as an entity separate
from the commimity. The time
and effort invested by Parkland
in community work have led to a
building of trust and mutual sup-
port that is manifested in political

backing for additional funding
and program improvements.

Community Coiiaborations

and Partnerships
Parkland has entered into nu-

merous partnerships and collabo-
ratives. For example, the Dallas
Area Coalition to Reduce Dia-
betes and Heart Disease brings
together a diverse group of com-
peting organizations that use re-
sults of community assessments
to work together for the good of
the community. Also, the Dallas-
Fort Worth Faith Health Partner-
ship, a collaborative developed
by the faith-based and medical
communities, strives to improve
the health of Dallas Comity resi-
dents by providing care in part-
ncrsbip with congregations.

Community Heaith Care
System

Parkland provides care in both
traditional and nontraditional set-
tings (Figure 1). Services are of-
fered through a system of 9
COPC healtb centers and spe-
cialty programs Irom which care
is extended to nontraditional set-
tings, including 22 homeless shel-
ters, 10 schools, 11 churches, and
1 senior citizen center, via multi-
disciplinary teams composed of a
mix of midlevel practitioners and
primary care physicians.

The health centers are staffed
by employed physicians as well
as a cadre of other health profes-
sionals. The physicians are board
eligible or certified, and, while
they each have clinical faculty
status at the University of Texas
Southwestern Medical School
(UTSW), they remain Parkland
employees. In addition, special
efforts are made to match physi-
cians and COPC employees eth-
nically to tbe communities
served; 60% of the physicians
are African American, Hispanic,
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* 900-bed hospital

+ 9 heaith centers
• 7 women's chnics

• 10 youth/family centers

Note: Mot shown are: 1 senior center, 11 churches, 22 homeless shelters, mobite mammography, and outreach programs.

FIGURE 1-Parkland community-oriented primary care health centers and clinics.

or Asian (unpublished data. Park-
land COPC Administration,
2001). Fifty-four percent of the
physicians are women, and
roughly half arc bilingual (Eng-
lish and Spanish). Other staff are
similarly aligned.

Parkland has established a
partnership with community or-
ganizations to provide other
health and social services, creat-
ing a "one-stop" shopping net-
work covering all primary care
disciplines and dental health,
Parkland's women's and chil-
dren's service and UTSW's ob-
stetrics/gynecology department
are jointly responsible for wom-
en's health services at the major-
ity of COPC sites and 2 UTSW
sites.

Evaluation
An integral part of the COPC

program is assessment of health

outcomes and data on the cost of
health care services,'^ Parkland
has conducted numerous evalua-
tion and outcome studies. One
such study, a multiyear commu-
nity assessment survey (1996-
1998), revealed statistically sig-
nificant improvements in access
over time. Another, a 1995 pedi-
atric service use study, showed
that COPC patients had signifi-
cantly shorter inpatient stays
than non-COPC patients (i,e,,
communify residents hospitalized
at Parkland but not registered in
the COPC program) and were 4
times more likely to be admitted
electively or by referral.

The latter study, which cov-
ered 6 months of admissions to
Parkland, also revealed that
COPC patients were more likely
to have Medicaid coverage than
were non-COPC patients and
that COPC patients incurred sig-

nificantly lower charges. Total
charges among non-COPC pedi-
atric patients ($8435 on average)
were almost 2 times higher than
those among COPC patients
($4594 on average) (G, Schul-
meirer, MPH; unpublished data;
1995).

Parkland also conducted a
study examining service use
among adults. According to this
study, COPC inpatients admitted
to Parkland incurred significantly
lower charges than non-COPC
inpatients (means of $10769
and $11 431, respectively) and
were significantly more likely to
have a shorter length of stay. '̂"''"'

Parkland is the principal
provider of prenatal care to unin-
sured women in Dallas County,
accounting for 111 491 prenatal
visits in 2001, Roughly 96o/() of
Parkland's pregnant patients re-
ceived such care during that

year. These services are offered
in COPC health centers and free-
standing health centers through-
out the community.

Outcomes at Parkland in
terms of stillborn infants and
neonatal death rates are impres-
sive. For example, in 2001, the
rate of stillbirths per 1000 live
births among mothers with at
least one prenatal care visit was
6.2, as compared with 18.7
among mothers receiving no
prenatal care. Corresponding
neonatal death rates per 1000
live births were 3,1 and 13,7
(Parkland Health & Hospital
System, unpublished data,
2002).'-' Also, Parkland's neo-
natal mortality outcomes by eth-
nicity are significantly better
than those for the United States
overall and for African Ameri-
cans and Hispanics residing in
lexas''' (Figure 2),
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Hispanic Biack

Parktand Texas D United States

Source, Parkland Heallh & Hospital System data, 1996;Texas Bureau ofVital Statistics, 1996; tJS Bureai ofVital Statistics, 1994,1995,
Note, As can be seen, outcomes for Parkland were better than those for Texas and the United States overall.

FIGURE 2-Neonatal mortality in minority populations.

Finally, Dallas Healthy Start
focuses on reducing infant mor-
tality. This Parkland program has
targeted 2 sectors of the city of
Dallas, the southeast area and
the west area. In 1990, the in-
fant mortality rate in these areas
was n ,9 per 1000 live births. By
1996, the rate had dropped to
6.7 per 1000 live births. The so-
cioeconomic situation of these
areas changed little during this
period, and no other interven-
tions or changes can account for
these results, ̂ ^

Financing

The COPC program's 2002
operating budget was $50.2 mil-
lion; funds were obtained
through allocation of tax doOars,
the Medicaid disproportionate
share program, third-party reim-
bursements, and sliding scale co-
payments. To help maintain fi-
nancial stability, Parkland has
developed 3 insurance/access
products:

• Parkland HEALTHp/ws (a
sliding fee scale payment pro-
gram), with 60000 enrollees

• Parkland HEALTHfirst (Med-
icaid managed care insurance),
with 45000 enrollees

• Parkland KIDS/ira( (Chil-
dren's Health Insurance Pro-
gram), with 30000 enrollees

Parkland also has in place a
managed care package for its
7700 employees and dependents
(the latter totaling more than
15000).

MOVING FORWARD

In 2000, Parkland faced a
major financial challenge owing
to the Balanced Budget Act of
1997 (available at: http://cms,
hhs,gov), decreases in the Medic-
aid disproportionate share pro-
gram, introduction of Medicaid
managed care, and increases in
the uninsured population owing
to changing demographic pat-

terns. The resulting $83 million
operating budget deficit was
Parkland's first deficit in 20
years. As a result. Parkland en-
gaged in a planning process with
the board of managers that ex-
plored all options for solving this
economic problem, including
eliminating COPC.

The planning process showed
that eliminating COPC would
reduce costs in the short run
but that patients would proba-
bly obtain care through the
more costly emergency room
settings at Parkland or the pri-
vate community hospitals lo-
cated throughout the county. To
gamer support for an $83 mil-
lion increase in residential prop-
erty taxes in Dallas County,
Parkland used outcome studies,
efficiency studies, information
on changing demographic pat-
terns, and creative financing
mechanisms that included $78
million in revenue enhance-
ments and cost reductions.

Parkland's board of managers
and the counly commissioners
decided to increase Parkland's
tax rate fi^om $,196 to $,254 per
$ 100 property valuation (an esti-
mated total of $285 440000 in
ad valorem tax support in fiscal
year 2001). When, in December
of 2000, Parkland was included
in the prestigious HCIA-Sachs In-
stitute 100 top hospitals listing,
this decision to raise taxes
seemed justified, Tbis annual list
recognizes hospitals that demon-
strate superior performance in fi-
nancing, operations, and clinical
practices. The COPC program
was a significant component of
Parkland's inclusion in this listing,
demonstrating that Parkland is at
the forefront of a shift from
costly inpatient services to less
costly community ou^atient pri-
mary and preventive care ser-
vices. In addition to its tax alloca-
tion. Parkland continues to cross
subsidize at least $100 million of
indigent care annually,

FUTURE STEPS

The character of Dallas/Ft.
Worth and surrounding counties
is changing, not only demograph-
ically but also geographically.
Many of the problems related to
poverty traditionally seen in the
inner city are moving to the sub-
urbs and surrounding affluent
counties, where there is little in-
frastructure in place to meet the
growing demands of the med-
ically needy. This population shift:
has increased the demand for
new health care services in these
outlying areas, and COPC health
centers may be added there.

Under current funding mech-
anisms based on health insur-
ance, improvements in commu-
nity health status often do not
accrue to the bottom line of
health care institutions but are
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realized in other social and eco-
nomic sectors. An evaluative
mechanism is needed to deter-
mine outcomes and benefits
when institutions such as Park-
land invest in community health
status improvement.

Parkland has created such a
mechanism in partnership with
other health care and academic
institutions. The Community
Health Improvement Measure-
ment and Evaluation System
(CHIMES), the evaluative re-
search arm of Parkland, will doc-
ument for public and business
leaders areas in which commu-
nity health investment has pro-
duced savings for the commu-
nity, whether in the form of
fewer hospitaiizations, fewer
days lost from work, or less
school absenteeism, CHIMFS
completes the Parkland COPC
model.

CONCLUSION

The COPC model, as imple-
mented by Parklimd, can be
replicated in other urban areas.
First, a service delivery system
was created that ensures access,
continuity, and quality through
direct links of primary care with
specialty and inpatient services;
in addition, each center is ac-
credited by the Joint Commis-
sion on Accreditation of Health-
care Organizations, Second, the
community is intimately in-
volved in the establishment of
health center priorities, commu-
nity health priorities, and system
improvements through leader-
ship forums and advisory
boards. Finally, the community
works with health professionals
in identifying and addressing is-
sues that determine the health
and safety of neighborhoods
through ongoing coUaboratives
and partnerships, •
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