


resources are used tracking, documenting and reporting—resources that could be used in direct
service. And not because “one size does not fit all.” | urge caution mostly because | have seen
clearly in recent years that all the emphasis on outcomes, impact, data, and evidence has had a
negative unintended consequence—it has caused front-line workers and other leaders to ignore
their instincts and intuition. And, at the macro level, we as a field are less inclined to listen to “the
voice of experience.” And, with all of the attention on objective assessment, the emphasis on
personal connection can get really diminished, which adversely impacts the client. Even the best
tools for measuring social impact are limited by the absence of industry standards and
comparison sets. We need to restore the balance between art and science in this type of
philanthropy.

(8) Technology is not the enemy: often when we talk about health and technology, we think of
young people sitting inside at the computer and the obesity epidemic. | encourage RWJ to think
about technology very differently. In the 21st century policy makers, donors and others should
seize the unique opportunities digital technology offers us to do things in a different way.
Expectations of all people have changed including the poor. People want more engagement,
more information and increased convenience. The home can be viewed as the place of learning
and the center of a person’s culture. Housing combined with digital technology can help a person
change their life--education, training, workforce development and health and disease
management. We need to begin to view the home as a channel for information and learning. We
can do so much and we can do it with scale and efficiency. To accomplish this we need
broadband and hardware in the home as a means of distribution; holistic, culturally relevant
information in multiple languages; and digital literacy programs. Looking at housing in a different
way in the 21st century will enable us to better facilitate the success of low income people and
better involve them in their own welfare. There is a nexus between quality of life and health
outcomes and quality information--if we bring it into the home we overcome long standing barriers
of time, place, mobility and in some cases race.

On behalf of PEC, | would like to thank the Commission for their tireless efforts to Build a Healthier
America and for your willingness to listen to the “voice of our experience” working with homeless and low-
income families for over three decades.

Written Testimony

People's Emergency Center Community Development Corporation (PECCDC) works to revitalize the
West Philadelphia community in which its parent organization, People's Emergency Center, provides a
range of social services and housing activities for homeless families28. Founded in 1992, PECCDC
provides an array of affordable housing development, economic development, and quality of life programs
to transform the West Powelton, Saunders Park, and Mantua neighborhoods into a “Community of
Choice”: a community in which people choose to live, work, and thrive. As a powerful catalyst for change,
PECCDC takes a comprehensive, resident-driven approach to neighborhood revitalization that builds
upon neighborhood assets and responds directly to the needs of the community.

Over the past 16 years, President Gloria Guard has overseen PECCDC's growth from a supportive
service housing developer to a truly comprehensive community organization that deals with the full
spectrum of neighborhood needs. Since our founding, PECCDC has attracted over $40 million in private
and public investments to our community and our operating budget has grown from $424,000 to nearly
$1.5 million. With the award-winning leadership of Guard and a talented staff that includes Vice President
of Community and Economic Development Kira Strong, PECCDC has been able to take on the many
challenges that face community revitalization with innovative programming.

28 A full description of PEC is found at pages 9-10.
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PECCDC's housing developments involve a wide range of projects that address the need for affordable
and moderately priced housing, as well as the greening and beautification of public space. Through these
projects, we have transformed over 100 blighted properties into nearly 200 units of rental and ownership
housing, four social service facilities, and a community playground. We have also helped 49 low-income
homeowners make important repairs— such as new windows, heaters, and roofs—to their homes.

Our economic development activities stimulate growth along Lancaster Avenue—the neighborhood
commercial corridor—through safety and security measures, business retention and attraction,
beautification, and promotional activities. Through these efforts, we have attracted over 20 new
businesses to the corridor; enhanced over 10 commercial fagades; improved the streetscape with new
trash receptacles, flower planters, trees, mosaic tree pits, and murals; and promoted public safety.

PECCDC's programs go beyond physical improvements to improve the quality of life for our neighbors.
We are committed to increasing financial awareness and building wealth among community residents
through financial literacy workshops, credit repair assistance, and homeownership seminars, which over
150 people have attended. Recognizing the important role technology plays today, we created the Digital
Inclusion Program to both increase the technological literacy of low-income families and increase their
access to the internet. We recently expanded Digital Inclusion to include programs aimed at local youth to
develop technological skills, foster personal growth, and expose low-income youth to higher education
and careers in technology. To date, over 300 computers have been distributed throughout the
neighborhood and nearly 100 students have participated in youth technology programs.

All of our programming comes out of our resident-driven neighborhood plan. In 2003, PECCDC and
stakeholders throughout our community engaged in an extensive, in-depth planning process that resulted
in the West Powelton/Saunders Park Neighborhood Plan. The plan—funded through the William Penn
Foundation and prepared by Kise Straw & Kolodner, Inc., Brown & Keener Bressi, Urban Partners, and
Gannett Fleming—contains a five to ten year strategy for shaping growth and development in the target
community as well as for improving the quality of life for its residents. It is a truly comprehensive plan that
includes quality of life improvements; housing, open space, and community development; economic
development; and transportation improvements.

It is becoming clearer and clearer that an individual's health is influenced by where they live. According to
the PolicyLink report Reducing Health Disparities Through a Focus on Communities, the social and
economic environment, physical environment, and services found in a neighborhood all affect health
outcomes. PECCDC's work contributes to the health of our community by addressing some of the
neighborhood risk factors that are related to poor health.

Reducing poverty: Living in poverty can lead to higher stress levels and other health-related issues. We
work to increase economic opportunities and access to resources for our community by providing
affordable housing, creating jobs, and offering educational courses in technology and financial literacy.

Improving the physical environment: PECCDC recognizes that access to safe, well-maintained parks and
streetscapes can encourage people to walk and to engage in outdoor recreation. We have helped to
improve outdoor spaces throughout our community by improving streetscapes with trees, art, and
increased cleanliness as well as by partnering with Penn Presbyterian Medical Center, Pennsylvania
Horticultural Society, and residents to improve Saunders Park Greene, our largest neighborhood park.
We also partner with University City District to provide daily cleaning services to Lancaster Avenue, the
neighborhood’s commercial corridor.
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Indoor space is also important to health—affordable, high-quality housing provides residents with homes
free from toxins, basic systems problems, pests, and unsafe designs. PECCDC has made a large
contribution to reducing housing-related health risks by transforming over 100 vacant properties, which in
and of themselves are health risks, into nearly 200 safe and affordable homes.

Increasing public safety: Fear of crime is a great disincentive for outdoor recreation and physical activity.
To reduce these fears in our neighborhood, PECCDC partnered with the University City District to have
their Safety Ambassadors patrol the Lancaster Avenue commercial corridor and helped to institute a local
Town Watch group.

Building community: Whether through neighborhood planning processes or more direct efforts to build the
capacity of local organizations, PECCDC strives to build neighborhood cohesion and to empower
residents. With a civically engaged community, residents have greater leverage for attracting resources
that improve health.

Increasing services: The level of access to a number of services affects health. Beyond the obvious
implications for medical services, having access to fresh foods, recreational facilities, child care centers,
among other things, is very important to maintaining a healthy lifestyle. Through our economic
development activities, PECCDC works to increase the quality and diversity of businesses on our
neighborhood commercial corridor to ensure that everyone can meet their needs with ease. Through our
quality of life activities, we provide access to educational classes in financial literacy, computer skills, as
well as a local childcare center. We also issue a quarterly newsletter which highlights the many
resources available to residents in the area.

PECCDC evaluates the success of our work by tracking the following neighborhood indicators.

e Housing: vacancy rate, property values, household incomes, housing affordability

o Economic Development: commercial vacancy rate, number of new businesses, foot traffic

¢ Quality of Life: number of financial literacy seminar participants who leave with increased
knowledge; number of Digital Inclusion participant who leave with computers, internet connections,
and increased knowledge

PECCDC uses a comprehensive database to track each of the indicators. This database has the ability to
track data and trends, store and analyze survey information, manage work-flow (related to development
and project financing tasks and timelines, and project operations), and produce outcome reports for
management and funders.

PECCDC senior staff meets with our governing board to monitor and track the performance of our
affordable housing developments on a quarterly basis. The PECCDC governing board’s representation
encompasses a range of community stakeholders including residents, businesses, public and private
institutions, and civic organizations. To ensure that our programs proceed according to schedule, senior
staff meets with their subordinates on a weekly basis to assess progress and also provides quarterly
updates to the PECCDC Board.
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PECCDC's Parent Organization People’s Emergency Center

History and Background

PEC helps homeless families through a comprehensive approach and is recognized nationally as a
best practice. The families who turn to us for help achieve stability through our shelter and housing,
as well as on- site counseling, employment, health, parenting and children’s programs. The
immediate impact on our families is three-fold:

e The families we serve have a safe and stable place to live.

e Children have positive out-of-school-time programs that help them learn and keep them out
of trouble.

e Parents learn positive parenting skills and about healthy choices for their families, as well as
participate in family activities that promote genuine attachment and family bonding.

Over the longer term, families as a whole benefit from our holistic case management and on-site
counseling while parents learn how to obtain and maintain employment, manage a budget and
increase their savings in anticipation of moving on to permanent housing. Once in permanent
housing, we continue to offer workshops and services to them, and they are always encouraged to
contact us for help.

People’'s Emergency Center’s (PEC) shelter, social services, transitional housing and permanent
housing in located in West Philadelphia, Pennsylvania. PEC believes in the equality, dignity and
worth of every person. We recognize that homelessness and poverty require wide-ranging,
comprehensive solutions. We work with community members, foundations, government agencies,
and the business community to help ensure that families in need have access to the services,
housing, income assistance, and education necessary for achieving and maintaining independence.
PEC's programs and services form the foundation of our work in pursuing sound public policy.

Most families call PEC for help at the recommendation of a friend or family member. Word-of-mouth
is by far our best method of identifying potential clients; generally, they consider the reference from
someone they know who has first or second hand knowledge of our services to be more valuable
than a referral they may receive from social service or government agencies. Some families are
referred to us through our contracts with city and state elected officials, offices, the police and through
our work with other social service agencies such as Public Health Management Corporation (PHMC),
and Guadenzia. A few families come to us for employment, and later housing, services through our
outreach to other shelter and transitional housing programs in Philadelphia.

Families who turn to PEC for help come with many serious problems. Many have never lived on their
own. A large number are headed by single mothers in their early twenties -- or younger -- with several
young children. These mothers typically read at a sixth grade level or lower and have little or no work
experience. Nearly 60 percent survived childhood sexual abuse and have struggled to cope without
treatment most of their lives. A third are fleeing violent partners. Many have turned to substance
abuse. Their children all too often suffer from hunger and sickness, fall behind in school, and grapple
with emotional problems. Many of these families are trapped in a devastating cycle where they
become homeless again and again. Our commitment is to help them break free from their past and
become strong, productive contributors to society.
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PEC’s case managers are the living link between our families and the complex systems of services
available to homeless and/or low-income parents and their children in the region. Case managers
are assigned to families immediately upon intake and begin working with them right away. They
asses their personal and credit histories, current mental and physical condition, the reasons (usually
multiple) for their homelessness, and income status. Case managers guide them through the
paperwork, phone calls, and appointments involved in accessing services and benefits to which they
are entitled such as state health insurance, TANF, SSlI, child support, and child care subsidies.
Learning how to meet the guidelines for receiving assistance is the first step to learning how to
manage an income and developing a personal budget, which are skills that case managers work on
with the clients well before they achieve employment.

Case managers also link families to services provided by other departments within PEC such as
individual, family, and drug and alcohol counseling, parenting education, children’s programs,
employment training and services, and GED classes. PEC is able to leverage volunteers, tutors for
parents and children, in-kind donations, such as cribs, car seats and strollers, as well as funds to pay
for school uniforms.

Some community groups assist our families through partnerships with PEC that provide on-site
services, such as high-quality child care through Montgomery Early Learning Center, health
screenings and education through Children’s Hospital of Philadelphia and nurse-managed health
services through PHMC. PEC recruits hundreds of volunteers each year to assist with recreation for
children, facilitating workshops, tutoring, and field trip chaperones. We enhance the link between our
agency and the community at large and advance knowledge about homeless families by seeking out
volunteers, arranging in-kind donations drives, and speaking to corporate, academic, professional
and social groups.

PEC covers the cost of families’ travel to access community supports that are not available on-site

such as out-patient mental health and substance abuse treatment, court hearings, housing interviews,
and face-to-face appointments with TANF workers, among others.
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PROJECT H.O.M.E.

Renee Webb Murdock
Vice-President of Neighborhood Operations
Project H.O.M.E.

INTRODUCTION — HISTORY AND MISSION OF PROJECT H.O.M.E.

The mission of the Project H.O.M.E. community is to empower adults, children, and families to break the
cycle of homelessness and poverty, to alleviate the underlying causes of poverty, and to enable all of us
to attain our fullest potential as individuals and as members of the broader society.

Since its beginning in 1988, Project H.O.M.E. has been a leader in providing comprehensive and effective
services to persons who experience chronic homelessness. With innovation, leadership, and an
unyielding commitment to the dignity of each person, we have developed nationally recognized programs
that have proven that homelessness can be solved. We have also been a leader in Philadelphia in
responding to the root causes of homelessness by helping to rebuild low-income neighborhoods and by
engaging in political advocacy to bring about positive public policies for low-income and homeless
persons.

For its first several years, Project H.O.M.E.’s work was focused on providing housing and services for
chronically homeless men and women. However, Project H.O.M.E. has always sought to reach out to the
surrounding neighborhoods. We opened our first Seeds of Hope after school program in 1991 in the
Diamond Street neighborhood. A second Seeds of Hope program opened at 1515 Fairmount in 1992. In
1995, Project H.O.M.E. began formal participation in the Philadelphia Plan which, with the corporate
investment of Crown, Cork & Seal, enabled us to begin comprehensive community development in the
neighborhoods around our St. Elizabeth's and Diamond Street residences. Since those beginnings,
Project H.O.M.E. has worked in conjunction with neighbors on development of affordable home-
ownership for low-income families, economic development, educational, health, and recreational
programs for children and adults, and neighborhood beautification efforts.

PROJECT H.O.M.E."S NEIGHBORHOOD REVITALIZATION EFFORTS

Project H.O.M.E. understands the connection between vulnerable neighborhoods and homelessness,
which is why we are committed to strengthening the communities where we live and work.

Our community and economic development efforts are focused in the North Central Philadelphia
community known as the “St. Elizabeth’s/Diamond St” neighborhood and the Ridge Avenue Commercial
Corridor. Boundaries are Susquehanna Avenue on the North; Ridge Avenue on the South; 22nd St. on
the East; and 29th St. on the West. (See neighborhood map in Appendix A.)

Since 1995, Project H.O.M.E. has partnered with neighborhood residents, corporations, foundations,
government, faith-based organizations and others to revitalize this neighborhood. Initially Project
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H.O.M.E. came to this neighborhood to develop housing for people who experienced homelessness. The
first residence was the conversion of an abandoned convent into recovery housing for men living on the
street who wanted to begin their recovery. It was at this point that we began to work with neighbors and
block captains to secure their support for this development. Through our dialogue with neighbors, we
soon recognized the need to address the same issues of housing, education, health care, and
employment for the low-income families living in this neighborhood. So in addition to the initial recovery
housing, Project H.O.M.E. has developed approximately 100 units of supported housing in the
neighborhood — transforming abandoned and deteriorated houses and lots into safe, decent, and
affordable housing. The community then wanted affordable homeownership units for people living in the
neighborhood. This was the beginning of a transformational relationship between the community and
Project H.O.M.E. to revitalize this area.

All our neighborhood programs are funded through board-based support of both the public and private
sectors. Overall, about 35 percent of funding comes through public sources including federal, state and
local dollars; the rest comes from many individuals, foundations, and corporations. In this neighborhood,
we have leadership gifts from individuals like Jon Bon Jovi, the Honickmans, the Roberts, and Rena
Rowan. Corporation support has come from Crown, Cork & Seal, Comcast, PNC Bank, and the Sisters of
Mercy. Foundations like Connelly, Pew, Independence, and many others have also provided support.

Our neighborhood services are conducted out of the St. Elizabeth’'s Community Center and the
Honickman Learning Center Comcast Technology Labs, both cornerstone facilities in the neighborhood.

The following is a summary of our neighborhood programs and services:

Affordable Homeownership Program

The AH Program is key to the revitalization of this community. To date, Project H.O.M.E. has renovated
43 units that were formerly abandoned and deteriorated. Some of our blocks, which previously had more
than 50 percent vacancy, are now fully occupied.

» It helps reduce blight by renovating vacant properties into new high-quality homes for first-time
homebuyers.

* It stimulates economic and community development activities in the neighborhood.

» The Homebuyers Program is tailored to meet the needs of financially-ready first-time low- to
moderate-income homebuyers.

 The AH Program recently completed construction on 15 houses in the 1800 and 1900 blocks of 23rd
Street, bringing our total to 43 houses renovated and sold.

» Pre-development has started on our next phase of Affordable Housing.

Block Preservation and Place Making Projects

Community development projects complement existing development areas or foster future growth.
Examples include:

» Fagade improvements to existing homes in the 1900 block of N. Judson Street.

» Parking lot development for the Honickman Learning Center and Comcast Technology Labs.

In all, we have renovated nine blocks in the neighborhood.
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Health Care

Project H.O.M.E. is committed to addressing the health and wellness needs of our community.

Project H.O.M.E. has a health clinic at the St Elizabeth’s Community Center where our staff nurse, in
partnership with doctors from Jefferson Hospital and local nursing students, works to address urban
health concerns.

Our staff nurse also consults with Program and Case Managers at Project H.O.M.E. residences on
the healthcare needs of our residents.

Healthcare services are offered regardless of insurance.
Healthcare services include:
0 Physical exams
Sick visits
Women'’s health care
Assistance obtaining health insurance

Referrals to specialists

O O O O o©o

Health education and workshops on various issues including asthma, diabetes,
depression, obesity, hypertension and substance abuse.

Our nurse also participates in community health initiatives like health fairs and workshops.

Economic Development

Project H.O.M.E.’s economic development efforts in the neighborhood include the following:

Collaborating with local business owners, police and neighborhood residents to implement a
stabilization plan for the Ridge Avenue Commercial Corridor.

Providing leadership to the Cecil B. Moore/Ridge Avenue Business Association (CRABA); currently
has 38 active members.

Offering technical assistance services to local businesses, along with:
0 Marketing and Business Development Workshops
o0 Community Safety Programs
0 Arts and Culture Events.

Enhancing the Ridge Avenue Commercial Corridor by a “Ridge On the Rise” mosaic wall and
banners to signify community pride and hope for the future.

Pending: Ridge Avenue Commercial Corridor Lighting and Sidewalk Improvement Project.

Honickman Learning Center and Comcast Technology Labs

The Learning Center opened its doors in January 2004. Located on the 1900 block of N. Judson Street,
the Center's programs focus on the integration of technology with art, education, and enterprise.
Programs are tailored to help the residents of the community (children, youth, adults, and families) move
towards greater prosperity by increasing their educational and employment opportunities through
comprehensive technology & literacy instruction.
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Programs and services include:

» After school programs that focus on improving core academic skills

e Technology/computer classes for children in K-6th grades

e Technology/computer classes that integrate arts & education into curriculum for 7th- 12th grade teens
e College & employment preparation, & entrepreneurial opportunities for youth

e Adult education & workforce development program offering G.E.D. classes, individual tutoring ,
introductory computer through advanced technology classes, job skills & workforce development
workshops & training, career-track programs, & support services

Recent program developments and partnerships include:

e Community Partnership School opened September 2006 in partnership with Germantown Academy;
currently preschool through third grade with plans to expand to fifth grade; full day school opportunity
for neighborhood children

e Cross Bridge Scholars Program - developed in partnership with Episcopal Academy

» The GrandFamily Resource Center - developed in partnership with the Supportive Older Women'’s
Network

» Comcast Customer Service Training - developed in partnership with Comcast and the Urban League
e CDL Commercial Truck Driver Training - developed in partnership with Smith Solomon
» Gwynedd Mercy College Reading Program for K-12-grade youth

» John and Sheila Connor Youth Employment Program

Anti-Violence Initiatives

Since the beginning of our community development efforts in the St. Elizabeth’s/Diamond Street
neighborhoods, Project H.O.M.E. has recognized that issues of crime and violence must be part of any
community strategy. For several years we have worked with neighbors and business leaders to identify
and act on a range of public safety measures. As urban violence has intensified in Philadelphia in the
past few years, we have decided to take a more pro-active plan to address the crisis

We believe that the incidents of violence in our neighborhood and in our city are symptoms of a larger
context of poverty, which is nothing short of structural violence. The ultimate answer to violence requires
a broad and comprehensive approach, which includes developing educational and employment
opportunities for young people that give them a real future. It includes building up a healthy community
and healthy families. It includes dealing with the psychological trauma that many young people
experience as they live in social situations of despair and desperation.
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Our comprehensive community development efforts in our target community represent a broad response
to violence. Our programs are designed to empower community residents with access to housing, health
care, education, and employment. We are specifically working strategically so that many of our current
programs will meet the needs of young persons who are potential perpetrators or victims of violent crime.
In addition, we are strategizing on expansion of certain programs or development of new programs that
can effectively create alternatives to violence for members of our community or enhance security in our
neighborhood. These efforts include:

* The various education and employment programs
» Counseling and Support for Community Residents
e Community Security Strategies

e Community Relations With Police

e Partnerships with Other Community-Based Organizations

IDENTIFYING FAMILIES FOR SERVICE

Project H.O.M.E. takes a two-pronged approach to identifying families to whom we provide service: The
families who come to live in our Rowan Homes come from the shelters or transitional housing for
homeless families, and they are committed to recovery, education, and employment. The families in the
neighborhood come from the geographical targeted area for our neighborhood revitalization work; they
come to Project H.O.M.E. for a variety of reasons, including housing, education (either adult learning or
after-school programs for their children), health care, and employment.

PROVIDING LINKAGES TO COMMUNITY SUPPORTS

Project H.O.M.E. works in partnership with neighbors on all aspects on our neighborhood revitalization
effort. Community organizing is a critical element in ensuring that our work is fully rooted in and
responsive to the lives of neighbors. Our staff community organizers:

* Work in cooperation with local Block Captains and civic associations to promote leadership and
improve access to community based programs and services.

»  Work with local residents to support community activities, offer technical assistance regarding
neighborhood concerns and sponsor leadership workshops for youth and adults

» Circulate information about programs offered at the Honickman Learning Center and Comcast
Technology Labs throughout the neighborhood

*  Other community activities include Emergency Food Bank; Block Clean-ups; Community Annual Day;
Leadership of a Nationally Ranked Drill Team for Youth (The North Philly Footstompers).

MAKING A DIFFERENCE IN THE LIVES OF NEIGHBORS

We see positive outcomes in many aspects of life in our target neighborhood. In terms of property
values, we sold our first house in 1996 for $25,000, which was the maximum mortgage offered by a bank.
This year, equivalent units sold for $75,000 to $85,000. Similarly, an economic study released earlier this
year indicated that neighborhoods in which Project H.O.M.E. is located (including our community
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development area) experienced a higher appreciation of property values than the average for the City of
Philadelphia. In all, the target neighborhood has experienced approximately $40 million of equity, which
testifies to a significant degree of economic stability.

In terms of education, many of the young people who have been participating in our After School
programs are finishing high school and attending college. A teen-produced community newspaper has
provided neighborhood youth with journalism and business skills, as well as a vehicle for their creative
expression and perspectives on life in their community. Teachers in our K-6 and Teen programs indicate
that many of the students are demonstrating better performance in school.

Participation in adult learning classes at the Learning Center has steadily increased since 2004. More
neighbors are attending health classes at the Community Center and demonstrating concern for and
awareness of health issues — as further evidenced in the extensive community participation in the
outreach process for the Wellness Center.

Community activities such as Annual Day in August, job fairs, voter mobilizations, block captain meetings
have all experienced increased participation. The Ridge Avenue business association has been
revitalized, as indicated by increased membership and participation in meetings and activities. Dozens of
young people have participated in Safe Nights and other activities dealing with issues of violence.

In general, many neighbors exude a greater sense of pride and community than in years past.

Recent Specific Outcomes

Health

- Provided 125 workshops/classes/health screenings for a total of 1,396 participants to Project H.O.M.E.
residents and neighbors; workshops included: weekly line dancing, smoking cessation, health
education, first aid, universal precautions & stress management.

Provided blood pressure screening/monitoring to 260 people and 85 people received flu vaccines.

Clinic visits: 533 (duplicated number); Consulted with 315 residents and staff during non-clinic visits;
provided referrals for 113 residents and neighbors connecting them to services needed outside of
Project H.O.M.E.

- Participated in Health Fair in collaboration with the Ridge Avenue and Cecil B Moore Business
Association.

- Hosted a Women'’s Health Conference in collaboration with Drexel University’s Women'’s Health
Initiative.

Housing & Community Development:

e To-date 43 houses renovated & sold to first time homebuyers; the last 15 created 100% occupancy in
that block

» Facade improvements to 5 existing homes restored them to their original historic beauty

Honickman Learning Center and Comcast Technology Labs

- Served 1,261 Project H.O.M.E. residents, neighbors, and staff through adult classes, activities, and
support services.
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- Increased number of individuals served by the Benefit Bank by 68 percent: 96 clients served resulting
in $169,138 in benefits.

« Continued growth of the Annual Career Fair: 25 employers and 360 participants.

- Exceeded goal for literacy and technology gains for K-6 students: 87% improved their reading
proficiency and 92 percent achieved grade level technology competencies.

« The Adult Learning and Workforce Development Program recognized 159 graduates of its 2007/2008
classes.

GROWING FOCUS ON HEALTH: A NEIGHBORHOOD WELLNESS CENTER

Health is seen in broad terms today whether we are talking about an individual's health, the health of a
community or societal health. It is looked upon in a more holistic venue: it combines physical,
psychological, and spiritual (what does one believe, where does one live, how does one live, what does
one eat, how does one feel, is there a support system). Health also takes into consideration what the
environment is like: Are their grocery stores nearby? Can one get fresh fruits and vegetables? Does one
feel safe where they live, can children play outdoors? Can the elderly walk to the store, to church or to
their doctor’s office without fear?

In today’s world there is an alarming concern with the health of our communities: increased rates of
obesity, diabetes, asthma, and heart disease. Government, state and private insurers are trying to
address these issues through various ways: looking at who is using the emergency rooms; promoting
disease management programs for chronic illnesses; providing incentives for people to participate in
exercise and disease management programs; providing grants to address certain health issues with the
uninsured (mammograms and pap tests for women who are uninsured). And although chronic illnesses
can affect anyone regardless of race, ethnicity, age, economic or social status, research has shown that
health disparities exist for those who live in poverty. The “poor” are usually found in inner cities or in
underserved rural areas. Housing programs are usually built for low income populations, people who are
homeless, people with AIDS or mental iliness, and low income elderly. And they are usually found in low-
income areas where an increased number of health disparities are present.

Alarming incidences of violence, drug use, lack of education, lack of employment are also found in
housing programs and inner cities which affect the overall health of a community. If a goal is to have
healthy communities, then these health and quality-of-life issues must be addressed not only in
neighborhoods but in housing programs as well.

That is the goal of the proposed Wellness Center for our North Central Philadelphia community. We
believe there is a significant need to link access to primary healthcare, physical activity and health
education in order to positively impact the overall health of the community. We also believe that it is
necessary to address the incidence of violence and trauma in the community to create a healthy living
environment. We envision the Wellness Center as the link that will tie the various needs together for a
more holistic approach to health and wellness.

Throughout the spring of 2008, Project H.O.M.E. partnered with Thomas Jefferson University Hospital to

conduct a community needs assessment and to gather community input on the proposed Wellness
Center. Through meeting with key community groups and stakeholders as well as focus groups and
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surveys, we obtained significant community feedback, which was then presented back to neighbors.
Ninety-six percent of neighbors thought that there should be a Wellness Center located in North Central
Philadelphia; 92 percent stated they would use a Wellness Center.

The community told us that it is not simply about going to see the doctor and taking medication, but
rather, finding an accessible avenue for increasing autonomy and meaningful social participation. For the
Wellness Center to be effective it must:

e Foster connectivity (among people and others services available in the community)

e Build social capital

e Be distinctive in its services

e Begin to change the environment

e Establish the framework to “break the mold.”

The Wellness Center will provide the community with the opportunity and the tools to take charge of their
own health and wellness by increasing access to quality healthcare, wellness and fitness programs. The

Center will provide senior citizens, adults, families and youth with culturally relevant programs in a safe,
inviting location.

The Wellness Center is being designed to:

* Provide primary medical care to people living in the 19121, 19132 & 19130 zip codes who have
chronic illnesses including diabetes, asthma, hypertension, obesity, and those with post-trauma
conditions.

» Develop a fitness/recreational center to include physical therapy services.

« Offer health education programs targeting specific illnesses as well as classes geared towards
maintaining health and quality of life.

e Provide a variety of counseling services, including behavioral health, consultation and educational
services such as individual, couple, child, group or family therapy.

» Develop anti-violence initiatives, including specialized programs and strategic partnerships to help the
community to address and reduce incidents of violence, to provide tools for coping with violence, and
create a sense of safety and security among neighbors.

NEEDS OF FAMILIES AND RESIDENTS IN OUR NEIGHBORHOOD

Residents of North Central Philadelphia continue to struggle economically. Roughly 40 percent are below
the federal poverty level, and at least 20 percent unemployed. These neighborhoods have a high
proportion of young, severely poor female heads of household.

A variety of studies have pointed to a wide range of health issues affecting residents of North Central
Philadelphia, including elevated lead levels in children, disabilities, high blood pressure, stroke, obesity,
arthritis, allergies, and asthma. A high proportion of residents engage in harmful behaviors, such as
smoking, overeating and poor nutrition, and risky sexual behaviors. Rates of domestic violence and child
abuse are also high.

Page 56 of 84



Education is a serious problem, and intricately linked to being stuck in poverty. Drop-out rates, while
slightly improving, are still unacceptably high: Over half of public school students in these neighborhoods
drop out before finishing high school.

Violence and public safety continue to be urgent issues for community residents, particularly gun
violence. The city-wide homicide rate saw dramatic increases in recent years, and though the numbers
are starting to level, our immediate neighborhoods still experienced higher numbers in 2006 and 2007.
Much of the violence is rooted in drug activity and affects young people who, as mentioned above, have
not benefited from educational advancement.

These are the very areas Project H.O.M.E. is working to address through our programs and services:
affordable housing to create family and neighborhood stability; education opportunities and employment
support to enhance residents’ abilities to gain adequate income for economic stability; access to
comprehensive health care; anti-violence programs and efforts; and general community organizing to
nurture neighborhood pride, empowerment, and cohesiveness.

SUMMARY: KEYS TO SUCCESS

There are two important keys to Project H.O.M.E.’s success in our community work in this lower North
Central Philadelphia area. The first is our comprehensive strategy that seeks to develop integrated
services and programs. Recognizing that families in the community have a variety of needs — housing,
income support, education, health care — our plan provides all of those. We also seek to ensure that
whenever a community resident accesses one aspect of our service, they have opportunities to
participate in others as well. For instance, residents who benefit from our housing programs also send
their children to our after school programs, or make use of our health clinic. People who come into our
health clinic are exposed to adult learning and job-training opportunities. In general, through our
community organizing work, neighborhood residents become aware of the range of services and
programs, and often participate in many of them — helping to make progress in their various areas of
needs.

The second and related point is that, from the beginning, it has been the residents of this neighborhood
that have taken leadership in identifying needs and envisioning solutions. While this community struggles
with the many needs identified above, residents have consistently demonstrated a remarkable resilience
and a commitment to working together to achieve goals. All aspects of our strategy and our integrated
program grow out of the wisdom and experience of neighborhood leaders and a wide range of residents.
Our use of staff community organizers, as well as informal relations with neighbors, has enabled us to
concretely channel neighborhood wisdom and experience into our ongoing programming and overall
vision for this community.
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THE MEDICAL LEGAL PARTNERSHIP FOR CHILDREN

The Medical Legal Partnership for Children

B. ZUCKERMAN MD, M. SANDEL MD, E. LAwWTON JD

THE BEST VACCINE IS HEALTHY, AFFORDABLE HOUSING:

LEGAL INTERVENTION TO IMPROVE CHILDREN’'S HEALTH

OCTOBER 2, 2008

Not every illness has a biological remedy. A family forced to choose between food and heat in
the winter months cannot be treated with a prescription or a vaccination. Similarly, a child with
asthma will never breathe symptom free — no matter how much medication is administered — if

he or she returns from the doctor’s office to mold-infested housing, as thousands do.29

All over the U.S., health care providers who

Fig.1
take care of low-income families are turning
to a new specialist to help keep families -
Biological
healthy and safe: lawyers who practice
_ Childhood
poverty law (Fig. 1). lliness

Medical-legal partnerships integrate lawyers

in a health setting to help patients navigate

the complex legal systems that often hold

solutions to many social determinants of

health — income supports for food insecure
families, utility shut-off protection during cold winter months, and mold removal from the home of
asthmatic children.

29 Zuckerman B, Sandel M, Smith L, Lawton E. Why Pediatricians Need Lawyers to Keep Children Healthy.
Pediatrics. 2004; 114 (1):224-228.
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Medical-Legal Partnership for Children ( MLPC)
MLPC was founded in 1993 at Boston Medical Center's Department of Pediatrics. Created to

address the frustration that front-line healthcare providers experience in trying to keep vulnerable

children and families healthy, Fig.2

MLPC draws on the strength of Poverty

the legal profession to ensure l \

that children and families basic

Stress
I
. . Unmet needs
needs — food, housing, safety N:|ghborhood 1 Material \
*Air .
and access to health and “Water V Food
. : *Soil T Y Money HPA ANS
educational services — are met . V Access Gene experience
-E.abrks' . V¥ Housing
and the stress associated with toraries 2. Caregiving
o o *Violence . Emotional
material instability is reduced . Learning
. . *Brain
(Fig. 2). While health care l smmune
cv
. . «cV
settings have long relied on //

integration of mental health

. Poor Health in Childhood and Adulthood
services to help people cope

with stress, medical-legal

partnership interventions can actually alleviate stress.30

Using a three-prong model of direct service, training, and systemic advocacy, front-line health
care staff are taught to identify, screen and triage unmet basic needs, working closely with legal
aid and pro bono lawyers to assist families and, ultimately, reduce the health disparities caused
by the social determinants of health both in non-chronically ill and chronically ill children. In most
cases, laws governing access to safety net programs and resources are designed to protect
vulnerable populations, but individuals need help to successfully assert their legal rights, as
doing so requires navigating complex systems and procedures. Most cannot successfully
challenge the unlawful actions of a landlord, a government agency, or a school system on their

own, and therefore many unlawful — and unhealthy — situations persist.

In 2006, MLPC was awarded funding from Kellogg and Robert Wood Johnson Foundations to
support a National Center, to promote the growth of the medical-legal partnership model, provide

technical assistance and disseminate best practices among the emerging programs. There are

30 Forthcoming stress measures study from the Tucson Family Advocacy Program in Tucson, AZ
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now active medical-legal partnerships in over 120 hospital and health centers, including a
number of programs serving vulnerable adults. Joint academic courses focused on medical-
legal partnership involving law and medical school students and faculty are also on the rise. The
American Bar Association, the American Academy of Pediatrics and the American Academy of
Family Practitioners have all passed resolutions in support of medical-legal partnership. MLPC
has won a number of national awards including the NOVA Award from the American Hospital

Association and the Robert F. Kennedy Embracing the Legacy Award.

Housing Is the Perfect Example of Why Medical-Legal Partnerships are Good Medicine
The role of housing to health is evident to pediatricians caring for low income children. New
research recognizes housing as the foundation to excellent child health: getting patients better
housing is often the best medical intervention available. Medical-legal partnership interventions
and preventive law strategies can effectively and efficiently address three, related housing
issues that plague low-income children and families:

1. Safety

Domestic violence is known to be more prevalent in low-income families. It has been well
documented that witnessing violence changes child health outcomes31 and has secondary
effects on creating depressed mothers. These problems have been shown to create mental
health problems in children and impact children’s ability to learn.32

2. Quality

Low-income families often live in substandard conditions with infestations of cockroaches, mice
or mold. These infestations can threaten children’s health. For instance, asthmatic children who
are allergic to cockroaches and exposed to them at home are three more times likely to be
hospitalized for asthma.33 New data suggests that exposure to cockroaches in early life may
cause immune system changes that can lead to the development of wheezing and asthma.34

Young low-income children often live in other substandard conditions such as older homes with

31 Groves B, Zuckerman B, Marans S, Cohen D. Silent victims: children who witness violence. Journal of
the American Medical Association. 1993; 269: 262-264.

32 Silverstein M, Augustyn M, Cabral H, Zuckerman B. Maternal Depression and Violence Exposure:
Double Jeopardy for Child School Functioning. Pediatrics. Sep 2006; 118: e792-e800.

33 Rosenstrich D, et. al. The Role of Cockroach Allergy and Exposure to Cockroach Allergen in Causing Morbidity

among Inner-City Children with Asthma. May 1997: 336(19): 1356-1363.

34 Finn P, et. al. Children at risk for asthma: Home allergen levels, lymphocyte proliferation, and wheeze.
The Journal of Allergy and Clinical Immunology. May 2000; 105 (5): 933-942.
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leaded paint, which is well known to affect development and, by recent estimates, can lead to
billions of dollars in education and other costs.35

3. Affordability

Low-income families who have difficulty affording rent often double up with other families. This
can result in crowding or frequently moving from one place to another. We know children who
stay in the same home and do not move frequently have better child development outcomes and
do better in school.36 Crowding in the home contributes to increased infections, reports of
chronic stress and increased biologic markers of stress, which is known to affect the immune
system, cardiovascular system and, at high levels, learning and memory. Chronic stress is also
linked to domestic violence and child abuse. This is likely when housing related issues such as
affordability, overcrowding, and quality contributes to domestic violence, which harms mothers

and the children who witness it.

Why a Safe Decent Affordable Home can be a Vaccine- It Keeps Kids Healthy

Though it is easy to focus on all the evidence linking substandard or unaffordable housing and
poor health, it is important to examine the inverse. If a child has a safe, decent, affordable
home, it’s like a vaccine. It literally prevents disease. A safe home can prevent mental
health problems and promote better learning. A decent home may prevent asthma or lead

poisoning. An affordable home can prevent stunted growth and unnecessary hospitalizations.

Why Doctors and Lawyers Are Working Together to Prescribe Healthy Homes

In the U.S., social workers and case managers were added to health care teams 30-40 years
ago to address some of the social factors affecting patients’ health and well-being. Today, they
continue to fill a vital role on the health care team. However, social workers are not trained in
the law, and so do not have the power or authority to successfully address legal violations on
behalf of patients in most contexts. Recent national and state legal needs studies reveal that
low-income people in the U.S. typically have at least three unmet legal needs37 which can be

defined as “any set of circumstances involving rights and responsibilities recognized by law a

35 Landrigran P, et. al. Environmental Pollutants and Disease in American Children: Estimates of
Morbidity, Mortality, and Costs for Lead Poisoning, Asthma, Cancer, and Developmental Disabilities.
Environmental Health Perspectives. July 2002; 110(7): 721-728.

36 Zima B, Wells K, Freeman H. Emotional and behavioral problems and severe academic delays
among sheltered homeless children in Los Angeles County. American Journal of Public Health. Feb
1994; 84: 260-264.

37 Housman, A. The Future of Civil Legal Aid in the United States. Center for Law and Social Policy.
Washington, DC: November 2005.
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regulation or something for which the household might have appropriately consulted a lawyer or

otherwise sought relief from the civil justice system”.38

Lawyers’ expertise in navigating decision-making systems, asserting different types of legal
authority, and advocating persuasively and effectively complements physicians’ clinical skills. In
medical-legal partnerships across the country, lawyers use their skills to train doctors how to
write effective letters for their patients requesting basic services like a housing inspections or
food stamps (Fig. 3). When such requests are denied, lawyers have the tools to address the

denial.

Fig.3 Sample Advocacy Letter
Dear Landlord:

| am writing to request that you fix the leaky radiator pipes in Jane’s apartment.
Jane is my patient and lives at 123 Moldy Way. Jane has moderate persistent asthma and is
allergic to molds. A Board of Health inspection found mold in the bedroom. The inspector
found that the leaky pipes caused the mold. Jane’s asthma is worsened by her allergy to
mold. Mold can cause a restriction of her airways which can lead to hospitalization or death.
The local Board of Health requires that all leased housing be free of chronic dampness. This
apartment is not free of chronic dampness. According to Jane’s mother, the radiators leak
constantly and the walls are covered with mold.

The mold in the apartment therefore violates the law against chronic dampness in
addition to significantly worsening Jane’s health. | request that you immediately remedy this
problem by fixing the leaky radiators. Please contact me at (617) 555-2793 if you have any
questions. Thank you for your time and consideration.

Sincerely,
Dr. Jane Pediatrician
CC: Family
Medical Record
Lawyer

Bringing skilled legal assistance to the health care arena and delivering such services in formal
partnership with clinicians has a number of key advantages. For many vulnerable patients,
accessing stand-alone legal services offices can be a practical challenge due to the confluence
of transportation, eligibility criteria, not identifying a problem as having legal consequences, and
other related restrictions that typically accompany low-income and poor families and individuals.

Co-locating of these complementary resources significantly enhances patients’ access to legal

38 The Washington State Civil Needs Study. Task Force on Civil Equal Justice Funding and Washington
State Supreme Court. September 2003.
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services. Even more importantly, this strategy increases the likelihood that patients will receive
the help they need before a deprivation of basic needs leads to a crisis, such as domestic

violence, child abuse, failure to thrive, homelessness, or loss of health coverage.

Lawyers: On The Frontlines Creating Healthy Housing
Whitney was a 9 month old infant whose family was homeless because they could not afford
rent. Whitney was already falling off the growth chart during her pediatric visits; over the next 3
months, she gained less than a pound and had to be hospitalized. She ended up transferred to
a rehabilitation hospital because she was diagnosed with an underlying swallowing problem.
She stayed in the hospital over a month, at significant cost to her health insurer, but gained a
significant amount of weight.
Upon her release into a shelter with her family, however, she began to lose weight again.
Whitney’s health didn’t stabilize until lawyers at the medical-legal partnership worked with the
family to secure an affordable home in a local housing development. Once in her new home,
Whitney began to gain weight, her developmental delays improved and she began to thrive. She
is now 4 years old and reading. Despite the wonderful high quality, intensive medical
interventions available, in the end, the best medical intervention was a safe, decent, affordable
home.

Preventative Medicine, Preventative Law

Like preventative medicine, new generations of poverty lawyers are practicing a form of
preventive law which allows for the identification of legal needs before they turn into legal — and
health — emergencies. Inviting lawyers to join in the delivery of health care expands the lens
through which physicians view their patients, and the universe of their patients’ needs — thus
encouraging a “culture of advocacy” within the health care setting.

One example of innovation and advocacy growing out of medical-legal partnership at BMC is a
system innovation called Breathe Easy At Home. Breathe Easy At Home is an example of

upstream advocacy and innovation.39 It is collaboration between the City of Boston’s

39 Sandel, M. Safe, Decent Home -- Just What the Doctor Ordered. Real Estate Connection. Second
Quarter 2008; 12-13.
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Resolutions in Support of Medical-Legal Partnership

American Bar Association (ABA)
August 2007

RESOLVED, That the American Bar Association encourages lawyers, law firms,
legal services agencies, law schools and bar associations to develop medical-
legal partnerships with hospitals, community-based health care providers, and
social service organizations to help identify and resolve diverse legal issues that
affect patients’ health and well-being.

The resolution was proposed by the Health and Law Section and was co-sponsored by the Standing Committee on
Legal Aid and Indigent Defendants, Commission on Domestic Violence, Special Committee on Bioethics and the
Law, and the Section of Individual Rights and Responsibilities.

American Academy of Pediatrics (AAP)
December 2007

RESOLVED, that the Academy encourage closer and more frequent
collaboration between legal service and medical professionals, and be it further

RESOLVED, that the Academy promote “medical-legal partnerships,” in which
lawyers work with members to identify and resolve legal issues affecting the
health and well being of children.

The resolution has been submitted to the AAP Board of Directors for implementation.

American Academy of Family Physicians (AAFP)
Pending September 2008

RESOLVED, that the American Academy of Family Physicians educate members
about Medical-Legal Partnerships, in which lawyers work with members to
identify and resolve legal issues affecting the health and well being of the
patients of family physicians.

The resolution will be submitted to the AAFP Congress of Delegates in September 2008. The resolution is based on
the resolution passed unanimously by the Arizona Academy of Family Physicians in April 2008.
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Additional Medical-Legal Partnership Articles

2008

Allies not Adversaries: Teaching Collaboration to the Next Generation of Doctors and Lawyers to Address
Social Inequality. Journal of Health Care Law and Policy, 11(2). Summer 2008. Elizabeth Tobin-Tyler,
Esq.

Development of a Brief Questionnaire to Identify Families in Need of Legal Advocacy to Improve Child
Health. Ambulatory Pediatrics: 8(4). July-August 2008. David Keller, MD; Nathan Jones, MD; Judith A.
Savageau, MPH; Suzanne B. Cashman, ScD.

Disparities in Health, Disparities in Law: The Global Potential of Individual Advocacy. Ellen Lawton, Robyn
Riseberg, Gavriela Bogin-Farber, Rachael Knight, Jonathan Cohen and Lauren Smith. Health Capital and
Sustainable Socioeconomic Development. New York: CRC Press, 2008. 419-439. Ed. Patricia A.
Cholewka and Mitra M. Motlagh.

Energy Clinic: A Toolbox for Helping Families Heat AND Eat. Medical-Legal Partnership for Children. Boston:
February 2008. Bianca Pullen, Emerson Hunger Fellow.

Food Stamps and Immigrant Families: How Health Care Workers Can Promote Child Health. Medical-Legal
Partnership for Children. Boston: February 2008. David Kane, Emerson Hunger Fellow.

Health Care Recovery Dollars: A Sustainable Strategy for Medical-Legal Partnerships? Medical-Legal
Partnership for Children. Boston: March 2008. Rachael Knight, Esq.

Healthy Homes for Healthy Families Project for Children. Metropolitan Corporate Counsel. August 2008; 1,47,55.

Improving the Health of Children with Medical-Legal Partnerships. Views from the Field, Grantmakers in Health.
January 28, 2008. Al Yee, MD, MPH.

Introductory Frequently Asked Questions Regarding HIPAA, Privilege and Confidentiality in the Medical-
Legal Partnership Model. McDermott, Will & Emery, LLP and the Medical-Legal Partnership for Children.
Boston: March 2008.

Practicing Preventative Law: A Day in the Life of a Medical-Legal Partnership Attorney. ABA Child Health Law
Practice: 27(1), 14-16. March 2008. Lisa Pilnik.

2007

Asthma Crisis in Low-Income Communities of Color: Using the Law as a Tool for Promoting Public Health,
The. New York University Review of Law and Social Change. 2007. Das, A.

Economic Impact of Substandard Housing Conditions Among North Carolina Children, The. Chenoweth &
Associates, Inc. May 2007. Chenoweth, D., PhD.
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Families’ Health Related Social Problems and Missed Referral Opportunities. Pediatrics. 2007; 119; e1332-
el341. Fleegler, E., et. al.

Food Stamps as Medicine: A New Perspective on Child Health. Children’s Sentinel Nutrition Assessment
Program. Boston: February 2007.

From Principle to Practice: moving from human rights to legal rights to ensure child health. Arch Dis Child
2007, 91; 100-101. Zuckerman B, Lawton E, Morton S.

Lawyers and Doctors Working Together: A Formidable Team. The Health Lawyer. October 2007; 20 (1): 33-36.
Randye Retkin, Esq., Julie Brandfield, Esq., Ellen Lawton, Esq., Barry Zuckerman, MD, Deanna
DeFrancesco.

Legal Services Should Be a Component of Standard Cancer Care. Oncology News International. March 2007;
16 (3). CancerNetwork.com.

Medical-Legal Partnerships: From Surgery to Prevention? Management Information Exchange Journal. Spring
2007; 1-7. Lawton, E.

Partnering Providers and Advocates for Child Wellness and Family Stability. Clinician Quarterly. Fall 2007,
11(4): 4-5. Anne E. Gillespie, JD and Betsy Groves, LICSW.

Revisiting the Social History for Child Health. Pediatrics. September 2007; 120: e734-e738. Kenyon, C., Sandel
M., Silverstein M., Shakir A. and Zuckerman B.

The Nurse’s Duty to Report Child Abuse Versus the Attorney’s Duty of Confidentiality: The Nurse Attorney’s
Dilemma. Journal of Nursing Law, 11(1). 2007. Kathleen M. Kearney, RN, MSN, JD.

2006
Analysis: An asthma patient’s best friend? United Press International. October 25, 2006. upi.com. Susman, E.

Attorney As the Newest Member of the Cancer Treatment Team, The. Journal of Clinical Oncology. 2006; 13:
2123-2126._ Fleishman SB, Retkin R, Brandfield J, and Braun V.

Rx for Tenants. Shelterforce. Fall 2006:28. Holtzman D.

2005
Advocacy is Not a Specialty. Archives of Pediatric and Adolescent Medicine. 2005; 159:892. Bergman AB.
Immigration 101 for the Pediatric Practice. Contemporary Pediatrics. 2005; 4:34-46. Morton S & Sandel M.

It Takes Lawyers to Deliver Health Care. American Journal of Public Health. 2005; 95: 245 - 249. Northridge ME.
Lawyers and Doctors Partner for Healthy Housing. Clearinghouse Review Journal of Poverty Law and Policy.

2005; 3. Cherayil M, Oliveira D, Sandel M & Tohn E.

2003
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Inspectional Services Department (ISD), Boston Public Health Commission and the medical
community. Led by Boston Medical Center, it allows doctors to alert ISD when health symptoms
suggest that a housing code violation may be putting a child at risk. Once ISD receives a Web-
based referral, an inspection follows, giving the inspector the opportunity to look for code
violations. Many of these violations are also asthma triggers — mold, roach/rodent infestation,
poor ventilation, poor sanitation, cigarette smoke, unsanitary carpeting, etc. The referring doctor
then receives automatic e-mail updates as the case progresses, as well as online access to
review all of his or her ISD referrals. This collaboration is new, and it's proving to be an ideal way

for the City’s housing inspectors to deliver relief to Boston's asthma patients.

Conclusion

More than a century ago, Florence Nightingale wrote, “The connection between health and the
dwelling of the population is one of the most important that exists.” At Boston Medical Center,
and at countless hospitals and clinics serving low-income populations nationwide, this concept is
well understood. With strong support from our partners in the legal community, we strive to make

housing not a risk factor, but a factor that protects and promote child health.

The Family Advocacy Program: A Medical-Legal Collaborative to Promote Child Health and Development.
Management Information Exchange Journal. Summer 2003. Lawton E.

2000

How Substandard Housing Affects Children's Health. Contemporary Pediatrics. 2000;10:134. Sandel M &
Zotter J.

Page 68 of 84



PANEL Il
PROMOTING PHYSICAL ACTIVITY AND SAFETY

Page 69 of 84



PENNPRAXIS

Harris Steinberg
Executive Director
PennPraxis

| am Harris Steinberg, Executive Director of PennPraxis, the clinical practice of the School of Design at
the University of Pennsylvania. As an organization which advocates for the application of urban planning
best practices and intensive civic engagement, we recognize the importance of decisions that cities make
relating to public and environmental health in their physical and regulatory jurisdictions, and in the
investment decisions they make. | am here today to testify specifically on the positive impacts that public,
accessible, connected riverfronts can have on public and environmental health.

In October of 2006, Mayor John Street issued an executive order empowering my office to lead a
planning process for the central Delaware, a seven-mile stretch of waterfront adjacent to the city’s urban
core. Formerly a center of industry, the Delaware riverfront has been severed from the dense city fabric
for generations. However, with changing global economies and demographic shifts, Philadelphia saw an
opportunity to re-imagine this blighted underutilized area as a valuable asset for economic development
and as a public amenity, for residents and visitors alike.

With funding from the William Penn and Knight Foundations, the planning process sought to develop a
long term vision which balanced public good and private development, while integrating the input of all
possible stakeholders with planning and development best practices. In concert with a 46-member
Advisory Group which included community, city, state and federal stakeholders, and with the input of over
4,000 Philadelphians, the civic vision calls for a pedestrian friendly, human-scaled extension of the city to
the water’'s edge. In relation to the improvement of public health, the vision recommends:

e The creation of a continuous greenway and new open spaces which would provide public access
to the river. The greenway would provide a right-of-way to allow for a continuous trail, making
biking, running and other forms of recreation, while new open spaces would make parks available
to the most underserved communities in the city in terms of greenspace.

e A movement framework focused on developing a walkable, transit accessible extension of
neighborhoods, discouraging auto-dependency and emphasizing reduction of carbon footprint on
trips generated within and to the area.

¢ Requiring development with a mix of uses, which would help to increase the availability of options
for the type of commerce and services on which residents and visitors rely. It is our hope that this
would allow for a more sustainable, walkable environment, and provide greater access to a
variety of healthy food or dining options.

Our conclusion is that public open space has economic, environmental, and community benefits to the
city. It connects river neighborhoods, creates new recreational opportunities for health and fitness,
improves quality of life and provides education opportunities for children. The beneficiaries of
implementing the civic vision would be neighbors who gain recreational opportunities, residents who see
an increase in property values and neighborhood vitality, and Philadelphia as whole, in creating an area
for sustainable and environmentally conscious growth within the city.

Page 70 of 84



Further research conducted for our Action Plan confirmed the civic value of public open space. In 2001,
the Center for Disease Control reported that enhanced access to recreational opportunities leads to a
25% increase in residents’ physical activity. In its May, 2003 issue, Parks & Recreation reported on a
study published in the Journal of Epidemiology and Community Health. The study found that urban
residents who lived near places to exercise were much likelier to be physically active. The Foundation’s
own work through Active Living by Design has shown that people with access to parks are likely to be
physically active, and that trails may help promote physical activity among women, persons in lower
socioeconomic groups, and the sedentary. Further, according to the University of lllinois, there are 56%
fewer violent crimes and 48% fewer property crimes in inner-city apartment buildings with higher levels of
greenery vs. those buildings with little or no vegetation.

We are currently working with the city of Philadelphia and the newly-formed Delaware Waterfront
Corporation toward the implementation of the vision. The mayor embraced the goals of the vision in June
2008, and a citizen'’s group, the Central Delaware Advocacy Group, has formed to steward its progress.
The implementation of the vision will take a generation, and it is only through the continued involvement
of government and civic leaders that we will be able to realize its success.

| am encouraged to report that the conversation in Philadelphia has changed from one that regarded
public space and recreational opportunities as a luxury which could be discarded to ease the path of
development, to an understanding of the importance of public space as necessary amenity, and, in fact, a
catalyst for high-quality development. As citizens and governments recognize the transformational nature
of public investment in quality public spaces, Philadelphia will continue to become a more livable,
sustainable and healthy city.
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ALLIANCE FOR A HEALTHIER GENERATION

Joan Brucha
Alliance for a Healthier Generation

Written Testimony

The Alliance for a Healthier Generation is a partnership between the American Heart Association
and the William J. Clinton Foundation. We have come together to fight one of the nation’s leading health
threats — childhood obesity. The Alliance is working nationally to create awareness and real solutions to
the childhood obesity epidemic.

Mission

To eliminate childhood obesity and to inspire all young people in the United States to develop
lifelong, healthy habits.
Goals

The goal of the Alliance is to stop the nationwide increase in childhood obesity by 2010 and to
empower kids nationwide to make healthy lifestyle choices. The Alliance will positively affect the places
that can make a difference to a child’'s health: homes, schools, doctor’s offices, and the community.
Programs

Healthy Schools Program

The goal of the Healthy Schools Program is to establish a healthy school environment as the norm and
not the exception. To that end, the Healthy Schools Program supports schools around the nation in their
efforts to create school environments where there are consistent and clear messages that physical
activity and healthy eating are important and encouraged — in the classroom, cafeteria, gym, hallway and
schoolyard. Research suggests that a healthier school environment can result in greater academic
achievement, improved student and staff attendance and healthier lives for students and educators.
Major funding for the Healthy Schools Program is provided by the Robert Wood Johnson Foundation.
The Healthy Schools Program provides support to schools to implement programs and policies

that promote physical activity and healthy eating among students and staff. Support to schools is based
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on the Healthy Schools Program Framework, a set of best practice criteria in the areas of before and
afterschool programs, school meals, competitive foods and beverages, physical education, physical
activity, policy and systems, health education, and staff wellness. The Healthy Schools Program will
recognize participating schools at the Bronze, Silver, Gold, and Platinum levels. Schools can be elevated
in recognition status as they continue to enhance their healthy school practices.

Support to schools is offered in two different ways. Any school in the country — public or private —
can enroll in the online program and receive electronic and telephonic support and access to
implementation resources at no cost. The Healthy Schools Program also provides on-site support to
schools that serve vulnerable student populations in a number of states, specifically those with the
highest prevalence of obesity.

Here are a few things the Healthy Schools Program has to offer enrolled schools:

o National Recognition for their small victories and big successes.

e Customized Support on creating a healthier school environment through a liaison available by

phone and email.

¢ Implementation Support and Tools that are robust and informative to help schools work

towards creating a healthier school environment and achieving recognition.

e Networking Opportunities with schools across the country on the quest for a healthier school.

e A Resource Database that includes great resources and grant opportunities that will help

schools implement healthy changes to promote physical activity and healthy eating.

The Alliance has contracted with RMC Research Corporation to conduct a comprehensive
evaluation of the onsite support component of the Healthy Schools Program. The Healthy Schools
Program Inventory (directly aligned to the Best Practices Framework) is used to measure policy and
environmental changes in schools over time. RMC Research is conducting site visits in a sub-sample of
schools to study barriers and facilitators of implementation and also measuring the impact of the Healthy
Schools Program on student physical activity and eating behaviors as well as BMI in a subsample of

schools. The evaluation period is 5 years.
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RMC Research Corporation is also conducting formative evaluation of the online support
component of the Healthy Schools Program to ensure that the program is reaching the desired audience
(e.g., schools that want to make changes in their environments), program offerings are desirable to
potential participants, program weaknesses are identified and improved upon, and program strengths are
capitalized upon.

Industry Program

The Industry Initiative establishes voluntary agreements with companies to provide healthier
options for kids across a range of industry segments, with the belief that companies can be socially
responsible while continuing to be profitable. To date, the Alliance has brokered agreements with 30
companies and trade associations in the beverage, food & dairy industries, resulting in a 41% decrease in
calories in the products shipped to schools.

Kids Movement

The Kids’ Movement is a by kids, for kids movement to empower all kids to make healthy
behavior change and become leaders and advocates for healthy eating and physical activity. The
Movement aims to make lifestyles “cool” for tweens and teens through collaboration with media celebrity
and grassroots partners. At the forefront of the Movement is the “myGo Healthy Challenge,” an online
game-like learning experience to get kids excited about healthy eating and active living, available at

www.igohugo.org. From a new Youth Advisory Board to working with community and faith-based

organizations, the Movement seeks to engage, educate, and activate kids on the path to healthier
lifestyles. September has even been designated as “Go Healthy Month.” To date, more than 1 million
kids have pledged to “Go Healthy” through the Alliance.

Healthcare Program

The healthcare industry spends $61 billion a year to treat obesity-related ailments, giving doctors,
insurers, and other employers a strong incentive to stop weight gain before it causes serious health
problems. The Alliance is working to broker voluntary agreements with health insurers and self-insured

employers to reimburse for diagnosis and treatment directed at reducing or preventing childhood obesity.
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Safety As Fundamental to Health and Wellbeing

Children, our nation’s most precious assets, rely on the world and people around them to help them
develop and grow. From very early on in life, even as infants and toddlers, our children feel the impact of events
and conditions of their home and community environments, and the influence of their families, teachers,
neighbors, and other adults. As a pediatrician and a father, | am continually reminded of how much such
influences directly and indirectly enhance, disrupt or rewire these developing minds.

Living under conditions of stress can have a pervasive and life-long impact on the physical and
mental health of the very young. They adopt coping styles to survive in unsafe environments, and often
limit their physical activities due to a fear of going outdoors. Conversely, we know that feelings of safety
actually promote physical activity, and have discrete and long lasting benefits for mental and physical
health (Kumanyika and Grier, 2006). The medical ramifications of violence go even beyond the
relationship between inactivity and obesity, suggesting that exposure to different forms of violence and
aggression are associated with obesity later in life (Gunstad et al. 2006). Mental wellness is also at
significant risk: childhood experiences alter neurobiological responses to stress, and impact mood,
anxiety, bonding with others, memory, and even how fat is stored in the body (Anda et al, 2005).

Exposure to violence in childhood is often associated with aggression and conduct problems later
in life (Cooley-Quille et al, 1995; Evans, et al 2008). While we tend to approach this issue linearly, we are
just beginning to understand some of the complexity of the interactions of violence, safety and physical,
mental and behavioral health. Qualitative studies provide a much more rich view of the relationship
between chronic, repetitive violence with post-traumatic stress, coping strategies, social supports, racism,
self-efficacy and self worth (Rich and Grey, 2005). In considering the concept of safety one cannot
minimize the fact that the community itself is an organism that requires care and nurturing. Often the

“extended” support systems that buffer the ongoing threats to safety within our environment move past
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the doors of our homes, schools, and workplaces and exist within barbershops, corner stores and
neighbors’ front stoops (Hausman, Siddons & Becker, 2000).

The associations between safety and physical activity require an understanding of the interaction of
biology, environment, brain and behavior. The evidence suggests that the physical reactions to the stressors of
unsafe environments, particularly in early life, can affect an individual’s health and quality of life throughout the
lifespan (Anda et al, 2006). Fundamental neurobiological changes can result in a state of hypervigilence, a
reduced ability to cope effectively in stressful environments, and a range of negative physical, emotional and
behavioral outcomes (Sterling, 2004, Fredland, Campbell and Han, 2008, Anda et al, 2006). Children become
more susceptible to future stressors, further exacerbating poor physical, emotional or behavioral outcomes in
childhood as well as in later life. By ensuring safety, enhancing resilience and reducing the impact of daily
stressors on children, youth, families and communities, we establish the necessary foundations that promote

health and support healthy lifestyles.

Buffering the impact of stress and violence

Most children who need to cope with day to day intimidation, threats to safety, and loss of personal
control remain resilient in the face of these stressors. This resilience is more than individual characteristics; it
reflects how well they use their surroundings and support systems to overcome the negative impacts of stress
and violence (Aisenberg, 2008). The ability of families to buffer the effects of violence exposure on children
depends in part on the stress of living in their communities, and is often undermined by the heavy impact of
violence and disadvantage. To effectively understand the processes of adaptive coping and survival in the face of
high levels of stress, violence and traumatic loss, we look toward defining the protective factors for individuals,
family and community. This understanding, including the more complex interactions of community context, is best

developed in partnership with community residents.

What We Know - Interventions That Promote Safety and Reduce the Impact of Violence

Reducing youth violence and its impact: Researchers have spent considerable time and effort in

better understanding not only the causes of youth violence but the individual and familial factors that prevent it. A
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number of interventions for children and adolescents develop prosocial and leadership skills, increase self-esteem
and empathy, and use problem-solving and perspective-taking skills to better deal with troubling situations.
Several of these interventions are based on social-cognitive models of child development, a perspective that
suggests some children perceive their social environment incorrectly and have a tendency to reflexively respond
to social cues in an aggressive manner. For example, the Coping Power Program utilizes a small group format to
teach elementary-aged children how to understand and recognize body clues when feeling angry, how to
determine the intentions of other’s actions, and how to evaluate potential consequences to their aggressive
behaviors (Lochman, 1992; Lochman et al., 1993). Similar approaches aimed at improving children’s social
problem-solving and social-emotional skills include the Friend-to-Friend Program (Leff et al., 2007; Leff et al., in
press) and Second Step (Frey et al., 2005). Although these programs have demonstrated that they are effective
with youth ranging in age from school age to adolescence, their effectiveness is enhanced by incorporating the
voice and the needs of the local target community.

In addition to reducing its frequency and severity, it is also important to ameliorate the impact of
violence on our children. The Task Force on Community Preventive Services found trauma-focused
cognitive behavioral interventions to be effective in reducing harm for trauma-exposed children
(Wethington et al, 2008). Exemplar programs address symptoms of post traumatic distress, depression,
anxiety, and perceptual distortions for safety and trust. There are insufficient studies to provide evidence
on the effectiveness of other types of interventions in reducing the impact of violence (Hahn, 2008).

Building adult support and protection: Violence prevention research demonstrates that working with
parents and family members of high-risk children serves as an effective adjunct to youth programs. We
understand that parents of children with significant behavior problems often utilize ineffective disciplinary
techniques, particularly under times of stress. Many parent interventions are therefore aimed at empowering
parents to deal more appropriately with their children’s behavior (e.g., Coping Power Program) as well as
educating parents about youth violence and normative child development. As an example, Effective Black
Parenting consists of 14 group sessions that help parents identify prosocial and disruptive behavior targets in their

children, reward appropriate behaviors, provide effective instructions, establish age appropriate rules, and serve
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as positive role models (Meyers et al., 1992). Nurturing Parent Programs (Bavolek, 1996) and Multisystemic
Therapy Program (Henggeler and colleagues, 1993) have also shown to be effective parent-based interventions.

Engaging community: Community interventions can operate through many mechanisms to reduce risk
of violence and its impact on youth. For youth who are hypersensitive and reactive to perceived interpersonal
threat, it is important to find ways to break the reinforcing social interactions that tend to escalate violence and
maladaptive behaviors. To do this requires adult understanding and modeling in the face of violence (Bradshaw
and Garbarino, 2004). Many of these family or adult-focused programs are run in partnership with established
community stakeholders and address culturally-specific problems facing the participants and their communities.
When the local community is included in choosing and/or adapting these programs, there is a stronger possibility
that they will be empirically-supported, practical, meaningful and likely to be sustainable in that community

(Hausman, Siddons & Becker, 2000; Hausman, 2002), Leff, Costigan, & Power, 2004; Nastasi et al., 2000).

Translating locally: Going Beyond Research to Usable Information

Clearly much energy and talent has been allocated to the development of interventions, yet there is much
more work to be done. What is the best way to bring empirically proven programs into our communities? How do
we translate good work into what works for us? Just as the RWJF Synthesis Project aims to translate complex,
practical question-focused research results into usable policy formulae, it is imperative to adapt empirically-proven
intervention programs to our local communities here in Philadelphia. We can accomplish this in the most
meaningful way by having community members as equal partners, participating fully in all aspects of the research
process to develop and test these initiatives. This community-based participatory research (CBPR) model
identifies communities that are affected by an issue and establishes structures for participation by individuals and
representatives of organizations in all aspects of the process. There is shared decision-making power, and
mutual ownership of the processes and products (Israel et al, 2005). An important aspect of CBPR is that it
involves social change and mutual learning as foundations for success.
The Philadelphia Violence Prevention Center’'s CBPR Approach to Violence Prevention

The Philadelphia Collaborative Violence Prevention Center (PCVPC) was established in 2006 to research

and find solutions for violence, the leading cause of death among adolescents in Philadelphia. This Center of
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Excellence in Youth Violence Prevention is one of ten Academic Centers of Excellence that have been funded by
the Centers for Disease Control and Prevention (CDC) across the country and the first to be funded in

Philadelphia ( http://www.cdc.gov/ncipc/factsheets/yvactivites.htm). PCVPC'’s multi-institutional, interdisciplinary

effort to create safer communities includes a partnership between researchers from The Children’s Hospital of
Philadelphia, The University of Pennsylvania, Temple University, and Drexel University and community members
of the Philadelphia Area Research Community Coalition. Our partners are committed to using a CBPR model to
design, implement and evaluate programs that enhance resiliency and reduce the frequency and impact of youth
violence, injury and death, as well as collect and disseminate information that improves the community’s ability to
address youth violence.

Our work in Philadelphia mirrors other researchers and community advocates around the nation who
have adopted CBPR. Along with the challenges of assimilating academic and community subcultures, we expect
that resulting intervention programs are culturally sensitive, developmentally appropriate, and most importantly,

sustainable after the research is completed.

PCVPC currently supports a number of CBPR projects in Philadelphia. Initial focus groups with
community stakeholders revealed interesting information regarding existing community assets and potential
indicators of success. For example, through our qualitative work in neighborhoods throughout Philadelphia where
homicide rates are high, we have learned about many small groups and individuals who reach out to community
youth by providing safe havens with significant yet informal mechanisms of positive socialization and leadership
training. Through our focus groups, we heard about adults who would open their houses after school and on
weekend evenings to groups of teenagers, where they could eat pizza, listen to music, and get help with
homework or a family problem. We met a woman who was holding “faith dancing” classes in her home to provide
an alternative after school program to small groups of teens. How can these individual, unaffiliated efforts within
our communities be best supported as part of sustainable ways to promote community safety? Although these
types of resources are well-known throughout the community, they lack financial resources, volunteer effort,
surplus goods to distribute, and simple recognition. Results from these focus groups also helped to shape the

community-level indicators by which PCVPC will measure the success of its CBPR projects.
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PCVPC's current PARTNER (Participatory Action Research to Negotiate Every Response) intervention is
designed for youth between the ages of 10-14 and parents/guardians who live in the high risk neighborhoods of
West/Southwest Philadelphia. The intervention incorporates features of CDC-endorsed social cognitive and
parent/family-based programs into a multi-component, prevention program that is culturally meaningful to urban
ethnic minority youth. We will test the acceptability, feasibility, and initial effectiveness of our program through our
community partnerships. This partnership approach will create scientifically acceptable strategies that have
specific relevance for inner-city youth, parents, and community members.

PCVPC also supports smaller projects that develop and explore new research avenues that are additive
to the PARTNER project. The first study, “An Exploratory Study of Individual and Environmental Stressors and
Assets in Urban Youth,” was designed to better understand the onset, trajectory and etiologic mechanisms of
aggressive or highly reactive behavior. It places these behaviors in the context of exposure to individual and
environmental stressors that may outstrip the resources of the youth’s assets and resiliency and lead to hostility
and aggressive behavior. Our community partners were heavily involved in the design of the study, as well as
recruitment and coding of the qualitative data. Our second small study is a neighborhood-based partnership that
provides violence prevention training and intervention to 10 to 14 year old children living in Southwest
Philadelphia. The goal of this project is to promote youth anger management in three key areas: self-esteem
(school, peer, and home); behavioral skills (self-knowledge of aggression triggers and conflict resolution
strategies), and school engagement (attendance and homework completion), as well as increase parent
involvement in their childrens’ sports activities (knowledge of and communication about the game).

The evaluation of our violence prevention programs is on two levels. First, we review the
evidence-based research literature and evaluate how our programs fit into the context of these
empirically-supported youth development and violence-prevention programs. The field of violence
prevention is still in its infancy, as there have been relatively few randomized control studies and
longitudinal investigations of violence prevention programs (CDC, 2005; Leff et al., 2001). Second, we
develop and evaluate interventions through a CBPR approach that translates best practice knowledge
into practical, sustainable and locally relevant programs. We establish strong partnerships between

researchers and community members to plan, implement, and evaluate all of our research activities.
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What We Need — Supporting CBPR to Build Expertise and Evidence-based Actions

The physical, mental and behavioral health of young people requires concerted efforts to promote safe
neighborhood and home environments. It requires building on the resilience of adults, communities and youth,
and providing resources that support those struggling in the face of challenges and stressors. It requires
understanding of how early exposure to violence and neglect can have a pervasive impact on children and youth,
influencing their future responses to other people, situations and stressors. Addressing violence is a complex
challenge: Bridging the expertise of researcher and the expertise of community members to look at interactions
between environments, biology, brain and behavior. To do this requires an active partnership that transcends
individual and organizational agendas in the development and interpretation of usable information and action. A
continually groomed partnership is necessary to assure that the right questions are addressed, the analysis is
appropriately contextual and nuanced, and the resulting information informs effective actions. It is paramount that
those actions can be sustained within a community that has limited resources and many priority issues. When
successful, fidelity to CBPR leads to more meaningful and high-impact results for both researchers and
community. When community members participate in the development and design of evaluation tools and
methods, this helps assure that results can translate research results for community action and achieve
meaningfulness to a larger audience other than scientists (Hausman et al, 2005). They commit time and energy to
teach, learn and serve as representatives not only of their own organization’s interests but the community as a
whole. Researchers better learn to understand the impact of their work and their results on the community and the
people who live there. They learn not to take trust for granted, that it is earned and earned again over time and
through time commitment.

Bringing these worlds together is both rewarding and difficult. 1t may not bring the professional rewards of
a pure academic environment or the immediate satisfaction of solitary community-level efforts. Given these
challenges, the process needs financial and institutional supports. It requires funding agencies and institutions to
recognize the time needed to build relationships and establish discrete and transparent partnership structures that
allow for differences in communication styles and local agendas. When community members are called upon to

understand and help assure the value of research, they need to be able to build organizational capacity and be
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remunerated for their time spent on the project. Policymakers need to value CBPR, and provide support for those
programs that are generated from these efforts. And most importantly, it requires that researchers and community
stakeholders shed some old traditions and create new ones that promote our children’s safety, physical health
and mental wellbeing.
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Written Testimony by Mariana Chilton, PhD, MPH
Children’s Sentinel Nutrition Assessment Program (www.c-snap.org)
& The Philadelphia GROW Project

I am honored to provide written testimony to the Robert Wood Johnson Foundation
Commission to Build a Healthier America and to present materials which can contribute to
changing to the way we think about how to improve the child health. Just as a new baby
revolutionizes a family in its structure, financial wellbeing, willingness to accept change, and in
its capacity for love, so too we expect that the scientific evidence we provide—based on research
with more than 30,000 infants and toddlers across the nation—to change the way we think about
policies that impact the health of children and families.

We know how to fix the problem of child hunger. We have an opportunity to do that
now, and to ensure a healthy future for us all. In very inventive and creative ways, we have built
public infrastructures that support our health and economic prosperity. These are such things as
the electricity grid, the interstate highway system, our water systems, and the internet. But in
some ways, we have not advanced at all. We still have not updated our infrastructure for
ensuring that every child has what they need to grow strong and healthy, and fulfill their
potential as productive members of society. As a result, we still have a serious problem of child
hunger and poor health. As a researcher, my goal is to contribute to understanding how
children’s health can be improved by thoughtful policies and appropriately funded programs
while simultaneously conducting research that supports re-envisioning health, social and
economic structures to promote the health and wellbeing of young children.

The Children’s Sentinel Nutrition Assessment Program (C-SNAP) is a national, multi-
site pediatric research center that focuses on the impact of public policies on the health and
development of babies and toddlers under three years old. Over ten years ago, C-SNAP was
formed by pediatricians because they were concerned about the possible impacts of the 1996
Welfare Reform Act on the health and wellbeing of their youngest patients. C-SNAP has
research sites in Boston, Baltimore, Minneapolis, Little Rock and Philadelphia, and is staffed by
10 principal investigators that represent the disciplines of pediatrics, early childhood
development, public health and anthropology. Through my work on the Philadelphia GROW
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Project at Drexel University, | am a co-principal investigator of C-SNAP, and I direct the
Philadelphia research site at St. Christopher’s Hospital for Children in north Philadelphia.

The data on over 30,000 families collected by C-SNAP reveals the serious consequences
of how hunger, housing instability and energy insecurity impact child health and development.
The urgency of the issues identified here is amplified and echoed by the individual narratives by
the mothers who struggle every day to keep their children and themselves healthy. Many low-
income families are caught in conditions which, too often, involve substandard housing, hard-to
pay utility bills, food insecurity and depression. They make financial trade-offs every day to try
to do the best for their families. They know how each of these factors relates to their children's
health and wellbeing. The task before us is to review to the scientific evidence and listen to the
mothers so that we can effect the changes needed to ensure the health of our nation’s children.

C-SNAP Evidence: Nutrition, Child Health and Development

Adequate nutrition is critical for children’s health and development. Within that context,
the primary measure for nutritional deprivation is known as “food insecurity.” The term food
insecurity is the scientific term for “hunger” in America. It is more precisely defined as a lack of
access to enough food to for an active and healthy life. In 2006 there were over 12.6 million
children who lived in households that were food insecure (1).

Our C-SNAP research has found that children living in households that reported food
insecurity were 30% more likely to have a history of hospitalization, and 90% more likely to be
reported in fair or poor health than children living in food secure homes (2). In addition,
children in food insecure households were almost two times more likely to suffer from iron
deficiency anemia than their counterparts in households that were food secure (3).

Food insecurity affects not only children’s physical health and increases the nation’s
annual cost of pediatric hospitalizations, but it also is associated with other costly outcomes such
as developmental delays. For example, C-SNAP found that infants and toddlers who lived in
food insecure circumstances had a 73% increased risk for developmental delays compared to
infants and toddlers in food secure households. These findings remain consistent, even after
controlling for other factors such as mothers’ educational attainment, a child’s medical history,
and birth weight. Developmental risk is an indicator of a delay in the emotional, cognitive,
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physical and social abilities necessary for a child’s developmental potential (4). These outcomes
are not limited to very young children. Other research studies have shown that, compared to
children in food secure homes, school-age children in food insecure homes were more likely to
have seen a psychologist, have lower school grades, and were reported to have greater difficulty
interacting with their peers than those in food secure homes (5). A more recent study has shown
that even the mildest forms of food insecurity are associated with poor performance on
standardized tests in both reading and mathematics (6).
Clearly, food insecurity is a vitally important factor in a child’s readiness to begin school
and their performance in school. As they fall behind their peers educationally, it becomes a
significant factor in their life-long earning potential. For this reason, it is important to intervene
in a child’s life early on, before they reach school age.

Policy Implications: Food Assistance Programs

Lack of proper nutrition affects children before they are born, with those impacts
continuing and accumulating throughout childhood. Prevention is thus a critical tool to ensuring
proper development and to avoiding long-term societal costs. Fortunately, there are programs
which can make a substantial and positive impact on children’s health. One of those is WIC
(Special Supplemental Nutrition Program for Women, Infants, and Children). C-SNAP
research has determined that infants in families eligible for WIC but who do not receive it due to
access barriers, are almost two times as likely to be reported in fair or poor health and to have
poor growth outcomes compared to families who do receive WIC (7). WIC, therefore, is a key
‘medicine’ in supporting young children’s proper health and growth.

Our research has shown that the Food Stamp Program is also good medicine. Our
research has shown that young children whose families receive food stamps are 26% less likely
to be food insecure than eligible families who do not participate. The converse is also true. We
examined what happens to families when their food stamp benefits are terminated. Children in
families with terminated or reduced assistance were 90% more likely to report food insecurity,
compared to families whose benefit was stable. Moreover, eligible families that did not
participate were also significantly more likely to report their child to be in fair or poor health (8).
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Unfortunately, the level of food stamp support for many families is what physicians
would call “sub-therapeutic” or not strong enough to treat illness. C-SNAP’s most recent study,

Coming up short: High food costs outstrip Food Stamp benefits, shows that the present

maximum food stamp benefit is insufficient to buy the government recommended Thrifty Food
Plan (the diet upon which food stamp benefits are based) in any size food store in Boston or
Philadelphia. Even families receiving the maximum food stamp benefit would have to spend an
additional $2,000 in Boston and $3,000 in Philadelphia annually to purchase the basic diet the
government recommends (9).

Although the 2008 Farm Bill included welcome improvements to the Food Stamp
Program, the current federal food package calculation does not take into account very real
differences in food prices and cost of living differences across the nation. When families are not
able to purchase an adequate diet, the risk of food insecurity increases as does the level of risk to
children’s health and development.

Trade-offs among food, housing, and energy

Food insecurity does not exist in a vacuum. Low income families often have to make trade-offs among paying for
rent, food, and utilities. Food is often the only flexible portion of the family budget — most families have fixed basic
costs such as housing, energy, and child care. Having stable housing and utilities in working order are major factors
directly related to how well a family can feed itself-most especially, their children.

C-SNAP Evidence: Housing Instability and Poor Child Health

Many low income families live in unstable housing. Due to economic pressures, they
may move frequently, live doubled up with family or friends, or crowded into apartments that are
too small. Our C-SNAP research finds that housing instability (which is often an antecedent to
homelessness) is related to household food security, child nutritional status, health, and
development (10). We have also reported that children in households with severe housing
instability had worse growth than those with stable or moderately unstable housing (11). When a
policy or circumstance can affect the growth potential of an infant or toddler, it becomes clear
that not only can nutrition affect a child’s health and wellbeing, but the circumstances around

nutritional deprivation can be just as important.
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Policy Implications: Housing subsidies
We know that housing subsidies can
help to protect child health. Our research
found that children in families on the
waiting list for housing subsidies were
eight times more likely to be underweight
than those living in subsidized housing
(11). Though we know that subsidized
housing is good for children, the supply of
subsidized and affordable housing is
inadequate. Our researchers in the Witnesses to Hunger 1. The house next door
emergency room always ask our research participants if they would like to receive further help
related to all the questions we ask—e.g. food resources, housing resources and mental health
care. Our work with these families shows that the number one request is not for food, but for
better housing.

C-SNAP Evidence: Energy Insecurity and Poor Child Health

The inability to pay for utilities such as electricity, gas and oil bills is often the first
indication that a family is at risk for homelessness. It is a condition which is strongly associated
with poor nutrition and hunger. In efforts to save money to pay their utility bills, parents will
frequently buy less food. This survival strategy—often called “heat or eat”—can entail long-
term negative health effects for children. When parents are financially forced to limit food, their
children’s growth and development suffers. When families are forced to choose between heating
or lighting the home or eating, they may resort to alternative heating sources, such as their
kitchen ovens and candles, thereby jeopardizing their children’s health and safety by increasing
the risk of fires, burns, and carbon monoxide poisoning (12). Even if families avoid these
catastrophic outcomes, children in “energy insecure” families often suffer from exposure to
extreme temperatures, poor ventilation, and unsafe food due to inadequate refrigeration and lack
of fuel for cooking. Our forthcoming publication in Pediatrics demonstrates that energy
insecurity negatively affects a child’s health status and their development (13).
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Policy implications: Energy Assistance

LIHEAP (Low-Income Home Energy Assistance Program), the federal government’s
primary energy assistance program, has a positive impact on the health and wellbeing of young
children. Compared to infants and toddlers in families who receive LIHEAP, the C-SNAP study
found that children in families without LIHEAP, are more 23% more likely to be underweight
than children who do receive the subsidy. They are also 32% more likely to be hospitalized (12,
14). However, much like food stamps, LIHEAP is traditionally underfunded — often at less than
half of the authorized amount. Given today’s high food and energy prices, we are very
concerned about families’ ability to protect their children this winter.

Limitations and future research: No tolerance for trade-offs

Because of “low-dosage” policies, low-income
families are forced to make trade-offs every day.
Some months they will pay utility bills, and scrimp on
food. In other months, they may pay for food and lag
behind on their bills. This can have very significant,
negative effects on children’s health and wellbeing
that can last a lifetime.

On the broader scale, we cannot afford to allow
trade-offs to happen between one policy or another,
housing assistance versus LIHEAP versus the food

Witnesses to Hunger 2. | want the best for my

stamp program. The administration and study of these  children
programs needs to be more coordinated. Our own research has tended toward considering one
program at a time in order to make our findings more easily understood and relevant to the
program silos in which such policies are crafted. The bottom line is that for poor families,
problems do not occur in isolation; they occur simultaneously and frequently have a devastating
multiplier effect.

For this reason, we have begun to undertake new approaches to research. We are now

using the concept of multiple or cumulative hardship, and cumulative impacts of programs on
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the health and wellbeing of young children. While we have been able to determine the
incremental effects of material hardship or “cumulative risk” of household food insecurity,
energy insecurity and housing instability, it is challenging to distinguish between the three
interlocked measures of risk using cross-sectional data. We are currently looking for ways to
carry out longitudinal investigations that can help us to focus on “upstream” conditions that can
be addressed through policy-making that actively prevents the experience of material hardship
and which reverses these supposedly inevitable trade-offs from occurring in the first place.
C-SNAP is expanding the scope of our research by using qualitative, participatory
research methods to complement our understanding of the causal mechanisms between material
hardships and physical and mental heath of women and children. This is why C-SNAP and The
GROW Project, under my direction, has launched Witnesses to Hunger: Mothers taking action
to improve health policy. As part of this work, we have asked low income mothers of infants
and toddlers to take digital pictures of their every-day experiences, ones that will illustrate the
forces in their lives that affect their own health and the health of their young children. This
approach provides the mothers the opportunity to frame the policy issues themselves. Their
photos are stories in their own voices, and their own images have begun to provide us with
greater insight into the etiology of poor child health as it relates to food insecurity, housing
instability and energy insecurity. The project has also started to provide clues as to the policy
changes that could have the greatest
positive impact for families.
Here is an example: Janeeya lives
in a house with her daughters—ages two
and six. She lives in a house that she
owns. However, she has so little money—
even with cash assistance and a welfare to
work program and Food Stamps—that she
is afraid to ask for help to fix her kitchen.
For now, she has no money or prospect for
repairing her kitchen, which she has

deemed so dangerous that she has Witnesses to Hunger 3. Exhibit piece on housing & hunger
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cordoned it off to keep her own children from being endangered. She cooks on a hot plate when
she can, and in the winter, she uses the stove—but only when she can afford to pay her gas bill.
She describes how her children feel cold in winter, and due to lack of consistent running water,
her children either have frequent ear infections or stomach viruses. “I practically live at the
emergency room”, she says.

From this mother’s perspective—straight from her own kitchen—we see how housing
instability, energy instability and food insecurity converge to bring a child to our attention in the
emergency room.

It should also come as no
surprise that some of the women talk
about being severely depressed.

Some, like Erica, take self-portraits

of their sadness. When asked why

she took the picture, she described

how hard she was working to make

ends meet for her children, and how

much she was trying to keep it

together—to keep her children Witnesses to Hunger 4. Exhibit piece on depression and material
healthy. hardship

This is what may be revealed in data we have gathered that shows a higher risk of
maternal depression in food insecure households. Maternal depression affects not only the
mother, but her ability to provide for her family with the resources that are available. C-SNAP
found that compared to mothers who do not report symptoms of depression, mothers who do
report depression are 60% more likely to describe their child's health as fair or poor, almost three
times as likely to experience household food insecurity, and are 50% more likely to report
decreased public assistance and/or a loss in Food Stamp support (15). In the scientific research
on maternal and child health, it is understood that depression is directly linked to a caregiver’s
ability to engage with her children—to nurture and stimulate and nourish. In turn, this has a
significant impact on a child’s development.



Mariana Chilton, PhD, MPH
C-SNAP & The Philadelphia GROW Project
Drexel University School of Public Health, Philadelphia, PA
As a result, we have indeed come full circle. Our research demonstrates that food
insecurity is related to poor child health, and that food stamps, housing assistance and energy
assistance, not only provide protection against food insecurity, but also promote positive
maternal mental health, child wellbeing and child development.
Our research is not meant to position policy makers and the
public to believe that nothing can be done. Rather, this research can
be used as a catalyst to empower key decision-makers to make
decisions based on empirical evidence. The systems presently in
place for low-income families need to improve, and such
improvements should not be confined to only one or two programs
at a time.
As a starting point, we recommend that national foundations
such as the Robert Wood Johnson Foundation support more
Witnesses to Hunger 5. 1’'m . . .
trying every way | canto make  longitudinal research to understand the social and structural
sure he eats and grows healthy ) .

determinants of disease and developmental delay among low-
income families, and find coordinated policy solutions that work to support them. There is much
scientific potential that has yet to be unleashed which would simultaneously unleash the potential
of all children. As we do so, let us not forget the importance of the true experts—the mothers

themselves—to speak and participate in this process.
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APPENDIX A

The C-SNAP Dataset and Research Methods
More information at www.c-snap.org

Since 1998, C-SNAP has been conducting cross-sectional household-level surveys and medical record
audits at seven central-city medical centers, including acute- and primary-care clinics (Baltimore,
Minneapolis, and Washington, DC) and hospital emergency departments (Boston, Little Rock,
Philadelphia, and Los Angeles). The LA and DC sites are currently inactive due to funding constraints.

Primary adult caregivers accompanying children age < 36 months are interviewed in private settings by
trained interviewers scheduled during times of peak patient flow. Caregivers of critically ill or injured
children are not approached. Potential respondents are excluded if they do not speak English, Spanish, or
Somali (Minneapolis only), if they are not knowledgeable about the child’s household, if the child’s
caregiver has been interviewed within the previous 6 months, or if they refuse consent for any reason.
Institutional Review Board approval is obtained annually at each site.

The C-SNAP survey instrument includes:

= Household characteristics and demographics;

= Federal assistance program participation, administrative experience, and changes in benefit
levels (including TANF, Food Stamps, WIC, LIHEAP, Housing, Childcare, and Health Insurance);

= Food security, derived from the USDA 18-item Food Security Scale;*

= Child’s hospitalization history, birthweight, gestational age, and breastfeeding status, as
reported by the caregiver;

= Child’s overall health status, using a standardized question from the NHANES 3:2

= Child's developmental status, using the standardized PEDS test; 3

= Maternal depression, using a standardized three-item maternal depression screen;*

= Maternal weight and height, general health, and smoking history;

= Child's weight and length, obtained either by project staff or from medical record
review conducted the same day as the interview;

= Dehydration status, as noted in the medical record at the time of visit; and

= Urgent admission, as noted in the medical record at the time of visit

The C-SNAP data set currently includes over 30,000 caregiver interviews and over 200,000 medical

record audits. Data are managed and analyzed by the Boston University School of Public Health Data
Coordinating Center. Data through June 2008 are currently available for analysis.

11
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Thank you for the chance to submit testimony. My name is Lynne Snyder. | am a health policy analyst and
project manager with Energy Programs Consortium, a nonprofit energy research organization sponsored by the
National Association of State Energy Officials, the National Energy Assistance Directors' Association, the National
Association of State Regulatory Commissioners, and the National Association of State Community Services
Programs. My professional background combines expertise in environmental public health and environmental justice
with work in access to health care and health services finance. My testimony today concerns DC REACH, a
demonstration project in the District of Columbia to minimize the health and safety threats to low-income households
posed by high home energy bills. I'll be glad to provide copies of references mentioned in this testimony, as well as
additional information.

1. Briefly describe your program or work

The DC Residential Energy Assistance Challenge (REACH) is a three-year pilot project to expedite the
access of medically fragile, low-income District residents to energy assistance (the federal Low-Income Home Energy
Assistance Program, or LIHEAP) through a combination of subsidies and energy efficiency measures, administrative
reforms, consumer education, and strengthened regulatory protections. The District Department of the Environment's
Energy Office (DDOE) administers DC REACH, together with DC’s community action agency, the United Planning
Organization (UPO), and technical advisor Energy Programs Consortium (EPC).

LIHEAP is the single largest subsidy available to low- and moderate-income households to assist with
payment of home utility bills. It is a block grant with broad federal guidance and much leeway for the states in
administration.1 The goal of the program is to help the most vulnerable households pay their home energy bills, with
vulnerable defined in terms of health (families with young children, elders at least 60 years of age, and persons living
with a permanent disability) and the highest energy burden (the ratio of the cost of home energy to household
income). Maximum income guidelines vary between 110 and 150 percent of the federal poverty level or 60 percent of
state median income.2
What are the overall objectives or goals?

The goal of DC REACH is to shift the focus of LIHEAP so that income-eligible households with medically

frail members are first in line to receive assistance, minimizing the health and safety threats posed by high home

1 Under LIHEAP there are regular grants available to assist with bills for heating and cooling, as well as contingency or crisis grants available in the
case of a disconnection notice or a termination of utility service for nonpayment.

2 States may choose to extend categorical eligibility to households enrolled in public benefit programs including SSI or food stamps, but few states
deviate from offering the program on a first-come, first-served basis, because of limited resources.
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energy costs and substandard housing, adding dollars to tight household budgets, and leveraging the impact of other

public benefit programs. Specific project objectives include:

e Tailoring outreach to enroll persons whose health is most likely to be at risk from living in an inadequately heated
or cooled home.

e Integrating energy assistance more systematically into the delivery of safety net services and benefits, through
new administrative partnerships and counseling that addresses holistically the many pressures that these
households face.

e Strengthening health and safety-based regulatory consumer protections for low-income utility consumers.

e Using multiple approaches to education about affordable home energy, health, safety, and LIHEAP to potential
clients, safety net intermediaries, and the general public

e Developing new performance measures related to affordable home energy, health, and safety that LIHEAP
offices can use.

Existing health, feeding, and social service programs are gateways to introduce eligible clients to LIHEAP and,

ultimately, help them reduce their household energy burden.

What community/population is served?

Our primary target group consists of LIHEAP-eligible households that (a) include a child younger than 6
years, an elder at least 60 years old, or a person living with a permanent disability, and (b) have existing connections
to health, feeding, or social service programs that serve medically frail persons. We are especially interested in
reaching households that have a high home energy burden (at least 10 percent of income).

In DC, about one-third of all households (74,000) earn less than 200 percent of poverty, which is
approximately 60 percent of state median income, meaning that they are income-eligible for LIHEAP (estimates
published by U.S. Department of Health and Human Services in 2005, based on 2000 Census). Almost one-fifth of
these households include a child under age 6, about one-third include someone at least 60 years of age, and almost
half include a person living with a disability. Local polling data indicates that this population has health needs that
make them especially vulnerable to exposure to excessive heat or cold: just over half of households included

someone with a chronic condition (asthma, heart disease, stroke, and emphysema); eighteen percent reported that at
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least one household member used medically necessary equipment powered by electricity; and about one-fifth (22
percent) didn’t pay utility bills in full because of the need to pay for health care.3

Within our primary population, our highest priority are those for whom exposures to excess heat or cold, or
loss of utility service, would likely lead to hospitalization, premature loss of life, or loss of permanent housing, for
example, persons enrolled in DC’s Medicaid waiver programs for home- and community-based care.

Our secondary target group consists of the intermediaries who connect low-income, medically frail residents
with safety net services. They include intake workers for public benefit programs and at nonprofit social service
agencies, hospital discharge planners, social workers, geriatric case managers, and advocates. We estimate that
there are about 1,000 intermediaries: about half are public employees who perform intake, case management, or
social work functions at the Departments of Health and Human Services and the Office on Aging; and half staff local
safety net organizations, including churches with social ministries; social service agencies that offer case
management; advocacy groups for affordable housing and disability rights; health care providers; feeding programs;
and senior services agencies.

What are the program origins and who was involved at its inception?

The District of Columbia received its first REACH demonstration grant in 2001. As now, the original grant
was a collaborative effort among DDOE, UPO, and EPC. The first 3 year cycle of DC REACH (2001-2004) focused
on lowering the home energy burden of all income-eligible households through leveraging of utility company funds
and holistic counseling to access community resources. Follow-on funds were awarded for a second REACH grant
(2004-2006), where the focus was narrowed to improving outreach and enrollment of households with seniors and
medically frail individuals. The current REACH grant began in October 2006 and will run through September 2009.
How is it funded?

DC REACH is funded by a multi-year federal grant awarded competitively by the federal Administration for
Children and Families, as part of the LIHEAP block grant program designated specifically for demonstrations. REACH
grants are available to support states and tribes that collaborate with community action agencies to test new ways to

reduce the burden of high home energy bills and improve energy efficiency.

3 The telephone survey, conducted as part of the evaluation of DC’s Reliable Energy Trust Fund in 2006, sampled respondents enrolled in LIHEAP,
the RAD (a utility discount program for electrical service), or the Arrearage Relief Program (also for electrical service). Local data reflects national
trends. A telephone sample survey of LIHEAP households around the nation finds that almost half (47 percent) of households include someone with
asthma, emphysema, heart disease, or stroke, and one-fifth (19 percent) report a household member using a medical device that relies on electricity,
with households including members of priority populations more likely on average to have members with chronic illnesses or dependent on electrical
devices (NEADA, 2005). Nationally, over one-third (35 percent) report not obtaining needed medical care, or not filling a prescription or missing
prescribed doses (33 percent) on account of high home energy bills in the past five years.
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What are the health-related features or components of your program?
All of our project activities support our focus on health and safety:

Needs assessment: We are creating new data on affordable energy and health outcomes with new questions on the

District's Behavioral Risk Factor Surveillance Survey.

Outreach: Our outreach staff holds weekly office hours at health clinics in high-poverty neighborhoods, makes
presentations at health fairs, runs workshops, visits social service sites, and makes house calls. They offer one-on-
one counseling about energy assistance and energy efficiency, budgeting, and the health and safety aspects of home
energy, take applications for LIHEAP and related programs and make referrals to community resources for food,
clothing, shelter, childcare, and jobs.

Administrative Coordination: We are negotiating formal and informal referral relationships and data-sharing

agreements with a range of health care organizations in DC, from hospitals, home health care agencies, and shelters
that offer case management, to the Department of Health’'s Medicaid waiver programs and the Office on Aging’s
Aging and Disability Resource Center and Office of the Long Term Care Ombudsman.

Consumer Protection: We have drafted a bill under DC Council review to prohibit the loss of home utility service for

nonpayment for specific groups of medically frail, LIHEAP-eligible residents year-round, moving beyond the limited
protections currently in place (a doctor’s note prohibit shutoff for 21 days and may be renewed).

Education and Marketing: Our one-on-one counseling with LIHEAP clients and educational materials (flyers, posters,

mass media advertising, email and web-based marketing) for our secondary audience connect affordable home
energy with health.

2. How do you see your work as contributing to the health of the children and families that you serve? How
do you see your work contributing to the health of the greater community?

DC REACH protects the health and safety of our target households by lessening the financial burden of
home energy bills; preventing the loss of basic utility service due to nonpayment; educating participants about energy
efficiency, budgeting, and health and safety; and helping to ensure that low-income households are able to maintain
moderate indoor temperatures. Holistic counseling offered by our Energy Coordinators also supports a family’s

capacity for economic self-sufficiency and health over time.
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More generally, we expect that DC REACH will demonstrate the importance for health of making basic home
energy service affordable. We know that homes that are too cold in winter or too hot in summer pose a threat to
health.4 High home energy bills, and the loss of utility service for nonpayment, undermine health:

e Directly, when householders respond to high bills, arrearages, or worries about high costs, by choosing not
to heat or cool their homes adequately, or to use unsafe means to do so, for example, heating with a kitchen
oven or barbeque grill. Substandard housing may be prohibitively costly or impossible to heat or cool.

e Indirectly, when concerns about high utility bills and shutoff lead to difficult tradeoffs, for example purchasing
heat instead of food or medications.

Our project builds on a relatively new body of evidence demonstrating that inadequate home heating and cooling

contributes to socioeconomic health disparities:

e Children under age 3 years in families eligible for but not enrolled in LIHEAP are at greater risk for growth
problems and more likely to need hospital admission on the day of a health care visit, compared with
children from enrolled families (Frank et al., 2006)

¢ In northern states, poor families with children spend less on food and more on home fuel, and their children
have lower caloric intake during winter months, compared with higher-income families (Bhattarcharya et al.,
2003)

e During summertime, persons living in homes with central air conditioning are 42 percent less likely to die
than are those in homes without air-conditioning (Rogot et al., 1992). In urban areas, heat-related deaths are
5 percent more likely among persons identifying themselves as Black, with over two-thirds of this disparity
linked to the lack of central air-conditioning among Black households (O’Neill et al., 2005).

Our project begins to address these disparities by lowering home energy burdens.
3. How do you measure the success of your work?

DC REACH will be a success when all LIHEAP-eligible households that include medically frail members live

in homes that are adequately heated and cooled, in a stable and sustainable manner. Our project has a series of

process, short-term, intermediate, and long-term measures of progress toward this goal:

4 Indoor temperatures below 60° Fahrenheit or above 90° Fahrenheit increase the chances that a senior will experience a stroke, heart attack, or
respiratory ailment and may make pre-existing conditions such as diabetes, asthma, and emphysema worse (Murphy et al., 2006; Matthies et al.,
2008). Infants and young children, as well as seniors and persons taking certain classes of medications, are less well able to self-regulate body
temperature and as a result, are especially vulnerable (Kilbourne, 2008).

Page 7 of 20



Ve

% ROBERT WOOD JOHNSON FOUNDATION

o Commission to Build a Healthier America commissiononheal

Process: service units (numbers of counseling sessions, first-time LIHEAP applications from target households,
contacts and referral relationships, presentations) and development of new needs assessment tools and legislation.
Short-term: operating Memoranda of Agreement with partner DC agencies to purchase health survey questions, refer
client and share data; improved knowledge about LIHEAP, home energy and health; positive change in home energy
use by participating households; and development of health-oriented performance measures.

Intermediate: lowered home energy burden among participants; leveraging of LIHEAP dollars with public, private, and
utility company funds; enactment of regulatory consumer protections; and routine administrative integration of
LIHEAP referrals with intake and case management for other public benefits.

Long-term: routine use of needs assessment data for both public health and affordable energy program planning,
monitoring and evaluation; improved financial stability of participating households and improved health status of
medically fragile household members; increased stability of affordable housing and no loss of basic home utility
service due to nonpayment; enhanced effectiveness and cost savings to public benefit programs attributable to
LIHEAP participation; and incorporation of REACH activities into ongoing DDOE programs.

4. What are some of the greatest challenges in your program or work?

Until this week, our biggest challenge in DC, as nationally, has been inadequate LIHEAP funding to meet the
need for affordable basic home utility service. Funds run out long before needs are met, and average awards are not
high enough to close the gap between heating bills and available household budget dollars.5 Many states have been
reluctant to consider LIHEAP public health pilots when they resemble a zero sum game and dollars may be
potentially taken from families with young children in order to support households with aging, medically frail
members.6 Putting LIHEAP expenditures and Medicaid savings on the same ledger page, for example, reframes the
discussion as one of leveraging Medicaid dollars by linkage with LIHEAP.

An equally big challenge is the mindset among public officials that energy assistance has little bearing on
health status or health services utilization, although advocates are quick to acknowledge the connection between a

cold home and a sick child, hospitalization for a homebound senior, or the loss of a section 8 voucher when utility

5 DC has generous local funding that more than matches the federal grant, yet it serves less than one-third of eligible households, almost twice the
rate of LIHEAP nationally. Price increases for home energy diminish the purchasing power of LIHEAP dollars: since the winter heating season of
2002-2003, the average cost for home heating has risen almost 70 percent (U.S. Energy Information Administration, 2008) and since the program’s
origins in 1981, the average proportion of a home heating and cooling bill covered by a LIHEAP award has dropped from 23 percent to 8 percent
(fiscal year 2005) (USDHHS, 2008). Crisis assistance helps tens of thousands of households avoid shutoffs of basic utility service for nonpayment,
but LIHEAP does not guarantee protection from a shutoff.

6 Over the past week, the Congress has more than doubled the appropriation for LIHEAP for fiscal year 2009, fully funding the program at $5.1 billion
for the first time in its history, with another $2 billion to be added from state supplemental funds. DC's federal grant will go from $6.5 million (fiscal
year 2008) to $14 million. We expect that the availability of new funds and average funding levels will create new opportunities for LIHEAP public
health pilots at the state level.
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service is interrupted. In DC, this mindset is reflected in the fact that LIHEAP is administered by DDOE, apart from
most other public benefit programs, which are administered by the Department of Human Services or the Department
of Health.7 This compartmentalization leads to unnecessary suffering and wastes scarce public resources.

5. How might your work be implemented more broadly? What steps would need to be taken? Who would
need to be involved?

Over the past week, the Congress has passed a continuing resolution that appropriates $5.1 billion for
LIHEAP, almost doubling its federal funding level, and fully funding the program, for the first time in its history. This
substantial influx of new dollars, especially to the cold weather states favored by LIHEAP’s funding formulas, will
catalyze LIHEAP's role as a public benefit program to protect health and safety much more significantly than in the
past. Energy Programs Consortium has received start-up federal support to develop a set of national pilots based on
DC REACH. We anticipate implementing the needs assessment, targeted outreach, administrative coordination,
consumer protection, and health outcomes evaluation activities developed under DC REACH. Initial steps include
convening a national working group comprised of state officials from public health, health finance, and affordable
energy; developing collaborations with state LIHEAP offices to host public health demonstrations; preparing case
studies of specific strategies from REACH and related efforts around the country; supporting the development of
needs assessment data and performance measures for LIHEAP related to health and safety; and securing new

funding sources to help states implement and evaluate their pilot projects.

7 Most states administer LIHEAP through a department of human services, housing, or community development, which permits some coordination (for
example, a handful of states expedite enroliment in energy assistance for qualifying households that receive food stamps).
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