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Demand for CHCs’ services is outstripping 

their ability to supply them, says Jose E. Cama-

cho, executive director/general counsel at the 

Texas Association of Community Health Centers 

(see interview, page 11). 

As the case studies in this report show, 

building healthier communities from the 

ground up is a multidimensional process. 

Public and private entities are partnering in a 

number of ways to increase households’ access 

to healthier environments, nutritious food and 

health care services.

How effective can health care reform be in 

improving access to quality health care for all 

households? It depends not only on the work 

of health-focused organizations but the work of 

entities that focus on community and economic 

development, education and other disciplines. 

That’s because where people live, their gender, 

race or ethnicity and their socioeconomic posi-

tion all affect their level of health. 

Health disparities are part of the broad 

and complex conversation about how to 

expand quality care for all. According to Chloe 

Bird, a senior sociologist at nonprofit research 

firm RAND Corp., improving care in those seg-

ments of the population with unequal access 

or poorer care will require more than “more of 

the same.” It will require that constraints faced 

by economically disadvantaged populations are 

overcome. For more in-depth information on 

health and health care in America, see the box 

“Recommended Reading.”

Notes
1For GDP data, see Figure 2, “Average Annual Growth Rates for 
Nominal NHE and GDP for Selected Time Periods,” in the report 
“Health Care Costs: A Primer, Key Information on Health Care Costs 
and Their Impact,” The Henry J. Kaiser Family Foundation, March 
2009, www.kff.org/insurance/upload/7670_02.pdf. For earnings data, 
see Figure 9, “Cumulative Changes in Health Insurance Premiums, 
Inflation, and Workers’ Earnings, 1999–2008,” in the same report.
2 See “The Uninsured: A Primer, Key Facts about Americans 
without Health Insurance,” The Henry J. Kaiser Family Foundation, 
October 2009, www.kff.org/uninsured/upload/7451-05.pdf. The 
data don’t include Americans who are underinsured, defined by 
Kaiser as those who have health benefits that don’t adequately 
cover their medical expenses.
3 See note 2 and “Expanding Health Coverage to the Uninsured,” The 
Henry J. Kaiser Family Foundation, May 2008, www.kaiseredu.org. 
4 See Hidden Costs, Value Lost: Uninsurance in America, by the 
Committee on the Consequences of Uninsurance, Washington, 
D.C.: Institute of Medicine of the National Academies, June 2003. 
5 See “Rising Unemployment, Medicaid and the Uninsured,” by 
John Holahan and A. Bowen Garrett of the Urban Institute, The 
Henry J. Kaiser Family Foundation, January 2009, www.kff.org/
uninsured/upload/7850.pdf. 
6 According to the Urban Institute, decreases in state general fund 
revenues represent the difference between anticipated and actual 
revenues, net tax changes. The unemployment rate acts as a proxy
for economic changes; a causal relationship between the unem-
ployment rate and state general fund revenues was not established.
7 For details, see “Landmark Program to Reverse Childhood 
Obesity Encompasses 50 Communities Nationwide,” Robert Wood 
Johnson Foundation, January 2010, www.rwjf.org/childhoodobesity/
product.jsp?id=53468 and www.healthykidshealthycommunities.org.
8 For more information on the El Paso initiative, see www.
healthykidshealthycommunities.org/communities/el-paso-tx.
9 The targeted neighborhoods are Magnolia Park, Sunnyside and 
Near Northside. For neighborhood boundaries, see the city of 
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•	 Q-DART: Tools for Assessing and Responding to Disparities in Health Care Quality, a RAND Health 

project, www.rand.org/health/projects/qdart/research/spatial_analysis_of_health_care_data.html

•	 Active Living Research: Building the Evidence to Prevent Childhood Obesity and Support Active  
Communities, http://activelivingresearch.org/alr/about
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tion and the University of Wisconsin Population Health Institute, www.countyhealthrankings.org
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openbook.php?isbn=030908265X

•	 “Defining Disparities: Opportunity for Change in Fort Worth and Dallas,” Center for Community Health, 
presentation by Katie Cardarelli and Marcus Martin, March 2009

•	 Reinventing Public Health: Policies and Practices for a Healthy Nation, ed. Lu Ann Aday, San Francisco: 
Jossey-Bass, October 2005

•	 Gender and Health: The Effects of Constrained Choices and Social Policies, by Chloe E. Bird and Patricia 
P. Rieker, New York: Cambridge University Press, 2008
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Community health centers (CHCs) played an im-
portant role during the recent economic recession as the 
demand for their services grew significantly. Recently, the 
Federal Reserve Bank of Dallas interviewed Jose E. Cama-
cho, executive director/general counsel at the Texas Asso-
ciation of Community Health Centers, to learn more about 
the challenges his constituents now face.

How has the recession affected Texas-based CHCs 
and their patients?

The recession has increased demand for services. 
CHCs have seen 149,000 new patients during the recession. 
Fortunately, 65 centers in Texas have received $108 million 
in American Recovery and Reinvestment Act funds. Part 
of the money ($14.4 million) went to eight new centers, 
$20 million went to fund increased demand and the rest 
went to capital investments such as new equipment and 
buildings for existing centers.

Who are Texas-based CHCs’ partners?
CHCs get a lot of support from municipalities, coun-

ties, hospitals, residency programs and mental health 
centers. The degree of support varies by site and a com-
munity’s ability to help the underserved population.

What are Texas-based CHCs and their partners’ 
biggest successes in meeting the needs of their 
patients?

Their biggest successes are providing care to low-
income and medically underserved populations and com-
munities when they need these services so that patients do 
not have to wait until their health problems become a crisis. 

In addition, CHCs generate significant taxpayer 
savings. According to a Brandeis University study, Texas 
Medicaid patients who received the majority of their pri-
mary care at health centers cost the Texas Medicaid pro-
gram $631 less per month than patients who received the 
majority of their primary care at hospital outpatient depart-
ments or emergency rooms. Also, CHC patients’ inpatient 
costs are 48 percent lower, on average, than inpatient costs 
for patients who receive primary care in hospital outpatient 
departments or emergency rooms.1

What are Texas-based CHCs and their partners’ 
biggest challenges in meeting the needs of their 
patients?

Their biggest challenge is that the need for their ser-
vices is outpacing their ability to supply them. CHCs cur-
rently operate on 1 percent to 2 percent margins. Roughly 

one-third of their revenues comes from a federal discre-
tionary grant program for CHCs; another third comes from 
Medicaid (25 percent), Medicare (4 percent) and the Chil-
dren’s Health Insurance Program and other federal funds 
(3 percent); and another third comes from state and local 
governments (18 percent) and patients (10 percent).2

States are facing huge fiscal deficits, so many pro-
grams that we rely on for funding at the state level are fac-
ing cuts. On the other hand, nationally centers will receive 
$11 billion in new funding over the next five years from 
the federal government. Centers have to compete for this 
funding and no one is guaranteed funding. 

A serious challenge for us is that the Texas FQHC 
Incubator Program is on the chopping block. Founded in 
2003, this program provides $5 million annually to help 
established Federally Qualified Health Centers (FQHCs) win 
federal funds to expand their services and help entities that 
want to become FQHCs develop into competitive candidates.

The Texas Health and Human Services Commission 
(HHSC) has proposed that the incubator program be cut in 
2011; $2 million is no longer available in fiscal year 2010. 
This program has been highly successful in Texas. Prior to 
the incubator program, Texas centers received an average 
of only 3.6 percent of the federal funding available dur-
ing any cycle. After the incubator program, Texas centers 
received an average of over 7 percent. As a result, FQHCs 
were able to increase their total patient load by 49 percent 
from Sept. 1, 2004, to Dec. 31, 2008.

This incubator program is slated to lose its fund-
ing, which would make it difficult for Texas-based CHCs 
to compete with others around the country for the federal 
CHC funds.

Ironically, the Texas program is being touted as a 
model for other states to adopt in order to successfully 
leverage the $11 billion of new federal funding.

Do the issues faced by Texas-based CHCs differ 
from issues faced by CHCs in other states? If so, 
how?

Our major issue is the same as other states: meet-
ing the growing demand while funding fails to keep pace 
with demand. The degree of this problem is daunting in 
Texas because of the huge number of people who do not 
have insurance and lack access to care. The Texas HHSC 
estimates that in our state, 6.5 million people are currently 
uninsured. Even if we implement the coverage options 
available under federal health reform in 2014, HHSC esti-
mates that 2.6 million people will remain uninsured. 

Currently, Texas has 16 times the number of unin-
sured people as Massachusetts had when it implemented 
universal care. Now we’re seeing that Massachusetts does 
not provide enough access to care because it lacks an ad-
equate supply of primary care providers. There simply are 
not enough providers who take new patients, Medicare or 
Medicaid. Reimbursement is a very large issue. 

Also, Texas has not invested in the infrastructure to 
serve the poor. There’s not enough capital, health care pro-
viders or operational money for these providers. As more 
people fall into poverty or stay in it, more subsidies will 
be needed to support their care. So the cost of care could 
spiral out of control if we do not deal with the supply of 
providers and infrastructure issues.

How do you anticipate health care reform to affect 
Texas-based CHCs and their patients?

A greater percentage of our patients will be insured; 
however, at the same time, CHCs will serve an even larger 
proportion of the uninsured in the state. We think that all 
CHCs will have to be health care homes for comprehen-
sive care so that centers can serve as one-stop shops for 
people dealing with medical, dental, substance abuse and 
mental problems. The reason it’s so important to provide 
comprehensive care is that it helps prevent further pro-
gression of the illnesses, particularly chronic diseases 
such as diabetes and asthma. This kind of care also is 
important because it has an educational component that 
teaches people how to get the support they need and better 
manage their own health and health care.

Notes
 1 These data are an average of 1999–2004 expenses. See 
“High-Performing Community Health Centers: What It Takes in 
Texas (Final Report: Phase One),” by Deborah Gurewich, Donald 
S. Shepard, Karen R. Tyo and Junya Zhu, Brandeis University, 
Schneider Institute for Health Policy, June 30, 2009. 
2 All patients are charged on a sliding scale and demonstrate 
need by bringing in any document that proves their income 
(check stub, tax return, etc.) and residency in the CHC’s target 
area. Without proof of income and residency, they are expected 
to pay 100 percent of the charges. 

—Elizabeth Sobel Blum
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Houston’s super neighborhoods webpage at www. houstontx.gov/
planning/suprnbhds/abt_sn.htm.
10 These are body mass index data for the 2009–10 school year 
in the Grant County Healthy Kids, Healthy Communities’ areas of 
focus: Cobre Consolidated School District (Mining District) and 
Silver Consolidated School District (Silver City and Cliff/Gila).
11 For more information about food insecurity, see “Household 
Food Security in the United States, 2008,” by Mark Nord, Margaret 
Andrews and Steven Carlson, U.S. Department of Agriculture 
Economic Research Report no. ERR-83, November 2009, www.ers.
usda.gov/Publications/err83.

12 Data for three years, 2006–08, were combined to provide more 
reliable statistics at the state level. Estimated prevalence rates of 
food insecurity during this period ranged from 6.9 percent in North 
Dakota to 17.4 percent in Mississippi. See USDA data at www.ers.
usda.gov/Briefing/FoodSecurity/stats_graphs.htm.
13 See “Estimating Supermarket Access: Summary of TRF’s 
Research and Analysis,” The Reinvestment Fund,  www.trfund.com/
financing/realestate/EstimatingSupermarketAccess-1pg.pdf.
14 There are four pillars of the Let’s Move! campaign: access to af-
fordable healthy food, physical activity, healthier schools and healthy 
choices. For details, see www.letsmove.gov/accessing/index.html 

and “Solving the Problem of Childhood Obesity within a Generation,” 
White House Task Force on Childhood Obesity Report to the Presi-
dent, May 2010, www.letsmove.gov/tfco_fullreport_may2010.pdf.
15 The USDA has also launched the Food Environment Atlas, 
http://ers.usda.gov/foodatlas, which compiles data on community 
characteristics, food choices and health and well-being.
16 See SchoolMatters, www.schoolmatters.com/schools.aspx/q/
page=dp/did=3875.
17 The numbers do not add up to 100 percent due to the way the 
bureau counts patients. There is a double count when patients 
identify themselves as both Hispanic/Latino and white.
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