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PREFACE

This report summarizes findings from the first year of a planned five-year evaluation of 
the Montgomery Cares initiative.  Montgomery Cares is a Montgomery County, 
Maryland-funded program designed to provide basic health care to low-income, adult 
uninsured county residents through financial support to community clinics.  The 
evaluation was conducted within the auspices of RAND Health and was funded by the 
government of Montgomery County, Maryland through a subcontract with the Primary
Care Coalition of Montgomery County, Maryland (PCC).  The report should be of 
interest to policymakers in the county, as well as to individuals concerned with issues 
related to access to care among the uninsured more generally.
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SUMMARY

This report summarizes findings from the first year of a planned five-year evaluation of 
the Montgomery Cares initiative.  Montgomery Cares is a Montgomery County, 
Maryland-funded program designed to provide basic health care to low-income, adult 
uninsured county residents through financial support to community clinics.
Implementation of the program began in July 2005 with initial funding of $5 million;
funding is slated to increase annually to a fully operational cost of $15m in FY10.
Health care services are provided through Community HealthLink, a network of non-
profit community health care providers in Montgomery County, Maryland.

The evaluation is designed to answer three questions:

Since the implementation of Montgomery Cares, are more uninsured people 
getting care?

Who are Montgomery Cares patients and how does Montgomery Cares affect the 
health care they receive?

How much and in what ways does Montgomery Cares affect the capacity of 
clinics providing care to the uninsured?

In addition, the evaluation is intended to provide information that can help guide the 
evolution of the program over the next five years. 

Key Findings

Number of Patients Seen Increased 25 Percent and Number of Patient Visits Increased 
12 Percent after the Implementation of Montgomery Cares 

Growth in the number of patients seen varied across Montgomery Cares clinics; one
clinic reporting growth of more than 50 percent in the number of patients seen and two
had relatively flat growth. With only one exception among the eight clinics, the number
of patient visits provided rose at each of the Montgomery Cares clinics.  Factors other
than Montgomery Cares may have contributed to the growth in patients seen and in the 
number of visits.  More work needs to be done to disentangle the specific influence of 
Montgomery Cares.

Montgomery Cares Patients Are Predominantly Minority Women with Significant Health 
Needs

The Montgomery Cares population is primarily an immigrant population, with about 
three-fourths of patients reporting that they were born outside the U.S.  Hispanics 
represented the largest proportion of patients (58 percent), followed by blacks (10 
percent) and Asians (7 percent).  Nearly three-fourths of patients were women, and nearly 
half were parents of minor children. Nearly half of patients were working. The majority
of patients—nearly two-thirds—had either never had health insurance or been without it 
for many years. Nearly half rated their health as either fair or poor and more than three-
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fourths indicated having a chronic condition (such as diabetes, asthma, hypertension, 
depression, migraines, or heart disease), and more than one-third reported two or more
such conditions.  Hypertension and diabetes each affect at least one in four Montgomery
Cares patients. 

Getting in the Door to Care is a Challenge, but Once There, Satisfaction with Care 
Provided at Montgomery Cares Clinics is High 

In a survey of appointment accessibility, one in four would-be patients was unable to 
reach a person when trying to call for an appointment.  Moreover, only 28 percent of 
would-be patients whose call was received (and 21 percent of all callers) was able to 
successfully obtain an appointment. Among Montgomery Cares patients, nearly 40 
percent reported difficulty contacting the clinic during business hours. Further, half of 
Montgomery Cares patients reported significant difficulty accessing care and of those, 
one in four reported that not being able to get through on the phone was a key barrier to 
care.  In terms of satisfaction, respondents by and large reported satisfaction with the care 
received at the clinic, with 75 percent reporting being satisfied or very satisfied with the 
care.  Moreover, satisfaction ratings were relatively high across a range of variables 
measuring different aspects of care, with half or more of patients responding in the most 
positive categories for how well the provider listened, how easy it was to communicate 
with the provider, how thorough the exam was, how much respect they were treated with 
and how much time the provider spent during the visit.

Room for Improvement Exists in the Availability of Translation and Bilingual Services 

While clinics made significant use of bilingual staff, the availability of interpreter
services was spotty, with some clinics completely without access to interpreter services at 
any time and for any language and some clinics with access to interpreter services either 
some of the time or for only one language. As shown in the prospective patient survey 
results, the limited availability of interpreter services can play a key role in the 
accessibility of clinic services for non-English speaking patients:  English speakers were
nearly three times as likely to be able to schedule an appointment compared to Spanish 
speakers, and a language barrier was cited as the second most common reason for failure 
to make an appointment.

Data Gathered and Reported for Diabetic Montgomery Cares Patients Are Insufficient 
for Assessing Quality of Care 

Montgomery Cares clinics gather and record information for diabetic patients in 
electronic form (using a database application called “CVDEMS”).  But, the data collected 
are incomplete. 30 percent of visits in patients’ hard copy medical records were not 
recorded in CVDEMS.  Almost half of patients had medical record data related to their 
smoking habits, but no such data existed in CVDEMS.  Further, only one-quarter of 
patients who completed diabetes education had that recorded in both the electronic and 
hard copy medical record.
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Recommendations

The evaluation data provide a snapshot of current Montgomery Cares clinics, the patients
they serve, and patients’ experiences, and establish a baseline against which future
changes can be compared.  The data also point to steps clinics may want to prioritize to 
help mold the successful evolution of Montgomery Cares, including the following:

Improve patients’ access to a live voice at the end of the telephone line.

Increase the availability of appointment slots.

Work to minimize wait times for an appointment.

Better identify patients’ language needs and increase the availability of bilingual 
administrative staff and/or interpreter services.

Sharpen providers’ attention to potentially under-diagnosed conditions.

Make complete and accurate data collection a priority.

Maintain commitment to ensuring patients receive guideline-appropriate
preventive care and recommended care for chronic conditions.

Data collection and feedback through this evaluation will continue over the next several 
years as the Montgomery Cares initiative matures.
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CHAPTER 1 

INTRODUCTION

This report summarizes findings from the first year of a planned five-year evaluation of 
the Montgomery Cares initiative.  Montgomery Cares is a Montgomery County, 
Maryland-funded program designed to provide basic health care to low-income, adult 
uninsured county residents through financial support to community clinics.1  The key 
services provided through Montgomery Cares are primary care and prescription drugs, 
although the program also supports behavioral health and oral health pilot programs.
Implementation of the program began in July 2005 with initial funding of $5 million;
funding is slated to increase annually to a fully operational cost of $15m in FY10 
Health care services are provided through Community HealthLink, a network of non-
profit community health care providers in Montgomery County Maryland.  Eight 
organizations currently receive support through Montgomery Cares: 

Community Clinic, Inc.  (CCI) 
Holy Cross Hospital Health Center (HCH)
Mercy Health Clinic (Mercy)
Mobile Medical Care Inc. (Mobile Medical) 
Muslim Community Center Clinic  (Muslim)
Proyecto Salud  (Proyecto) 
Spanish Catholic Center (SCC) 
The People’s Community Wellness Center (TPCWC)

CCI operates clinics in three locations (Gaithersburg, Silver Spring, and Takoma Park)
and Mobile Medical operates at numerous locations and, in some cases, in partnership 
with other organizations (such as L’Accueil-Marie-de-L’Incarnation—L’AMI—in
operating a Pan African/French clinic). Each of the other clinics provides services at a
single location. 

The primary goals of the evaluation are to answer the following questions: 

Since the implementation of Montgomery Cares, are more uninsured people 
getting care?

Who are Montgomery Cares patients and how does Montgomery Cares affect the 
health care they receive?

How much and in what ways does Montgomery Cares affect the capacity of 
clinics providing care to the uninsured?

In addition, the evaluation is intended to provide information that can help guide the 
evolution of the program over the next five years. 

1 The program does not provide health insurance coverage for the uninsured, but rather provides funding to
clinics serving these individuals.  Throughout this report, we will use the term “Montgomery Cares 
patients” to describe individuals who are part of the target group and who use services at one of the clinics
receiving Montgomery Cares funds.
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CHAPTER 2 

OVERVIEW OF THE EVALUATION 

We use multiple data sources to assess Mongtomery Cares, almost all of which required 
primary data collection. We undertook data collection in collaboration with the Primary
Care Coalition of Montgomery County, Maryland (PCC).  PCC is a private, non-profit 
corporation that collaborates with public and private safety net organizations offering 
direct patient care (including the Community HealthLink network) to increase access to 
health care among the uninsured and medically underserved.

In what follows, we describe the data used to address each of the evaluation questions. 
Data collection and analysis methods are briefly described in Chapter 3 and additional 
detail is provided in a Technical Appendix.

Since the Implementation of Montgomery Cares, Are More Uninsured People Getting
Care?

We answer the first evaluation question using an electronic database of health records
that profiles patients and their use of care (“CHLCare”). CHLCare data track the number
of patients seen at Montgomery Cares clinics in recent years and can also be used to 
count the number of patient visits at Montgomery Cares clinics. 

Who Are Montgomery Cares Patients And How Does Montgomery Cares Affect The 
Health Care They Receive?
We address the second question with data from a survey of patients receiving care from 
Montgomery Cares clinics, CHLCare, and the electronic and hard copy medical records 
of patients. The survey data allow us to capture the socio-demographic characteristics and 
health needs of patients, the barriers Montgomery Cares patients face to receiving health 
care, how much preventive care patients receive, the amount and type of care
Montgomery Cares patients use from other providers (such as an emergency department),
and how satisfied patients are with the care they receive.  The CHLCare data provide
some information on diagnoses among patients. Further, a long term goal is to be able to 
track changes in care for chronically ill patients, such as those with diabetes.  In this first
year of the evaluation, we make progress toward that goal by evaluating the completeness
and accuracy of data collected by clinics on measures of quality of care for diabetic 
patients.

How Much and in What Ways Does Montgomery Cares Affect the Capacity of Clinics 
Providing Care to the Uninsured?

The third question we evaluate with data from the survey of clinic executive directors and 
administrators regarding their staff (type, paid versus volunteer, staffing hours) and 
service availability; with information from the patient survey (regarding barriers to 
patients’ receipt of care); and with data from a survey in which “would-be” patients 
called clinics to try to obtain an appointment.
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This report provides results from each of the evaluative components and synthesizes 
them. The report is organized as follows: Chapter 3 provides background and 
methodological information about each of the data sources.  Chapters 4-6 address each of 
the evaluation questions in turn.  Chapter 7 provides recommendations and concludes.

CHAPTER 3

DATA SOURCES

As described in Chapter 2, we use multiple data sources to assess Montgomery Cares. In 
what follows, we provide background and basic methodological information for each data 
source.  Additional information about these data sources and our analysis of them can be 
found in the Technical Appendix.

3.1 Overview of CHLCare

CHLCare is an electronic health record currently in use among 6 of the 8 Montgomery
Cares clinics. CHLCare has the ability to capture comprehensive patient data, including 
administrative data (patient name, address, emergency contact);  appointment 
information; patient socio-demographic characteristics; medical history (allergies, 
medications, previous illnesses, immunizations); visit history, including date of visit, 
provider, diagnoses, procedures, and lab test results; and referral data.  The database 
keeps retrospective (e.g., previous visits, previous illnesses) and current patient
information.

The data provide the best way to track (among participating clinics), the number of 
patients seen by clinic and by year, and the number of visits associated with those 
patients.  To a more limited extent, they also allow us to examine the socio-demographic
characteristics of patients and their health status.

Two clinics, CCI and Holy Cross Hospital health center, do not use CHLCare at all;
rather, each maintains their own separate, electronic administrative database. Clinics that 
use CHLCare vary in the extent of data collected.  Some primarily track patient visit
dates, while others also record socio-demographic information, and still others regularly 
use CHLCare to track diagnoses and procedures.  Among Montgomery Cares clinics 
currently using CHLCare, use has varied over time.  One clinic (Muslim) has used 
CHLCare regularly for FY06 only, another (TPCWC) began using CHLcare regularly in 
2006, and the other clinics have data extending back to FY01.2

3.2 Overview of the Patient Survey

We collected primary data from patients to obtain a more complete profile of patients as 
well as to gather information about use of health care services beyond those received in 
the Montgomery Cares clinics, receipt of preventive care, satisfaction with care, and 

2 Fiscal years begin July 1 and end June 30. FY05, for example, extends from July 1, 2004 through June 30,
2005.
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barriers to care.  We surveyed a sample of patients receiving services at each of the 
clinics using a survey instrument developed by drawing questions from a number of 
previously fielded surveys (such as Healthcare for Communities, Community Tracking 
Survey, and the Medical Expenditure Panel Survey).

The evaluation plan calls for the patient survey to be administered again in 2008 and 
2010.  The later surveys will not attempt to follow the same patients over time
(“longitudinally”) but rather a new cross-section of patients will be selected for each 
survey wave in order to track changes in overall use, health status and satisfaction 
with care. Thus, the 2006 wave of the survey is useful not only for describing the 
current experiences of Montgomery Cares patients but also for establishing a 
baseline against which the experiences of patients in the future can be compared.3

For example, we will be able to track whether over time Montgomery Cares is 
associated with an increase in the average number of primary care visits received by 
an uninsured patient, a decrease in the waiting time to see a provider, improvements
in the receipt of preventive care, improvements in patient satisfaction with care, and 
reductions in hospitalizations and emergency department use.

We developed a plan for surveying a set number of patients at each clinic with the goal of 
obtaining 800 responses in total from across all participating clinics.  We designed the 
sample using historic information on the number of patients and number of patient visits 
at each of the clinics.  We constructed sample weights and applied them in our analyses
so that the results are representative of Montgomery Cares patients as a whole.

Surveys were offered in English and Spanish and covered socio-demographic information
(such as race, gender, age, zip code of residence, and income); health status (such as 
chronic conditions, functional limitations, self-rated health, and self-rated mental health); 
health care utilization (including number of visits to the clinic, use of the emergency
department, inpatient hospital admissions, prescription medications received, and barriers 
to care); and satisfaction with care.

3.3 Overview of the Clinic Survey

In addition to ascertaining patients’ health care experiences under Montgomery Cares, we 
also wanted information about how the program affects the availability of services at 
clinics and their capacity to serve Montgomery Cares patients.  To that end, we surveyed 
the executive directors and/or administrators of clinics serving Montgomery Cares 
patients.4

3 Ideally, the baseline would be measured as of the implementation of Montgomery Cares in July 2005, but
since changes in response to the new funding are likely to take time to occur, the 2006 baseline is a 
reasonable proxy.  Nonetheless, some change in access and quality as a result of Montgomery Cares may
have occurred between 2005 and 2006. If true, this suggests that the (future) measured effects of the
initiative may be somewhat less than the true effects.
4 Both CCI and Mobile Medical operate at multiple sites.  Their responses were provided as an aggregate
across associated locations.
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Like the patient survey, the clinic survey will be administered again in 2008 and 2010.
Thus, the 2006 survey is useful not only for describing the current capacity of 
Montgomery Cares clinics but also for establishing a baseline against which future 
findings can be compared.

Survey questions included, for example, the number of appointment slots for both new 
and established patients, average waiting time for an appointment, average appointment
slot duration for both new and established patients, number and type of staff, language 
services (interpreters and bilingual staff), and special/social services.  Staffing categories
were defined as follows:

Nursing staff: registered nurses, licensed practical nurses, nurses aides and 
medical assistants 

Medical providers: nurse practitioners, physician assistants, primary care or 
specialty care physicians 

Social services staff: social workers, mental health counselors, substance abuse 
counselors, case managers, nutritionists diabetic counselors and interpreters 

Ancillary/other medical staff:  pharmacists, physical therapists, lab technicians, 
other medical staff 

Administrative staff: executive director, deputy director, information technology 
(IT) staff and other administrative staff.

3.4 Overview of the Survey of Appointment Accessibility

In order to better understand patients’ experiences with accessing care through the 
Montgomery Cares clinics, we recruited and trained surveyors to call each clinic
assuming the pretense of an uninsured individual seeking medical care.  Surveyors called 
clinics at various times of the day, over different days of the week, seeking care for 
different reasons (preventive versus urgent care), and in different languages.  Their 
experiences trying to obtain an appointment provide a window into the experiences of 
actual patients who approach Montgomery Cares clinics for care.

The method of data collection is modeled on a national study that evaluated access to 
appointments among “simulated” patients with varying insurance status.5  In our study, 
surveyors called each clinic seeking an appointment and used one of two scenarios.  In 
the urgent scenario, surveyors simulated a 40-year old, hypertensive, uninsured 
individual who had been seen in the emergency department the previous night and who 
required follow-up care within one week.  In the preventive scenario, surveyors presented
as a 40-year old, healthy individual seeking an appointment for a general physical exam.
In addition, calls were done in one of three languages (English, Spanish, and Chinese).
Calls were also done at different times of the day and on different days of the week.
Analyses below are based on 130 completed calls.

5Asplin BR ,Rhodes KV, Levy H et al. Insurance status and access to urgent ambulatory care follow-up
appointments. JAMA. 2005 Sep 14;294(10):1248-54.
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For each call, surveyors recorded information about the type of call (time of day, day of 
week, language, scenario, clinic) as well as the outcome of the call (whether they reached 
a person and were able to make an appointment).  If successful, callers recorded the date
of the appointment, what they were told they would need to pay for the appointment, and 
whether they were able to get a sooner appointment if the appointment offered was more 
than one week away.  When surveyors were unable to obtain an appointment, they were 
instructed to record the reason and whether they received a referral to another provider.
Surveyors also assessed several aspects of the interaction, including the politeness of the 
staff and whether there was an attempt to measure the severity of the condition.

3.5 Overview of Concordance Analysis between Electronic and Hard Copy Medical 

Records of Diabetic Patients

As a first step in a larger effort to assess the quality of care provided to patients with 
chronic conditions, we analyzed the concordance between the hard copy and electronic 
medical records for diabetic Montgomery Cares patients.

Montgomery Cares clinics use a database application called “CVDEMS” 
(CardioVascular Disease and Diabetes Electronic Management System) to record 
information about diabetic patients. Clinics are required to enter the following data into 
CVDEMS for diabetic patients:

patient contact and demographic information (name, date of birth, address, 
gender, ethnicity, and primary language);

visit information (date of visit, location);

patient health information  (blood pressure at each visit, Type 1 or Type 2 
diabetes, use of specific medications that are indicated for most diabetics (ACE 
inhibitors or ARBs, statins and other lipid lowering drugs; and 

quality of care indicators, including date diabetes education was completed, date 
of documented self-management goals, date of most recent retinal exam, indication of 
referral for retinal exam if applicable, date of most recent foot exam (LEAP), 
indication of referral for foot exam if applicable, date of last flu shot, date and result 
of HbA1c, date and result of LDL screening, and date and result of microalbumin
screening.

Our analysis is designed to assess the viability of using data from CVDEMS to analyze
the quality of care provided to Montgomery Cares patients with diabetes; naturally, the 
higher the rate of concordance, the more trustworthy the electronic data can be deemed.
The analysis is one step toward the long-term goal of monitoring changes in quality of 
care over time as the Montgomery Cares initiative continues.

We analyzed data from 86 diabetic Montgomery Cares patients who had at least one visit 
to a Montgomery Cares clinic in (calendar year) 2005.  Patients were spread across 10 
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locations: Holy Cross health center, Mercy, three CCI locations, TPCWC, SCC, 
Proyecto, and Mobile Medical.  Patients were randomly sampled from the population of 
eligible patients (adult, diabetic, Montgomery Cares patients) within clinics.

We compared the hard copy medical record for each of the 86 patients in the sample to 
the data recorded in CVDEMS.  Four trained abstractors (all with at least some degree of 
medical experience) abstracted data from the hard copy medical record on to a standard 
abstraction instrument. Abstractors only recorded data from 2005 visits.

CHAPTER 4

ARE MORE UNINSURED PEOPLE GETTING CARE?

This chapter addresses the first evaluation question:  Since the implementation of 
Montgomery Cares, are more uninsured people getting care?

Table 4.1 profiles the number of patients seen by each of the clinics. (Summary
information in the tables for Holy Cross HC and CCI are based on self-reports from their 
separate administrative databases.)  FY05 data represent the period prior to Montgomery
Cares implementation; the program began with the start of FY06, in July 2005.

The number of Montgomery Cares patients served increased from approximately 8800 in 
FY05 to just over 11,000 in FY06, an increase of 25% across all clinics.6 Clinics had 
differing changes in patient volume, with two clinics experiencing no or relatively little 
growth in the number of patients seen, and with another clinic having an increase in 
patients of nearly 70 percent.  However, factors other than Montgomery Cares may have 
contributed to the growth in patients seen and in the number of visits.  More work needs 
to be done to disentangle the specific influence of Montgomery Cares.

Table 4.1 
Number of Patients by Clinic, FY05-FY06 

 

Fiscal Year SCC 
Mobile 
Medical TPCWC1 Mercy Proyecto Muslim 

Holy 
Cross 
HC* 

 
 

CCI* 
 

Total 

2005 860 2,778 267 1,188 1,731 ^ 740 1,229 8,793 

2006 859 3,041 311 1,209 2,153 429 981 2,055 11,038 

Change -1 263 44 21 422 ^ 241 826 2,245 

% Change -0.1% 9.5% 16.5% 1.8% 24.4% ^ 32.6% 67.2% 25.5% 
1TPCWC data may be incomplete for FY05; *Based on self-reported data; ^insufficient data 

6 The increase includes patients seen at one clinic (Muslim) that became operational in 2005; no visits are 
included for this clinic for FY05 because of a lack of complete data for the FY05 months in which the
clinic was operating.
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Another measure of change is growth in the number of patient visits. In addition to 
serving more uninsured, clinics may be providing more care to existing patients. The 
growth in patient visits captures the effects of both.  Across all clinics, visits rose 12 
percent from FY05-FY06, representing an additional 3,200 visits (Table 4.2).

 
 

Table 4.2 
 Number of Patient Visits by Clinic, FY05-FY06 

 

Fiscal Year SCC 
Mobile 
Medical TPCWC1 Mercy Proyecto Muslim 

Holy 
Cross 
HC* 

 
 

CCI* 
 

Total 

2005 2,745 6,065 496 4,764 7,168 ^ 2,813 3,893 27,944 

2006 3,479 7,237 750 5,678 5,138 863 3,346 4,697 31,188 

Change 734 1,172 254 914 -2,030 ^ 533 804 3,244 

% Change 27% 19% 51% 19% -28% ^ 19% 21% 12% 
1TPCWC data may be incomplete for FY05; *Based on self-reported data, not CHLCare; ^insufficient data 

CHAPTER 5

MONTGOMERY CARES PATIENTS & THEIR HEATH CARE

This chapter addresses the second evaluation question: Who are Montgomery Cares 
patients and how does Montgomery Cares affect the health care they receive? We first 
describe the socio-demographic characteristics and health needs of patients, and then turn 
to their use of and satisfaction with care.

5.1 Socio-Demographic Characteristics

Table 5.1 provides a description of the socio-demographic characteristics of Montgomery
Cares patients.  The percentages shown are among all patients—with or without data for 
the particular variable—with missing values included as a distinct category. Thus, the 
percentages represent the lower bound on the true population percentages.  For example,
at least 72 percent of patients are foreign born, although that percentage may be higher if 
missing values are for foreign born individuals.

Montgomery Cares patients are predominantly female (nearly three fourths, 72 percent) 
and Hispanic (58 percent) with a mean age of 47 and ranging in age from 19 to 92.  The 
majority (72 percent) is foreign-born, 38 percent are married, 41 percent live in rented
housing, and 44 percent have at least one minor child living at home.  Just under half are 
working for pay now (45 percent) but earned family income is less than $25,000 per year 
for at least 44 percent.  Five percent of Montgomery Cares patients receive some
government assistance such as Temporary Cash Assistance (TCA) or Social Security 
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Disability Insurance (SSDI).  Half of Montgomery Cares patients had never had health 
insurance, and 60 percent had either never had insurance or had it more than 5 years 
prior.

We rely on survey data instead of the electronic data from CHLCare to describe socio-
demographic characteristics of patients because of missing data in CHLCare. Clinics
track age and gender well, with only one percent of patients missing age and 2 percent 
missing gender), and race is relatively complete, with about 8 percent of patients missing
data.  But, missing data are substantial problems for other sociodemographic
characteristics, including living situation (65 percent missing), marital status (46 percent 
missing), religion (69 percent missing), employment status (61 percent missing),
education (71 percent missing), English proficiency (45 percent missing), and country of 
origin (27 percent missing) .

Table 5.1 
 Socio-Demographic Characteristics of Montgomery Cares Patients  

 
Characteristic Percent*  

 
Characteristic Percent 

 
Female 71.5 Any children under 18 living at home 44.3 
Missing gender 0.3 Missing number of children 29.9 
    
Mean age 47 Working now for pay 45.2 
Age range 19-92 Missing work status 13.3 
Aged 17-29 14.5   
Aged 30-39 20.3 Own home 16.8 
Aged 40-49 22.2 Pay rent  41.4 
Aged 50-64 31.4 Living with friends/family 23.2 
Aged 65 or older 7.7 Supported housing/emergency shelter/homeless 3.0 
Missing age 3.9 Missing living situation 15.5 
    
Hispanic 57.7 Family income from work less than $10k/year  19.7 
Asian (non-Hispanic) 6.7 Family income from work less than $25k/year  44.0 
Black (non-Hispanic) 10.1 Missing income 43.8 
White  (non-Hispanic) 4.7   
Other minority 3.3 Received income from government program  5.3 
Missing race/ethnicity 17.4 Missing other income 42.7 
    
Foreign born 72.1 Never had health insurance before 50.3 
Missing nativity 15.3 Never had or last insurance was >5 years ago 60.4 
  Missing previous health insurance receipt 19.2 
Married  38.2   
Widowed/divorced/separated 20.0   
Living with partner 8.1   
Single 21.6   
Missing marital status 12.1   

*unless otherwise noted 

5.2 Health Status 
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Table 5.2 describes the health status of survey respondents.  Approximately half of 
respondents indicated they were in only fair or poor health (47 percent) and 13 percent of 
respondents indicated their mental health was fair or poor.  The majority of respondents 
had at least one chronic condition (79 percent) and more than one in three (37 percent) 
indicated having two or more chronic conditions. Further, 14 percent of survey 
respondents indicated having a functional limitation.7

Table 5.2 
Health Status of Montgomery Cares Patients 

 
Health Measure Percent 
Excellent or very good self rated health 20.5 
Good self rated health  28.7 
Fair self rated health 36.5 
Poor self rated health 10.5 
Missing self rated health 3.9 
  
Excellent or very good mental health 53.2 
Good self rated mental health  30.1 
Fair or poor self rated mental health 12.9 
Missing self rated mental health 3.8 
  
Any chronic condition 78.7 
Two or more chronic conditions 37.0 
  
Functional limitation 13.8 
Missing functional limitation 4.5 

Respondents self-reported current chronic conditions, and we compared estimated
prevalence rates from the survey data to those derived from the CHLCare data for the six 
clinics using that system (Table 5.3).  Because there is missing information about 
diagnoses for some patients in CHLCare, we calculate the percentage of patients with a 
particular condition among those for whom at least some diagnosis information is 
available. This rate is suggestive of what the true chronic disease rates is, if it is the case
that the prevalence of disorders is similar among individuals who have or do not have 
CHLCare data on diagnoses.

Survey data suggest that joint pain / rheumatism / arthritis are the most prevalent of the 
chronic conditions, with a reported rate of 34 percent, followed by hypertension (27 
percent), diabetes (24 percent), migraines or chronic headaches (18 percent) and 
depression (17 percent).  The rate of arthritis is estimated to be 2 percent using CHLCare 
data, but joint pain and rheumatism are not included in this percentage, as it is in the

7 By comparison, 22 percent of uninsured adults in the 2005 National Health Interview Survey reported fair 
or poor health. See Summary Health Statistics for U.S. Adults:  National Health Interview Survey 2005.
DHHS Publication No. 2007-1560. Maryland: U.S. Department of Health and Human Services.
December, 2006.
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survey estimate.  Rates of other chronic conditions reported in each data source are more 
comparable:  Rates of diabetes range from 20-24 percent, rates of asthma from 3-7 
percent, and rates of hypertension from 27 to 32 percent.8  Rates of depression and 
migraine/chronic headaches are much higher in the self-reported data compared to rates 
of diagnosis recorded for these conditions in CHLCare.  This may stem, in part, from
clinical versus lay definitions of these disorders, as well as potentially from under-
diagnosis.9

 
Table 5.3  

Prevalence of Chronic Conditions Among Montgomery Cares Patients: 
Comparison of CHLCare and Patient Self-Report 

 

Health Measure 

 
 
 

Percent Based on 
Patient Self-

Report 

 
Percent among 
FY06 patients 
in CHLCare 

with diagnosis 
data* 

(n=5749) 
Asthma  7 3 
Diabetes 24 20 
Hypertension 27 32 
Depression  17 6 
Joint pain/rheumatism/arthritis 34 2** 
Heart disease 6 3 
Migraine or chronic headaches 18 5 
Cancer  2 1 

*Clinics include SCC, Proyecto, Mobile Medical, Mercy, TPCWC, and Muslim 
 **Arthritis only.    

5.3 Use of Care

Health care utilization is profiled in Table 5.4.  For most Montgomery Cares patients, the 
clinic is their usual source of care (81.5 percent of the respondents who indicate having a 
usual source of care).  Nearly three-fourths reported having used the clinic in the prior 12 
months (73 percent) and about 60 percent reported having used the clinic more than once 
in the prior 12 months.10  CHLCare data provide further information, with most clinics 
averaging between 2 and 3 visits per patient per year.

8Among the national NHIS sample of adults between ages 18 and 65, 5.5% reported a diagnosis of
diabetes, 5.7% reported asthma, 17.4% reported migraines or severe headaches, 13.7% reported
hypertension, 12.4% reported arthritis and 21.4% reported chronic joint symptoms. See Summary Health 
Statistics for U.S. Adults: National Health Interview Survey 2005. DHHS Publication No. 2007-1560.
Maryland:  U.S. Department of Health and Human Services. December, 2006.
9 Clinics vary in the extent to which they record patient diagnoses in CHLCare. For FY06, about 72
percent of patients had at least some diagnosis information.
10 Some patients reported being first time patients to the clinic, but also reported having one visit in the
previous 12 months. It is likely that some patients included the current visit in their numbers of previous
visits, so the true percentage who had one previous visit may be somewhat lower than reported.
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Table 5.4  
Access to Care among Montgomery Cares Patients 

 
Category of Care Specific Utilization Measure Percent 

(unless otherwise noted) 

Usual source of care Have usual source of care 78.6 
 Missing usual source of care 2.4 

 
Usual source of care is clinic, among 
those with a usual source of care  81.5 

 
Missing specific usual source of care 
among those with usual source of care 3.1 

   
History of clinic use (last 12 months) No visit 14.7 
 1 visit  12.9 
 2-3 visits  26.9 
 4-6 visits 24.7 
 More than 6 visits  8.3 
 Missing number of visits  12.7 
   
Non-clinic provider visits (last 12 months) No visit  39.3 
 1 visit  14.5 
 2 or more visits 22.6 
 Missing number of visits  23.4 
   
ED use (last 12 months) No visit 57.0 
 1 visit  14.5 
 2 or more visits  8.2 
 Missing number of visits 20.0 
   
Inpatient hospital admission (last 12 months) No admission 65.7 
 One or more admissions 14.8 
 Missing admissions 19.5 
   
Prescription drugs obtained  (last 6 months) None  29.1 
 1 medication 12.8 
 2 medications 15.3 
 3-4 medications 8.6 
 5 or more medications 10.5 
 Missing medications 23.7 

Access to prescription drugs 
Ever not fill a prescription, split pills, 
or  skip medication in last 12 mos. 17.3 

 Missing 16.0 
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Just over one-third of patients received care from a provider other than the clinic at which
they were surveyed.  Nearly one-fourth of Montgomery Cares patients had visited an 
emergency department in the previous 12 months (23 percent) and one in seven (15 
percent) had one or more inpatient admissions. Just under half of patients reported 
obtaining a prescription medication in the prior 6 months (47 percent).  One in six 
individuals reported having to skip medication or split pills because of the cost of the 
medicine (17 percent). 

5.4 Satisfaction with Care

Respondents by and large reported satisfaction with the care received at the clinic, with 
75 percent reporting being satisfied or very satisfied with the care.  Satisfaction ratings
were relatively high across the range of variables measuring different aspects of care, 
with half or more of patients responding in the most positive categories for how well the 
provider listened, how hard it was to communicate with the provider, how through the 
exam was, now much respect they were treated with and how much time the provider 
spent during the visit.

On the flip side, a consistent portion of 7-10 percent of patients expressed dissatisfaction 
with various aspects of satisfaction—8.5 percent reported dissatisfaction or neither 
satisfaction nor dissatisfaction overall with care from the clinic, 10 percent reported 
providers listening only fairly well or not at all, 9 percent reported difficulty speaking 
with or understanding the provider, 8 percent reported fair or poor thoroughness of the 
exam, and 7 percent reported having less or a lot less time with the provider than he/she
wanted.

Satisfaction ratings ranged over the clinics.  The bottom panel of Table 5.5 profiles the 
variability across clinics.  The percentage of respondents expressing dissatisfaction or 
neither satisfaction nor dissatisfaction with care ranged from a low of 3 percent to a high 
of 30 percent of patients across clinics, and for other measures the range was fairly 
similar.11

11 Some of the differences in satisfaction ratings across clinics may reflect cultural differences in how the
population served answers these questions. 
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Table 5.5 
Satisfaction with Health Care Received from Montgomery Cares Clinics 

Overall and Range across Clinics 
 

Category Response Percent  
Overall satisfaction with care at this clinic Very satisfied or satisfied 74.5 

 Neither satisfied nor dissatisfied 7.4 
 Dissatisfied or very dissatisfied 1.1 
 Missing 17.1 

How well the doctor or other provider listened to you Excellent or very well 56.3 
 Well  19.1 
 Fairly well or not at all  10.0 
 Missing 14.6 

How hard to speak with or understand provider No problem/not very hard 76.0 
 Somewhat hard 6.4 
 Very hard 2.4 
 Missing 15.1 

Thoroughness/carefulness of examination and treatment Excellent or very good  51.1 
 Good  24.8 
 Fair or poor 8.0 
 Missing 16.1 

Respect and dignity doctor treated you with Great deal 71.3 
 Fair amount 11.1 
 Not much or none 2.5 
 Missing 15.1 

Amount of time provider spent during visit   As much as wanted 50.0 
 Almost as much as wanted 25.9 
 Less or lot less than wanted 7.1 
 Missing 17.2 
   

Category 
Range 
Across 
Clinics 

Neither satisfied nor dissatisfied, dissatisfied, or very dissatisfied with care at this clinic 3 - 30% 

Provider listened fairly well or not at all 5 - 18% 

Very hard or somewhat hard to speak with/understand provider 3 - 17% 

Fair or poor thoroughness/carefulness of exam/treatment 3 - 18% 
Not much/no treatment with respect/dignity 0 - 7% 
Less time or a lot less provider time than wanted during visit 3 - 14% 
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5.5 Quality of Care

A long-term goal of the evaluation is to track changes in the quality of care received. 
Quality of care is difficult to measure but some of the commonly used markers include
receipt of recommended care for chronically ill patients and receipt of preventive care 
among all patients more generally. In what follows, we provide baseline estimates of 
receipt of preventive care so that we can monitor changes over time going forward.  In 
addition, we also assess the quality of the data available to monitor trends in quality of 
care provided to diabetic patients.

5.5.1 Baseline Preventive Care Estimates 

Table 5.6 provides summary statistics regarding receipt of preventive care for the 
subpopulation of patients for whom the care is most relevant.  The percentage of patients 
who have received certain types of preventive care is as follows:  57 percent of men 34 
and over and women 44 and over report having a cholesterol check in the prior year, and 
50 percent of respondents indicate having a routine checkup in the prior year.  Rates of 
recommended preventive care among those 50 and older were lower, with only 26 
percent reporting a flu shot in the previous year, 31 percent reporting ever having had a 
blood stool test, and 26 percent reporting ever having had a colonoscopy or 
sigmoidoscopy.  Among women, 83 percent reported ever having had a pap smear,
although only 43 percent had one in the last 1-2 years, and about half reported having a 
breast exam during the last 2 years.  Two-thirds of women over 50 reported having ever 
had a mammogram, while 38 percent had one in the prior year.
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Table 5.6 
Receipt of Preventive Care among Montgomery Cares Patients 

 

Type of Preventive Care 
History of 

Receipt Percent Type of Preventive Care 
History of 

Receipt Percent 

Cholesterol check 
(men 34+, women 44+) Never  12.9 

Colonoscopy/sigmoidoscopy 
(age 50 and older) Never  48.8 

 <1 year ago 56.7  <1 year ago 8.9 
 1-2 years ago 14.2  1-2 years ago 7.1 
 > 3 years ago 4.5  > 3 years ago 9.8 
 Missing 11.7  Missing 25.4 
      
Routine check up 
(all patients)  Never  14.7 

Pap smear  
(women 21 and over) Never  13.3 

 <1 year ago 49.5  <1 year ago 22.5 
 1-2 years ago 13.0  1-2 years ago 20.6 
 > 3 years ago 6.2  > 3 years ago 39.6 
 Missing 17.7  Missing 4.0 
      
Flu shot  
(age 50 or older) Never  42.2 

Breast exam 
(women ) Never  27.3 

 <1 year ago 26.0  <1 year ago 34.5 
 1-2 years ago 11.4  1-2 years ago 15.4 
 > 3 years ago 5.0  > 3 years ago 7.8 
 Missing 15.4  Missing 15.0 
      
Blood stool test  
(age 50 and older) Never  48.2 

Mammogram 
(women 50 and older) Never  20.1 

 <1 year ago 19.8  <1 year ago 38.2 
 1-2 years ago 8.2  1-2 years ago 16.9 
 > 3 years ago 3.3  > 3 years ago 10.5 
 Missing 20.1  Missing 14.3 

5.5.2 Concordance of Electronic and Hard Copy Medical Record Data for Diabetic 
Patients

We profile the concordance between data in the electronic medical record (CVDEMS) 
and that in the hard copy medical record for a selected sample of 86 patients. We
compare the number of patient visits, socio-demographic characteristics, and quality of 
care indicators across the two sources.

The number of visits recorded in CVDEMS for 2005 exactly matched the number of 
visits recorded in the hard copy medical record for 29 of the 86 patients (34 percent).
More visits were recorded in the hard copy record compared to CVDEMS for 44 patients 
(51 percent of the sample).  Thus, for approximately half of patients, the evidence 
suggests that the CVDEMS visit history is incomplete.  In an additional 13 cases (15 
percent of the sample), there were more visits recorded in CVDEMS compared to the 
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medical record.  This may result from a lack of complete information in the hard copy
record or from erroneous data entry in CVDEMS.

Table 5.7  
Comparison of Visit Data:  Hard Copy Medical Record (MR) vs. CVDEMS Data 

 

 
Number of 

patients Percent  
Total number of patients compared 86 100% 
   
Same number of 2005 visits in CVDEMS & MR 29 34% 

More visits recorded in CVDEMS than MR 13 15% 

More visits recorded in MR than CVDEMS 44 51% 
   
 Number of visits Percent  

Aggregate* 2005 visits in MR 351 100% 

Aggregate*  2005 visits in CVDEMS 291 83% 
Number of  2005 MR visits with matching date in CVDEMS  242 69% 

*Sum over 86 patients 

In total across the 86 patients, CVDEMS contains information about 291 visits, compared
to 351 visits documented in the hard copy record.  For 242 of the 351 visits in the 
medical record (69 percent), there is a matching (same date) visit in the CVDEMS data.

Table 5.8 compares patients’ gender, ethnicity, primary language, and blood pressure as 
recorded in the CVDEMS and hard copy medical record.  Cases are categorized into one 
of 5 columns based on the presence and consistency of data.

For most patients (94 percent), gender data is present in both sources and consistent 
across them.  In two cases, there was a non-match related to a data entry failure (gender 
was present in the hard copy but not the electronic record).  Underlying the non-match in 
one case is the inaccuracy in data entry (data quality problem)—gender was marked in 
both sources, but the values disagreed. The reason for another two non-matching cases 
was unclear.

Data for ethnicity and primary language did not reach the same level agreement. Data on 
ethnicity were present in both sources and agreed in 76 percent of cases, compared to a 
71 percent match rate for primary language.  The leading reasons for language non-
matches were missing data in both sources (12 percent of the sample) and a failure to 
enter data into CVDEMS (9 percent). For ethnicity, data entry failure was the leading
reason for disagreement across the sources (10 percent of the sample).  In another 8 
percent of the sample, the reason for the disagreement was unclear, reflecting a lack of 
data in the hard copy record though information was present in the electronic record.

Blood pressure values were recorded at each visit.  We compared blood pressure values 
only for those visits with matching dates (242 of 351 visits in the medical record).  The 
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match rate among visits recorded in both sources was high (91 percent), but taking into 
account visits with no CVDEMS match at all lowers the rate to 63 percent (220 out of 
351 visits).

Table 5.8  
Comparison of Selected Data Elements:  Hard Copy Medical Record (MR) vs. CVDEMS Data 

 

  No Data Data Entry Data Quality Unclear 

Data Element 
Matching 

Values 
Missing data in 

CVDEMS & MR 
MR data but no 
CVDEMS data 

CVDEMS & MR 
values disagree  

CVDEMS data but 
no MR data 

Gender 81 0 2 1 2 

 94% 0% 2% 1% 2% 

Ethnicity 65 0 9 5 7 
 76% 0% 10% 6% 8% 

Primary language 61 10 8 5 2 
 71% 12% 9% 6% 2% 

Blood pressure 220 3 2 15 2 
 91% 1% 1% 6% 1% 

 
 
Finally, we compare documentation regarding patients’ completion of diabetes education, 
setting of self-management goals, receipt of a retinal exam, referral for a foot exam,
receipt of a flu shot, and use of ACE inhibitors, ARB medications, and statins and other 
lipid lowering drugs in Table 5.9.  Like in the preceding table (7.2), cases are categorized
into the first column (“Matching Values”) if data are present in both sources and the 
values agree.  Also as before, non-matching cases are further categorized.

Summing the percentages in the first and second columns (“Received, Matching Values”
and “No Indication of Receipt in Either Source”) provides a measure of the consistency
of the two data sources.  The sources are consistent for diabetes education in 44 percent 
of cases; for self management goals in about half of cases (55 percent); for retinal exams,
flu shots, foot referrals, ACE inhibitor use and use of lipid lowering medications in about 
three-fourths of cases (74-82 percent); and in most cases for ARB medications (95 
percent).  But the match rates reflect a large percentage of cases where both sources have 
no data for the variable, which may indeed reflect a lack of receipt of the service or 
medication, or it may potentially reflect missing data in both sources.  As a result, the 
match rates must be interpreted as the upper bound on the quality of the data contained in 
both sources.
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Another way to assess the data is to calculate the percentage of cases where receipt was 
indicated in both sources among cases where receipt was indicated in either source. As an 
example, we see diabetes education in both sources in 14 out of 62 cases where diabetes 
education is indicated in either source (sum of columns 1, 3 and 4=14+37+11).  Thus, 
diabetes education is recorded in both sources in 23 percent of cases in which education 
is received. Similarly the “match divided by receipt” percentages for the other categories 
are, in order of ascending percentages: flu shot, 0 percent; self management goal, 11 
percent;  foot referral 17 percent; retinal exam 20 percent; ARBs, 43 percent; lipid 
lowerers, 55 percent; and ACE inhibitors, 56 percent.  The match rates are better for 
medications compared to other services, but even among medications, only about half of 
those patients who receive them have that recorded consistently in the hard copy and 
electronic data.
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Table 5.9  
Comparison of Selected Data Elements:  Hard Copy Medical Record (MR) vs. CVDEMS Data 

 

 

Received, 
Matching 

Values 
 

No Indication of 
Receipt in 

Either Source 
 

Data Entry  
(MR=received, no data 

in CVDEMS) 
 

Unclear 
(CVDEMS=received, 

nothing in MR) 
 

Diabetes education 14 24 37 11 

 16% 28% 43% 13% 

Self management goal set 5 42 20 19 

 6% 49% 23% 22% 

Retinal exam 5 61 14 6 

 6% 71% 16% 7% 

Foot referral 3 68 8 7 

 3% 79% 9% 8% 

Flu shot 0 64 22 0 

 0% 74% 26% 0% 

ACE inhibitor 29 34 17 6 

 34% 40% 20% 7% 

ARB 3 79 3 1 

 3% 92% 3% 1% 

Lipid lowering 21 48 10 7 

 24% 56% 12% 8% 
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CHAPTER 6

CAPACITY OF MONTGOMERY CARES CLINICS 

This chapter addresses the third evaluation question: How much and in what ways does 
Montgomery Cares affect the capacity of clinics providing care to the uninsured?
Ultimately, our goal is to track how clinic capacity changes with the progression of
Montgomery Cares.  In this first year of the evaluation, we worked to establish baseline 
measures of capacity.

We measure baseline capacity in a variety of ways. First, we describe self-reported 
information from clinics about their hours, staffing, and services; second, we describe 
how actual patients characterize their path to obtaining care; and third, we report on the 
experiences of would-be patients when they called clinics to schedule an appointment for 
either urgent or preventive care.  As described, each of these should be considered 
baseline measurements—the evaluative goal is to track changes over time in clinics’ 
capacity and actual and prospective patients’ experiences as Montgomery Cares 
progresses.

6.1 Clinic Capacity

Montgomery Cares clinics operate, in total, for 292 daytime hours (between 8 am and 5 
pm) and 29 evening hours (after 5 pm) each week, for a total of 321 operating hours
weekly across all clinics (Table 6.1).  The greatest number of operating hours were on 
Tuesday (an aggregate of 68 hours), and the fewest number of operating hours occurred 
on Saturday (5.5 hours) and Sunday (7 hours).  The majority of clinics (6 of the 8) 
operated 40 or more hours.

Table 6.1 
Aggregate Operating Hours among Montgomery Cares Clinics   

  

 

 
Daytime Hours 

(8am-5pm) 
Evening Hours 

(after 5 pm) Total Hours 

Monday 49 4 53 

Tuesday 65 3 68 
Wednesday 53 9 62 
Thursday 55.5 8 63.5 
Friday 57 5 62 
Saturday 5.5 0 5.5 
Sunday 7 0 7 

Weekly Total 292 29 321 
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Montgomery Cares clinics employ both paid and volunteer staff.  Across all clinics, paid
and unpaid staff work a total of 4,778 hours (equivalent to approximately 597 8-hour 
workdays) per week.  Volunteer hours comprise more than one-third of total hours (37 
percent, representing ~227 full day equivalents).12  All of the clinics but one reported 
using a mix of paid and volunteer staff with percentages of paid versus volunteer hours 
varying by clinic.  The percent of hours worked by paid staff ranged from 25 to 100 
percent of total hours.  Three of the 8 clinics were staffed with predominately volunteer 
employee hours, 4 clinics were staffed with predominately paid employee hours and one 
clinic was staffed with only paid employees.

Table 6.2 also profiles staffing by category.  For both paid and volunteer staff, the 
greatest number of hours was worked by nursing staff (1092 paid hours and 756 
volunteer hours for a total of 1848 hours).  Medical providers accounted for the second
highest number of volunteer hours (510) and the second highest number of total hours 
(1129).  Most physicians employed were primary care physicians, although some clinics 
also reported having specialty care physicians in varying capacities.  Administrative staff 
accounted for the second highest number of paid hours (623).  Social services staff hours 
were very limited; most clinics did not have any (paid or volunteer) such staff. 

 
Table 6.2 

Aggregate Staff Hours per Week among Montgomery Cares Clinics 
 

   
Paid Hours 
 Per Week 

Volunteer Hours 
Per Week 

All Staff Hours 
Per Week 

Nursing staff 1,092 756 1,848 

Medical providers 619 510 1,129 

Social services/counseling 68 56 124 

Ancillary/other medical 561 373 934 

Administrative 623 120 743 

Total   2,963 1,815 4,778 

Full Day Equivalents*  370 227 597 
*Hours divided by 8.  

Table 6.3 describes the number of clinics offering a variety of different services.  3 
clinics offer weekend hours, 4 offer evening hours, 4 offer walk-in hours (in addition to 
advance appointments), and 7 offer on-site pharmacy services.  On site pharmacy

12 Because all clinics answered the staffing questions, cases of blank responses were considered to be “0”
when compiling total numbers and averages; however this may have skewed the response if the blank value
was instead a non-response item.
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services were defined as providing patients the ability to fill or pick up prescription
medications at the clinic.

All the clinics provided free glucometers/blood glucose monitors and glucometer strips, 
and all either offered free or discounted lancets for finger sticks.  Five offered free insulin 
syringes, but only one offered free blood pressure cuffs/monitors.  Most clinics did not 
offer durable equipment such as wheelchairs, canes and eyeglasses.

 
Table 6.3  

Availability of Services at Montgomery Cares Clinics 
 

 
Number of 

Clinics   
Number of 

Clinics 
General Services  IInterpreter Services Offered*  
Weekend hours 3/8 None (bilingual staff only) 2/7 
Evening hours 4/8 1 language some of the time 1/7 

Walk in hours  4/8 1 language all of the time 2/7 
On-site pharmacy hours 7/8 1 language all the time, other 

languages sometimes or on call  1/7 
Special Medical Equipment   More than one language all the time 1/7 
Free glucometers/blood glucose monitors 8/8   
Free finger sticks (lancets) 6/8 Social or Specialized Services  
Discounted finger sticks 2/8 Insurance enrollment 2/8 
Free glucometer strips 8/8 HIV testing 1/8 
Free insulin syringes 5/8 HIV counseling 2/8 
Free blood pressure cuffs/monitors 1/8 Mental health counseling 4/8 
Special Classes  Social work/other counseling 1/8 
Diabetes 5/8 Job training 1/8 
Weight Loss 3/8   

*Excludes one clinic with multiple sites and variability across sites in service availability.  
 
Some clinics offered classes in diabetes education and/or weight loss (5 and 3 
respectively). None of the clinics offered smoking cessation classes.  Clinics were 
queried about a number of special services, including transportation assistance, housing 
assistance for the homeless, insurance enrollment, HIV testing, HIV counseling, mental
health counseling, social work or other counseling, WIC assistance and job training.
None of the clinics offered transportation, job training, housing assistance, or WIC
assistance. Six clinics offered some type of other social service.  Five of these clinics 
offered only one type of service, while one clinic offered a relatively full range of 
specialized services, including help with insurance enrollment, HIV testing and 
counseling, social work and mental health counseling, and job training.

All clinics either had bilingual staff or offered interpreter services.  Two clinics had only 
bilingual staff. Three clinics had interpreter services for one language and three clinics 
had such services for more than one language (either all of the time or some of the time).
Spanish was the most common language for which interpreter services were available.
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Only one clinic reported frequently encountering patients speaking a language for which 
no interpreter services were available.

Table 6.4 provides detailed information about the range of operating and pharmacy hours, 
bilingual staff, waiting time for patient appointments and average appointment slot 
length.  Operating hours range from 10-50 per week with an average of 39 hours, while 
pharmacy hours are typically more limited at each clinic, ranging from 5 to 50 per week 
but with an average of 28 hours.

Table 6.4 
 Detailed Service Availability among Montgomery Cares Clinics 

 

 Min Average Max Distribution Details 

Hours of Operation (n=8) 10 39 50 
<20 hours             1 clinics 
20-40 hours          1 clinic 
40 or more hours  6 clinics 

Hours of Pharmacy Availability(n=7)* 5 28 50 
<20 hours             3 clinics 
20-39 hours          2 clinics 
40 or more hours  2 clinics 

Wait time, new patient appointments, in 
days (n=6)** 2 16 30 

1-10 days              3 clinics     
11-20 days            0 clinics 
21-30 days            3 clinics 

Wait time, established patient 
appointments (in days)(n=5)*** 0.5 13 27 

0-10 days             2 clinic     
11-20 days           2 clinic 
21-30 days           1 clinic 

Number of bilingual staff (n=7)**** 7 14 31 

0-10 staff            3 clinics 
11-20 staff          2 clinics 
21-30 staff          1 clinic 
>30 staff             1 clinic 

Number of languages represented  among 
bilingual staff (n=7)**** 2 3 6  

New patient slot length (n=6)^ 30 39 52.5  

Existing patient slot length (n=7)^^ 15 22 30  

  *one clinic reported no pharmacy services availability; **excludes two clinics with no data; 
***excludes three clinics with no data; ****one clinic did not report details regarding bilingual staff 

^two clinics reported variable length; ^^one clinic reported variable length. 

The number of bilingual staff at each clinic ranges from 7 to 31 (including part- and full- 
time staff), with an average of 3 languages represented among bilingual staff at each 
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clinic.  The most common language spoken among bilingual staff is Spanish; the second-
most common is Chinese.

Clinics typically allot more time for new patients compared to those that are established,
with an average of 39 minutes for new patients and 22 for established.  In terms of the 
number of days a patient must wait for an appointment, the range reported by the clinic 
administrator was from a day or two to about 30 days for new and established patients.13

6.2 Accessibility of Care—Patients’ Experiences

Patients reported on barriers to obtaining care which were not necessarily specific to the 
clinic, and on accessibility issues specific to the Montgomery Cares clinic.  Many 
reported general difficulty obtaining care (48 percent).  The primary reasons were the 
cost of care, not knowing where to go for care, the inability to get an appointment
quickly, concerns about communication with a provider speaking another language, and 
problems getting through on the phone to a provider to schedule an appointment.

While 31 percent of respondents thought that obtaining health care was easier this year 
than last, nearly equal proportions thought getting care became harder or was about the 
same as the past (year 25 percent and 26 percent, respectively).

13 Some clinics have walk in hours. These waiting times were for advance appointments only at those
clinics; walk in waiting times were asked about separately.
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Table 6.5  

Barriers to Health Care among Montgomery Cares Patients 
 

Category Response Percent  
Difficulty getting care in last year Had difficulty getting care, put off getting care, did 

not get care when needed 47.9 
 Missing 12.1 
   
Reason for difficulty, among those 
who had difficulty Could not afford the cost of care 64 
 Did not know where to go for help 39 
 Could not get an appointment soon enough 37 
 Worried about provider speaking another language 25 
 Could not get through on phone 23 
 Do not drive/no public transport 18 
 Lose pay from work 15 
 Provider hours were not convenient 14 
 Takes too long to get to provider 12 
 Refused services 12 
 Did not think could be helped 11 
 Embarrassed to discuss problem 6 
 Needed childcare 5 
   
Difficulty of obtaining care 
compared to a year ago Harder to get health care 24.7 
 Easier to get health care  31.2 
 Same ease of obtaining care  26.0 
 Missing 18.1 

 

In terms of clinic-specific barriers to care, nearly one-fourth of individuals reported 
difficulty getting to the clinic (23 percent), about 40 percent reported difficulty contacting 
the clinic during business hours, and 38 percent reported difficulty contacting the clinic 
after hours for an urgent medical need. A large percentage of individuals skipped the 
question about after hours care, presumably because they had never tried to contact the 
clinic after hours. Among those with non-missing data, the majority—70 percent—
reported difficulty contacting the clinic after hours.  Wait time (from time of appointment 
until time actually seen) was less than an hour for most, but more than one-fourth of 
patients waited more than 1 hour to be seen (28 percent). 

Patients’ experiences varied across clinics. For example between 28 and 82 percent of 
patients across clinics found it difficult to contact the clinic during business hours.
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Table 6.6 
Perceived Accessibility of Care at Montgomery Cares Clinics 

Overall and Range across Clinics 
 

Category Response Percent  

How difficult to get to this clinic Very or somewhat difficult  23.3 
 Not difficult 65.5 
 Missing 11.3 

How difficult to contact this clinic during business hours Very or somewhat difficult  38.8 
 Not difficult 41.5 
 Missing 19.7 

How difficult to contact this clinic after hours for  
urgent medical needs Very or somewhat difficult 37.7 
 Not difficult 16.9 
 Missing 45.4 

Wait time to see provider* Less than 15 minutes  9.8 
 15-30 minutes 15.5 
 30 minutes-1 hour 24.4 
 1-2 hours 20.0 
 More than 2 hours 8.1 
 Missing 22.2 
   

Category  

Range 
Across 
Clinics 

Very or somewhat difficult to get to this clinic  22 – 53% 

Very or somewhat difficult to contact this clinic during business hours 28 - 82% 

Very or somewhat difficult to contact this clinic after hours for urgent medical need 47 - 86% 
*Excludes three clinics that offer walk in appointments in addition to advance appointments. 

6.3 Accessibility of Care—Prospective Patients’ Experiences

Prospective patients reported on their ability to reach Montgomery Cares clinics and to 
schedule an appointment for either urgent or preventive care.  In what follows, we 
describe would-be patients’ ability to reach a person and schedule an appointment.

In 25 percent of calls, prospective patients were unable to reach a person.14  In about half 
of the calls that failed to reach a person, callers were only able to reach an answering 
machine because the clinic was closed for lunch. In a few cases, callers experienced a 

14 “Assigned” calls are the calls in the sample that are stratified by clinic, time, language, and scenario. In
some cases multiple attempts were made to contact a clinic to achieve an assigned call (e.g., a call at a 
particular time of day, day of the week, in a given language, and for a particular scenario). These attempts
were all considered part of the same assigned call. Among the assigned calls which were received by a
person, the number of attempts  ranged from 1-5 with a mean of 1.5
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busy signal after multiple attempts.  The other failures to reach a person resulted because
no one was able to pick up the line after multiple attempts.

Table 6.7 profiles the variability in the rate of success in reaching a person by time of 
day, day of the week, and clinic.  By far, calls made during the lunch hour (noon to 1) 
had the lowest rate of success in reaching a person.  There was less variability across 
days of the week, but clinic variability was substantial.  Surveyors were only able to 
reach a person in 42 percent of calls at one clinic, compared to 100 percent (all) calls at 4 
other clinics.  Across clinics, the median rate of success in reaching a person was 72 
percent.

Table 6.7  
Success Rate in Reaching a Person  

by Time of Day, Day of Week, and Clinic 
 

 
Calls Received by Human 
Voice / Call Assignments 

 Calls Received by Human 
Voice / Call Assignments 

Time of Day  Clinic  

Morning  (9am-noon) 85%     Clinic A 67% 

Lunch  (noon- 1pm) 46%     Clinic B 58% 

Afternoon  (1-5pm) 74%     Clinic C 42% 

Evening  (5-9pm) 100%    Clinic D 58% 

Unknown 100%       Clinic E 100% 

Day of Week  Clinic F 100% 

Monday 64%       Clinic G 83% 

Tuesday 78%     Clinic H 50% 

Wednesday 72%      Clinic I 100% 

Thursday 74%      Clinic J 77% 

Friday 75%        Clinic K 100% 

Saturday 60%        Total 75%  

Sunday 100%           
 

Surveyors were successful in obtaining an appointment in 28 percent of calls received by 
a person (or 21 percent of all calls). The appointment success rate varied by type of call 
(urgent versus preventive), as well as language of the caller, and clinic.15

15 Similar surveys using prospective patient data have been done nationwide and in Washington DC.
Nationally, 56 percent of surveyors using the urgent care scenario for an uninsured individual were able to
get an appointment within 7 days at a safety net clinic. In the Washington DC study, 76 percent of callers 
presenting with the urgent scenario were able to get an appointment at one of 37 DC safety net clinics,
though the success rate for persons with cost limitations within 7 days was only 27%. See Asplin
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Table 6.8 shows that the success rate for appointments (conditional on having a received 
call) was higher for calls related to a need for preventive care compared to calls requiring
urgent care  (40 versus 14 percent).  In two of the urgent care scenario calls, the surveyor
was told that the clinic was not an urgent care center or that he/she should go to the 
emergency department for care.

The success rate for English-speaking callers (40 percent) was almost three times that of 
Spanish-speakers (14 percent).  20 percent of calls done in Spanish were unsuccessful 
because of the caller’s inability to speak to the staff member in Spanish to set up an 
appointment.  The caller was referred to an interpreter in 25 percent of calls in which 
he/she requested one.  In one case, a family member of a patient in the clinic was put on 
the phone to speak to the caller when the receptionist was unable to speak Spanish. 
Chinese calls had a relatively high success rate (63 percent), which likely reflects the 
targeting of these calls to clinics with significant populations of Asians. 

The surveyors had varying success in their ability to obtain an appointment across the 11 
sites.  At one clinic, no callers were able to schedule an advance appointment because the 
clinic required a walk-in enrollment appointment prior to scheduling.  Among other 
clinics, the appointment success rate (among received calls) ranged from 14 to 67 percent 
with a median of 25 percent.

 
Table 6.8 

Appointment Success Rate among Calls Received by a Person  
by Scenario, Language, and Clinic 

  

 

Appointments / 

Calls Received by Person 

Appointments /

Calls Received by

Person

Scenario   Clinic  
Urgent 14 %      Clinic A 38  % 
Preventive 40 %      Clinic B 14  % 
  Clinic C 40  % 
Language  Clinic D 14  % 
English 40 %     Clinic E 0  % 
Spanish 14 %       Clinic F 27 % 
Chinese 63 %       Clinic G 50 % 
  Clinic H 17 % 
  Clinic I 25 % 
  Clinic J 31 % 
  Clinic K 67 % 
 

BR ,Rhodes KV, Levy H et al.  Insurance status and access to urgent ambulatory care follow-up
appointments. JAMA. 2005 Sep 14; 294(10):1248-54; and Blanchard JC, Ogle K, Thomas O, et al, 
DCPCA Annual Conference Presentation, October, 2007 and unpublished data.
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Table 6.9 profiles reasons for the lack of success in obtaining an appointment.  The most
common reason was that a clinic reported having no appointment slots available (31 
percent of failures).  In other calls, a language barrier prohibited the caller and 
receptionist from communicating enough to schedule an appointment (17 percent of 
calls). Some clinics reported having walk-in appointments only (10 percent) or not to be 
accepting new patients (11 percent.)

 
Table 6.9 

Reason for Appointment Scheduling Failures  
Among Received Calls Failing to Result in an Appointment 

 

Reason 

 
Percent of Failed  

Appointment Attempts 
All appointments booked 31 % 

Language barrier 17 % 

Enrollment appointment needed 16 % 

Walk in appointments only 10 % 

No new patients accepted 11 % 

No doctor available to treat 7% 

Staff too busy to make an appointment 6 % 

Further information needed 4% 

System down, could not schedule appointments 3 %  

Condition not treated at clinic 3 % 

Hung up on by staff 1 % 

                         * Categories not mutually exclusive 
 

Among calls resulting in an appointment,  the average wait time in days from the call to 
the appointment day was 21.5 days with a range from 0 (one caller was able to fill a 
cancellation on the same day) to 63 days. 16  Average wait times by clinic ranged from 3 
to 47 days.

16 These descriptive statistics are based on a very limited sample size, with only 27 calls in which an
appointment was scheduled.
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CHAPTER 7 

RECOMMENDATIONS & CONCLUSION 

The preceding chapters have described methods for and summarized results from the 
multiple components of our evaluation of the Montgomery Cares initiative.  Key findings 
include that: 

The number of patients seen increased 25 percent and the number of patient visits 
increased 12 percent following the implementation of Montgomery Cares. 

Montgomery Cares patients are predominantly minority women with significant
health needs.

Getting in the door for care is a challenge, but once there, satisfaction with care 
provided at Montgomery Cares clinics is high. 

There is room for improvement in the availability of translation and bilingual 
services at Montgomery Cares clinics.

Rates of receipt of preventive care are encouraging while receipt of 
recommended care for chronically ill patients is difficult to assess.

Data gathered and reported for diabetic Montgomery Cares patients is 
insufficient for assessing quality of care.

7.1 Recommendations

These findings and others summarized in the preceding chapters suggest that clinics may
want to prioritize the following to help mold the successful evolution of Montgomery
Cares:

Improve patients’ access to a live voice at the end of the telephone line.

25 percent of would-be patients were unable to reach a person when trying to call for an 
appointment. One issue was the availability of clinic staff during operating hours but over 
a lunch period.  Potential patients who are employed may have a limited ability to call, 
given the inflexibility common among jobs in which the uninsured are typically 
employed, and this may be a prime time for placing an inquiry.  Further, nearly 40 
percent of patients surveyed—those who ultimately made it in the door to a Montgomery 
Cares clinic—reported difficulty contacting the clinic during business hours.  Among the 
half of Montgomery Cares patients who reported difficulty getting care over the last year, 
one in four reported that a significant barrier was not being able to get through on the 
phone.

Increase the availability of appointment slots.

The key reason that only 28 percent of would-be patients whose call was received (and 
21 percent of all patients) successfully obtained an appointment was lack of an available 
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appointment slot.  Other would-be patients were turned away because new patients were 
not being accepted or a doctor was not available to treat them.

The evaluation does not offer ready answers about the specific means by which to expand 
availability.  One way to expand is through additional operating hours, possibly with 
additional weekend and evening hours.  In aggregate, clinics are available 12.5 hours 
over the weekend and 33 hours after 5 pm.  For the working uninsured, who represent at 
least half of Montgomery Cares patients, inflexible schedules may place sharp limits on 
their ability to receive care during standard hours.  In fact, among patients who were 
ultimately successful at receiving care from the clinics but who had difficulty in the 
process, 15 percent reported difficulty related to taking time off of work and another 14 
percent reported difficulty because the provider hours were not convenient.

But other ways of expanding available appointment slots may be possible or more
desirable, such as increasing staff during current hours, modifications to the staff mix, or 
improvements in patient throughput.

Work to minimize wait times for an appointment.

Clinics and (would-be) patients were fairly consistent in their assessment of the time
from call to appointment. For new and established patients, clinics reported average waits
of 13-16 days, but for some clinics, the average wait was more than 20 days. The would-
be patients, similarly, reported available care within a day or several days in some cases, 
but the average time for a preventive care visit was more than a month.

Another component of wait time is time spent at the clinic waiting for a scheduled 
appointment. While the majority of patients were seen within an hour of their scheduled 
appointment, more than one-quarter waited an hour or more and of those 8 percent waited 
more than two hours.

Better identify patients’ language needs and increase the availability of bilingual 

staff or interpreter services among administrative staff. 

While all clinics either had bilingual staff or interpreter services, coverage for multiple
languages and even for one language all the time, was spotty.  Moreover, clinics have not 
had reliable data about the racial/ethnic composition of their patients or the percentage of 
their patients who speak various languages, thus making it a challenge to plan 
appropriately for the patient population.  English speakers in the survey of appointment
accessibility were nearly three times as likely to be able to schedule an appointment
compared to Spanish speakers, and a language barrier was cited as the second most
common reason for failure to make an appointment.  Further, in the patient survey, nearly 
half of patients described having difficulty getting care, and language issues were cited as 
a key reason for that barrier for one in four.
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Sharpen providers’ attention to potentially under-diagnosed conditions.

Self-reported data show that one in six Montgomery Cares patients suffers from
depression and the same percentage suffers from migraine or chronic headaches.  The 
lower prevalence of these problems among diagnosed conditions in the CHLCare data 
suggests that they may be under-diagnosed, although part of the difference in rates 
reported may also be attributable to clinical versus lay definitions of these conditions 
vary.

Make complete and accurate data collection a priority.

This recommendation applies to two databases—CHLCare and CVDEMS.
Understanding the health issues and cultural, language, and other socio-demographic
characteristics of the patient population served can help clinics better prepare for meeting
the health needs of their patients.  While the patient survey offers a short term solution 
for describing and understanding the population, the long term solution is regular 
collection and input of data into CHLCare.  Moreover, protocols and quality checks of
visit data are important for ensuring that clinics are counting and recording visits in the 
same way.  Likewise, data gathered for and entered into CVDEMS hold the promise of 
being able to track the quality of care provided to diabetic patients at Montgomery Cares 
clinics.  But, current problems with data entry and accuracy limit it usefulness for 
tracking quality.

Maintain commitment to ensuring patients receive guideline-appropriate 

preventive care and recommended care for chronic conditions.

The data collected establish a baseline against which future rates of receipt of preventive 
care can be compared. As Montgomery Cares progresses, it will be important to continue
to monitor these rates as well as to establish systems that allow for monitoring rates of
receipt of recommended care for patients with chronic conditions such as hypertension 
and asthma.

7.2 Conclusion

Data collection and feedback through this evaluation will continue as the Montgomery
Cares program matures. Going forward, an additional piece of information we will 
require is how the demography of the county is changing, and how the demography of 
uninsured adults in the county is shifting more specifically. With that, we can describe 
not only how clinics and patients are changing, but also how the proportion of the 
uninsured and the types of uninsured individuals served by Montgomery Cares may be 
changing over time as well.

One limitation of the overall evaluative effort is useful to keep in mind.  Our 
Montgomery County data allow us to track changes over time for a variety of factors, and 
to compare the pre-Montgomery Cares period to time periods one, two, three and more

—38—



years after implementation.  But without a comparison group, we can not definitively
attribute the changes observed to the effect of Montgomery Cares.  Ideally, we would 
compare the changes in Montgomery County to another county—similar
demographically and economically and serving a similar population of uninsured—in 
which no similar program existed.  But, policy analysis is necessarily limited by 
resources (time and funding in particular) and data availability more generally—and to 
date we have been unable to identify a comparison group with accessible data.
Nonetheless, we will continue pursuit of a comparison group to allow for additional 
analysis in the future.  In the meantime, our overarching goal is to describe changes we
observe, to understand and account as best we can for changes occurring within the
county other than Montgomery Cares that may influence outcomes, and to provide as 
complete a picture as possible of the nature and extent of the influence of the program on 
the lives of the uninsured in the county.
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TECHNICAL APPENDIX

Methodological Detail for Key Data Sources 

A.  CHLCare Analysis

Before data collected primarily for administrative purposes can be used for analysis, they 
typically require substantial “cleaning,” which involves identifying and resolving
problems associated with, for example, faulty or duplicate data entry.  The process of 
data cleaning sometimes requires assumptions by the analyst.  In what follows, we 
describe key steps involved in data cleaning and associated assumptions.

CHLCare is used by clinics not participating in Montgomery Cares and by Montgomery 
Cares clinics for non-Montgomery Cares patients.  In this evaluation, we examined only 
the data from Montgomery Cares clinics related to patients aged 19 or older who were 
uninsured and Montgomery County residents. In some cases, there was disagreement 
between the data in the zip code and county fields.  We used the zip code information to 
identify patients’ residence in cases where both county and zip code data were present but 
disagreed.  We used either zipcode or county data if only one or the other was present.
Some patients appear to have multiple visits to the same clinic on the same day, probably
as a result of a data entry error. In calculating number of patient visits, we counted at 
most one visit per patient per clinic per day.

We calculated the percentage of patients who were “new” in FY05 and FY06 by looking 
at each patient’s use during previous fiscal years.  Four clinics have data extending back 
to FY01 and we considered a patient new in FY05 if they had no visit between FY01 and 
FY04.  Likewise, a patient was considered new in FY06 if they had no visit between 
FY01 and FY05.  One clinic (TPWC) began using CHLcare regularly in FY03; thus, new 
patients in FY05 are those with no visit between FY03 and FY04.  With only one year of 
complete data for the Muslim clinic, we were not able to calculate the percentage of
patients who were new or returning to that clinic.

B.  Patient Survey

In total, 819 individuals responded to the survey.  In 38 cases, individuals who filled out
a survey were later determined to be ineligible, because they were not Montgomery
County residents.  An additional 7 respondents were dropped because they were under
the age of 19.  We excluded another 18 responses because the majority of data were 
missing, leaving a total of 756 eligible survey responses.  Table B.1 profiles the sampling
plan and number of eligible surveys completed by site.
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Table B.1: Distribution of Surveys Across Sites 

 

Site 
 

Number of 
Surveys: Goal  

Number of  
Eligible Surveys 

Obtained 

Mobile Medical— (locations other than L’AMI and Pan Asian) 161 
 

159 
Proyecto Salud   158 150 
Mercy 101 112 
Holy Cross Hospital health clinic  62 57 
Muslim  54 53 
Spanish Catholic Center 48 28 
CCI—Gaithersburg  42 55 
CCI –Silver Spring 42 50 
CCI—Takoma Park 42 16 
Mobile Medical--Pan Asian 42 43 
Mobile Medical-L'AMI 26 15 
The People’s Community Wellness Center (TPCWC) 22 18 
   
Total 800 756 

Survey administrators documented a total of 207 patients who refused to take the survey 
(e.g., because they were feeling ill or were taking care of a child).  Dividing refusals by
attempts (completed surveys plus refusals=819+207) yields a response rate of about 80 
percent.

RAND’s Human Subjects Protection Committee (HSPC) approved the data collection 
effort in early 2006. Survey administrators were trained in an in-person training session 
and deployed to clinics during each of two data collection periods (June 20-July 6, 2006 
and October 20-December 14, 2006).  Administrators approached patients who were 
waiting to be seen at each of the clinics, informing them of the survey and requesting 
their participation.  The first page of the survey provided additional information about the 
survey, including an assurance of confidentiality.  Surveys were offered in both Spanish 
and English.  Respondents filled out the paper survey with a pen or pencil and survey 
administrators ensured their safekeeping following their completion. For respondents 
who had difficulty reading, survey administrators read the survey aloud and marked
answers.

In some cases, respondents skipped certain survey questions, resulting in variables with 
missing data.  The extent of missing data varied according to the specific question.  For 
example, a relatively large fraction of people chose not to indicate their earned family
income from work, while a relatively small fraction people did not indicate their zipcode 
of residence, age, or gender. In the tables, the percentage of responses that were missing
is provided for each variable. For some variables, individuals were asked to check a box
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if applicable (for instance, if they had asthma). If the box was left unchecked, we 
assumed the response was not applicable (e.g. the respondent did not have asthma),
although it is possible that individuals skipped the question.  For this type of variable, the 
rate of missingness is not provided. 

The primary goal of the sampling strategy was to enable us to describe the entire 
population of Montgomery Cares patients and a secondary goal was to provide the ability 
to observe differences across clinics.  The statistical power to determine significant
differences across clinics is greatest for those clinics serving larger number of patients, 
and more limited for smaller clinics.  For analyses of the range in particular measures
across clinics, we excluded smaller clinics with more limited sample sizes and present the 
range in percentages as an indication of variability. The statistical significance of 
differences across clinics has not been tested.  Also, for comparability across clinics, 
missing values are excluded.

C.  Clinic Survey 

Respondents were asked to answer questions based on the time period during which 
surveys were administered (August 2006) and were instructed to answer questions with 
reference (where applicable) to adult patients only.  In some cases, clinics did not respond 
to all of the survey questions. These instances are noted in the tables profiling the result 
of the surveys.

A methodological note is that the survey results may be sensitive to the time of year in 
which the data are collected. For example, the average number of days a patient is likely
to have to wait for an appointment may differ seasonally.  Typically, summer months are 
less busy times for clinics and thus, average wait times may be lower than during other 
months of the year.  To ensure comparability of the data over time, subsequent waves of
the clinic survey will be administered during the same month of the year.

D.  Survey of Appointment Accessibility

We created a standardized script for callers, recruited and trained surveyors (4 in total),
and developed a sampling plan that included 132 calls in total across 11 sites.  In 2 cases, 
callers erroneously called outside of the clinic’s operating hours.  These calls were 
dropped from further analysis. 

Each of the CCI locations (Gaithersburg, Silver Spring, Takoma Park) was included as a 
separate site because they schedule appointments independently.  Mobile Medical was 
treated as one site because they have a centralized appointment system for all sites, with 
the exception of the Pan Asian clinic which has its own appointment system and was thus 
treated as a unique site.

Surveyors were trained in the use of each of the two patient scripts (one urgent and one
preventive scenario). Calls were made between September and December, 2006.
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Table D.1 describes the stratification of calls by site and language.  Most (8) clinic 
locations received 6 calls in each of two languages (Spanish and English).  Two sites also 
received 6 calls in Chinese (Mobile Medical and CCI) for a total of 18 calls, and one site 
(Pan Asian) received only 6 calls in Chinese.

Table D.1 
 Distribution of Call Assignments  

By Site and Language  
 
 
Site Assigned Calls 

Language 
Distribution

Mobile Medical Care  
18 

 
6 Chinese 
6 Spanish 
6 English 

Proyecto Salud   12 6 Spanish 
6 English 

Mercy 12 6 Spanish 
6 English 

Holy Cross Hospital health clinic  12 6 Spanish 
6 English 

Muslim  12 6 Spanish 
6 English 

Spanish Catholic Center 12 6 Spanish 
6 English 

CCI—Gaithersburg  12 6 Spanish 
6 English 

CCI –Silver Spring 12 6 Spanish 
6 English 

CCI—Takoma Park 12 6 Spanish 
6 English 

Mobile Medical--Pan Asian 6 
 

6 Chinese 
 

TPCWC 12 6 Spanish 
6 English 

Total 132 
12 Chinese 
60 Spanish 
60 English 
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Calls were stratified not only by location and language, but also by scenario (urgent or 
preventive care required), time of day (morning, lunch hour, afternoon, evening), and day 
of the week (weekday or weekend).  Surveyors were required to conduct an equal number 
of calls using the urgent and preventive scenarios.  Surveyors were also given targets for
the number of calls to complete in each of the four time periods of the day and the 
number of calls to complete on weekend versus weekdays.  The specific distribution of 
calls (e.g. number of morning calls in English, using the urgent scenario, on a weekday) 
was specified. 

In making calls, surveyors were constrained by the operating hours of the clinics. They 
were instructed to call only during clinic operating hours so as to avoid outcome
variability related to business- versus after-hours responses.  Achieved calls were 
concordant with the sampling plan with limited exceptions:  7 calls were placed at the 
wrong time of day (but still during operating hours), and 3 calls were conducted using the 
preventive instead of the assigned urgent care scenario.

In the event that a call resulted in a successful appointment, callers promptly called back 
to cancel the appointment to ensure the appointment slot was available for an actual 
patient.

E.  CVDEMS and Hard Copy Medical Record Data

The sampling frame was developed from the CVDEMS data. Thus, this analysis does not 
capture the extent to which diabetic patients who had a 2005 visit to a Montgomery Cares 
clinic had no 2005 data in the CVDEMS at all.

The Muslim clinic became operational in 2005 and little data exist for that year; as a 
result, they were excluded from this analysis

The original sample included 10 patients from each of the 9 clinics, for a total of 90 
patients. However, four patients who were identified as having a CVDEMS visit in 2005 
(and whose data from the hard copy record were abstracted) had incomplete CVDEMS 
information because of a delay in data entry.  Data for these 4 patients could thus not be
compared and, consequently, our analytic sample comprised 86 patients. 

Nine charts were reviewed by two abstractors to test for inter-rater reliability.  The 
abstracted data were completely concordant across the two cases for each of the nine 
patients in terms of number of visits, visit dates, and medication received. In three cases,
one abstractor marked no information for race while the other noted a specific race and in 
one case primary language disagreed for the same reason (no information vs. language 
indicated). Thus, some of the discordance between the hard copy record and the 
CVDEMS record for these two variables may be related to abstraction issues.

Some elements of the CVDEMS data were not compared. For example, the abstracted 
data and CVDEMS data we received were redacted of patient name, address and date of 
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birth for privacy protection and thus could not be compared.  In addition, some variables 
(such as type of diabetes) were not included on the CVDEMS data extract we received.

In Table 5.8, cases are categorized into one of 5 columns based on the presence and 
consistency of data. If data are present in both sources and the values agree (for example,
both sources show the patient is female), a case is categorized into the first column
“Matching Values.” Cases with non-matching data are classified according to the reason 
for the match failure as follows:

If there are no data in either source (e.g., no indication of gender in 
CVDEMS or the hard copy record), a case is classified in the second 
column “No Data.”

If the medical record has data for a variable, but CVDEMS does not 
(suggesting a data entry failure), a case is grouped into “Data Entry.” 

If data are present in both sources but disagree (e.g. one source indicates 
a patient is female and the other male, suggesting a problem with the 
accuracy of data entry), a case is sorted into the “Data Quality” 
category.

If a value is present for a variable in CVDEMS but no data is available 
in the medical record (suggesting that either the hard copy record is 
incomplete or that data entry was inaccurate), a case is classified as 
“Unclear”.

In Table 5.9, we compare documentation regarding patients’ completion of diabetes 
education, setting of self-management goals, receipt of a retinal exam, referral for a foot
exam, receipt of a flu shot, and use of ACE inhibitors, ARB medications, and statins and
other lipid lowering drugs.  For these variables, we cannot distinguish between missing
and null data in either the CVDEMS or the abstracted data.  Notation is made in both 
sources only when the particular type of education or care is received;  thus, variables 
take only positive or missing values, and missing values may reflect a null value or, 
potentially, missing data.  Consequently, non-matching cases are classified into one of
three types:

If there are missing values in both sources, a case is classified as “No 
Indication of Receipt.”

If the medical record indicates that the service was received, but there is 
no data in CVDEMS (suggesting a data entry failure), a case is grouped 
into “Data Entry.” 

If the CVDEMS data indicate that the service was received, but there is 
no data in the medical record (suggesting that either the hard copy 
record is incomplete or that data entry was inaccurate), a case is 
classified as “Unclear.”
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