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About the Social and Health Landscape of Urban and
Suburban America Reports

This report documents the volume and capacity of hospital care in the nation's 100
largest cities and surrounding suburbs for the years 1996, 1999 and 2002, based on
data from the American Hospital Association. The data are analyzed by hospital
ownership and by three levels of poverty of the city or suburb of a hospital's
location; limited financial data are examined as well. It is the final brief in a series
of five reports that have used national sources of information—-the U.S. Census
Bureau, the Centers for Disease Control and Prevention, the Federal Bureau of
Investigation and others—to document the social and health improvements and
challenges occurring in the nation's 100 largest cities and their suburbs between
1990 and 2000. The first report documented the progress of cities and suburbs in
meeting Healthy People 2000 and 2010 goals for seven health measures. The
second report examined changes in poverty, income and maternal/infant health
measures for racially and ethnically diverse populations. The third report addressed
changes in public assistance use, family composition, and child health and well-
being before and after national welfare reforms were implemented in the mid-
1990s. The fourth report examined quality of life indicators and concentrated
poverty. The reports and accompanying tables on individual cities and suburbs are
available at the following website: http://publichealth.drexel.edu/che/56. The
website also features a profile of each of the cities and their suburbs on topics
presented in previous reports. Questions or comments may be addressed to
dpa28@drexel.edu.
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Executive Summary

Over 1400 general medical/surgical hospitals located in the nation's 100 largest
cities and surrounding suburbs provide inpatient, outpatient, emergency and spe-
cialty carefor the 151 million residents of these metropolitan areas who require hos-
pital care each year. This report examines patterns of hospital care in these areas
using data from American Hospital Association annual surveys for the years 1996,
1999 and 2002. The hospital data were analyzed by two measures. ownership (for-
profit, non-profit and public) and level of poverty (low, medium and high) for urban
and suburban areas. Our review describes the volume of overall inpatient and out-
patient care, including emergency department visits; hospital characteristics such as
bed size, average length of stay, and occupancy rate; and three types of specialty
care, including the number of level 1 or level 2 trauma centers, neonatal intensive
care unit (NICU) beds, and positron emission tomography (PET) scanners.
Additionally, we examined patient payer mix, net patient revenues per hospital, and
the average operating and total margins of hospitals by community poverty levels.

Several themes emerged from the results of our analysis:

|. A Diminishing Role for Public Hospitalsin Large Metropolitan
Areas

More public hospitals were lost between 1996 and 2002 (16% in citiesand 27%
in suburbs) than for-profit (11% in cities and 11% in suburbs) and non-profit
hospitals (11% in cities and 2% in suburbs). Urban public hospitals also provid-
ed less inpatient and emergency care in 2002 than in 1996, with for-profit hospitals
now surpassing public hospitalsin total admissions for the 100 largest cities.

For-profit and non-profit hospitals are playing an increasing role in the care of
Medicaid patientsin urban areas, while therole for public hospitalsis shrink-
ing. As agroup, urban public hospitals admitted 21 percent fewer Medicaid patients
between 1996 and 2002, while for-profit hospitals admitted 39 percent more
Medicaid patients across the 100 largest cities and non-profit hospitals admitted 17
percent more. On average, however, Medicaid patients continue to make up a much
larger percentage of total admissions (31.1% in 2002) for public hospitals, compared
with for-profit (19.8%) and non-profit (18%) hospitals.

Yet, public hospitals appear to care for more serioudly ill patients. Public hospi-
tals continued to have a longer average length of stay (ALOS) overal and for
Medicaid patients in both cities and suburbs, compared to for-profit and non-profit
hospitals, which suggests that they are caring for relatively sicker, and thus more
costly patients.

I1. Relatively Small Proportion of Suburban Hospital Resources
L ocated in High Poverty Suburban Areas

Among the metropolitan areas of the 100 largest cities, high poverty suburbs
made up 44 percent of thetotal suburban population in 2000, but they account-
ed for only about one-fifth of total admissions, inpatient days, and outpatient
and emergency visits in 2002. One-third of suburban NICU beds were located in
high poverty suburbs, as were only 17 percent of suburban level 1 or level 2 trauma
centers and PET scanners.



L ow poverty suburbs comprised only 26 percent of the total suburban popula-
tion in 2000, yet more than 40 percent of all suburban hospital admissions, and
outpatient and emergency department visits took place in these areas in 2002.
Additionally, they accounted for far more specialty care resources than high pover-
ty suburbs: 45 percent of all NICU beds, 60 percent of all suburban level 1 and level
2 trauma centers and more than half of all PET scanners. Between 1996 and 2002,
there was a 2000 percent increase in hospital PET scannersin low poverty suburbs,
from 3 to 62.

The demographics of these suburban groups may explain at least part of this
lopsided distribution of hospital resources and use relative to population size.
On average, residents of low poverty suburbs are the most affluent residents of met-
ropolitan America, and are likely the best insured. Low poverty suburban areas
appear to be attractive markets for hospitals.

High poverty suburban areas, on average, had five times the percentage of
Hispanic residents as low poverty suburbs (26.4% v. 5.3%) in 2000 and nearly
twice the percentage of population that is foreign-born (13.6% v. 7.4%).
Surveys have documented these groups as having among the highest uninsured rates
in the country. A lack of health coverage may be a contributing factor in the rela-
tively small proportion of hospital resources available in high poverty suburbs.

In contrast to suburban areas, the distribution of hospital resources across low,
medium and high poverty cities much more closely matched each group's per-
centage of urban population. High poverty cities represented 42 percent of all
urban residents while accounting for 46 percent to 50 percent of all inpatient, out-
patient and emergency department visits. Low poverty cities comprised 35 percent
of all city residents and utilized 29 percent to 31 percent of the same hospital
resources.

The number of level 1 and level 2 trauma centers and PET scanners across the three
urban poverty groups were distributed in proportion to their percentage of urban
population. Only with NICU beds was capacity proportionally greater in low pover-
ty cities relative to their percentage of urban population.

I11. Hospitalsin High Poverty Cities and Suburbs Have the
L ongest Hospital Stays

As measured by the average length of stay, overall, and for Medicaid patients,
hospitals in high poverty cities and suburbs appear to care for a sicker patient
population. For hospitals in high poverty cities the ALOS (6.2 days in 2002) was
nearly a day longer than that for hospitalsin low (5.3 days) and medium (5.1 days)
poverty cities. Among Medicaid patients, the ALOS was also much longer (7.2 days)
for hospitals in high poverty cities compared with those in low (5.7 days) and medi-
um poverty (5.2 days) cities. Hospitals in high poverty suburbs also had the longest
overall and Medicaid ALOS, but the differences by community poverty level varied
less.



V. Implications for Accessto Carein High Poverty Cities and
Suburbs

How will the hospital safety net adapt to meet the health care needs of the poor -
est and sickest residents, especially in high poverty citiesand suburbs? Thefind-
ings raise questions about the future of the remaining public hospitals and access to
care for the medically indigent in the nation's urban centers and suburbs. As the
number of public hospitals continues to decline, the concern remains as to what
extent non-profit and for-profit community hospitals are taking on greater responsi-
bilities as safety net providers and to what degree their focus is on attracting the
healthiest of Medicaid patients, leaving the sickest and costliest patients to the care
of public or other primary safety net hospitals.

Hospitalsin high poverty cities and suburbs appear to be under more strain, as meas-
ured by their higher percentage losses, greater Medicaid patient mix, longer lengths
of stay and lower operating margins, compared with hospitals in low and medium
poverty areas. The results focus attention as to what extent residents of high pover-
ty suburban areas, especially the poor and uninsured, are facing financial, trans-
portation and other barriers to needed hospital care.

As hospitals continue to close or consolidate—in high poverty suburban areas, in par-
ticular—will their poor and uninsured residents become increasingly dependent on
nearby city public hospitals, if one is available? Such trends are aready creating a
potential backlash among urban taxpayers in some metropolitan areas. Ultimately,
regional cooperation may be required to ensure adequate financing and access to
hospital care for the area's poor and uninsured, particularly in metropolitan areas
with a high poverty central city or high poverty suburban area.



I ntroduction

The 100 largest cities and surrounding suburbs of the United States are home to over
half the nation's population.* Hospital care for the residents of these metropolitan areas
is provided by alarge and often complex array of academic health centers, community
non-profit, public and for-profit acute care hospitals, federally-financed veterans hospi-
tals and specialty care hospitals. This report focuses on the services of genera med-
ical/surgical hospitals.

Among the greatest challenges for both urban and suburban communities today is the
growing difficulty these providers face in meeting the needs of the poor and uninsured
as part of their community mission while surviving economically in acompetitive health
care environment. At the same time, federal, state and local governments are reassess-
ing their financial commitments to safety net facilities in covering bad debt and sup-
porting charity care as political pressure mounts to contain or reduce costs associated
with Medicaid, the primary source of health care financing for low-income popul ations.
These dynamics are occurring as demands for specialty care, emergency care and other
outpatient services continue to grow.

As the fifth installment of our report series on The Social and Health Landscape of
Urban and Suburban America, this report examines key indicators of hospital utiliza-
tion and capacity that may help illuminate the political discourse on hospitals and how
they interact with their communities. The analysis provides a unique comparison of
urban and suburban acute care hospitals on two key dimensions: hospital ownership
(for-profit, non-profit and public); and the poverty level of the area where a hospital is
located. In the first part of the report, we describe how hospital characteristics and vol-
ume of care vary by ownership type across cities and suburbs. The analysis demon-
strates the continued safety net role of hospitals, and public hospitalsin particular, while
also documenting the continued decline in the number of hospitals across metropolitan
areas, with public hospitals showing the largest proportional declines.

In the second part of the report, we examine the rel ationship between community pover-
ty rates, and hospital services and financial indicators. With recognition of a link
between poverty and health needs as its foundation, this analysis brings to light the dif-
ferential burden of care borne by hospitals located in cities with higher poverty levels.
Yet in suburban areas, we found that low poverty was associated with relatively greater
availability and utilization of hospital care and high poverty was associated with rela-
tively fewer hospital resources and availability.

Finally, the study years included in the analysis, 1996, 1999 and 2002, offer a unique
opportunity for examining hospital dynamics during a period of economic growth and
prosperity (1996 to 1999), followed by a period of economic contraction (1999 to 2002).
The analysis demonstrates how Medicaid utilization and spending among hospitals
declined and then expanded over these two three-year periodsin a pattern similar to that
of the total Medicaid population over the same period.



M ethodology

The selection of the 100 largest cities for The Social and Health Landscape of Urban
and Suburban America project was based on population counts from the 2000 U.S.
Census.? We define the suburbs or a suburban area as the greater metropolitan area,
excluding the central city(ies). Where more than one of the 100 largest cities are part of
the same metropolitan statistical area (MSA), such as Minneapolis and St. Paul, the city
data were combined to create a single urban area that could be compared with its sur-
rounding suburban area. Demographic statistics for the cities and suburban areas are
thus based on 82 distinct metropolitan areas. Suburban demographic rates are based on
data from all counties within an MSA, excluding the city data.

Hospital Statistics

We report on hospital data provided by Health Forum from the American Hospital
Association (AHA) annual surveys for the years 1996, 1999 and 2002. The surveys are
voluntary and self-reported, and thus do not represent the universe of hospitals in the
metropolitan areas we studied. We included data for general acute care hospitals locat-
ed in the metropolitan areas of the 100 largest cities. The non-response rate was about
18 percent for al three years. At least one hospital from each city participated in the sur-
vey each year. Eight suburban areas had no hospital data included in the study.

We examined trends on hospital characteristics such as number of beds, average length
of stay, and occupancy rate; volume of general inpatient admissions and outpatient vis-
its, including emergency department visits, and specialty care, including number of
level 1 or level 2 trauma centers, neonatal intensive care unit (NICU) beds and (PET)
scanners. The financial data are proprietary and were provided by AHA in the aggregate
form presented in the report. They included net revenues by payer; payer mix, based on
gross revenues; operating margin and total margin. For financial data only, AHA imput-
ed values for missing data based on historical reporting and community benchmarks.

We examined the hospital data in two primary ways for cities and suburbs: by owner-
ship type (hospital averages), and by the poverty level of a hospita's location. We
defined levels of low, medium and high poverty to create three relatively similarly-sized
groups of cities and suburbs based on the 2000 poverty rates. (See page 9.) Levelswere
created separately for cities and suburbs because of the large difference in average
poverty rates (17.4% v. 9.3%, respectively).

The thrust of the poverty analysis was to compare each poverty group's percentage of
total urban or suburban hospital use and capacity to its percentage of total urban or sub-
urban population. Population itself is not a perfect indicator of relative demand since
people can use hospitals in places where they do not live. However, we note that other
research has found that 75 percent of discharges among acute care urban hospitals took
place within a 10-mile radius.?

Many factors that we cannot measure affect the use of hospital services. Extensive
research on small-area variationsin utilization rates of various medical procedures over
the last several decades has documented wide variations across communities.* These
studies have stressed the importance of supply-side factors, and the relative unimpor-
tance of morbidity and other demand variables. The results of this study do not alow us
to judge whether a group of cities or suburbs is providing too much or too little hospi-
tal care, but rather provides arelative analysis of availability and use for groups of cities
and suburbs distinguished by their poverty rates, which could affect the demand for hos-
pital care, but also the supply.



Hospitals Trends by Ownership Type

In this section, we examine hospital trends by type of ownership for the years 1996, 1999,
and 2002 for both cities and suburbs. As context for the comparisons by ownership, we
note that there are many more general acute care hospitals in suburban areas, which have
two-thirds more population than the urban areas of the 100 largest cities. Nevertheless,
urban hospitals have more staffed beds per hospital and provide a much larger average
volume of both inpatient and outpatient care than suburban hospitals, regardiess of own-
ership type. Urban hospitals are often affiliated with prestigious medical schools and/or
have established reputations for various types of specialty care, attracting patients well
beyond their city or metropolitan borders. (See Tables 1A and 1B.)

Substantial declines seen in the number of urban and suburban public hospitals
Public, non-profit and for-profit hospitalsin both urban and suburban areas experienced
moderate to substantial declinesin their numbers from 1996 to 2002. However, propor-
tionally, the greatest losses occurred among public hospitals, with a decline of 16 per-
cent in cities, compared with 11 percent for non-profit and for-profit urban hospitals. By
2002, there were 645 facilities located in the 100 largest cities, 85 fewer than in 1996,
with non-profit hospitals making up two-thirds of all urban hospitals in 2002. The
decline in public hospitals was even more dramatic in suburban areas than in central
cities, where their numbers dropped by 27 percent, from 134 to 98 between 1996 and
2002. Decreases in the number of suburban-area non-profit and for-profit hospitals were
far less than half that loss: 2 percent and 11 percent, respectively. (See Chart 1.)

From 1996 to 2002, for-profit hospitals had by far the largest average increase in
bed size among cities, while public hospitalsled in the suburbs Among cities, the 14
percent average increase in the number of beds per hospital among for-profit institutions
contrasted with a 6 percent increase among non-profit facilities. Urban public hospitals,
on average, virtually maintained the same bed size over the six-year period. However,
in suburban areas, a 26 percent rise in the average number of beds per public hospital
stood in stark contrast to the declines of about 2 percent in the other suburban hospital
groups. The large increase in bed size among urban for-profit hospitals and suburban
public hospitals suggests that the hospitals that

closed were smaller than the remaining hospitals or

that hospital mergers added to the bed size of the Chart 1

combined hospitals, or some combination of both. Number of Hospitals by Ownership Type in the
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Number of Staffed Beds by Ownership Type in
the 100 Largest Cities and Their Suburbs
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ures among non-profit hospitals fell between these
two groups.

166.647 160,328 157,703
21,219

24,301 21.152

With the largest average bed size, urban public
hospitals, in general, continued to have much
higher utilization per hospital than non-profit and
for-profit hospitals in cities. For example, urban
public hospitals averaged over 400,000 outpatient
department visits in 2002 compared to an average of

1996 1999 2002 1996 1999 2002 . ] . )
Cities Suburbs just over 248,000 for non-profit hospitals and just
Source: Health Forum, 1996, 1999, and 2002 AHA Annual Survey of Hospitals. over 91,000 for for— prOfIt hOSpItaI S. Emergency

department visits averaged over 70,000 for urban
public hospitals, well above the nearly 45,000 average for non-profit hospitals and the
27,500 average among for-profit hospitals in urban areas.

However, we note that across the entire set of 100 largest cities, public hospitals
were responsible for fewer total admissions, inpatient days and E.D. visits (but not
outpatient visits) in 2002 than in 1996 (numbers not shown). In contrast, for-profit
hospitals, as a group, saw double-digit growth on each of these measures, and by 2002,
had surpassed public hospitalsin the total number of staffed beds (34,000 v. 30,400) and
admissions (1.5 million v. 1.3 million) in urban areas.

Urban and suburban public hospitals reported the highest average length of stay
(ALOYS) for inpatient care, with little change between 1996 and 2002. While the
average length of stay, an indicator of severity of illness, continued its downward trend
across urban and suburban hospitals, urban public hospitals had the lowest decline-less
than 2 percent from 1996 to 2002—compared to a decline of 8 percent among non-prof-
it institutions and 4 percent among for-profit facilities. The ALOS for urban hospitals
ranged from 5.2 days among for-profit hospitals to 6.6 days for public hospitals. At the
same time, suburban public hospitals, already with the highest suburban ALOS in 1996
(5.8 days), were the only city or suburban hospital group to have no decrease in ALOS.
This contrasts with a decrease of 10 percent in ALOS among suburban non-profit hos-
pitals and a decrease of 3 percent among suburban for-profit hospitals.

Substantial growth in suburban public hospital use occurred between 1996 and
2002. In suburban areas, public hospitals, which saw the average bed size increase by
more than one-quarter, also led in the percentage growth of admissions, inpatient days,
outpatient visits and emergency department (ED) visits per hospital.

Among suburban hospitals, between 1996 and 2002:

- Admissions per hospital rose 45 percent for public hospitals, on average, nearly
twice the rate of growth of for-profit hospitals (23%) and 2.5 times the rate of
growth for non-profit hospitals (18%).

- Public hospitals showed the largest increase in outpatient visits (66%) compared
with for-profit (43%) and non-profit (28%) hospitals.



- The 42 percent average increase in ED visits among public hospitals was well
above the 26 percent increase for non-profit institutions and the 38 percent
increase among for-profit hospitals.

In cities, for-profit and non-profit hospitals saw arelativeincreasein Medicaid uti-
lization from 1996 to 2002, while public hospitals saw a relative decline City pub-
lic hospitals maintained, by far, the highest rates of Medicaid discharges as a percentage
of total admissions (31.1% in 2002, compared to 18% for non-profit hospitals and
19.8% for for-profit hospitals). Yet, they were the only group to see a decline (13%) in
the proportion of Medicaid discharges. For-profit hospitals saw the Medicaid proportion
of their total admissions rise by 15 percent, on average, over the 6-year study period,
while the increase was 6 percent among non-profit hospitals.

In considering the total number of Medicaid admissions across the 100 largest cities,
urban public hospitals admitted 21 percent fewer Medicaid patients between 1996 and
2002, while for-profit hospitals admitted 39 percent more Medicaid patients and non-
profit hospitals admitted 17 percent more (numbers not shown). In the suburbs, the total
number of Medicaid admissions grew 13 percent for public hospitals over the same peri-
od, and increased by 14 percent among for-profit hospitals and by 22 percent among
non-profit hospitals.

The difference in Medicaid AL OS between public hospitals and the other owner -
ship groups widened between 1996 and 2002 among urban hospitals The ALOS of
Medicaid patients for city public hospitals was the highest among the ownership groups
in 1996, 1999, and 2002, and increased by 11 percent over the six-year period. In con-
trast, the ALOS of Medicaid patients declined by 9 percent among non-profit hospitals
and rose modestly among for-profit hospitals (3%).

In the suburbs, M edicaid's per centage of admissions among for-profits hospitalsis
similar to that for public hospitals. There was only a modest difference in the per-
centage of Medicaid admissions across ownership type, with the rate for public hospi-
tals (18.9%) in 2002 dlightly ahead of that for for-profit hospitals (17.9%), while non-
profit hospitals had the lowest percentage (13.3%). Between 1996 and 2002, Medicaid's
share of total discharges increased by 4 percent, on average, for suburban hospitals.

As with urban public hospitals, suburban public hospitals had the highest ALOS for
Medicaid patients all three study years and experienced the largest increase (12%) in the
Medicaid ALOS, to 7.7 days in 2002. The Medicaid ALOS increased by 8 percent
among for-profits hospitals (to 5 days in 2002) and declined by 9 percent among non-
profit hospitals (to 5.7 days in 2002).



Hospital Utilization and Capacity by Community Poverty
Level

To better understand the relationship between the care hospitals provide and the com-
munities they serve, we focused on poverty, which is positively correlated with illness
and health care need.® We categorized cities and suburbs each into three similarly-sized
groups of low, medium and high poverty rates. For cities, low is defined as less than 15
percent; medium, as 15 percent to 20 percent; and high, as greater than 20 percent. For
suburbs, low is less than 7 percent; medium is 7 percent to 10 percent; and high is
defined as greater than 10 percent. Tables 2A and 2B provide a breakdown of the cities
and suburbs included in each of these poverty groups.

The cities and suburban areas, grouped by their poverty rates, also differ on a number
of other demographic characteristics (based on 2000 data) that could influence hospital
utilization. The poverty level is positively correlated to population size and other char-
acteristics for both cities and suburbs. On average, high poverty cities and high poverty
suburbs also have the lowest proportions of white residents; the highest proportions of
black residents; and the highest percentages of population that receive public assistance,
are without a high school education, and are unemployed, relative to their low- and
medium poverty counterparts. (See Table 3.)

Violent crime rates are also highest in high poverty cities and suburbs, as are low birth
weight rates, with respect to their urban and suburban groups. Cities are, overal, more
racially and ethnically diverse than their suburbs, but vary less by poverty on the per-
centage of Hispanic and foreign-born residents compared with the suburbs. For exam-
ple, the proportion of Hispanic residents in high poverty suburbs—26.4 percent, on aver-
age—is five times the proportion for low poverty suburbs (5.3%) and nearly three times
the proportion for medium poverty suburbs (9.4%). The percentage of population age
65 and older is similar across poverty groups, averaging 11.2 percent for both cities and
suburbs overall.

To conduct our analysis, we first calculated the percentage of total urban population that
each poverty group of cities comprises and the percentage of total suburban population
that each poverty group of suburbs comprises, using 2000 U.S. Census population data.
These population distributions across poverty groups were the basis of comparison
against the distribution of total urban (or suburban) staffed beds, admissions, inpatient
days, and outpatient and E.D. visits across the urban (or suburban) poverty groups, using
2002 hospital data. We also compared the distribution of the following types of special-
ty care across poverty groups for cities and suburbs: number of neonatal intensive care
unit (NICU) beds, number of positron emission tomography (PET) scanners, and num-
ber of level 1 or 2 trauma centers. (See Appendix A for definitions.)

To provide a more complete picture of hospital capacity and utilization beyond the rel-
ative measures, Tables 4A and 4B show the actual values used to tabulate the percent-
age distributions, along with the percentage changes across the study period. These fig-
ures do not take population growth into account but provide areference for the scale and
comparative growth rates among the three poverty groups for cities and suburbs. The
tables aso include occupancy rates and average length of stay.

We expected to find a larger percentage of hospital services provided in high poverty
cities and suburbs relative to their percentage of total urban and suburban population,
respectively. Our results showed this to be the case in cities, although not to the extent



that we expected, and was not the case at al in the suburbs. In fact, the results for sub-
urban areas were starkly different from that of cities and not what we expected.

The proportion of hospital utilization and resources in high poverty cities was
modestly higher than their proportion of urban population; however, high poverty
suburbs showed dramatically lower levels of capacity and utilization relative to
their share of the suburban population. High poverty cities had dightly higher pro-
portions of beds, admissions, inpatient days, and outpatient visits relative to their pro-
portion of the total urban population. But high poverty suburbs, which accounted for the
largest percentage of the suburban population (44%) in 2000, represented just over one-
fifth of all suburban hospital beds and admissions in 2002, and accounted for relatively
small proportions of the other measures. The low poverty suburbs, with just over one-

quarter (26%) of the total suburban population
accounted for 42 percent of suburban hospital beds
and 44 percent of suburban hospital admissions.
(See Charts 3 and 4.)

Behind these differences are the much smaller
number of hospitals located in high poverty
areas—ust 191 in 2002, compared with 334 hospi-
tals in low poverty suburbs, and 314 in medium
poverty suburbs—despite the much larger number of
residents living there. High poverty suburbs also
experienced the largest decline (10%) in the num-
ber of suburban hospitals from 1996 to 2002. (See
Tables 4A and 4B.)

While we did not analyze hospitals by ownership
type within the city and suburban poverty groups,
we show in Appendix B the breakdown of hospitals
in each poverty group by their ownership type. We
note that for-profit hospitals made up one-third of
al high poverty suburban hospitals in 2002, but
comprised only 6 percent of hospitalsin low pover-
ty suburbs and one-fifth of hospitals in medium
poverty suburbs.

Unlike cities, where the number of emergency
department visits and trauma centers were dis-
tributed across the urban poverty groupsin the
same proportions as the population, the volume
of emergency care utilization and capacity was
disproportionately higher in the low poverty
suburbs relative to their population size. Low
poverty suburbs had the majority—nearly 60 per-
cent—of all suburban level 1 and level 2 trauma cen-
tersin 2002. High poverty suburbs, with two-thirds
more population than low poverty suburbs,
accounted for only 17 percent of the suburban trau-
ma centers and 20 percent of E.D. visits. High
poverty suburbs had only 24 level 1 or level 2
trauma centersin 2002, a 118 percent increase from

Urban Population

Staffed Beds

Admissions

Inpatient Days

Outpatient Visits

E. D. Visits

Suburban Population

Staffed Beds

Admissions

Inpatient Days

Outpatient Visits

E. D. Visits

Chart 3
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Suburbs of 100 Largest Cities by Poverty Level:
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1996. This was still less than 30 percent of the number in low poverty suburbs (84).
Medium poverty suburbs also had less than half (35) the number of level 1 and level 2
trauma centers as low poverty suburbs. (See Charts 5 and 6.)

For high poverty cities, their proportion of total hospital emergency department visits
was dightly higher than their proportion of total urban population. However, the high
poverty suburban areas represented only 20 percent of suburban E.D. visits, compared
to 44 percent of the suburban population, despite having the greatest growth (29%) in
E.D. visits between 1996 and 2002 of all urban and suburban poverty areas.

L ow poverty suburban areas have far outpaced high poverty and medium poverty
suburbs in the hospital acquisition of PET scanners; by 2002, they accounted for
morethan half of all suburban PET scanners. In 1996, only 3 hospitalsin low pover-
ty suburbs reported having a PET scanner, with the number increasing to 15 in 1999. By
2002, the number of PET scanners in low poverty
suburbs had grown exponentially—nearly 2000 per-

Chart 5
100 Largest Cities by Poverty Level: Distribution of 2000  CENt—to 62. Only ]j7 percent of suburban PET scan-
Population Compared with Distribution of Hospital ners were located in high poverty suburbs. By con-

Specialty Care, 2002 (percentages shown*)
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trast, the distribution of PET scanners across the three
urban poverty groups matched closely to the distribu-

d. H h . -
Medium Poverty Han Fovery tion of population among the poverty groups.

Low poverty suburbs had the largest proportion
(45%) of suburban neonatal intensive care unit
beds in 2002, after a 62 percent increase from
1996, thelargest increase of any other suburban or
urban poverty group. High poverty suburbs also
experienced significant growth in the number of
NICU beds (45%), such that by 2002 their percentage
of suburban NICU beds (34%) came closest to match-
ing their proportion of suburban population. In cities,

0

*Percentages may not add to 100 because of rounding.
Source: U.S. Census Bureau and AHA Annual Survey of Hospitals, 2002.

Chart 6

the distribution of NICU beds across poverty groups
100 was somewhat disproportionately higher in low
poverty cities compared to their proportion of urban
population. This was the only measure for which
high poverty cities had a larger proportion of the
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Overall, the average length of stay (ALOS) in a
Medium Poverty High Poverty hospital was longer in cities than in the suburbs;
within cities and suburbs, hospitals located in the
highest poverty areas had the longest ALOS. The
ALOS for hospitalsin high poverty cities (6.2 daysin
2002) remained about 1 day longer than the ALOS for
hospitals in medium poverty (5.1 days) and low
poverty (5.3 days) cities. The ALOS for suburban
hospitals varied over a narrower range across the
poverty groups (4.9 days to 5.4 days), with hospitals
in high poverty suburban areas having the smallest
percentage decline (2.1%) in ALOS between 1996
and 2002. (See Tables 4A and 4B.)
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54

0

100

*Percentages may not add to 100 because of rounding.
Source: U.S. Census Bureau and AHA Annual Survey of Hospitals, 2002.



With a shrinking number of hospitals and staffed beds in cities and suburbs, along with
growing numbers of admissions, occupancy rates rose across the board. Occupancy
rates were higher in the cities than suburbs across al poverty groups (71.2% v. 65.8%
in 2002), but the percentage increases in rates were higher in the suburbs, overal.
Hospitals in low poverty suburban areas had the highest suburban occupancy rates,
while high poverty cities had the highest occupancy rates among urban hospitals for al
three study-years.

Medicaid Discharges and Average L ength of Stay

We examined three hospital statistics related to Medicaid by city and suburban poverty
groups. total Medicaid discharges, Medicaid's percentage of total admissions® and
ALOS for Medicaid patients.

Medicaid discharges as a percentage of total admissions declined significantly
across hospitals between 1996 and 1999, at a time when the economy was expand-
ing, then increased significantly between 1999
and 2002, when the economy was contracting.
There was also a uniform decline in Medicaid dis-
charges across cities and suburbs between 1996 and
1999 and a uniform increase in discharges between
1999 and 2002, to levels higher than in 1996. These
patterns followed trends for the total Medicaid pop-
ulation, which was smaller in 1999 than in 1996 15
(dipping to the lowest level in 1998) and then grew
to amuch higher level, by 2002, than the 1996 total
(with the largest expansion occurring between 2001 10
and 2002).” Hospitals from high poverty suburban
areas averaged the highest percentage of Medicaid
discharges (19.1%) in 2002. (See Chart 7 and
Tables 4A and 4B.)

Chart 7
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The average length of stay for Medicaid patients
was highest in high poverty cities and high
poverty suburban areas. Hospitals in the high
poverty suburbs also had the greatest increases
(7%) in ALOS between 1996 and 2002, reaching
6.5 days. Despite experiencing one of the larger
declines (7%) in ALOS for Medicaid patients, hos-
pitals in high poverty cities till had the highest
Medicaid ALOS of any group (7.1 days). We aso
found an inverse relationship between Medicaid
discharges and ALOS. Between 1996 and 1999,
when Medicaid discharges declined, ALOS gener-
aly rose, and between 1999 and 2002 when
Medicaid discharges increased, ALOS generally
dropped. (See Chart 8.)
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Source: Health Forum, 1996, 1999, and 2002 AHA Annual Survey of Hospitals.
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Hospital Financial Highlights by Community Poverty
Level

We examined severa financial measures for general acute care hospitals in the 100
largest cities and their suburbs by community poverty level for the years 1996, 1999 and
2002. The statistics presented include net revenues per hospital by payer source, hospi-
tal payer mix, based on gross patient revenues, as well as the average hospital operating
and total margins. The figures presented are unadjusted for inflation.

Net Revenues

Over the six-year period of 1996 to 2002, the total net revenues per hospital from
all payer sourcesincreased by over 50 percent, on average, for both urban and sub-
urban hospitals. Average hospital net revenues generaly increased by a much higher
rate between 1999 and 2002, even though the economy was in decline, compared to the
period of 1996 to 1999. High poverty cities, with the largest number of hospitals and
largest average bed size, had the largest 2002 net revenues per hospital from all sources
($226.3 million) and from Medicare ($83.6 million) and Medicaid ($44.4 million), and
showed the smallest percentage increases since 1996 in each case. (See Table 5.)

Hospitals in low poverty cities averaged the largest amount of 2002 net revenues from
private ($106 million) and other government sources ($4.1 million), and averaged the
largest percentage increase (63%) in private net revenues since 1996. (Note that for net
revenues, the private category includes third-party, self-pay and other non-governmen-
tal sources, less bad debt).

L ow poverty suburbs, which accounted for the largest number of suburban hospi-
tals and staffed beds, averaged the largest amount of suburban hospital net rev-
enues from all sources ($112.8 million), and from Medicare ($43.3 million) and pri-
vate sources ($60.1 million) in 2002. Hospitals in high poverty suburban areas aver-
aged the largest amount of 2002 net Medicaid revenues ($14.6 million) among subur-
ban hospitals, but averaged the smallest percentage increase since 1996. These hospitals
also had the lowest percentage increase in private net revenues (34%) compared with
hospitals located in low and medium poverty suburban areas (57% each), and had the
smallest increase in total net revenues over the study period.

Hospital Payer Mix

We examined hospital payer mix based on gross patient revenues, which are defined by
the American Hospital Association as established rates charged for services before any
contractual allowances, payer discounts, charity care, and bad debt are deducted. The
categories of payer mix include Medicare, private third-party, Medicaid, other and self-
pay. Other payers, in this case, include both other government and other non-govern-
ment revenues.

Hospitalsin high poverty cities and high poverty suburbs had the largest depend-
ence on Medicaid revenues. Medicaid revenues as a percentage of total gross patient
revenues followed the pattern described earlier for Medicaid discharges: declining
between 1996 and 1999 and increasing between 1999 and 2002. By 2002, Medicaid
accounted for 18.3 percent of gross revenues among hospitalsin high poverty cities and
13.7 percent of revenues among hospitals in low poverty cities. Among suburban hos-
pitals, Medicaid revenues comprised nearly one-fifth (19.1%) of patient revenues in
high poverty areas and averaged about 8 percent of revenues for those in low poverty
areas. (See Charts 9 and 10.)



Between 1996 and 2002, Medicare gross revenues became a smaller source of
patient revenues among hospitals in high poverty cities and a larger source of
patient revenues among hospitals in high poverty suburban areas By 2002, hospi-
tals in high poverty suburban areas had the same proportion of gross revenues from
Medicare patients (40%), on average, as hospitalsin low and medium poverty suburbs.
Medicare revenues as a percentage of gross patient revenues varied little by poverty

level among urban hospitals.

The proportion of gross revenues from third-party payers among urban hospitals
was fairly similar across poverty groups by 2002; among suburban hospitals, the
differences in third-party payer mix widened across poverty groups On average,

hospitals in high poverty cities increased their pro-
portion of third-party gross revenues between 1996
and 2002 (from 34.7% to 36.2%), bringing them
more in line with the proportions for hospitals in
low and medium poverty cities. Third party
revenues became a smaller share of total gross
revenues for hospitals in high poverty suburban
areas, dropping to 32 percent by 2002, and became
a larger share for hospitals in low and medium
poverty suburban areas.

The proportion of gross revenues from self-pay and
other sources each comprised a small fraction of
overall gross patient revenues across city and sub-
urban hospitals.

Hospital Operating and Total Margins

We examined average total and operating margins
for urban and suburban hospitals by our three
poverty categories for the years 1996, 1999, and
2002. A hospital marginistheratio of hospital prof-
its to hospital expenses, often expressed as a per-
centage. The operating margin represents prof-
itability from core operations, namely patient care,
prior to the receipt of any charitable or government
contributions. The American Hospital Association
defines an operating margin as the difference
between operating revenue and total expenses as a
percentage of operating revenue. The total margin
is defined as the difference between total net rev-
enue and total expenses as a percentage of total net
revenue. This includes non-operating income, such
as contributions, public appropriations and other
government transfers, investments, and income
from subsidiaries or affiliates.

Researchers that analyzed the hospital operating
margins of U.S. community hospitals between
1990 and 2003 showed that margins peaked in 1996
and hit their lowest point in 1999, then peaked
again in 2002 at levels less than 1996 levels.t Our
analysis of hospital operating margins for urban
and suburban areas reflects this same pattern.

Chart 9
Percentage of Gross Patient Revenues by Payer Source
for Urban Hospitals, by Poverty Level of Community
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Chart 10
Percentage of Gross Patient Revenues by Payer Source
for Suburban Hospitals, by Poverty Level of Community
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Operating margins and total margins were consistently lowest among hospitalsin
high poverty cities. In 1996, the average total margin for hospitalsin low and medium
poverty cities (both 7%) was 50 percent greater than the average for hospitals in high
poverty cities (4.6%), while the average hospital operating margin in low (4.8%) and
medium (4.7%) poverty cities was twice that of hospitals in high poverty cities (2.4%).

Hospitals in low poverty cities were the only group to average a higher operating mar-
gin in 2002 (5.5%) than in 1996 (4.8%). The 2002 rate was three times the average of
hospitals in high poverty cities (1.6%). By 2002, the average total margin for hospitals
in low poverty cities had surged to 6.1%, well ahead of the 2002 averages for hospitals
in medium (4.7%) and high poverty cities (2.2%). (See Chart 11.)

Chart 11
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Hospitalsin high poverty suburbs had the lowest
aver age operating margin in 1996 and 2002, and
the highest average operating margin in 1999.
Hospitals in medium poverty suburbs averaged the
highest operating and total margins in 1996 and
2002. The 2002 average operating margin for hospi-
talsin high poverty suburban areas (2.3%) was half
the average of those in medium poverty areas
(4.6%). The average total margin for hospitals in
low poverty suburbs declined over each of the 3-
year intervals such that by 2002, this group had the
lowest average total margin (4.1%), behind that of
hospitalsin high poverty suburbs (4.4%). (See Chart
12)



Summary and Conclusions

Our conclusions reflect analysis of hospital utilization and capacity in the 100 largest
cities and surrounding suburban areas for the years 1996 to 2002.

The results by hospital ownership showed that the role of public hospitals, while high-
ly significant as a safety net provider in both cities and suburbs, appears to be dimin-
ishing, as measured by their larger percentage losses and declining volume of total and
Medicaid admissions in the largest cities. The analysis by community poverty levels
revealed vast city-suburban differences in the distribution of hospital services and
resources across low, medium and high poverty groups relative to their proportions of
population. These patterns and trends raise questions about the future of the hospital
safety net and its ability to adequately serve the most vulnerable residents, particularly
in high poverty cities and suburbs, and about the appropriateness of the level of hospi-
tal resources concentrated in low and high poverty suburban aresas.

Trendsin Hospital Ownership

Our review of hospitals by ownership in the largest cities and suburbs revealed several
trends about their total numbers and composition, their average size and growth in vol-
ume of care, and their share of Medicaid patients. The downward trend in the number
of hospitals and total hospital beds in large metropolitan areas continued, with public
hospitals showing the largest declines (16% in cities and 27% in suburbs) and the great-
est decrease in the percentage of beds. These trends also represent an acceleration in the
closing or merging of urban public hospitals, which declined by only 14 percent over a
16-year period between 1980 and 1996, and a continuation of a steep drop in suburban
public hospitals, which declined by 43 percent over the same 16-year period.®

The remaining urban public hospitals continued to be the largest providers as measured
by their average bed size, but their presence across the urban landscape is diminishing.
By 2002, non-profit hospitals had essentially pulled even with public facilitiesin admis-
sions per hospital. Urban public hospitals also provided less inpatient and emergency
carein 2002 than in 1996, while other hospital groups saw steady growth. By 1999, for-
profit hospitals had surpassed public hospitals in staffed beds and total admissions for
the 100 largest cities.

Of the remaining suburban public hospitals, average bed size increased by 26 percent,
from 1996 to 2002, suggesting that relatively smaller public hospitals dominated the
closings (or conversions/mergers). Correspondingly, the average increase in utilization
measures per hospital were large, relative to suburban for-profit and non-profit hospi-
tals. Given that the remaining suburban public hospitals are much larger, and perhaps
more vital than ever to the communities they serve, one question is whether their num-
bers will stabilize or continue to decline.

Hospital Ownership and Medicaid Patients

As safety net providers, public institutions have provided the bulk of hospital care for
Medicaid patients. In cities, public hospitals continued to have the largest proportion of
Medicaid discharges, while in the suburbs, the proportions were similar across hospital
ownership groups. Urban public hospitals were the only group to have a smaller per-
centage of Medicaid discharges in 2002 than in 1996, while all other groups saw their
Medicaid share of total admissions increase by 4 percent to 15 percent.
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We aso note that public hospitals in urban and suburban areas had both the longest
Medicaid ALOS, and the steepest rise in Medicaid ALOS between 1996 and 2002. The
results suggest that, on average, public hospitals treat more serioudly ill Medicaid
patients than the other hospital types.

What do these findings say about metropolitan area hospitals and their Medicaid
patients? They suggest that the landscape for Medicaid hospital care may be shifting.
Remaining public hospitals may be diversifying their patient mix to improve their bot-
tom line. These trends could also signal an increasing role for non-profit and for-profit
community hospitals as safety net providers, a more even distribution of safety net care
responsibilities, and/or an attempt to increase market share by attracting healthier, more
profitable Medicaid enrollees.

Hospitalsin Low, Medium and High Poverty Urban and Suburban Areas

Our review of hospital capacity and utilization by community poverty levelstellsadra-
matically different story for urban than suburban areas. High poverty cities accounted
for a somewhat larger proportion of hospital use relative to their proportion of the total
urban population, while the opposite was true for low poverty suburbs. The availability
of specialty services such as trauma care, and PET scanners across the urban poverty
groups was generaly in line with the population distribution across these groups. Only
with NICU beds was capacity proportionally greater in low poverty cities relative to
their percentage of urban population.

At the same time, the overall and Medicaid average lengths of stay for hospitalsin high
poverty cities were the highest among urban areas, suggesting that these hospitals are
serving relatively sicker patients compared with hospitals in low and medium poverty
cities. Other research supports the effect of an “urban health penalty,” that is, higher
rates of disease and mortality in cities with higher rates of poverty.*

Among suburban areas, high poverty communities represented the greatest proportion
of suburban population in 2000 but had the smallest proportion of total inpatient use,
outpatient use, level 1 or level 2 trauma centers, and PET scanners in 2002. The oppo-
site was true of low poverty suburbs, which represented the smallest proportion of total
suburban population, but had the largest proportions of suburban hospital use and spe-
cialty care capacity. Low poverty suburbs also saw exponential growth in the number of
hospital PET scanners between 1996 and 2002 and the largest increase in NICU beds.

This lopsided distribution of hospital resources and use suggests that low poverty sub-
urban areas may be attractive markets for hospitals. The population characteristics sug-
gest that, on average, residents of low poverty suburbs are the most affluent residents of
metropolitan America, and likely are the best insured. By the same token, hospital sys-
tems may be reluctant to expand into high poverty suburbs. Although we do not have
data on uninsured rates for these areas, we noted earlier that the high poverty suburban
areas averaged the largest percentages of Hispanic and foreign-born populations.
Surveys have documented these groups as having among the highest uninsured rates in
the country.”* A lack of health coverage may be a contributing factor in the relatively
small proportion of hospital resources available in high poverty suburbs.

Between 1996 and 2002, these high poverty areas aso saw the greatest decline in the
number of suburban hospitals, which may exacerbate access problems, particularly for
those with limited or no insurance and limited transportation options. Perhaps asan indi-
cator of unmet need for primary care as well, hospitals in high poverty suburbs had the
greatest increase in emergency department visits of al city or suburban poverty aress.
The findings raise questions about whether residents in high poverty suburban areas,



especially those who are poor or uninsured, will become increasingly dependent on
nearby city public hospitals. This contention has already surfaced in Dallas, where the
president of the city's public hospital stated that indigent or uninsured patients residing
in five surrounding suburban counties accounted for 16 percent of the hospital's $1.2 bil-
lion in uncompensated care in 20022 This situation in Dallas and other cities creates the
potential for a backlash among urban taxpayers about the care of suburban residents in
their public hospitals.

Finally, the financial situation of hospitals in both urban and suburban high poverty
areas raises concerns about their future-more so than with facilitiesin low and medium
poverty cities and suburbs. Hospital operating margins were generally the lowest among
hospitals in high poverty cities and suburbs. Hospitals in these areas a so saw the small-
est increasesin net revenues and the smallest rise in Medicaid net revenues, and yet they
have the greatest dependence on this payer.

Implications for Availability and Accessto Care

What do these results by ownership and poverty say about the future of hospital carein
urban and suburban areas? Although it is not possible to draw conclusions about the spe-
cific roles and changes of each community's hospital safety net, the continued losses of
public hospitals in both cities and suburbs inject uncertainty as to where the sickest of
the poor and the uninsured will access care in the future.

The fallout from these changes in cities may differ significantly from the suburbs. In
large central cities, the size of public and other primary safety net institutions, their con-
stituency, their presence as an employer and the political issues surrounding their status
suggest that communities are more likely to demand a careful assessment of impact, as
well as a viable, alternative safety net plan. Suburban areas losing their public or pri-
mary safety net hospitals may be less likely to have the strong constituencies found in
central cities. As a result, there may be a less vocal and concerted effort to assure a
viable alternative is available. Ultimately, regional cooperation may be required to
ensure adeguate financing and access to hospital care for the area's poor and uninsured,
particularly in metropolitan areas with a high poverty central city or high poverty sub-
urban area.
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Appendix A
American Hospital Association Definitions

Admissions: The number of patients, excluding newborns, accepted for inpatient serv-
ice during the reporting period; the number includes patients who visit the emergency
room and are later admitted for inpatient services.

Beds: The average number of beds, cribs, and pediatric bassinets set up and staffed for
use for inpatients on the last day of the reporting period.

Emer gency department: Hospital facilities for the provision of unscheduled outpatient
services to patients whose condition require immediate care.

Emergency room visits. The number of visits to the emergency unit. When emergency
outpatients are admitted to the inpatient areas of the hospital, they are counted as emer-
gency room visits and subsequently, as inpatient admissions.

General medical and surgical care: Provides acute care to patientsin medical and sur-
gical units on the basis of physicians order and approved nursing care plans.

Gross patient revenues. Defined as established rates charged for services before any
contractual allowances, payer discounts, charity care, and bad debt are deducted.

I npatient days. The number of adult and pediatric days of care, excluding newborn days
of care, rendered during the entire reporting period.

Neonatal intensive care: A unit that must be separate form the new born nursery pro-
viding intensive care to all sick infants including those with the lowest birth weights
(lessthan 1500 grams). NICU has potential for providing mechanical ventilation, neona-
tal surgery, and special carefor the sickest infants born in the hospital or transferred from
another institution. A full-time neonatologist serves as director of the NICU.

Occupancy rate: The average daily census divided by the number of hospital beds,
cribs, and pediatric bassinets set up and staffed on the last day of the reporting period,
expressed as a percent. Average daily census is calculated by dividing the total annual
number of inpatients, excluding newborns, by 365 days to derive the number of inpa
tients receiving care on an average day during the annual reporting period.

Positron emission tomography (PET) scanner: A nuclear medicine imaging technolo-
gy which uses radioactive (positron emitting) isotopes created in a cyclotron or genera-
tor and computers to produce composite pictures of the brain and heart at work. PET
scanning produces sectional imaging producing metabolic activities or blood flow rather
than anatomy.

Trauma center (certified): A facility to provide emergency and specialized intensive
careto critically ill and injured patients. Level 1: A regional source trauma center, which
is capable of providing total care for every aspect of injury and plays a leadership role
in trauma research education. Level 2: A community trauma center, which is capable of
providing trauma care to all but the most severely injured patients who require highly
specialized care.



Appendix B

Hospital Ownership Type within City and Suburban
Poverty Level Groups

100 Largest Cities by Poverty Level:
Number of Hospitals, by Ownership Type, 1996, 1999, 2002
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TABLE 1A

City Hospital Statistics by Type of Ownership, 1996, 1999, 2002

Hospital % Change
Ownership 1996 1999 2002 96-99 99-02 96-02
Number of Hospitals For-Profit 161 148 143 -8.1 -3.4 -11.2
Non-Profit 486 454 432 -6.6 -4.8 -11.1
Public 83 72 70 -13.3 -2.8 -15.7
Total 730 674 645 -7.7 -4.3 -11.6
Staffed Beds per Hospital For-Profit 209 226 238 7.9 5.2 135
Non-Profit 372 381 394 25 3.2 5.8
Public 431 420 434 -2.6 3.3 0.6
Total 343 351 363 25 3.4 6.0
Admissions per Hospital For-Profit 7,496 8,969 10,208 19.6 13.8 36.2
Non-Profit 14,930 16,602 18,419 11.2 10.9 23.4
Public 17,321 17,861 18,613 3.1 4.2 7.5
Total 13,562 15,060 16,619 11.0 104 22.5
Occupancy Rate For-Profit 53.4 57.5 61.5 7.7 7.0 151
Non-Profit 67.3 69.3 72.1 3.0 4.1 7.1
Public 73.3 75.7 77.1 3.3 1.9 5.3
Total 66.3 68.4 71.2 3.3 4.1 7.5
Inpatient Days per Hospital For-Profit 40,972 47,471 53,407 15.9 12.5 304
Non-Profit 91,617 96,441 103,603 5.3 7.4 13.1
Public 115,710 116,131 122,214 0.4 5.2 5.6
Total 83,187 87,791 94,494 5.3 7.6 13.6
Average Length of Stay For-Profit 5.5 5.3 5.2 -3.2 -1.2 -4.3
Non-Profit 6.1 5.8 5.6 -5.3 -3.2 -8.3
Public 6.7 6.5 6.6 2.7 1.0 -1.7
Total 6.1 5.8 5.7 -5.0 -2.5 -7.3
Outpatient Visits per For-Profit 65,782 80,738 91,289 22.7 13.1 38.8
Hospital Non-Profit 181,449 214,040 248,214 18.0 16.0 36.8
Public 323,333 360,183 408,377 11.4 134 26.3
Total 172,071 200,380 230,805 16.5 15.2 34.1
Emergency Dept. Visits For-Profit 17,077 21,980 27,507 28.7 251 61.1
per Hospital Non-Profit 33,957 39,851 44,865 174 12.6 32.1
Public 60,176 63,166 70,167 5.0 11.1 16.6
Total 33,215 38,417 43,763 15.7 13.9 31.8
Medicaid Discharges as For-Profit 17.3 15.9 19.8 -7.8 24.4 14.7
Percentage of Total Admissions Non-Profit 16.9 14.2 18.0 -15.8 26.3 6.3
Public 35.8 31.4 31.1 -12.4 -0.9 -13.2
Total 19.2 16.5 19.8 -14.1 20.5 3.5
Medicaid Average Length For-Profit 4.9 5.1 5.0 4.4 -11 3.2
of Stay Non-Profit 6.8 6.8 6.2 -0.2 -8.9 9.1
Public 6.8 7.4 7.5 8.6 2.2 11.1
Total 6.6 6.7 6.3 1.7 -6.3 -4.6
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TABLE 1B
Suburban Hospital Statistics by Type of Ownership, 1996, 1999, 2002

Hospital % Change
Ownership 1996 1999 2002 96-99 99-02 96-02
Number of Hospitals For-Profit 164 146 146 -11.0 0.0 -11.0
Non-Profit 608 603 595 -0.8 -1.3 2.1
Public 134 111 98 -17.2 -11.7 -26.9
Total 906 860 839 -5.1 2.4 -7.4
Staffed Beds per Hospital For-Profit 148 145 145 -2.2 0.3 -1.9
Non-Profit 204 203 201 -0.4 -1.1 -15
Public 135 149 171 9.8 14.8 26.1
Total 184 186 188 1.4 0.8 2.2
Admissions per Hospital For-Profit 5,412 5,861 6,680 8.3 14.0 23.4
Non-Profit 8,228 9,077 9,732 10.3 7.2 18.3
Public 5,149 6,048 7,468 17.5 23.5 45.0
Total 7,262 8,140 8,936 12.1 9.8 23.0
Occupancy Rate For-Profit 49.0 53.4 60.1 8.9 12.6 22.6
Non-Profit 60.9 63.5 66.4 4.3 45 9.0
Public 59.5 66.3 69.1 11.4 4.2 16.1
Total 59.0 62.5 65.8 5.8 5.4 11.5
Inpatient Days per Hospital For-Profit 26,587 28,229 31,886 6.2 13.0 19.9
Non-Profit 45,541 47,160 48,757 3.6 3.4 7.1
Public 29,518 36,015 43,066 22.0 19.6 45.9
Total 39,741 42,508 45,156 7.0 6.2 13.6
Average Length of Stay For-Profit 4.9 4.8 4.8 -2.0 -0.9 -2.8
Non-Profit 55 5.2 5.0 -6.1 -3.6 -9.5
Public 5.7 6.0 5.8 3.9 -3.1 0.6
Total 55 5.2 5.1 -4.6 -3.2 -7.7
Outpatient Visits per For-Profit 48,672 58,376 69,625 19.9 19.3 43.0
Hospital Non-Profit 117,154 136,517 149,959 16.5 9.8 28.0
Public 83,167 109,429 137,717 31.6 25.9 65.6
Total 99,731 119,755 134,550 20.1 12.4 34.9
Emergency Dept. Visits For-Profit 16,433 19,524 22,624 18.8 15.9 37.7
per Hospital Non-Profit 25,221 28,197 31,841 11.8 12.9 26.2
Public 19,338 22,367 27,502 15.7 23.0 42.2
Total 22,760 25,972 29,730 14.1 14.5 30.6
Medicaid Discharges as For-Profit 17.2 14.4 17.9 -16.4 24.4 4.0
Percentage of Total Admissions Non-Profit 12.5 10.6 18.3 -15.1 25.0 6.2
Public 17.8 22.1 18.9 24.6 -14.8 6.2
Total 14.2 12.8 14.8 -9.8 15.6 4.2
Medicaid Average Length For-Profit 4.6 5.0 5.0 8.5 -0.2 8.3
of Stay Non-Profit 6.3 6.3 5.7 0.8 -9.2 -8.5
Public 6.9 8.3 7.7 19.9 -6.8 11.8
Total 6.1 6.4 5.9 5.8 -8.7 -3.4

Source: Health Forum, American Hospital Association Annual Survey of Hospitals, 1996, 1999, 2002.



TABLE 2A
Cities Categorized by Low, Medium and High 2000 Poverty Rate Levels

Low Poverty Rate (<15%) Medium Poverty Rate (15%-20%) High Poverty Rate (>20%)

* Anchorage, AK 7.3  Madison, WI 15.0  Washington, DC 20.2
Colorado Springs, CO 8.7  Grand Rapids, Ml 15.7 Pittsburgh, PA 20.4
San Jose, CA 8.8  Riverside, CA 15.8  Memphis, TN 20.6
Norfolk/Virginia Beach/ Tacoma, WA 15.9  New York/Yonkers, NY 21.1

Chesapeake, VA 10.0  Spokane, WA 15.9  Mobile, AL 21.2
Lincoln, NE 10.1  Tampa/St. Petersburg, FL 15.9  Milwaukee, WI 21.3
Charlotte, NC 10.6  Oklahoma City, OK 16.0  Richmond, VA 21.4
Wichita, KS 11.2 Minneapolis/St. Paul, MN 16.4 Louisville, KY 21.6
San Francisco, CA 11.3  Orange Co. (Santa Ana/ Los Angeles/Long Beach/

Omaha, NE 11.3 Anaheim, CA) 17.0 Glendale, CA 21.9
Des Moines, IA 11.4  San Antonio, TX 17.3  Cincinnati, OH 21.9
Raleigh, NC 11.5  Akron, OH 17.5 El Paso, TX 22.2
Honolulu, HI 11.8  Corpus Christi, TX 17.6  Shreveport, LA 22.8
Seattle, WA 11.8  Montgomery, AL 17.7 Philadelphia, PA 22.9
Indianapolis, IN 11.9 Toledo, OH 17.9  Baltimore, MD 22.9
Las Vegas, NV 11.9  Bakersfield, CA 18.0  Stockton, CA 23.9
Jacksonville, FL 12.2  Lubbock, TX 18.4  Baton Rouge, LA 24.0
Greensboro, NC 12.3  Tucson, AZ 18.4  Atlanta, GA 24.4
Denver/Aurora, CO 12.5 Jersey City, NJ 18.6  Saint Louis, MO 24.6
Fort Wayne, IN 12.5 Houston, TX 19.2 Miami/Hialeah, FL 24.6
Lexington, KY 12.9 Boston, MA 19.5 Birmingham, AL 24.7
Portland, OR 13.1  Chicago, IL 19.6  Rochester, NY 25.9
Phoenix/Mesa/Glendale/ Augusta, GA 19.6  Detroit, Ml 26.1

Scottsdale, AZ 13.2  Sacramento, CA 20.0 Fresno, CA 26.2
Nashville, TN 13.3 Cleveland, OH 26.3
Albuquerque, NM 13.5 Buffalo, NY 26.6
Fort Worth/Arlington, TX 13.6 New Orleans, LA 27.9
Tulsa, OK 14.1 Newark, NJ 28.4
Dallas/Garland/Plano, TX 14.3
Kansas City, MO 14.3
Austin, TX 14.4
San Diego, CA 14.6
Oakland/Fremont, CA 14.6
Columbus, OH 14.8

*Anchorage city and MSA boundaries are identical; we chose to include its data in city but not suburban averages.

23



TABLE 2B
Suburban Areas Categorized by Low, Medium and High 2000 Poverty Rate Levels

Low Poverty Rate (<7%) Medium Poverty Rate (7%-10%) High Poverty Rate (>10%)

Milwaukee, WI 3.6 Buffalo, NY 7.0 Las Vegas, NV 10.7

Minneapolis/St. Paul, MN 4.0 New York/Yonkers, NY 7.4 San Diego, CA 10.8

Madison, WI 4.4 Austin, TX 7.4 Montgomery, AL 11.0
*Lincoln, NE 4.5 Louisville, KY 7.4 Oklahoma City, OK 11.3

Des Moines, IA 4.5 Boston, MA 7.5 Norfolk/Virginia Beach/

Omaha, NE 5.0 Jacksonville, FL 7.6 Chesapeake, VA 11.4

Fort Wayne, IN 5.2 Nashville, TN 7.7 Augusta, GA 11.6

Denver/Aurora, CO 5.2 Dallas/Garland/Plano, TX 7.7 Baton Rouge, LA 11.7

Baltimore, MD 5.4 Saint Louis, MO 7.8 Lexington, KY 12.2

Indianapolis, IN 5.5 Atlanta, GA 7.8 Stockton, CA 13.0

Wichita, KS 55 Oakland/Fremont, CA 8.0 New Orleans, LA 13.1

Chicago, IL 5.6 Portland, OR 8.1 Jersey City, NJ 135

Washington, DC 5.8 Orange Co. (Santa Ana/ Mobile, AL 13.6

Columbus, OH 6.0 Anaheim, CA) 8.3  xAlbuquerque, NM 14.2

San Francisco, CA 6.0 Tacoma, WA 8.4 Los Angeles/Long Beach/

San Jose, CA 6.0 Memphis, TN 8.5 Glendale, CA 14.6

Philadelphia, PA 6.2 Honolulu, Hi 8.5 Riverside, CA 15.0

Akron, OH 6.3 Charlotte, NC 8.6  xLubbock, TX 15.2

Richmond, VA 6.3 Tulsa, OK 8.8 Shreveport, LA 15.4

Rochester, NY 6.4 Birmingham, AL 9.0 Miami/Hialeah, FL 15.6
* Colorado Springs, CO 6.5 =Spokane, WA 9.1 Fresno, CA 19.6

Kansas City, MO 6.5 Houston, TX 9.3 Corpus Christi, TX 19.8

Detroit, Ml 6.6 Pittsburgh, PA 9.3 Bakersfield, CA 22.5

Cleveland, OH 6.7 San Antonio, TX 9.4  xEl Paso, TX 32.0

Cincinnati, OH 6.7 Sacramento, CA 9.6

Grand Rapids, Ml 6.8  *Tucson, AZ 9.7

Seattle, WA 6.8 Tampa/St. Petersburg, FL 9.7

Newark, NJ 6.8 Phoenix/Mesa/Glendale/

Fort Worth/Arlington, TX 6.9 Scottsdale, AZ 9.8

Toledo, OH 6.9 Raleigh, NC 9.9

Greensboro, NC 10.0

*Indicates a suburban area with no hospital survey data, either because there were no hospitals or no survey participation.
Source: Poverty rates tabulated from 2000 U.S. Census population and poverty data.

TABLE 3
Characteristics of 100 Largest Cities and Their Suburbs by Poverty Rate Levels*, 2000
Cities by Poverty Level Suburbs by Poverty Level
Total Low Medium High Total Low Medium High
Total Population** 56,590,581 19,956,047 12,812,500 23,822,034 94,758,109 25,094,993 27,888,383 41,774,733
Average Population Size 690,129 623,626 557,065 882,298 1,184,461 815,347 1,237,728 1,562,885
% of Population 65 and older 11.2 10.5 10.9 12.2 11.2 1.1 1.7 10.7
% of Population Non-Hispanic White 50.7 60.9 52.6 37.0 73.8 84.1 75.3 58.0
% of Population Non-Hispanic Black 25.4 15.7 18.3 42.9 8.2 6.0 8.3 11.1
% of Population Hispanic 16.3 13.0 219 15.3 12.5 5.3 9.4 26.4
% of Population Foreign-Born 13.3 134 14.2 12.6 9.4 74 8.4 13.6
% Population on Public Assistance 5.1 3.4 5.1 7.2 2.7 1.8 25 4.1
% Population with No High School Diploma  21.6 16.4 22.0 27.5 16.8 12.0 155 25.1
Unemployment Rate (%) 7.6 55 7.3 10.4 4.9 3.6 4.6 7.1
Violent Crime Rate (per 100,000 pop.) 990.3 792.2 8934 1307.7 323.0 216.9 3375 448.4
Low Birth Weight Rate (% of live births) 8.9 7.8 8.2 10.6 7.1 6.6 7.1 7.6

* Poverty rate levels for cities are: Low, <15%; Medium, 15%-20%; High, >20%. Poverty rate levels for suburbs are: Low, <7%;
Medium, 7%-10%; High, >10%.

** Suburban numbers exclude the population of suburban areas which were not represented in the hospital data set.
Source: Tabulations for demographic statistics based on data from 2000 U.S. Census; violent crime rates tabulated from FBI 2000
crime data; low birth weight rates tabulated from the 2000 Natality Data Set, National Center for Health Statistics. ”



by Poverty Rate Levels, 1996, 1999, 2002

TABLE 4A
City Hospital Utilization and Capacity Statistics,

Poverty % Change
Level 1996 1999 2002 1996-99 1999-02 1996-02
Number of Hospitals Low 212 201 192 -5.2 -4.5 -9.4
Medium 186 170 164 -8.6 -3.5 -11.8
High 332 303 289 -8.7 -4.6 -13.0
Total 730 674 645 -7.7 -4.3 -11.6
Staffed Beds Low 66,108 66,805 67,728 1.1 1.4 2.5
Medium 57,705 55,296 53,280 -4.2 -3.6 -7.7
High 126,508 114,779 113,447 -9.3 -1.2 -10.3
Total 250,321 236,880 234,455 -5.4 -1.0 -6.3
Staffed Beds per Low 312 332 353 6.6 6.1 13.1
Hospital Medium 310 325 325 4.8 -0.1 4.7
High 381 379 393 -0.6 3.6 3.0
Total 343 351 363 25 3.4 6.0
Admissions Low 2,823,755 3,046,175 3,204,162 7.9 5.2 13.5
Medium 2,312,503 2,382,520 2,585,196 3.0 8.5 11.8
High 4,764,237 4,721,940 4,930,143 -0.9 4.4 3.5
Total 9,900,495 10,150,635 10,719,501 25 5.6 8.3
Medicaid Discharges Low 471,910 412,656 560,418 -12.6 35.8 18.8
Medium 459,650 397,262 516,753 -13.6 30.1 12.4
High 1,013,787 851,067 1,042,792 -16.1 22.5 2.9
Total 1,945,347 1,660,985 2,119,963 -14.6 27.6 9.0
Inpatient Days Low 15,440,506 16,096,297 16,968,250 4.2 5.4 9.9
Medium 13,082,765 12,689,544 13,247,143 -3.0 4.4 1.3
High 32,202,958 30,385,608 30,733,256 -5.6 1.1 -4.6
Total 60,726,229 59,171,449 60,948,649 -2.6 3.0 0.4
Occupancy Rate Low 63.8 66.0 68.6 34 4.0 7.6
Medium 61.9 62.9 68.1 15 8.3 10.0
High 69.5 72.5 74.2 4.3 2.3 6.7
Total 66.3 68.4 71.2 3.3 4.1 7.5
Average Length of Stay Low 5.5 5.3 5.3 -3.4 0.2 -3.2
Medium 5.7 53 51 -5.9 -3.8 -9.4
High 6.8 6.4 6.2 -4.8 -3.1 -7.8
Total 6.1 5.8 5.7 -5.0 -2.5 -7.3
Outpatient Visits Low 37,375,000 41,000,692 46,597,485 9.7 13.7 24.7
Medium 28,569,825 28,605,710 31,304,727 0.1 9.4 9.6
High 59,666,745 65,449,915 70,966,818 9.7 8.4 18.9
Total 125,611,570 135,056,317 148,869,030 7.5 10.2 18.5
Emergency Low 7,040,257 7,877,491 8,666,189 11.9 10.0 23.1
Department Visits Medium 5,390,272 5,812,862 6,430,182 7.8 10.6 19.3
High 11,816,590 12,202,844 13,130,518 3.3 7.6 111
Total 24,247,119 25,893,197 28,226,889 6.8 9.0 16.4
No. of Level 1 or 2 Low 66 69 71 4.5 2.9 7.6
Trauma Centers Medium 46 46 50 0.0 8.7 8.7
High 87 96 90 10.3 -6.3 3.4
Total 199 211 211 6.0 0.0 6.0
No. of PET Scanners Low 21 21 45 0.0 114.3 114.3
Medium 13 21 40 61.5 90.5 207.7
High 34 50 62 47.1 24.0 82.4
Total 68 92 147 35.3 59.8 116.2
No. of Neonatal Low 2,076 2,456 2,701 18.3 10.0 30.1
Intensive Care Beds Medium 1,458 1,565 1,517 7.3 -3.1 4.0
High 2,410 2,768 2,692 14.9 -2.7 11.7
Total 5,944 6,789 6,910 14.2 1.8 16.3
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by Poverty Rate Levels, 1996, 1999, 2002

TABLE 4B
Suburban Hospital Utilization and Capacity Statistics,

Poverty % Change
Level 1996 1999 2002  1996-99 1999-02 1996-02
Number of Hospitals Low 359 342 334 -4.7 -2.3 -7.0
Medium 336 321 314 -4.5 -2.2 -6.5
High 211 197 191 -6.6 -3.0 -9.5
Total 906 860 839 -5.1 2.4 -7.4
Staffed Beds Low 70,626 67,103 66,329 -5.0 -1.2 -6.1
Medium 59,621 58,139 56,149 -2.5 -34 -5.8
High 36,400 35,086 35,225 -3.6 0.4 -3.2
Total 166,647 160,328 157,703 -3.8 -1.6 -54
Staffed Beds per Low 197 196 199 -0.3 1.2 0.9
Hospital Medium 177 181 179 2.1 -1.3 0.8
High 173 178 184 3.2 3.5 6.9
Total 184 186 188 1.4 0.8 2.2
Admissions Low 2,901,723 3,090,459 3,309,972 6.5 7.1 141
Medium 2,296,637 2,452,142 2,632,583 6.8 7.4 14.6
High 1,381,363 1,457,711 1,555,057 55 6.7 12.6
Total 6,579,723 7,000,312 7,497,612 6.4 7.1 14.0
Medicaid Discharges Low 303,531 263,061 374,163 -13.3 42.2 23.3
Medium 334,732 322,880 411,475 -3.5 27.4 22.9
High 278,530 232,358 307,513 -16.6 32.3 104
Total 916,793 818,299 1,093,151 -10.7 33.6 19.2
Inpatient Days Low 15,794,103 15,741,176 16,111,601 -0.3 2.4 2.0
Medium 12,634,329 13,046,660 13,427,053 3.3 29 6.3
High 7,576,509 7,768,708 8,347,632 25 7.5 10.2
Total 36,004,941 36,556,544 37,886,286 15 3.6 5.2
Occupancy Rate Low 61.1 64.3 66.5 5.2 3.5 8.9
Medium 57.9 61.5 65.5 6.2 6.6 13.2
High 56.9 60.7 64.9 6.7 7.0 14.2
Total 59.0 62.5 65.8 5.8 5.4 115
Average Length of Stay Low 5.4 5.1 4.9 -6.4 -4.4 -10.6
Medium 55 5.3 5.1 -3.3 -4.1 -7.3
High 55 5.3 5.4 -2.8 0.7 2.1
Total 5.5 5.2 5.1 -4.6 -3.2 -7.7
Outpatient Visits Low 41,997,862 46,923,674 52,010,759 11.7 10.8 23.8
Medium 33,247,252 37,682,913 42,188,909 13.3 12.0 26.9
High 15,111,174 18,382,989 18,687,420 21.7 1.7 23.7
Total 90,356,288 102,989,576 112,887,088 14.0 9.6 24.9
Emergency Low 8,861,675 9,620,123 10,578,884 8.6 10.0 194
Department Visits Medium 7,903,744 8,312,404 9,375,359 5.2 12.8 18.6
High 3,855,255 4,403,522 4,989,349 14.2 13.3 29.4
Total 20,620,674 22,336,049 24,943,592 8.3 11.7 21.0
No. of Level 1 or 2 Low 79 82 84 3.8 2.4 6.3
Trauma Centers Medium 35 39 &5 11.4 -10.3 0.0
High 11 13 24 18.2 84.6 118.2
Total 125 134 143 7.2 6.7 14.4
No. of PET Scanners Low 3 15 62 400.0 313.3 1966.7
Medium 11 13 34 18.2 161.5 209.1
High 7 5 19 -28.6 280.0 171.4
Total 21 33 115 57.1 248.5 447.6
No. of Neonatal Low 701 852 1,132 21.5 32.9 61.5
Intensive Care Beds Medium 513 512 538 -0.2 5.1 4.9
High 594 582 860 -2.0 47.8 44.8
Total 1,808 1,946 2,530 7.6 30.0 39.9

Source: American Hospital Association Annual Survey of Hospitals, 1996, 1999, 2002.
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