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About This Publication
This is a compilation of proceedings from the first networking meeting of grantees from the 
13 communities - or learning laboratories - who are playing the lead role in the W.K. Kellogg 
Foundation Initiative Community Voices: Healthcare for the Underserved. The meeting was 
held August 2-6, 1998, at Stowe, Vermont. The presentations and answers to questions have 
been edited for clarity.
The theme of the meeting was public policy and structural processes that strengthen the ability 
of providers of last resort to offer and sustain quality primary and preventive health care 
services.
Community Voices is a five-year, $55 million initiative to improve health care access and 
quality. It is the largest start-up initiative in the Foundation’s 68-year history and is the single 
largest philanthropic effort aimed at improving health care access and quality in the U.S.
The Foundation is launching the Initiative to help ensure the survival of safety-net providers 
and to strengthen community support services given the unlikely prospect of achieving 
universal health coverage in the next five years. Building up from the community level, the 
Initiative will give the underserved a voice to help make health care access and quality part of 
the national debate. The Foundation is supporting 13 local learning laboratories with 
communications, research, and technical assistance to help educate the public and 
policymakers on the importance of improving health care to the 70 million Americans who 
are underserved in the best health care system in the world. Each learning laboratory will seek 
matching funds to greatly expand the reach of the Initiative.

About the W.K. Kellogg Foundation
The W.K. Kellogg Foundation was established in 1930 “to help people help themselves through the 
practical application of knowledge and resources to improve their quality of life and that of future 
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philanthropy and volunteerism. When related to these areas, funding also is provided for leadership; 
information systems/technology, efforts to capitalize on diversity; and social and economic community 
development programming. Grants are concentrated in the United States, Latin America and the 
Caribbean, and the southern African countries of Botswana, Lesotho, Mozambique, South Africa, 
Swaziland, and Zimbabwe.
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Improving the Well-Being of People in Ways 
That Are Measurable and Significant
Cornelius Hogan
On behalf of Governor Howard Dean, and the 
State of Vermont, I welcome you to this little 
nation state, otherwise known as the 
neighborhood of Vermont. We are so pleased 
you are here at one of the most spectacular and 
beautiful times of the year.
I am going to take full advantage of the 10 
minutes offered for this greeting to let you 
know some very special things about children 
and families in Vermont.
First, this is a state that has - through commu
nity development and local collaboratives, 
defined outcomes, and strategic investments - 
systematically improved the well-being of our 
people over the years in ways that are 
measurable and significant.
It starts with our definition of fundamental 
outcomes for the well-being of our people.

Fundamental Outcomes 
for Well-Being

® Pregnant Women and Newborns Thrive
• Infants and Children Thrive
• Children Are Ready for School
• Children Succeed in School
• Children Live in Stable, Supported 

Families
• Youth Choose Healthy Behaviors
• Youth Successfully Transition to 

Adulthood
• Families and Individuals Live in Safe and 

Supportive Communities

When you look at these outcomes, which are

About the Presenter
Cornelius Hogan has been Secretary of Vermont’s 
Agency of Human Services since 1991. In 
addition, he is President of the American Public 
Human Services Association and is a director of 
the Vermont Community Foundation. He holds a 
master’s degree in government administration 
from the Wharton Graduate Division of the 
University of Pennsylvania, and earned his 
undergraduate degree at Rutgers.

now in law in Vermont, you see that they are 
clear, easily understood and engaged, are 
broad enough to invite contribution by people 
and organizations at all levels and with broad 
scope, are developmental in nature - in other 
words, this is the cycle of life which is well 
understood by all of us - and is front-end 
loaded, in that most of them are children, 
youth and family, and community-oriented. 
And they are interactive. Make progress on 
several and others will follow.
This framework has allowed us to see real 
progress in some very important indicators of 
well-being over the last few years. I am going 
to quickly try to leave you with an overall 
impression.

Children with Health Insurance

First, we lead the nation in the percentage of 
our children covered by health insurance, a 
subject that is very close to your heart. Ninety- 
five percent of our children now have access to 
health coverage. We plan to get to the 97 
percent mark this year as we push our

People with Health Insurance
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universal children’s eligibility health care pro
gram to 300 percent of poverty.
This, combined with universal early baby visits 
by community people, has set the stage for real 
progress in changing outcomes.

Increasing Capacity to Support 
New Families

100
Percent of newborns 90%

’93 '97 ’98 ’99 Est.
This progress is paralleled with our adults, 
where the overall population is now covered at 
the 92 percent mark.
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We have seen an extraordinary improvement 
in the establishment of parentage, from 57 
percent just five years ago to almost 90 percent 
today as it relates to our child support cases in 
Vermont.

We also have seen a plunge in the teen 
pregnancy rates, led by a 40 percent decline in 
the last six years in teen births to our most 
vulnerable young women, age 15 to 17.

Young Teen Pregnancy Rate
Girts Aged 15-17

Vermont

r is 1

We also have experienced a terrific reduction 
in child abuse rates in Vermont.

Child Abuse & Neglect
Substantiated Victims

Vermont

When examined from an age cohort point of 
view, we have seen abuse rates for children 
age zero to 5 plunge by almost 50 percent.

Decrease in Sexual Abuse
80%

73%

Age 0-3 Age 0-6 All Under 18
1990-96
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Decrease in Physical Abuse

80%

60% 55%

40%

20%

0
I could go on, but you get the idea.
You are meeting in a place where we take the 
well-being of our children seriously, where we 
have organized to improve their condition, and 
where we are continuing to see terrific success.
The latest example of this success is a study by 
the National Center for Children in Poverty, 
which just ranked Vermont as having the 
largest improvement in child poverty rates in 
the nation when you consider children zero to 
5, namely a reduction of 39 percent from the 
average period of 1979-83 to 1992-96.
Change in Number and Percentage of

Children Under Age 6 in Poverty
1979-83 1992-96 Change

Number 10,754 7,521 (3,233)
Rate 21.9% 13.3% (39%)
Source: July 1998 Data From the National Center for 
Children in Poverty
And all of this in an environment of anemic 
average annual wage structure.

Average Annual Wage
(Private-Sector Covered Employment)

Vermont

So, one of the benefits we get from having you 
visit us is that we get a chance to spread the 
word. 1 can also tell you that this work is 
essentially bi-partisan in nature, has the 
support of our communities and our 
Legislature. As good as these results are, when 
we break the data down so it is more usable for 
local communities in their developmental 
work, the results, in certain communities that 
are well-organized, are even more remarkable.
The whole purpose of this short exposition is 
to set the tone that change is possible, and 
under the right circumstances, is probable.
Which is precisely why all of you are here - to 
bring change to your communities in ways that 
will be of lasting value to the people we all 
serve, particularly our children and families.
I want to thank the Kellogg Foundation for 
some of the important work it has done in 
Vermont over the years, and again, on behalf 
of Governor Dean, we thank you for 
convening in Vermont.
Governor Dean, being a physician, has truly 
been the force behind a much more expanded 
prevention and early childhood development 
agenda. In fact, taking advantage of some 
interesting finance opportunities, we will be 
investing up to one-third of the total value of 
the total early childhood development system 
into that system over the next three years.
We have made a lot of progress, but we are not 
done yet.
So in sum, Vermont’s approach to safety-net 
issues is focused on improving the well-being 
of our people in systematic and measurable 
ways. Our results show us to be on the path ♦
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Our Journey Begins: Learning From the 
Process of Creating and Testing Solutions
Gloria R. Smith, Ph.D.
I would like to thank Mr. Hogan for sharing 
that very powerful data with us. It is wonderful 
to be in a community that cares about children. 
As we think about what is going on across the 
country, many of us come from places where it 
is clear that we are committed to creating 
environments where our children have the best 
quality of life. So, I am really pleased to be 
here and to share that with the other people

About the Presenter
Gloria R. Smith, Ph D., is Vice President for 
Programs at the W.K. Kellogg Foundation. She is 
responsible for program development and 
administration as well as program/project 
evaluation and dissemination. She also provides 
leadership for the Foundation’s Health programs 
to ensure the success of team efforts in this 
specific area of programming.
Dr. Smith was elected to membership in the 
Institute of Medicine of the National Academy of 
Sciences in 1997. In recognition of her 
professional achievements and commitment to 
improving health, Dr. Smith was one of 60 new 
members to be elected to the institute.
Before joining the Foundation, Dr. Smith was dean 
of the College of Nursing at Wayne State 
University, Detroit, Michigan. Previously, she 
served as director of the Michigan Department of 
Public Health. She has been a member of the 
faculties of Tuskegee University, Alabama, and 
Albany State College, Georgia; and dean of the 
College of Nursing at the University of Oklahoma, 
Oklahoma City.
Her numerous professional memberships include 
the American Public Health Association, the 
Michigan Public Health Association, the National 
League for Nursing, the American Academy of 
Nursing, the National Black Nurses Association, 
the Michigan Nurses Association, and the 
American Association of Colleges of Nursing. She 
also is a board member of the Better Homes Fund 
for the Homeless.
Dr. Smith earned her bachelor’s degree in nursing at 
Wayne State University and her master’s degree in 
public health at the University of Michigan, Ann 
Arbor. She took her master’s in anthropology from 
the University of Oklahoma, Norman, and her 
doctorate in anthropology from the Union for 
Experimenting Colleges and Universities, Cincinnati, 
Ohio.

who are here. This does not mean that many of 
you are toiling to make that come about. But 
the task has been daunting and I am not sure 
that we have made the kind of progress that we 
would like to make.
That is not the message that I am here to share 
with you. I want to take this opportunity, on 
behalf of the Foundation’s Health team, to 
extend a welcome to you and to say that we are 
very pleased to be with you at this first 
Community Voices networking meeting. We 
do this with great and genuine pleasure. This 
meeting is the exciting launching of a major 
Health initiative.
We believe that the Community Voices 
Initiative has great potential for improving 
health care for underserved people in this 
country.
Second, it builds on the Foundation’s work in 
Health programming since 1986, and repre
sents a culmination of a long process of 
learning.
Third, it embodies our belief and under
standing that solutions to problems in health 
and health care ultimately are in communities.
For a long time, we were viewed by many as 
the strange kids on the block. Some people 
thought we were fooling around at the fringes 
of health care because we were heavily 
engaged in trying to facilitate the work at the 
community level and facilitating communities. 
And, finally, we believe that this Initiative 
affords an opportunity to implement, capture, 
and articulate the learning and solutions 
developed in communities in ways that can 
have national impact by widely and 
significantly informing practice and policy at 
multiple levels throughout the United States.
Further, we believe that this Initiative builds 
on your work, too. It is not just our work - it 
is your work. All of the partners come to this 
initiative with significant experience in 
meeting the needs of underserved populations, 
and all of you are coming with fresh ideas that 
are on the drawing board or under preliminary
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development. When we were selecting the 
communities for this initiative, we were 
looking for people who had given a great deal 
of thought to these problems. We wanted to 
work with folks who were ready to do 
something about it and who were already 
beginning to think about what might be done.
In 1998, we stand at a point when universal 
health care coverage is not in sight. Our CEO, 
William C. Richardson, is always asking me, 
“What do you think is going to happen five 
years down the road?” The only thing I can say 
to him with certainty is that I do not believe 
that we are going to have universal coverage. 
Now, that is not something that I would like to 
say to him, but in my judgment, that is all that 
I can say. So universal coverage is not in sight, 
but the essential safety-net providers who have 
carried the burden of serving the uninsured and 
underinsured face formidable challenges.
Reorient the Delivery System 
The Kellogg Foundation believes that high- 
quality health care for all will become a reality 
only when it is affordable and within our 
nation’s means. For that to occur, we have to 
reorient the delivery system. I do not like 
putting so much emphasis on the delivery 
system, because the Kellogg Foundation’s 
approach in Health programming has dealt 
with health in much broader terms. We rarely 
zero in on delivery. But if we do not do 
something about the delivery system, many 
people will not have the kind of care that they 
deserve. And the institutions that have been 
providing it will not be able to serve them. So, 
out of necessity, we have shifted our emphasis. 
At the same time, we are supporting - in 
collaboration with the Robert Wood Johnson 
Foundation - another large initiative called 
Turning Point, which focuses on public health. 
Many of you are part of this work.
A delivery system that meets the needs of all 
people does the following. It is anchored in 
primary care and public health. It provides 
accessible and culturally-appropriate services. 
It addresses underlying causes of poor health. 
And, to assist in accomplishing all of these 
purposes, it engages people and organizations 
from communities - especially underserved 
ones - in setting the agenda and devising and 
implementing solutions.

Rooted in Communities
This reoriented delivery system also uses each 
health worker to the maximum level of 
preparation. It draws this professional, 
paraprofessional, and lay workforce from 
diverse communities and deploys health 
workers in multidisciplinary teams in order to 
increase impact and efficiency. We believe that 
health systems that can meet the challenges of 
quality, access, and affordability facing our 
nation must be rooted in communities and the 
abilities of communities to solve problems. We 
call these systems cost-effective. And we mean 
by that term the distinguished achievement of a 
very high level of quality and a capability to 
meet human needs.
This understanding of what health systems 
need in order to cost-effectively serve people is 
based on Foundation programming work that 
began in 1986. At that time, we shifted from a 
concentration on institutions to focusing on 
problem-focused models in communities. I 
remember when the Foundation launched the 
Community Partnerships model in Chicago, 
there were 800 people from different 
institutions involved. Some from our most 
stellar or prestigious institutions felt that we 
were trying to train barefoot doctors and that 
we were going to damage health care delivery. 
But we persisted in our effort to enable 
communities to work with us in partnership.
We learned that community-based projects 
could solve single problems with targeted 
approaches. In our early work, these projects 
targeted issues such as pregnancy prevention, 
keeping the elderly in their homes, and 
reducing infant mortality. Over time, we came 
to understand that in order for this to work, we 
needed to have more comprehensive 
approaches and that these models needed to be 
linked to comprehensive, integrated systems of 
care. The strategies that we have become 
increasingly involved with, then, are much 
more comprehensive. They emphasize 
partnership between communities and 
institutions, and they have also grown to deal 
with more complex problems. The work in the 
field that we have supported has made clear 
that problems are complex and require 
complex solutions.
We come here today to join with you in a 
five-year undertaking. We hope that what we 
learn from the process of creating and testing
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those solutions will be of such high value and 
richness that it can inform policy and practice 
at many levels. Other communities also will be 
able to learn from your learning laboratories. 
Your states and others can learn from your 
learning laboratories. And national public 
opinion and policy also can learn from your 
learning laboratories. You, therefore, can 
create benefits for the future of health care for 
the underserved that reach widely - from 
access to care in the local neighborhoods to 
decisionmaking about access to care in states 
and the nation. We have high hopes and high 
aspirations for you and we have high confi

dence in you. It is a privilege for us to support 
the work that you will be doing.
We hope that you share our excitement and 
find meaning in this meeting. You will be 
spending the next four days together. You will 
be looking at a premise paper that aims to give 
you some of our thinking. It is a work in 
process. We hope that as we come out of this 
meeting we will have a framework out of 
which we all can work and which will enable 
us to share with the nation what it is that we 
are attempting to do and what they might 
expect from this effort. ♦
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Policy Challenges and Opportunities 
for the Future: Impact on Services 
for the Underserved
Ronald David, M.D.
Thank you for this opportunity to offer some 
thoughts and, hopefully, in a very constructive 
way, set the tone for our work over this next 
several days. It really is an enormous privilege 
and 1 hope that 1 can live up to both Henrie 
Treadwell’s and Gloria Smith’s image of me 
and their confidence in me.
I must acknowledge that I am particularly 
anxious to give this keynote address, both for 
its content and because I have a number of 
friends and loved ones, not the least of whom 
is my wife, who are standing witness to this. 
But, it also is because of the work inspired by 
the Kellogg Foundation, which is part of my 
lifelong fantasy rescue mission. That is the title 
of a book that I have been laboring over for at 
least the past four years. And it feels like I 
have got to get it right.
I am in Washington, D.C., now and have had 
an opportunity, as a consequence of the 
Kellogg Foundation’s initiative, to meet some 
others who are as actively engaged in and 
passionate about this fantasy rescue mission, 
including my colleagues Sharon Baskerville 
and Ann Hayward. I have had an opportunity 
to meet with these folks and do some work that 
I will tell you more about in a moment.
We are very much excited and we do want to 
make a difference. Dr. Smith asked me to 
anticipate and reflect with you on some of the

About the Presenter
Ronald David, M.D., is the Chief Medical Officer at 
the District of Columbia Health & Hospitals Public 
Benefit Corporation. Dr. David earned both his 
bachelor’s and medical degrees at the State 
University of New York in Buffalo. He completed 
his residency in pediatrics, and his fellowship in 
neonatal-perinatal medicine at the University 
Health Center of Pittsburgh. Until 1987, he served 
as assistant professor of pediatrics and obstetrics 
and gynecology. He was later appointed to the 
faculty of Harvard University’s John F. Kennedy 
School of Government, where he taught health 
policy and administration.

challenges and opportunities that we might 
face with this Community Voices Initiative. I 
first want to first share with you my 
interpretation of the Foundation’s vision. And 
then I want to speak to you of love. It is my 
hope that you are going to appreciate that this 
ineffable human phenomena - this human 
experience of love - is at the heart of health 
and healing. And that love is, as well, at the 
center of meaningful organizational life and 
just and ethical public policy.
The Kellogg Vision and Love
So, part of my anxiety is to talk about this 
complex subject in a meaningful way. I see a 
relationship between the two. That is, between 
the Kellogg Foundation’s vision and this 
phenomena called love. I think that we create 
our challenges and opportunities out of the 
merging of the guidance provided by the 
Kellogg vision and the motivation of love. 
Each of us, I think, is at least intuitively aware 
of, has some understanding of, what the 
Foundation’s vision is. And the evidence for 
that is we succeeded in submitting winning 
grant proposals. I think it is equally probable, 
though we have a shared intuitive sense of 
what that vision is, that our cognitive 
interpretations may differ. So I want to share 
with you what mine is so that you will 
appreciate the context for my own thoughts 
about what opportunities and challenges face 
us.
My interpretation derives from the terms and 
phrases that were used in the initial request for 
qualifications. The first phrase appears in the 
title - Community Voices. We have heard that 
word used a lot and I was first drawn to reflect 
on it critically in consultation with the Kellogg 
Foundation several years ago. I took advantage 
of that encounter to ask the question in a class 
that I taught at the Kennedy School of 
Government year after year. And if I were to 
distill my own experience and that of my 
students in public policy, it would be to
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suggest that community is the immediate and 
intimate sense of belonging. It is not thought 
through. It requires no reflection. It is much 
more than a physical space, although it may be 
geographically bounded. Community is an 
experience.
The significance of the term “voices” derives 
from the role that dialogue plays in creating, 
sustaining, and inspiring this communal sense. 
We all know that when an individual is 
silenced, or is ignored, or does not speak the 
language of a community, he or she feels an 
experience of alienation. And that has 
significance for their health and well-being 
that I want to draw on.
Dialogue Is Critical
We know that a fundamental thrust in the 
Foundation’s Health programming is toward 
community and institutional partnerships and 
multifaceted collaboration. That embodies a 
lot, and it is worth reflecting on. I infer from 
the statement, at least, that the Foundation is 
keenly aware of the failed dialogue, both 
between members of healing communities and 
those healers in the community that they serve. 
And part of the challenge and hope for 
outcomes of the Initiative is to avert or 
ameliorate the fragmentation that is evident 
and results from the absence of dialogue when 
voices are not called to participate in the 
communal experience. So, as Tina Turner 
would say, “What has love got to do with 
this?”
Before becoming chief medical officer for the 
Public Benefit Corporation, I taught at the 
Kennedy School of Government for six years. 
One course I taught and studied was the health 
crisis in poor and disenfranchised commu
nities. In this class I generated a hypothesis 
that if the President could have his way and 
establish universal health care coverage for the 
nation and we measured health outcomes, at 
least as I understood them, in the year 2020, 
that all things being equal - despite every 
American citizen’s access to medical 
technology and care - the health indices would 
be the same, if not worse. And so our 
challenge was to think through what policy 
advice we would give to the President in 2020 
to help correct the situation.
Before introducing myself on the first day of 
class, I would write on the board this statement

from Bernard Segal - some of you may have 
heard or read it - “All disease is the absence of 
love.”
Now, this was an elective class and usually we 
started out with 75 to 100 students. Within 
minutes, at least half of those students were 
gone. They did not experience the quotation as 
an invitation to a dialogue.
It is because of that repeated experience that I 
am also feeling anxious in this moment. In 
addition, there is the complexity and the 
intensity of this experience called love that 
defies conversation in simple terms. For all of 
those reasons, I started to abandon trying to 
address the subject at all. But it is so intimately 
a part of my fantasy rescue mission that I had 
to take this risk. And I have the other 
advantage that you are a captive audience. You 
cannot leave without your retreat or absence 
being conspicuous. And since Gloria invited 
me to give this talk, some of you might feel 
threatened that your funding might be 
rescinded. But, beyond that threat, I am hoping 
that you are at least stimulated intellectually 
and emotionally captivated long enough to 
hear the argument that I would like to advance 
with you because this is an important 
background argument.
Rationalizing Decisions
In my years at the Kennedy School, one of the 
things I learned was policy analysis and 
implementation was far from the rational 
process that we imagine it to be. That there is 
first an emotional calculus that takes place 
unconsciously and quite pervasively and then 
the rationalization is just that - a rationali
zation of the emotional decision that we 
already made. So what I am trying to draw 
your attention to is the background experience 
that represents my emotional calculus that I am 
hoping will ultimately influence public policy 
and management. I am just being up-front with 
you about my emotional calculus.
Ruthellen Josselson, a social scientist, has 
written what for me is one of the most moving 
and compelling books, titled, The Space 
Between Us, exploring the dimensions of 
human relationships. She makes this very 
succinct and, I think, poetic assertion: 
“Relatedness and love may be to psychology 
what chaos is to physics - a new, but 
necessary, frontier where the phenomena will
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not hold still for analysis... Always, there is 
the fear that love, in its many manifestations 
and dimensions, is not very scientific. And so 
we try to make love problems appear to be 
something else.”
It is my contention that love, in fact, will not 
hold still for analysis, but it is not beyond 
availability to experience. In addition, although 
it is largely beyond measure, it can still be 
subject to rigorous scientific study. That may 
sound like a contradiction, but I will try to 
clarify that contradiction in a moment.
My Emotional Calculus
At the very least, my hypothesis-tumed-deep- 
conviction reads something like this: “The 
excess burden of disease, despair, and 
premature death in poor and disenfranchised 
communities is the inevitable consequence of 
the absence of love.” We have tried to make it 
something else. And in particular, we have 
tried to make it the lack of access to medical 
technology and care. Embedded in this 
hypothesis there are several foundational 
claims. I am going to present them as theories 
— something beyond hypotheses. I am not 
going to argue them. I am taking them for 
granted to be the case. I ask you not 
necessarily to believe them, but to hear them 
and understand them because they are part of 
my emotional calculus.
The first foundational claim is that 
relationships are primary - all else is 
derivative. There is no thing or experience in 
the entire phenomenal universe that comes into 
being, is sustained, or realizes its inherent or 
transcendent potentials except in relationship 
to something else.
The second foundational claim is that every 
human organism is at once - all 
simultaneously - a physical, psychological, 
social, emotional, and spiritual being. And, as 
a corollary, every experience occurs in each 
domain all at once. Therefore, by example, 
every disease is psychosomatic. Every disease 
is experienced in the psyche and the soma. We 
may be more or less aware of it in one domain 
than another, but every domain is influenced 
by every human experience.
In the same way, disease that is manifest in the 
individual is a function of an experience in a 
larger social setting. I think the psychologist, 
Daniel Levinson, states the case eloquently

when he says that the individual life structure 
is a patterning of self and world, that this is not 
a matter of the self and the world colliding 
together like billiard balls and just influencing 
one another’s trajectory. Each changes the very 
nature of the other. There is an inter
penetration of the self and the world that we 
live in, and every man and woman’s life gives 
evidence of society’s wisdom and integration, 
as well as its conflicts and oppression.
James and Melissa Griffith make this
declaration in their book, Mind Body Medicine: 
“Mind body problems are often consequences 
of the abusive power either in personal 
relationships such as spouse abuse, childhood 
abuse, sexual abuse, or in larger social
relationships such as political oppression or 
racism.” They argue that in the face of
unspeakable dilemmas, the body acts out the 
drama of conflict. When we cannot name the 
thing that creates conflict for us, when we 
cannot give voice to it, when given voice to it, 
it is unheard - the body acts out the drama of 
that conflict.
A third foundational claim is that dialogue is 
essential to relational life. The dialogue may 
be verbal or nonverbal, conscious or 
unconscious. In fact, most often it is preverbal 
and emotional. I think the body of scientific 
information to date suggests that we are, in 
fact, much more emotional as organisms than 
we care to acknowledge — that the forebrain, 
the higher cortex, is a recent evolutionary 
invention and it is not yet in control. Our 
emotions are running the show. We might just 
as well be aware of how we are feeling so that 
we can appreciate what we are thinking.
A fourth, and final, foundational claim that I 
will make is that meaning derived from 
dialogue is the bridge between mind and body. 
Larry Dossey, a physician, in his book, 
Medicine and Meaning, made this observation 
and it clicks for me. You all know the 
experience of perhaps seeing someone come 
toward you that you do not recognize. It might 
be late at night and because it is a stranger, 
you interpret that. You make meaning of it and 
your body reacts in a particular way 
physiologically. If it turns out that person is 
someone that you know, you suddenly make 
new meaning of that experience and your 
physiological response is quite different than it 
was the moment before when you were feeling
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threatened. And so we interpret our 
experiences in life and then, through those 
interpretations, there is a translation that is 
made either physiologically or pathophy- 
siologically.
Health: The Capacity to Adapt
Having made those foundational claims, I will 
share with you my definition of health, and it 
is that health is the capacity to adapt. It is an 
adaptation for a particular purpose. We notice 
that everything throughout the universe - 
whether it is pre-biological, biological, or 
metabiological - grows in complexity.
Let us take the example of hydrogen and 
oxygen. These are two elements that are bom 
out of a universe that was once predominantly 
helium and hydrogen. Those elements collect 
together in stars and created these complex 
elements called iron, oxygen, etc. Now, 
oxygen and hydrogen separately are such that 
oxygen supports combustion and hydrogen is 
highly combustible. But the two, when they 
come together in a creative way, experience a 
transcendent property called water. You could 
not have predicted the evolution of water based 
on hydrogen and oxygen.
The same kind of complex evolution is true for 
human beings as we go from one-cell 
organisms to multicellular organisms. You can 
imagine what life might be like if we were 
sitting here as heaps of liver cells instead of 
heaps of brain cells, liver cells, muscle cells. 
We achieve a complexity as a consequence of 
that differentiation and integration that leads to 
a creativity that we would not otherwise 
experience.
The same thing holds true, I believe, in terms 
of interpersonal relationships - Ron David 
relating to you, all of us relating to one another 
as we engage in this Community Voices 
Initiative. So that is what health is - it is 
capacity to adapt. And for us as a human 
species, that capacity can only be realized in 
the nexus of mutually supportive, challenging, 
emotionally-rich, resource-rich relationships. 
Said differently, my contention is that 
everywhere we find a tear in the fabric of 
human relationships, we find disease, despair, 
and premature death. That is the central focus 
of my hypothesis.
In summary, the human being who experiences 
the loss or absence of relationships - or who is

isolated or otherwise alienated from this 
experience of community - is at risk for the 
morbidity and mortality that each of us sees 
every day of our work lives. This is the plight 
of the communities that we serve in the safety- 
net institutions around the nation.
This is neither a novel nor a new hypothesis. 
The scientific data have been there for some 
time. It is just a set of data that I think has been 
ignored. As early as 1969, British physician 
Graham Bennett applied that philosophy, if 
you will, to understanding the development of 
cancer in a paper that he titled, “Psychic 
Identity, Alienation, and Cancer.” More 
recently, neonatologist Richard David of 
Chicago [no relation] framed a question about 
infant mortality in a way to suggest that the 
subjective experience of racism, more than 
race, accounts for the disparities in outcomes 
that we witness.
Similarly, Nancy Kreiger at the Harvard 
School of Public Health posed the question 
about the subjective experience of racism that 
turns out to be a better predicator of 
hypertension than is salt in the diet, lack of 
exercise, stress on the job.
Susan Sherman, an epidemiologist at the Johns 
Hopkins School of Public Health, recently 
reported her findings of the study of 
incarcerated African-American women who 
were abusing substances. Those women also 
were positive for HIV. What she discovered 
was that most of those women shared a 
childhood and adult history of sexual and 
physical abuse which, in turn, engendered 
feelings of powerlessness that led to unsafe sex 
and greatly increased risk of HIV and AIDS.
Somebody asked the question and the answers 
are turning out quite differently than we 
imagined. Psychologist James Lynch’s book, 
The Broken Heart: The Medical Consequences 
of Loneliness, is devoted almost entirely to this 
subject. He makes an unequivocal statement 
that human companionship does affect the 
heart and that there is reflected in our hearts a 
biological basis for the need for loving human 
relationships.
I do not know how many of you have heard of 
this experiment - heart cells cultured in petri 
dishes. Since Lynch writes about coronary 
artery disease, I want to tell you about this 
very intriguing experience. Heart cells have
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this intrinsic rhythm to them - that is why our 
hearts beat. If you take heart cells in tissue 
culture and you separate them far enough, after 
a while the cell, by itself, loses its rhythmicity 
and it starts to wiggle in an uncoordinated 
fashion. And then it stops beating altogether. 
But if you start to move cells together, closer 
physical proximity - they do not have to touch 
- they will pick up their rhythmicity again. 
Relationships are primary. All else is 
derivative.
Facilitating Dialogue and the Process
Shifting gears, another question to ask is: Does 
this have any meaning for organizational life. I 
pose the question because I am intrigued by 
the work of Margaret Wheatley, who is a 
consultant in business and a former professor 
at Brigham Young University. She suggests 
that organizations need to stop describing tasks 
and instead facilitate process. I think that is 
what the Kellogg Foundation has done. It has 
not described tasks; rather it is facilitating a 
process, and part of the process is facilitating 
our dialogue with one another.
Wheatley goes on to say that we will need to 
become savvy about how to build relation
ships, how to nurture growing and evolving 
things. Our community - our human 
experience - is a growing, evolving thing.
Lastly, I will share with you from the work of 
Wheatley this observation: energy in 
organizations derives from those relationships. 
And positive energy derives from loving 
relationships. Love in organizations, she says, 
is the most potent source of power available. 
This observation is consistent with the work 
that I have done in studying, teaching, and 
consulting in group dynamics, leadership, and 
politics of identity.
It also was very evident in the work that I did 
with my collaborators as we responded to the 
Kellogg Foundation request. We discovered 
the power and the wisdom and the virtue of the 
work that we were doing, the political 
resources we had available to us, and the 
collective wisdom that we had to know what 
was affecting our community in ways that 
those distant from it could not know. There 
was a great healing inspired by the Kellogg 
request for qualifications and we made a 
commitment to one another that we were going

to continue that work whether or not we got 
funding.
Let me share with you the meat of the subject 
- what I think the implications are for public 
policy, for management policy, for research 
policy, and for clinical policy. Most people do 
not appreciate that when we do policy analysis, 
there is a background consciousness. As an 
example, the background consciousness for 
most of our public policy in the last several 
decades has been an economic consciousness. 
Sometimes it is a legal consciousness, 
sometimes it is a moral consciousness. In 
increasing ways, it is a clinical consciousness. 
What we do in medicine and the health care 
field has insidiously grown as an influence, a 
background force in the shaping of public 
policy. Part of the reason I went through this 
preface was to create a conscious context for 
our conversation.
Once we have moved beyond that, the first 
stage in policy development is defining the 
problem. Sounds simple, but it is a very 
important task that I would like us to think 
about in our work. In other words, often what 
happens is we get called to the table to reflect 
on a series of policy options that have already 
been generated by someone else. We have a 
responsibility and a capacity to define the 
options, to define what is on the menu. Once 
you have defined a problem in a particular 
way, you have already limited the number of 
options that are available for you to exercise. 
We can, for example, decide that cocaine 
addiction in pregnancy represents criminal 
conduct on the part of irresponsible, immoral 
women. Essentially, that is what our public 
policy says. The obvious policy answer to that, 
or at least one of many obvious answers, is 
prosecution. With or without incarceration, 
prosecution seems a logical outcome of 
framing the problem as one of immoral, 
irresponsible, criminal conduct.
Now, if we believe Susan Sherman’s work — 
that there is this horrendous background 
history of physical abuse, sexual abuse, and 
assault - it changes the nature of the question 
and the way we define the problem. Because 
then, public policy has to center around 
rehabilitation. And the more difficult task is 
focusing public policy around dismantling 
sexism and the abuses of the patriarchal social 
order that make women sick to begin with.
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My argument as a neonatologist is that this 
essentially is what is behind the disparities in 
birth outcomes for women of color. It is not 
about access to medical technology and care, 
although that may have some positive impact, 
because pregnancy is not a pathologic 
condition requiring medical supervision. It is 
not for any other animal species. The nature of 
that problem has changed through the years 
that we have been studying. I think it is a 
function of women being exposed to isolating, 
alienating, oppressive, abusive circumstances 
at a time of their lives when they need most to 
be embedded in mutually supportive and 
challenging relationships.
Policy and Defining the Problem
Public policy, as you can see, shifts just by the 
nature of the way we define the problem. The 
same holds true when we look at the question 
of violence. Especially violence as it is enacted 
by children in our society. The public debate 
that is unfolding now is one of locking down 
schools and locking up children. What it 
ignores is the fact that so many of our children 
live and are growing or developing and 
evolving in unsafe environments. They are 
scared to death. And locking down schools and 
locking up children will only amplify their 
fears. It does not cut to the heart of the 
question.
Our experience tells us, in our day-to-day 
work, that there is something else behind these 
experiences of pathology in our community. 
Part of the policy challenge that we face is 
redefining the terms of the debate or the 
dialogue to enhance the number of options that 
are available to us.
We have in this nation — and I am speaking 
now from the perspective of an African- 
American - a policy that gets too many people 
who look like me locked up in prisons. In 
Mozambique, they have decided that they were 
at a policy option break point: they could 
decide that children who were engaged in the 
atrocities of war would either be defined as 
prisoners of war or soldiers. They made a 
deliberate policy decision to treat them as 
prisoners of war. And the description we have 
of children in Mozambique who were enrolled 
as soldiers is very similar to the description of 
youth in urban America who are enrolled in 
gangs. They enroll as a matter of survival. And 
if we approach them as soldiers to be treated as

criminals, we have one outcome. If we do as 
they attempted to do in Mozambique and treat 
them as prisoners of war with the hope for 
rehabilitation, we can achieve another 
outcome.
Once we have defined the problem, then, we 
can generate a whole range of options. We can 
anticipate the consequences of acting out any 
of those options. We can choose those options. 
And once choosing those options, we can test 
whether the impact we had hoped for will be as 
we hoped it would be. We have a 
responsibility in each of those domains. As an 
example, we know that treating women as 
criminals when they abuse substances has had 
the effect of discouraging those same women 
from coming to us for care. We need to lift our 
collective voices to let that adverse outcome be 
known to those who make policy.
As a final consideration by way of example in 
the public policy domain, I think that we can 
advise those who make policy that each policy 
decision will have some impact on 
relationships. Perhaps, then, we can encourage 
them to do just as they do economic and 
environment impact statements — to do 
relational impact statements.
□ If we build a bridge in this community, 

what effect will it have on the relationships 
between people who live on either side of 
that bridge or that highway?

□ If we zone in a particular way, what effect 
will it have on the relationships in the 
community?

□ If we establish a particular policy for work, 
what effect will it have on the employee’s 
ability to relate to his or her workers or 
families?

We can do relational impact statements if we 
believe that relationships are primary and all 
else is derivative.
From a management perspective, I think the 
question for me feels clear, although the 
execution is complex. Most of us work in 
organizations - and I am responsible for this 
behavior myself — where we have a need to 
control, in fact, we live with the illusion that 
we can control. We have established and we 
help to sustain what I will call hierarchies of 
dominance. Nowhere else in nature are there 
hierarchies of dominance. What Kellogg is 
trying to do is create an environment where
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every voice gets to participate so that each 
entity in that community can realize its greatest 
potential and contribute to some transcendent 
experience for the whole. So, we need to think 
about the way we relate to one another 
managerially in our organizations. Part of what 
we have been inspired to do is work across 
boundaries - in Washington, the Public Benefit 
Corporation with the DC Primary Care 
Association, the Council of Latino Agencies - 
and in doing so, we are reshaping the way in 
which health care is delivered. We are no 
longer competing with one another. Instead, 
we are discovering where our services are 
complementary. One of our challenges is to 
discover how much of what we are providing 
as a service is, in fact, unnecessary. We all 
know, we have some sense, that what we do as 
health care providers is to make a case for our 
own being in the world. And if we, in fact, do 
the work I know we are capable of doing, we 
ought to begin to discover that the community 
needs a whole lot less of us than we once 
imagined. A lot of us may, hopefully at the end 
of five years, be out of this business and in 
some new work.
In the domain of research, again, I do think 
that relationships are primary, all else is 
derivative. One of the things we need to do is 
move beyond just counting things and 
measuring that which is measurable, and 
insisting that that is all that indicates whether 
we have succeeded. I already suggested that 
love may be beyond measure, but it is not 
beyond experience and not beyond rigorous 
study. Ken Wilber, who is, I believe, a brilliant 
philosopher, has suggested that the scientific 
message only requires three steps. Step One is 
an injunction. I will use Galileo and the 
Catholic Church as an example. If you want to 
see the stars, you have to build yourself a 
telescope. Step Two is to have the experience - 
the immediate apprehension of “data.” Step 
Three is to compare your apprehension with 
people who have followed the first two steps 
and to see what the communal consensus is.
So, the first definition of the scientific method 
did not pertain just to things that were 
measurable, but pertained to things that could 
be experienced in this way. The Church really 
did not have the authority to say to Galileo that 
he was wrong because they did not take up his 
injunction to build the telescope; what is

worse, they did not even bother to look 
through it. It was just on the basis of their own 
sense of authority - it was out of dogma - that 
they insisted that what he was saying could not 
be true.
I am suggesting - until someone takes up the 
injunction of understanding love, entering into 
the experience of love, and then comparing 
notes - they are not in the position to say that 
love is beyond study. And when we study it, I 
am convinced that we will begin to see, as 
Susan Sherman did, as Nancy Kreiger did, and 
as others are doing, that it is this experience of 
isolation and alienation, this loss of a sense of 
belongingness, that contributes mightily to the 
problems that we are experiencing. It only 
means that we have to ask. Out of this asking, 
we will discover new things that we might 
measure as well as qualitatively describe. 
Again, I do not want to set aside the power and 
importance of things that are measurable. I 
want to lift up for greater scrutiny - scientific 
scrutiny - the things that we feel, the things 
that are meaningful to us in our lives. What is 
critical here is our willingness to accept a new 
kind of data.
The final policy question that I would ask you 
to consider as a policy option is: To what 
extent are we going to be able to nurture in our 
Community Voices Initiative beyond 
communities of recovery - toward what bell 
hooks, the African-American feminist, calls 
“communities of resistance.” This is dangerous 
stuff, folks. This means we put ourselves out 
of business because, in effect, what we say by 
way of example, again, once we have 
applauded the women in our community for 
their ability to overcome significant odds, 
recover from their substance abuse, is, “Now 
come together, mobilize politically to 
dismantle the forces that drove you to despair 
in the abuse of drugs to begin with. Don’t just 
go back out into the world and endure it. 
Change it!” Communities of recovery are 
parallel with communities of resistance. When 
we have done that, we have lifted community 
voices. When we have, in fact, heard the 
voices of the individuals we care for, we will 
know that we have succeeded as advocates 
when those for whom we presume to speak are 
able to speak for themselves.
The healing that will occur in the communities 
that we serve is a healing that is between. It is
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not in us, the health care providers; it is not 
just in the people who come to us for care, it is 
between us. It is in the relationship. It is in 
loving and caring relationships.
Make no mistake - in every instance when we 
make public policy that has a consistently 
adverse effect on one community, it is, in my 
assessment, because the policymakers have no 
experience of the other as someone that they 
identify with or care about. It is only when we 
can identify with the other as an extension of 
ourselves - as someone meaningful to

ourselves - that we will have just and ethical 
public policy.
That is our challenge. To deliver the health 
care that we know is essential, but not believe 
that delivery is either primary or central to the 
task of healing. It is to lift up these voices and, 
in unison, create a different, loving, and 
healing world. It is for that opportunity and 
this catalyst to my fantasy rescue mission that, 
on behalf of my colleagues, I thank the 
Kellogg Foundation. ♦

Follow-up Discussion
My sense is that if I have trust, the speed with which I can adapt to any circumstance - whether it 
is an internal physical threat or an external social threat - will be that much more rapid. I think 
that trust is a part of meaningful relationships.

If we can borrow from Ruthellen Josselson’s notion of relational maps, my guess is those who 
come ready will have relational maps that are not just dense in terms of the number and proximity 
of people in their lives, but richly textured. That is, they will be able to tell us that there is 
something much more meaningful in their relationships, that they are reciprocal relationships. 
One measure we might use is over time to see how those relational maps change. But, I haven’t 
looked at it. I would advance a hypothesis - I think testable - that the ones who are most ready 
have the richest relational maps.

What have been the essential ingredients for success in healing throughout the ages? There seems 
to be three essential and unwavering ingredients.
One is the presence of a healer who is willing to sacrifice himself or herself on behalf of both the 
individual and the community. Whether it is exposure to HIV, AIDS or tuberculosis - 
historically, to any other plague that we experience - there was this eagerness on the part of the 
healer to enter into the wounded life of the community and the individual.
Second, there was a shared belief between both the healer and the person that came to them that 
there was both a problem to be dealt with and a means to deal with it.
Third, there was a ritual. There was some ritual that embodied the community’s wisdom about the 
possibilities for healing. Sometimes it was a shrine. In Western medicine, it is some of the ritual 
we have with hand-washing in the operating room, the gowning, and the masking, and all of that 
is in some way a part of a ritual.
In the presence of those three ingredients, there is a healing. It tells us that the healing is in the 
between. Everything else we bring to it, whether it is acupuncture, or Excedrin, or Viagra, the 
healing is in the between.

Social scientist Mihaly Csikszentmihaylyi at the University of Chicago writes about the evolving 
self. There is a statement in his book that fits: “If you want to transform the world, you ve got to 
begin with transforming yourself.” For me, that has been the mission. Not so much to prescribe or 
dictate how people ought to be, but to try to continue this transformation of myself and hopefully 
be a positive model in that regard. I taught at the Kennedy School because I was not winning with 
the clinicians. I wanted to recruit policy analysts who were going into everything other than 
medicine to this way of thinking. I think in some ways having had an opportunity to think about it 
out loud, particularly to share my struggles and uncertainties and invite people to the creative
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dialogue that was less threatening. This prepared me to go back into clinical medicine and try to 
entertain the same conversation with people who are going to be threatened by the notion that 
“Maybe it ain’t you. Maybe it’s in the between.” The transformation will be one person at a time. 
One community at a time. And we’ve got an interesting critical mass here. ♦
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National, State, and Local Issues

Effecting State Policy and Dealing With 
the Implications at the Local Level
Alan Weil, J.D.
I am going to try to give you an overview of 
the federal and state context of the issues that 
you all deal with every day. My goal is to 
remind you of some of the things that are 
going on around you, and hopefully prompt a 
thought or two that was not in your mind when 
you arrived. So, I would like to talk to you 
about federal and state policies affecting 
private coverage, policies affecting public 
coverage, policies directed particularly at 
safety-net providers, and then speak a little 
about federalism.
My day-to-day job is as co-director of a project 
called Assessing the New Federalism at the 
Urban Institute, which is a nonprofit, 
nonpartisan research institute in Washington, 
D.C. My project also is funded by the Kellogg
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Foundation, as well about a dozen other 
funders, under what Kellogg calls the 
Devolution Initiative. While I am not here to 
present to you about Assessing the New 
Federalism, a lot of what I am going to talk 
about is lessons learned from the work that we 
have done.
I want to take one minute to describe that 
project because I think you will hear more 
from us over time. Assessing the New 
Federalism is a national research project 
examining a broad range of topics: health care, 
welfare reform, employment and training, 
child care, child support, child welfare. This is 
a very broad social policy research agenda. 
Our focus is on states. Just as there are 13 local 
grantees here, we are focusing on 13 states, but 
we are a national study.
Our emphasis is on low-income families with 
children. So, we are looking at the safety net 
and low-income families. We have extensive 
and varied data collection and analysis. We 
have a huge national household survey, results 
of which will be released later this year. We 
have done case studies in 13 states. We are 
gathering and analyzing a large amount of 
data. We have a newsletter, and all of our 
information is available on our Web site.
So, let me begin by talking about the policies 
affecting private coverage both at the federal 
and state levels. It may seem odd to start with 
private coverage in a meeting about the safety 
net. But in fact, private coverage continues to 
be the cornerstone of health insurance in this 
country. I could not help but notice that in the 
uninsured chart book that was available to all 
of you as you walked in, there is a figure that 
shows health insurance coverage sources of the 
low-income, non-elderly. This is low-income 
populations, folks below 200 percent of the 
poverty line. While a quarter of them are 
uninsured and a third of them are on Medicaid, 
a third of them have employer-based health 
insurance. So, if you are interested in your role
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in this picture, you have to look at how much 
of the work is picked up on the other ends. I 
also could not help but notice that the source 
for this data is the Urban Institute. This is the 
kind of the work that we do.
In the 13 states our project is studying, we 
have focused on the variation in the extent of 
employer-sponsored coverage for non-elderly 
populations - almost 80 percent in Wisconsin, 
barely over 55 percent in Texas, Mississippi, 
California, and Florida. If you are trying to fill 
in the gaps, the size of those gaps are 
determined very much by the nature of your 
employer-based system. That is why we should 
at least spend a moment talking about policies 
with respect to private coverage, even though 
so much of public policy is focused on public 
coverage.
I just want to raise two important issues. The 
first is the Health Insurance Portability and 
Accountability Act, otherwise known as the 
Kennedy/Kassebaum legislation, which made 
major changes in portability of policies. It 
reached out to cover new populations, 
providing them with portability after many 
states had made those choices themselves. So 
we have new federal legislation that is just 
now being implemented around the country. 
We also, of course, have the demise of the 
universal coverage agenda at the national level, 
which is pushing these issues back to the states 
and localities.
State Responses to Federal Action
What have the state responses been in these 
two areas given this source of federal action? 
Let me provide a few highlights. With respect 
to HIPAA, or the Kennedy/Kassebaum 
legislation, let me just mention three things 
that I hope you will keep in mind. Again, the 
private market may not be your day-to-day 
focus, but I offer a few thoughts I hope you 
can carry away. First, the group private 
commercial market is fragile and in varying 
forms from state to state, as you saw from the 
employer coverage numbers. So any 
interventions there have the potential of really 
making major changes in the number of 
insured and, therefore, the number of 
uninsured. This is a fragile market that is 
worthy of your attention, even if you are 
focused on public coverage.

Second, HIPAA requires that there be 
opportunities for coverage for individuals who 
are not part of groups - in particular, high-cost 
individuals - people with high health care 
needs. All of these folks need some sort of 
subsidy to be able to afford health insurance, 
but whether that subsidy comes through 
pooling, through private premiums, or from 
public taxes or other sources of ftinding makes 
a huge difference in the politics of serving that 
population. Who you spread risk to for your 
high-cost populations is important. States have 
taken very different approaches with respect to 
covering those individuals. They also have 
taken very different approaches with respect to 
how affordable those policies are to 
individuals.
Finally, a provision in HIPAA speaks to the 
relationship between the federal government 
and states that may gain more attention over 
time. That provision tells states that if you do 
not provide these opportunities, the federal 
government will come in and enforce it for you 
if you do not set up enforcement yourself.
If you worked in environmental protection, this 
would be a very familiar scenario. Many states 
have taken over federal responsibilities for 
enforcement in environmental protection. But 
it is very unusual in health care for the federal 
government to come into a state and enforce 
insurance laws. California and Massachusetts 
are very engaged in this question of what is the 
federal role in enforcing state insurance laws. 
We may see some interesting dynamics about 
the relationship between the states and the 
federal government as HIPAA enforcement 
goes forward.
Of the second topic, universal coverage is an 
area you will spend more time on, but the 
states really did lead the debate. There were 
states talking about universal coverage before 
the federal government got in the act. Of 
course, when the federal government pulled 
back, it is not as if the states immediately 
rushed to fill the void. But as you heard last 
night, there are states like Vermont that are 
pushing forward on, if not universal agendas, 
at least a significant agenda to reduce the 
number of uninsured. Obviously, that is part of 
the context that you all operate in.
Let us move to public coverage, which 
presumably is more the focus of policy choices 
that people pay attention to. With respect to
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federal action, there are a few sources of 
movement around public coverage. I am not 
going to spend much time on it, but you need 
to be aware of major changes in Medicare - 
the Medicare+Choices provisions that affect 
the enrollment of folks in Medicare into 
managed care, and this concept of open 
enrollment and provider-sponsored organ
izations in Medicare. Medicare is a huge 
source of revenue for hospitals, particularly, 
and if you are looking at the dollar flows and 
looking at how systems organize and 
reorganize, you need to pay attention to these 
changes. I do not believe we have a clue as to 
how the Medicare changes are going to play 
out, but do not forget about them. Do not just 
say, well, everyone over 65 has insurance, so 
we do not have to think about that population. 
That clearly is not the case with the 
transformations in Medicare right now.
The Balanced Budget Act had major changes 
in Medicaid managed care. Particularly, the 
elimination of the requirement that states get 
waivers to mandate Medicaid managed care 
for essentially all of their populations. Again, 
this is a significant change in federal policy 
because HCFA has placed constraints on how 
rapidly and how states could move toward 
managed care and Medicaid. Now these 
choices are really up to the states.
We have the new child health insurance 
program, which I am assuming is familiar to 
all of you, but this is a major federal 
investment in new coverage for kids, and is 
something that is attracting in some respect - 
some might say diverting - a huge amount of 
attention of state people, like my old job, state 
officials who run health programs. You have 
this new program you have to get up and 
running and this is the focus. Politically it is 
the focus; administratively it is the focus; and 
as important a program as it is, there is a whole 
lot else going on out there. So, the attention 
paid to this program at the expense of others is 
really quite dramatic.
Then we have the Personal Responsibility and 
Work Opportunity Reconciliation Act. I love 
that name - that is why we call it welfare 
reform, because no one can say PRWORA. 
Welfare reform did have provisions that made 
significant cutbacks in coverage of both cash 
and medical benefits for immigrant 
populations. You could spend an hour just

trying to understand those provisions, but these 
are some of the major changes at the federal 
level with respect to policy.
Now, let us look at the state responses in these 
areas. The states do not really have much of a 
role with respect to Medicare, but let us spend 
a moment on Medicaid managed care. There is 
no question that every state Medicaid program 
is focused on managed care. But the rhetoric 
has gone so far about how managed care is 
really all that anyone needs - or all that we 
need to solve our budget problems at least — 
that it is pretty important to step back and 
actually look at what states have done.
Looking at Managed Care Differently
When you step back, you get a different 
picture. We know that commercial managed 
care cannot be adopted directly into Medicaid 
without major modifications. Anyone who 
works with these populations and programs 
knows that. We used to believe that most 
politicians and a lot of program administrators 
really did not understand that - that they 
thought they could just pick the commercial 
model and drop it on top of these public 
programs and adopt them. While I think there 
is great variation in the extent to which states 
have understood the complexities of applying 
the managed care model to the Medicaid 
population, it is fair to say that states are 
paying attention to this issue — some better 
than others.
I do not want to generalize with respect to the 
quality or the ability to make that translation. 
But we are not seeing a wholesale pattern of 
just close your eyes, drop everyone in, and it is 
all going to be the same. Although there were 
real concerns in that regard, states are 
understanding that they have to look at 
managed care differently with respect to their 
Medicaid populations than with respect to the 
commercial populations.
States seem aware - although their approach is 
varied - that managed care and the cost 
constraints imposed by managed care present a 
collision course with the cost-shifting that has 
been historically part of the Medicare program 
that has financed the safety net. Again, state 
responses have varied, but folks are not 
burying their heads in the sand about this issue. 
They are aware of the tension that this creates.
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The managed care initiatives in Medicaid in 
most states - again, the rhetoric has far 
outstripped the reality - have done two major 
things:
1. they have made accommodations with 

respect to providers who are part of the 
safety net, and

2. they have made impositions on managed 
care organizations that are participating in 
Medicaid.

You must contract with this organization. You 
must, at least, sit down and talk to these folks. 
If they are willing to take your rates, you must 
include them in your network. We will give 
you bonus points when we are awarding 
contracts if you include these providers. Again, 
the state approaches have been varied, but the 
states are taking this issue seriously.
I think we are seeing that capitation rates, the 
payment rates for the managed care 
organizations, are going to affect how 
Medicaid managed care turns out. A battle that 
was fought in Colorado, I think, is being 
played out in different ways around the 
country. As much as the rhetoric around 
Medicaid managed care was quality and 
access, so much of the driving force was cost. 
In the early days of Medicaid managed care, 
you could get commercial plans to come in and 
take those Medicaid capitation rates. Start 
pushing those rates, and the same plans that 
walked in the door looking for the money can 
walk out just as fast. I think that this clearly is 
an area that we are going to have to watch 
closely over time, but really, there are no broad 
trends yet that we can see.
Just a few more reflections on what has been 
going on, because states have made 
accommodations to try to preserve the safety 
net, and this affects the savings that they 
anticipated. If you compare state projections of 
savings for managed care to their actuals, they 
are not nearly where they thought they would 
be. You have got managed care organizations 
that are willing to accept these constraints 
now, but as rates are pushed down they may or 
may not. Of course, we have the Balanced 
Budget Act and child health insurance, which 
is taking resources away from looking at 
Medicaid managed care and changing the 
dynamics of this issue. And then there is the 
whole set of market changes that I am not

going to go into, but clearly Medicaid 
managed care does not exist in isolation. What 
has happened in the commercial market - how 
health organizations are changing - also 
affects our thinking about Medicaid managed 
care.
I wanted to spend a little time on this because 
it really is such a major funding stream for the 
safety net; it is such a major political issue. It 
is on the agenda in every state.
To summarize, I think states are talking a lot 
more about managed care and doing a lot, but 
they are exempting large portions of their 
population. They are looking at rates, they are 
looking at how to incorporate the safety net 
which is, at least, a more thoughtful approach 
than I think some feared at the beginning.
Child Health Insurance
Let me return to the third of the federal issues 
that I described - the child health insurance 
program. Again, I am assuming that most of 
you are relatively familiar with this program. 
Let me highlight a few of the choices that we 
are seeing around the country with respect to 
child health.
First, more states are taking the Medicaid 
expansion approach than are taking the 
approach of creating separate health insurance 
programs for children. There are many who, 
politically, would have preferred that states go 
the separate program route, but for a variety of 
reasons states seem to be turning to Medicaid.
I think we all need to be prepared for the 
fallout that will occur in the next year or two 
of huge disappointments around enrollment in 
this program. There is what I would call the 
life cycle of political rhetoric around new 
programs. The life cycle of rhetoric is that 
even if you oppose them - and many did when 
they were created - you still talk them up when 
they are started. You talk about all the great 
things that these programs are going to do. I 
think there is a real tension out there that I can 
now talk about because I no longer am a 
member of the governor’s cabinet, but at the 
time I probably could not have said this. There 
is a real tension between states that want a 
program - meaning something they can point 
to to say they have solved the problem - and 
states actually wanting to do something, 
genuinely desiring enrollment and meeting the
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needs of a population that the program was 
designed to serve.
The life cycle of political rhetoric is such that 
you talk up the program at the outset and you 
have high projections of enrollment so you can 
carve out the budget, you can have a lot of 
fanfare, you can talk about the great work that 
you are doing. But, in fact, I think we are 
likely to see real disappointments around the 
numbers.
That does not mean we cannot all do better and 
that we should not work to do better. We 
should, but we need to prepare ourselves for 
the possibility that folks are going to look at 
this program a year or two from now and say it 
was not quite what we thought it was going to 
be. I think that is going to be a political 
challenge as well as a practical challenge.
We also need to look carefully at the politics of 
co-payments, premium cost-sharing, and the 
like, which politically speaks to individual 
accountability and makes these programs more 
desirable politically, but has real effects on 
enrollment. Again, as we are trying to 
negotiate the potential disappointment over 
enrollment, I think we need to be aware of the 
role that politically popular policies are 
playing in that disappointment.
Investment in Evaluation
Finally, because I work at a research institute, I 
have to say that I think it is a real question 
whether there is going to be sufficient 
investment in evaluation of the child health 
insurance program to really understand the 
implications of the huge variations and 
approaches that states are taking. 1 have some 
hope that we will learn a lot, but 1 am not sure 
that we will learn all that we need to.
Let me turn to policies directed at the safety 
net. These are the ones that come straight to 
you, and so, again, I am assuming you know 
the most about them. At the federal level, as 
part of the Balanced Budget Act, we have the 
repeal of the federal Boren Amendment that 
sets payment standards for hospitals and 
nursing homes. We have repeal of cost-based 
reimbursement requirements in Medicaid for 
federally qualified health centers. What is left 
out there are significant cuts in the 
disproportionate share hospital program. So 
these are three direct federal subsidies to the 
safety net that have moved away.

One thing I want you to keep your eye on is 
that the federal budget is in such good shape it 
is easy to forget, but when you look at the 
federal agreement around balancing the 
budget, there are huge cuts in discretionary 
program spending three, four, five, six years 
into the future to assure that we reach a 
balanced budget. Now, future cuts in 
discretionary spending do not scare most 
people because they are in the future and they 
can always be renegotiated. But it is in that 
little discretionary spending that you have 
things like maternal and child health, public 
health service, direct grants to community 
providers, and the like. There is a lot of money 
out there that affects you all directly. If the 
federal budget were to take a turn for the 
worse, the play-out of those spending caps 
down the road could be very significant in 
places that are impossible to anticipate at this 
point.
The state responses here are easy. We do not 
really know yet what states are going to do 
with the flexibility in federal policy. We do not 
really know how much states are going to 
change their payment rates to these providers, 
but it is something you will know more 
quickly than we do from a research 
perspective.
Let me close by presenting a hypothesis. It is 
really quite tentative, and I ask your patience 
as I try to work quickly through it. This is 
actually a hypothesis that we were thinking 
about at the Urban Institute, not with just 
respect to health care, but let me present it this 
way and I will be interested in your thoughts. 
The hypothesis would go as follows. Over the 
years, we saw the development of urban 
constituencies of federally qualified health 
centers, health clinics; graduate medical 
centers in urban areas; and rural health 
providers. You have locally-oriented consti
tuencies that created support for themselves. 
And federal programs, primarily out of the 
1960s, created direct linkages between federal 
and local to provide this kind of support. Those 
programs explicitly bypassed state 
involvement, because when they were 
developed, there was essentially no trust of 
state government, for some very good reasons. 
That is part of the legacy of direct federal to 
local support.
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Then, over time, that direct support from the 
federal government has been built into 
programs where states have had greater 
authority. I am particularly thinking of 
Medicaid here. The items that were just 
repealed - the disproportionate share, not 
repealed but cut; the disproportionate share 
hospital program, which runs through state 
Medicaid programs; the Boren Amendment, 
which affects state payment rates to the safety 
net; and the requirement to cover services and 
cost-based payment for federally qualified 
health centers - were built into state programs 
by federal mandate.
A Love-Hate Relationship
States have had what I would call a love-hate 
relationship with these provisions of the 
programs. On the one hand they interfere with 
the discretion that all program administrators 
want to have when they are running their 
programs. You do not want someone to tell 
you how to run your program. On the other 
hand, they have come to rely upon and 
sometimes take for granted the existence of 
these funding streams that provide payment to 
the safety net and allow the state to not have to 
worry about these things in setting their own 
policies. You kind of forget that they are there 
because the federal government is making you 
do it so you do not put a lot of attention into it.
My hypothesis on federalism is as follows: As 
the federal government gives control for 
certain programs primarily now to the states - 
because the states have become the darlings of 
Washington; after all it was in the last 
Congress that the Republicans took majority 
control of both the House and the Senate, and

also the majority of statehouses around the 
country - the governors and the states have 
become the locus that the federal government 
is looking toward.
States are now in a position where they have to 
make decisions about how protective to be of 
the safety net when they have not really had to 
think about these issues, and they have taken a 
lot of them for granted. Many states are 
actually being quite protective of the safety 
net. You see some of those provisions in the 
Medicaid managed care arrangements. But 
some are less protective. And I think this, in 
part, reflects the politics at the state level with 
the focus on suburban politics as distinct from 
more local politics or rural politics, which is 
more at the national level.
So, you folks - and this is not a surprise to you 
- are dealing with a very significant change of 
the federal government having a history of 
providing direct support to the local level now 
putting the states in the middle of that, and it 
now comes to you to both affect the state 
policy in a way that you have not had to in the 
past and to deal with the implications at the 
local level. This is something that I think again 
is occurring not just in health, but in all of our 
social welfare systems that are going through 
some of those changes.
I hope that is a little bit of food for thought for 
what is going on around you. Hopefully this 
picture gives you some insight into places 
where your decisions can have an effect on 
both national and state policy, as well as your 
ability to function ♦
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National, State, and Local Issues

Why Concern for the Health of the Poor and 
Health Care for the Poor Is Not Widely Shared
Raymond J. Baxter, Ph.D.
Thank you, Alan, for a whirlwind tour through 
the policy forces that are shaping the 
environment for the safety net today. Alan 
described the shift from the federal to state, the 
shift from the state to the local, and another 
shift taking place from public to private. I am 
going to talk briefly about some of those 
issues, so the title appropriately of my talk 
probably ought to be “Shift Happens.”
The observations that 1 am going to make are 
largely drawn from 23 communities that we 
have been actively engaged in over the last 
several years, either studying what is 
happening in their local health care systems, 
with a particular focus on the safety net, or 
working directly with community-based 
organizations or providers in the safety-net 
world.
While I cannot claim it to be nationally 
representative by any means, it does represent 
an attempt to distill, from a variety of 
experiences, what is happening where policy 
hits strategy. I will briefly talk about the 
problem of defining what “the safety net” is 
and is not; some of the forces that are shaping 
it today; some of the responses to change that
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appear to be either successful or people believe 
are likely to be successful; and some 
challenges going forward.
We often talk - particularly people in the 
policy world — about “the safety net” as if it is 
one, clearly definable thing. But all of us who 
work in that area know there is no such single 
thing. There are many safety nets.
Some people describe it in terms of the pro
viders involved, some in terms of the 
population served, and some in terms of the 
services that are given. Perhaps the most 
common features are that these are mission- 
driven networks of services that focus on the 
poor and underserved. They have a mission to 
protect the health of communities, and to play 
a more proactive role around the health of 
those communities.
So, by my definition of the safety net, a 
commercial Medicaid managed care plan is not 
a safety-net provider if it is not mission-driven 
and does not meet at least some of these other 
criteria.
The configurations we have seen in different 
communities are extraordinarily diverse. They 
vary by who participates, what organizations 
are in them, by the roles that public, private, 
and community-based organizations play in the 
safety net, and by how concentrated care for 
the poor and uninsured is in communities.
My colleague Rob Mechanic and I did a study 
a couple years ago looking at major American 
cities to see how concentrated care of the 
Medicaid population was among the hospitals 
in the community, and how concentrated 
emergency room visits were in particular 
hospitals. There is extraordinary diversity 
across communities by whether this is widely 
shared or concentrated in one or a few 
organizations. Just as Alan Weil suggested, the 
gap that has to be filled in states varies greatly 
depending on who is covered, who is not, and 
how many there are. So it is, in a sense, with
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who carries the responsibility for care of the 
poor in communities.
The mix of services that are delivered, 
expected, and considered part of the safety net 
varies greatly by local definition, as do the 
sources of financing. While Alan described the 
central core sources of financing from the 
federal and, to some extent, the state level, the 
degree to which there is local subsidization, 
either through tax support or through 
philanthropy or others, is again extraordinarily 
variable across communities.
Finally, the environments of those 
communities, both in terms of the competitive 
markets but also in terms of community 
context, culture, and expectation, are widely 
different. So, a safety net strategy cannot be 
talked about in the abstract. It can only be 
talked about in the context of the unique local 
configurations and the community culture and 
expectations around what that safety net will 
do.
That does not mean there cannot be common 
themes. I am not going to spend much time on 
the forces that shape safety-net health systems 
other than to say we often focus very heavily 
on the public policy forces because they are so 
dominant in the financial and regulatory lives 
of providers. Alan described the series of shifts 
that occur within public policy. One that I 
would give more attention to is the shift from 
public to private, and the degree to which 
functions that have traditionally been those 
either of the public sector, or of a mission- 
driven, nonprofit sector, are shifted to private 
and commercial operations.
Health trends and knowledge are another 
extraordinary shaper of local safety nets, 
especially economic and competitive forces. 
This is one area we have not talked a lot about. 
I try not to use the term managed care, because 
I think it has become just about meaningless, 
except as a symbolic term for evil or a term for 
good. 1 think we need to break down its 
functional elements. I would argue that the 
dominant elements of it that affect local safety- 
net activities include:
■ discounting (cutting prices);
■ the degree to which it makes it impossible 

to shift costs in ways that previously 
indigent care was subsidized;

■ risk selection, for example, the entry of 
commercial organizations into serving 
young pregnant women who are relatively 
healthy but ignoring the chronically ill;

" consolidation, that is, the enormous 
concentration of health care organizations, 
both at the plan level and at the provider 
level, that is taking place around the safety 
net; and

■ the trends in employer coverage, which 
Alan talked about.

This last point needs to be seen as a funda
mental economic force. Whether businesses 
and employers see it as in their economic 
interest to provide coverage is such a funda
mental shaper of what is happening locally.
The final force I want to mention is 
community identities and values, or commu
nity culture: the degree to which there are 
shared values of social responsibility, of the 
responsibilities that we have for each other. I 
submit to you that the variations in what is 
happening in local communities around the 
country cannot be fully explained, either by 
looking at public policy or by looking at the 
economic forces in the so-called health care 
marketplace. The other factor in there is the 
values in a community’s culture, and the 
accountability which is part of that.
One critical issue is the question we may not 
like to ask: Is this an issue, and to whom is it 
an issue? One of the most disturbing things 
that we have found in our work is that concern 
for the health of the poor and the health care of 
the poor is not widely shared. It is striking the 
degree to which it is not a concern and the 
reasons why it is not.
In many of the communities, one of those 
reasons is a view that the safety net is a strong, 
vibrant, and high-quality operation, and, 
therefore, the problem is taken care of. This is 
a tough one for us to figure out and deal with 
because safety-net providers strive to be the 
best and do the best. Sometimes, vocal anti-tax 
sentiment is a strong force against public 
support for care for the poor. At the same 
time, many markets in which health care is 
delivered do not approximate and are not 
consistent with the boundaries of communities, 
so we have a disjunction between communities 
and markets. When care for the poor does 
become a widespread concern is when a
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traditional provider either threatens to close its 
doors, or there is a major threat to redistribute 
the burden of responsibility, in particular the 
financial burdens of care for the poor.
Let me quickly go through some remaining 
points. With or without these other factors 
involved, there are holes in the safety net. It is 
not a well-knit network that one might wish it 
were, or assume it is. Few communities have 
what could be considered a fully coordinated, 
real network of care for the underserved where 
people can enter at the appropriate point and 
get to the other points. There is a lack of 
communication frequently in coordination 
among safety-net providers in communities, 
and there is often strong competition among 
providers in the safety net.
Finally, political support, resources, and 
leadership are unevenly distributed in any 
community, and that applies to safety-net 
institutions as well. Often this is an important 
factor in their ability to work together. There 
are many players in the safety net these days 
who we might not traditionally have thought of 
as being part of that safety net - the private 
providers who have entered because they want 
Medicaid revenues, or because as hospitals 
they either feel compelled or are mission- 
driven to demonstrate community benefit; 
managed care plans, which we have talked 
about briefly; and businesses. All of these are 
players who could be for good or for bad, 
depending on which way they serve and how 
they are brought into it. Businesses have 
principally been engaged in discounting, but 
there are those that care about having a healthy 
workforce and about having economic 
development in their community, which makes 
it a desirable place to work and be. How can 
they be recruited into safety-net activities? 
Unions have always been a strong force for 
choice. More recently, in some communities, 
they have become a driving force for what they 
call a best-practice community. Mental health, 
substance abuse, and family service 
organizations have always been a fundamental 
part of the safety net. But still in so many areas 
they are separate professionally, organiza
tionally, and financially. Yet they are access 
points for many people who have no other 
access.
Finally, communities and consumers are 
beginning to call for a level of accountability

that they have not traditionally demanded - not 
only from health care providers generally, but 
also from safety-net providers.
How vulnerable is the safety net in light of all 
these forces? We have found it extremely 
difficult to gauge that. In fact, the anxiety and 
the level of preparation for trouble in the safety 
net seem to exceed the actual negative impacts 
we have been able to see in many places.
What is rather amazing is the resilience of 
providers in the safety net so far against some 
of the changes they have been forced to 
endure. But that does not undercut the fact that 
that level of tension and anxiety is increasing 
tremendously and is starting to pit concerns for 
survival against concerns for maintenance of 
mission.
Safety-net providers have adopted a variety of 
strategies to address these many forces of 
change. They range from waiting and worrying 
to trying to take a corporate kind of posture, 
changing into something else, for example a 
health plan, or taking a lead role in planning 
and policy.
Some of the observed success factors 
associated with those really fall into three 
broad areas:
■ leadership, the extent to which safety-net 

organizations have been able to exert and 
demonstrate leadership which goes beyond 
their own institution and their own 
organization;

■ technical capabilities, which are necessary 
to have the infrastructure to survive in this 
kind of a world; and

■ finally, and perhaps most important, 
linkages and coordinations, whether they 
are with other organizations in the 
community that are part of the safety net or 
dedicated to it, or as interesting alliances 
with organizations that they have had no 
relationships with in the past, what I term 
sleeping with the enemy.

Safety-net systems also have and continue to 
demonstrate a rather extraordinary role in 
influencing policy, given their size and often 
their devaluated status in the general health 
world. These take a variety of forms. Alan 
used the polite term “accommodations,” which 
states have adopted. Special treatment is what 
we are talking about. And it is rather
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impressive how successful safety-net 
organizations have been both at the national 
and state level in being able to argue their case 
and gain special treatment within a lot of the 
legislative, policy, and financial changes that 
are happening.
But I want to focus on the last three of these as 
areas that I think hold some of the most 
promise. These are ones that are not 
inconsistent with survival and self-interest, but 
go beyond it. The first is planning for the 
development of information. Our communities 
are starved for information about their health 
individually, about the community, about the 
forces working on them. Safety-net 
organizations are in a unique position both to 
provide that information and to share it.
Organizing and Arming Communities
That goes with the second point - organizing 
and arming communities. That is not meant to 
be from an elitist perspective of presuming that 
institutions alone can organize communities 
when, in fact, it should be the reverse. Safety- 
net institutions can play a critical role in using 
information, using knowledge, and using their 
position to help communities organize and to 
provide them with policy leadership.
And finally, leading by example. Whether it is 
clinical best practices, administrative best 
practices, stepping up to the plate in terms of 
really moving the investment from acute 
medical care into the other areas of care, and 
taking responsibility for community health 
broadly - these are areas that we increasingly 
see safety-net providers stepping out and 
taking a role in. These are difficult because 
they often pit them against the funding streams 
that they have traditionally relied on.
Let me close by briefly ticking off some 
challenges in this area for the future.
The size of the uninsured population - how it 
changes and how rapidly in a particular area - 
is obviously a very central factor here. 
Extraordinary steps by one organization alone 
can be easily and quickly offset by the trends 
in un-insurance or in poverty in a community. 
The pace of Medicaid managed care, although 
it has gotten so much attention, in fact has 
slowed in a number of areas now. The effects 
of conversions and consolidations in the health 
care industry surrounding the safety net remain 
to be seen. So does the success of performance

strategies - that is, being the best, performing 
the best - as opposed to organizational 
strategies, aligning with others, converting 
structures, and so forth.
It is very likely that the different pressures that 
are felt today will have different effects on 
different parts of the safety net. Safety-net 
hospitals are proving extraordinarily resilient 
to a lot of the changes. This is true, in part - 
and I can say this as somebody who has spent 
most of his career in public hospitals - because 
they have a lot of money. As strapped as these 
great institutions are, they still have enormous 
resources to bring to bear on the kinds of 
problems they face, as opposed to community 
clinics, community-based organizations, small 
family service organizations, immigrant 
service organizations, and so forth. For these 
organizations, a small change in financing for 
the uninsured population can tip them over 
almost instantly.
It will be interesting to see how things play 
out.
■ Whether competition or collaboration will 

prevail among the safety-net providers.
■ Whether the indigenous health plans, 

which have started up over the last couple 
of years in many communities will succeed 
and survive and be accountable to their 
communities.

■ Or whether, in fact, national and outside 
regional plans, particularly around 
Medicaid, will be the ones that triumph in 
that market.

■ The strategy around network formation: 
Do you concentrate on being a safety-net 
network and structuring with others that 
are alike, or integrating with so-called 
mainstream organizations.

■ The success of so-called managed care 
approaches to the uninsured, that is, 
enrolling the population that is not 
covered?

These are two things that are being 
experimented with in a lot of places, including 
many of your sites. The future of those will be 
very instructive.
Finally, I would like to turn to the last two 
issues, which I think are challenges 
confronting us in many areas. The first of those 
is the suburbanization of poverty. If you look
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at the demographics of our cities, very often 
the core of poverty has moved out, at least in 
part if not entirely, from an old inner city to a 
first or second suburban ring. Yet, the 
institutions that have traditionally served those 
populations remain in the inner city, often with 
an inadequate tax base but with greater 
responsibility for a wider region than they have 
ever had. In many areas around the country, 
this poses a real challenge to us.
The final challenge has to do with moving 
beyond an involuntary constituency. By this I

mean that Medicaid managed care, for all of 
the problematic aspects, has, in many areas, 
expanded choice and expanded opportunity for 
people to seek different providers. This has 
been a challenge to the safety net. The people 
who have traditionally been served by us as 
safety-net providers are not ours - they never 
were ours. We exist to serve them. The 
challenge is, can we continue to establish 
ourselves as the provider of choice for them, 
and also demonstrate some value for the 
greater community? ♦
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National, State, and Local Issues

We Have a Unique Opportunity to Work at 
Effective Integration and Coordination of Care
Sandra Hernandez, M.D.
I am going to try to talk in a little bit more 
practical terms drawing from some of our 
experiences from San Francisco in the Bay 
Area - not because we have solved all the 
problems, or because we are arrogant leaders 
in this very puzzling issue around the future of 
the safety net. I think it might give some 
context for some of the real, practical 
challenges that we have to deal with every day.
I want to pick up on a couple of things that 
both Alan and Ray touched on, and also to 
extract from the summary proposals about 
what you are actually doing in this Initiative.
One of those themes is something that I think 
all the localities struggle with, especially as 
state agencies look at how to implement the 
Children’s Health Improvement Program, or 
CHIP, whether it is through managed care or 
through competing programs, block grant 
programs, or the like.
There continues to be a very profound 
challenge around how you make sense of all 
these categorical programs from the 
perspective of actual enrollment. If you look at 
the analysis that was done when the CHIP 
program came into being, and as states 
pondered the best way to implement CHIP, 
one of the things that got flushed out - really I 
think for the first time in many states, certainly 
in California - was the fact that you still have 
tremendous underenrollment of eligible 
populations in Medicaid. I think it is very 
important to step back from that and ask why? 
Even to go beyond that and say we really have 
to fix this eligibility problem, the admini
strative maze of trying to explain, in states 
where CHIP is not Medicaid, what it is, what
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that eligibility means, and how you get access 
to it. In part this is because of the way the 
federal provision was written to sort out who is 
eligible for Medicaid today that might not be 
eligible for Medicaid tomorrow, but then may 
be eligible for CHIP.
These are very real challenges. Many of you 
mentioned in your project summaries that you 
are going to try to improve the underutilization 
and underparticipation of eligible populations. 
As we think about the growing uninsured, it 
seems to me that the very first tack ought to be 
to take those populations that are eligible and 
bring them into the systems of care and get 
them their eligibility. That is a huge order of 
business.
I will give you a very practical example. When 
California implemented its rather infamous 
two-plan managed care for the AFDC 
population in the 13 counties that it deemed 
eligible, the first couple of counties that got up 
and running found default rates on the order of 
80 and 85 percent. The majority of the AFDC 
population that was supposed to choose 
between Plan A and Plan B did not know what 
managed care was, did not understand what 
choice meant, did not understand the 
difference between Blue Cross or Pacific Care, 
and these new local initiatives that were being 
put into place.
Tapping Into Informal Networks
From our early experience in a couple of 
counties, we realized we had to go back to 
very informal community networks to get the 
message out about what, in fact, a two-plan 
managed care involuntary participation in 
managed care meant. To do Managed Care 
101. In San Francisco, we designed a strategy 
in partnership with a lot of the advocacy 
groups who have historically advocated for 
low-income families and the like that we 
needed to figure out a very atypical route to 
information dissemination about what
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managed care was, what having a choice was, 
what the two-plan model meant, what would 
happen if you did not make a choice. We went 
to beauty shops, to manicure shops, every 
place where we could imagine people 
interfacing in the system. We also agreed to 
fund advocacy groups who do a lot of 
grassroots focus groups in one-on-one 
discussions to begin to get the message out 
about what it meant to have Medicaid managed 
care.
Explaining the Differences
I would submit to you, regardless of whether 
you are just starting to dabble in this new arena 
called capitation, managing risk, developing 
networks, and developing information systems, 
that your very first order of business is to set 
up those relationships in a very formal and 
informal way to be able to explain why 
Healthy Families in California is different than 
the Medicaid program, how the eligibility 
system works, and to work very hard in the 
design phase to make sure that an application 
for CHIP is not, in fact, what it is in California, 
which turns out to be an overwhelming 
document to get people to enroll their kids in 
the program.
As Alan speculated - and I think it is quite 
accurate - it is going to be very difficult to 
judge between one state who ran it through 
Medicaid, and another who did not. It is going 
to be even more challenging to try to figure 
out, document, and disseminate those places 
where, in fact, you designed a very simple 
enrollment process that you could actually 
disseminate and use all the different vehicles 
for communication within a community-based 
network and dissemination system to be able to 
get those messages out. But I do think it is a 
very important piece.
In that regard, there are certain obvious 
interfaces, including congregations and 
churches, which have been around a long time. 
They exist in many of the ethnic, minority 
communities. Historically, we really have not 
thought of them as being part of the safety net. 
To begin to get these messages out about these 
incremental improvements in eligibility - or in 
some cases slippages - we really need to get 
out of the places where people come to get 
care and think about who is not coming in for 
care and where they interface. Schools, PTAs, 
housing programs, all the government subsidy

programs - these are all the places where we 
really need to be able to engage in 
partnerships, formal or otherwise, to be able to 
improve the underenrollment, both that we see 
in Medicaid and that potentially threatens the 
successfulness of programs like CHIP.
I also want to mention the phenomenal efforts 
in work and challenges in capital outlays that 
are associated with this whole new world 
called information systems, or informatics, and 
what the power, potential, and, in some cases, 
real challenges are. When the health 
department was trying to get ready for the two- 
plan model and to be able to provide data to 
the HMOs that we were contracting with for 
managed care, one of the most challenging 
aspects was to design and train individuals to 
be able to use an information system that gives 
us information both about an individual, single 
patient identifier over a period of time, but 
which also gives you useful information for 
looking at population-based information.
The Quality Debate
Increasingly, as the quality debate comes 
through Medicare, you can imagine that it will 
not be long before it will come through 
Medicaid as well. All the information that is 
going to be required is a matter of reporting. It 
is, perhaps, the most important capital 
challenge that I think the safety net faces. Both 
the ability to design it, to find individuals to 
create it, the software pieces, the hardware 
pieces, the programming pieces, and absolutely 
the most important piece, which is the training. 
To get the workforces in the multitude of sites 
within a safety-net network or incrementally 
building a network that has the ability at the 
outset and further down the road to truly be 
interconnected.
I am not just talking between an FQHC clinic 
or clinics and a public hospital, but also 
between your mental health system, your 
emergency room, your primary care system, 
and your long-term care places. Historically, 
the public sector has been very good about 
making the case for this. It is very difficult to 
go to a board of supervisors, a city council, or 
wherever the local dollars come from, and 
make the case for computers when you are 
talking about a growing uninsured population. 
Or where you are talking about a growing 
waiting list for substance abuse treatment. Or
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where you are talking about a growing waiting 
list for mental health.
Yet, if you think about surviving or thriving in 
any environment in the future, clearly, the 
technology capability and potential are critical. 
Look at how academic health centers are 
beginning to focus on the potential of using 
technology to link rural areas to world centers.
That is the most important aspect of your 
strategic planning - thinking about the future 
from the perspective of capital and budget, as 
well as expertise and workforce re-training. It 
is an enormous undertaking, but one that you 
need to be able to design at the outset with 
consumer input and beneficiary input.
Sensitive About Information
I say this because people are very sensitive 
about what information they must give. It may 
be, in fact, related to why we have the 
underenrollment in Medicaid that we do. There 
are very detailed, very personal questions that 
get asked in all of those enrollment processes 
and eligibility efforts.
One of the first problems that we came across 
after we made the case for a $40 million outlay 
over five years to get an information system 
across the San Francisco Department of Public 
Health, including the mental health side - 
everything except STDs and substance abuse, 
we really could not cross those legal hurdles - 
was all the researchers and academic 
institutions wanting access to the data. It is 
very important at the outset to think about the 
confidentiality and ethical issues associated 
with who gets access to this wonderful 
compilation of data that you need to 
accumulate, in part, to know where your costs 
are going, to be able to deal with HMOs and 
provide the kind of data that increasingly is 
going to be necessary, and to make the case 
that you are providing quality care.
I would suggest at the outset to think about the 
structures that you put in place to make sure 
that consumers are sitting with you at that table 
as you think about all the varied issues 
associated with collecting a lot of data and 
information. As much emphasis as there has 
been at the federal level around the issue of 
confidentiality, I had a patient come to me the 
other day and said, Sandra, I just want to tell 
you this. It really does not matter to me, but 
you need to know how this system works.

I see patients in the AIDS clinic at San 
Francisco General, which is a large public 
hospital. A lot of research occurs at that clinic.
I had a patient who has hepatitis C. As you 
know, hepatitis C has been discussed at the 
World Health Organization and Centers for 
Disease Control as one of these pathogens that 
is likely to have some significant morbidity 
and mortality in the future. This patient was 
being considered for a study. A researcher 
called him and said, you know, I understand 
from reviewing your medical records that... 
And he went on to explain the study and 
suggest that the next time he came in he might 
want to see the investigation protocol nurse for 
this program. My patient said, you know, I am 
glad somebody figured this out because I 
would like to be in this study, but it really does 
not make me feel good that some researcher 
that I have never even met called me and asked 
me to enroll in the study.
There are a lot of issues around how research 
happens, how the information around 
utilization gets used. At the same time it is 
absolutely critical that you have people sitting 
with you and thinking about why you want that 
information, who has access to that 
information, and how do you design the 
system optimally given all the different 
potential uses for the data.
No matter the pace around capitation and full- 
risk agreements in this new world called 
managed care, there are, I think, two 
paradigms to think about managed care from 
the context of the populations we serve.
On the one hand there is the natural notion of 
managed care - as Ray referred to it, the good 
side of managed care that says it holds the 
promise of prevention, it holds the promise of 
early intervention, it holds the promise of 
better continuity of care in primary care 
settings. There is no question that is true. The 
natural partner there, obviously, continues to 
be your local county public health departments 
who, depending on the size of their resources, 
nonetheless are those people most closely 
aligned to the notion of lead screening, 
childhood immunization, adult immunization, 
and the like. In some ways, that is the easiest 
interface in terms of thinking about the 
potential opportunity that exists in getting 
populations enrolled and starting to get data 
out to public policymakers about why it is that
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only 65 percent of your 2-year-olds are fully 
immunized, or why it is that lead screening is 
not occurring at XYZ HMO, or whatever the 
issue might be.
The other side of the spectrum - which is 
really where the expenditures are - is in some 
ways the more difficult part of the partnership. 
That has to do with very sick, chronically 
disabled, multiply diagnosed, homeless 
populations that increasingly are not simply 
homeless men, but homeless families and 
homeless children. How do you begin to tackle 
the problem when 10 percent of the population 
uses 80 percent of the resources.
If you spin out Medicaid and Medicare and go 
futuristic, the biggest problem with Medicare 
going forward is how do you maintain its long
term viability in Part B? Medicare is cross
subsidizing Medicaid right now. Increasingly, 
as states have etched out whatever 
inefficiencies there might be on the front-end 
aspect of managed care, the real challenges are 
going to be in long-term care. The population 
is aging. Baby boomers are aging. We are 
living longer. And so, increasingly, what you 
are going to see is people with multiple 
disabilities, multiple chronic conditions.
Look at what happened with the HIV disease 
and its evolution as we have become more 
sophisticated with more drugs to be able to 
manage that disease. In a given clinic, I am 
seeing things like hyper triglyceridemia and 
hematuria. What was typically an opportunistic 
disease has become a disease of multiple, 
chronic complications. Similarly, that is going 
to be the case in all of our demographic shifts 
as our population continues to age. If we do 
not start now to begin to design effective, 
coordinated care on the long-term side and the 
chronic care side, that is really where the dollar 
crunch is going to come next.
What pushed the states to look at managed 
care in the waiver era? It largely was the 
growth of the size of their Medicaid 
expenditures. There are other political 
innuendoes that come into play, but largely it 
was a cost problem. Costs were far exceeding 
the cost of living. Governors were looking at 
their general fund budget outlay to match 
Medicaid whether you were overmatched or 
under matched or did not draw down 
optimally. In some cases in California, at one 
point, it was 25 percent of the general fund for

the state. So if you ask what motivates states to 
reform, it generally is the outlay of general 
fund dollars when there are other competing 
general fund interests, not the least of which, 
by the way, is the educational system in this 
country.
So it is very important, I think, for safety-net 
providers to strategically go fast-forward - not 
two years, not five years when we have a 
balanced budget - but go 10 years out to 2010, 
or the like, and look at the age of the 
population and who is going to be relying on 
the safety-net system then. We have some time 
to begin to think about how we optimally 
coordinate that care.
Let me give you two very concrete examples. I 
think innovation has begun to accrue, but they 
are very well-kept secrets. In one situation, 
there is the Un-Lock program. If you asked 
anybody in California or any place where the 
Un-Lock model has been replicated what it is, 
they will say it is a full continuum of care from 
primary care to long-term care to skilled 
nursing care. But what they do not say is that it 
is a managed care program that is a full 
continuum of life program.
Interestingly, you are able to design a program 
that is invisible to the consumer as being 
capitated and yet is a full-risk system, which 
has now been replicated throughout the 
country and really does deal optimally, not just 
with your episodic care needs, but really tries 
to emphasize independence, assisted-living, 
and de-institutionalization within the context 
of a very elaborate, well coordinated program. 
By the way, their information system is 
phenomenal in terms of the kind of data it 
gives you about utilization and cost.
The Homeless
Another important example that is evolving 
has to do with the homeless population. At one 
point in the Department of Public Health, we 
said let us just look at the emergency room 
front door and at those individuals who visit 
the emergency room more than 10 times a 
year. There were about 250 patients that the 
ER nurses and doctors all knew by first name. 
They would come in with a laceration, another 
loss of consciousness, all the things that 
require a head CT, an MRI, intoxicated, and 
so on. They were using it as a stopping place
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when they could no longer walk the streets, in 
effect.
What we did was carve out that population 
from the emergency room and put about 10 
multidisciplinary professionals - including 
housing specialists, social workers, money 
managers, clinical nurse specialists, a primary 
care physician from our homeless clinic - in 
there and said let us start to work with this 
population with the goal of reducing their 
emergency room use by 50 percent.
On one hand there was a heavy up-front cost 
investment to put a team together. On the 
other, you could easily measure your cost 
savings by what you were able to stop, just 
simply on the emergency room use. What we 
had, in effect, was a working focus group of 
your very high utilizers.
None With the Same Needs 
One of the first lessons we learned was that not 
one of them was the same. Not one of them 
had the same needs. A problem that we have is 
that we tend to do cookie-cutter solutions to 
this population, driven largely by categorical 
funding. It is important for us to begin to look 
at the snapshots of very high utilizers - in 
whatever setting that might be - and begin to 
say, okay, what are the array of services that 
they need. The Corporation for Supportive 
Housing has been undertaking a very 
interesting effort. It is trying to document the 
cost savings across multiple systems - 
emergency rooms, shelters, the criminal justice 
system, and prisons - for populations that we 
would consider the most needy, the most 
vulnerable - multiple diagnosed, dual 
diagnosed, unfavorably housed populations. 
And looking at supportive housing models and 
trying to make the public policy case that it is 
still less expensive to do very intensive 
supportive housing than it is to let these people 
continue to interface with 20 different delivery 
systems or social response systems.

As safety-net providers, we have historically 
seen this population. This is the population 
that, in fact, the public employees in 
purchasing alliances do not want to be pooled 
or mixed with because, as one police officer 
for the city and county of San Francisco told 
me so eloquently at breakfast, I do not want to 
sit next to an unshaven, unbathed individual 
in the waiting room waiting to see my doctor.
This tiering of economic classes around 
delivery systems is something that I think we 
need to step back and see somewhat as a 
unique experience. It is still hugely unproven, 
the extent to which full-risk contracts and 
capitation is going to work for the sickest of 
the sick. And yet, that is the population that we 
have in our hands. The unique opportunity that 
we have is to work at effective integration and 
coordination of care.
Many of you mentioned case management in 
your recommendations about how you are 
going to move forward. Let me just say that I 
think that one of the most important aspects of 
this is case management, but there are a 
hundred different definitions and models of 
case management. It is very important to look 
through the literature and try to extract what 
kind of case management do you really need or 
want. Because it may not be your historical 
social work model of case management. It may 
be a housing troubleshooter.
And so, if we are thinking about thriving, and 
we truly are thinking about the future of the 
safety net, we need to begin to look at that 
population that everybody is fairly timid about 
getting into. As we get more successful at that, 
I think that we will serve our ultimate mission, 
which is to take the most vulnerable population 
and make sure that they do not get left out in 
whatever kind of financing streams we 
ultimately end up with.
Again, I wish you all the best of luck. ♦
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Follow-up Discussion
Any time you create the opportunity that something like managed care does, which is to move 
from individual financing streams like we have always had for our programs, to trying to pull it 
together, you have an opportunity to re-examine what those relationships are. Whenever you do 
that, there are two very different outcomes possible. One, which is unfortunately the most 
common, is retrenchment, which is the effort to assure that you continue to get yours, in a time of 
change, because you are now competing with a bunch of folks that you did not have to compete 
against in the past. That is really the easiest response and the most frequent.
But the other is to look at those relationships and see if there is an opportunity to think about 
them differently. So I will now make that strange sentence that tries to pull these three threads 
together. It seems to me that the challenge in Texas is to not stop at the word managed care, but to 
think about whether the opportunity of reopening the question of the relationships among 
providers is one that can improve your capacity to provide the services you want to provide, as 
opposed to just taking money out of the system. Easier said than done, but certainly worth 
thinking about. The issue of bringing in the spiritual or religious communities, or providers, or 
parts of the safety net that we have not always used the word safety net for, are also about the 
possibility of saying with the new opportunities that breaking some of these old boundaries down 
creates, we can talk to, and integrate, and involve folks who have not been involved otherwise. 
The problem is someone has to make the invitation, and other folks have to be ready to have new 
people at the table ♦
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Race as a Lens for Looking at the Social 
Determinants of Health
David R. Williams, Ph.D.
What 1 would like to do today is to use race as 
a lens to look at the social determinants in 
health, but I think you will see that I am 
talking much more broadly than race. You will 
see the larger social context that importantly 
affects health.

Age-Adjusted Death Rates 
for All Causes

(Per 100,000 population) by Race/Ethnicity,
U.S.: 1992

Males Females
Non-Hispanic White 612.2 357.9

Black 1,026.9 568.4

Asian or Pacific Islander 364.1 220.5

American Indian or
Alaskan Native

579.6 343.1

Hispanic 506.1 268.6
Source: National Center for Health Statistics, Health, 
United States, 1994. Hyattsville, MD: Public Health 
Service, 1995.
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Let me begin by showing you some national 
data on death rates by race in the United 
States. This is the age-adjusted death rates for 
all causes in the United States. What you can 
see dramatically in this is the non-Hispanic 
white rate and this is the rate for blacks, or 
African-Americans; I will use those terms 
interchangeably through the talk. And what 
you can see is that African-Americans have 
rates of death, both males and females, that are 
considerably higher than that of the white 
population. The other racial groups here 
actually have mortality rates that are lower 
than that of the white population.
There are some data quality problems with the 
rates for these groups that lead me not to have 
great confidence in the accuracy of those rates. 
Let me illustrate one of the problems with the 
data. Many of the sources of data indicate that, 
clearly, the American Indian population - for 
example the Indian Health Service data - have 
death rates that are considerably higher than 
that of the population in general. We know that 
for selected causes of death and for selected 
health conditions, Hispanics have very high 
rates. We know that some sub-groups of the 
Asian-Pacific Islander population also have 
high rates of death.
The Numerator Problem
One of the problems with the overall national 
death data - and I am jumping into data quality 
just in passing - has to do with what we call 
the numerator problem. Where do death rates 
come from? A rate has two components. There 
is a numerator, which is a number of persons 
who died; and then there is the denominator, 
which is what the census counts for that 
population group.
The numerator problem comes from the death 
certificate, where race is recorded. So the 
number of deaths for a particular racial group 
is linked to the accuracy of the record of race 
for that group. To the extent that persons make 
mistakes in recording race on the death 
certificate, then we will have problems with 
the health data.
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Percent of Self-Identified Respondents of 
Various Races Who Were Classified by 

Interviewers as White

Self-Reported Race

Interviewer
Observed as

White
White 99.6

Black 5.8

Asian and Pacific Islander 28.9

American Indian and Alaskan
Native

62.2

Group Not Listed 80.3
(70% Hispanic)

Multiple Race 81.3

N=110,000 persons in 40,000 households
Source: Massey, 1980, 1978. National Health Interview 
Survey.
We know from lots of evidence that race on 
death certificates are recorded fairly well for 
both the African-American population and the 
white population. However, there is a major 
problem of Hispanics, Asian-Pacific Islanders, 
and American Indians being classified as 
white. This means that the rates for whites are 
actually slightly overestimated while the rates 
for these groups are dramatically under
estimated.
In some studies we find, for example, as many 
as 70 percent of persons who identify and are 
registered with an American Indian tribe as 
American Indian are classified as white in 
cancer registry studies.
Let me give you an example of the problem. 
This comes from the Health Interview Survey. 
Prior to 1978, the survey recorded race by 
having an observer look at the respondent, 
decide what race that person was, and check 
the box. Beginning in 1978, they changed their 
strategy and started to ask the respondent what 
race they would say they are. That first year 
they did it both ways. At the beginning of the 
survey, they had the observer record the race 
of the respondent and later they asked persons 
their race.

This gives you an example of the self-reported 
race of the individual and what percentage of 
those were observed as white. As I said, 99.6 
percent of persons who said they were white, 
the observer recorded as them as white. Of 
those who said they were black, 5.8 percent 
were recorded as white. But for the Asian and 
Pacific Island subgroup, almost 30 percent 
were recorded as white. For the American 
Indian group, it is almost 62 percent. For the 
“Group not listed,” 70 percent were recorded 
as white. Almost 80 percent of this group was 
Hispanic. That illustrates the misclassification 
problem. This is not the substance of my talk, 
but I thought in passing it was something I 
should alert you to because I think you need to 
be aware of the data quality issues.
Focusing on African-Americans
However, let us focus on where there are large 
disparities - the African-American population. 
This chart gives you the 15 leading causes of 
death in the United States, and it shows the 
black/white difference. A ratio greater than one 
means African-Americans have a higher death 
rate. This says that heart disease is the number 
one killer in America and blacks are 1.4 times 
more likely to die of heart disease than whites, 
cancer 1.4 times, stroke 1.9 times, accidents 
1.25 times, and so on. The pattern is what 1 
wanted you to notice.
Across the 15 leading causes of death, African- 
Americans have death rates that are higher 
than whites for 13 of the 15 causes. So it is a 
fairly pronounced, persistent pattern of higher 
death rates for African-Americans than whites. 
Lest you think that this is something new, here 
are data looking at the U.S. life expectancy 
from 1900 to 1990. This is life expectancy at 
birth. You would see that there is a fairly 
consistent pattern, with the black/white 
difference being seven years in 1990, but it has 
been about that since 1960. In 1950, it was 
eight years. So there is a fairly persistent 
pattern over time. In spite of the fact that you 
can see dramatic increases in life expectancy 
for both blacks and whites, you see a 
persistence of the differential between them.
How do we make sense of these differences? I 
think the research field has generally 
recognized that today race is not what we 
thought it was. If you go back to physical 
anthropology textbooks as late as the 1960s, 
most of them agreed that race was a category
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that captured biological distinctiveness, or 
captured genetic homogeneity within 
population groups. Most physical anthro
pologists have abandoned the concept of race. 
There are no races if they use the term race to 
refer to biological distinctiveness in popula
tions. They prefer to use the tenn dines.
Why? Because there is more genetic variation 
within any of our racial groups than between 
them. Let me state that a different way. Within 
any racial group, there is about 95 percent of 
known genetic variation. So if you could think 
of a cataclysmic event that would destroy all 
people in the world, except black people in 
Africa, the human race would be all black but 
would still contain 95 percent of all known 
genetic variation.
Taking that another way, a given Asian-Pacific 
Islander may be more genetically similar to 
certain black people than to other Asian- 
Pacific Islanders. That is the degree of genetic 
variation that exists within races. There is 
genetic variation that tends to be 
geographically patterned, but our racial 
categories do not capture them. Equally 
important, there is no specific biological 
criteria that can be used consistently to 
unambiguously assign persons to one racial 
group versus another. So there are no races if 
you use race to refer to, biologically, this 
distinctiveness.
Let me give you an example of one study that 
clearly demonstrates this. One area where 
African-Americans have dramatically higher 
death rates than whites - not just death rates,
but disease prevalence rates as well - 
area of hypertension.

is in the

Hypertension Among Seven Populations 
of West African Origin

Nigeria 14%
Cameroon/Rural 16%
Cameroon/Urban 19%
Jamaica 24%
St. Lucia 25%
Barbados 26%
Maywood, IL 33%
Source: International Collaborative Study 
Hypertension in Blacks, 1995

of

For many years, researchers have thought that 
there might be some black gene that is 
responsible for this. Here are the findings from

a study done by Richard Cooper and his 
colleagues. It was published in the American 
Journal of Public Health a year ago.
What is important about this finding was that 
the same research team, using the same 
methods, performed this study looking at the 
prevalence of hypertension in populations of 
west African origin in different social contexts. 
If there was a fundamental, underlying 
biological factor, then you should see similar 
rates across different social contexts. This 
study looked at a black population in Nigeria; 
a black population in Cameroon, in rural 
Cameroon then urban Cameroon; then in three 
Caribbean Islands, Jamaica, St. Lucia, and 
Barbados; and then in Maywood, Illinois, 
which is just outside Chicago. You can see 
there is a two-fold difference. Rates of 
hypertension in the United States are twice as 
high as in Africa. And these are all populations 
of west African origin.
You can see a stepwise gradient in increasing 
rates linked to the degree of urbanization and 
development in particular societies. As I said, 
this is a dramatic demonstration to help 
understand the hypertension rates among 
blacks. It is not biology, it is the social 
environment. If that is the case, then what is it 
about the social environment? What are these 
social determinants of health that could 
produce these differences in disease across 
population groups?

Case Fatality Rates of Women 
Passengers on HMS Titanic

According to Cabin Class

50 Fatality Rate 
Per 100

45.3

151 Class 2nd Class 3rd Class
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I actually produced this slide [previous page] 
and was using it long before the “Titanic” 
became a popular movie. But it just fits right 
now. These are death rates among women 
passengers on the Titanic, according to cabin 
class. Although lots of people died on the 
Titanic, there was variation in the risk of death 
dependent on one’s social status, which was 
reflected in the kind of ticket one purchased to 
be on the Titanic. You could see for women 
who were in first class, the case fatality rate 
was 2.8 per hundred who died compared to 
those in third class, which was 45 per hundred 
who died. So, there were dramatic variations in 
death rates in the same situation, but social 
status predicted variations. That is just one 
example of a fairly consistent pattern that we 
have and I will give you some kind of old 
examples of this just to illustrate the point. I 
am sure that you can cite some contemporary 
examples.

Wealth and Mortality 
Florence, 15th Century

Death Rate 
Per 1,000 
Person-Years20

Size of 
Dowry

1 -49 
Florins

50-99
Florins

100+
Florins

Here is another study that was done looking at 
the death rates linked to the size of dowry that 
a father had put aside for his daughter. This 
comes from 15th-century Florence. In those 
days, when a father would have a dowry for 
his daughter, the size of dowry would be 
linked to the economic status of the family. So

you can get a handle on economic status by 
looking at the size of a dowry. Researchers 
have gone back and looked at the dowry at the 
time of marriage, and looked at the death rates 
for individuals. You can see that the larger the 
dowry, the lower the death rate. So persons 
with smaller dowries had higher death rates. It 
is another example of the fact that economic 
status predicted how long individuals lived.

Social Class and Longevity 
Liverpool, England, 1840

Average

Longevity years

Social Operatives and Businessmen & Upper Classes 
r. Day Laborers Craftsmen

Here is another example of this social class 
and average longevity in Liverpool, England, 
in 1840. You can see that persons in the upper 
classes had an average life expectancy of 35 
years; among operatives and day laborers, the 
average life expectancy was 15 years. Again, 
these are dramatic illustrations of the same 
principle with fairly old data that one’s 
economic status predicts health. This pattern is 
true today in almost every society where we 
have looked. And that is, economic status, 
whether measured by income, education, or 
occupational status, predicts the morbidity 
rates of chronic disease rates as well as death 
rates. That is true in Western Europe, it is true 
in Japan, it is true in Australia and New 
Zealand, it is true in the third world, and it is 
certainly true in the United States for mortality 
and morbidity indicators.
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12-Month Rates of Psychiatric Disorders 
and the Odds Ratios for the Disorders
by Years of Education: National Comorbidity Study

Disorder Rate

Any Affective Disorder 11.3%

Any Anxiety Disorder 17.2%

Any Substance Disorder 11.3%

Any Disorder 29.5%

Source: Kessler et al. 1994

Years of Education
-11 12 13-15 16+

1.79 1.38 1.37 1.00

2.82 2.10 1.60 1.00

2.10 1.80 1.70 1.00

2.33 1.79 1.58 1.00

I will give you one example of this in the U.S. 
in an area we sometimes do not think about. 
These are rates of psychiatric disorder from the 
National Comorbidity Survey. This was the 
first national study of psychiatric illness 
looking at persons who were in treatment and 
out of treatment. What this gives you are the 
rates of psychiatric illness.
This study found fairly high rates within the 
population. That is still somewhat 
controversial; people are concerned about the 
rates being that high. If you look at 12-month 
rates of disorder, almost 30 percent of the U.S. 
population meet criteria for psychiatric illness, 
according to the National Comorbidity Survey, 
within the past year. The lifetime rates are 49 
percent. So you could see why the findings of 
that study are quite controversial.
But the important point for our discussion right 
now is that if you think of persons with college 
degrees as the omitted category, their rates 
are 1. Then for any affective disorder - that is 
the depressive disorders - persons with less 
than a high school completion are 1.8 times 
more likely to be depressed, meeting criteria 
for clinical depression. With any of the anxiety 
disorders, they are 2.8 times compared to 
college graduates; any substance abuse 
disorder 2 times to 0.1; and for any disorder, 
2.33. Consistently across a broad range of 
disorders, we find this pattern of 
socioeconomic status predicting higher death 
rates. This is a fairly consistent pattern across 
all kinds of health conditions. In fact, the 
dramatic thing is that we talk sometimes about 
the exceptions to the pattern where

socioeconomic status does not predict, because 
it predicts for almost every disease condition, 
disorder, and indicator of health status that we 
might look at. We will come back to try to 
understand socioeconomic status in a minute.
Well, what do you know but that race in the 
United States is very closely linked to 
socioeconomic status. In terms of under
standing the racial differences in health, they 
do not seem to be driven by fundamental 
underlying biology, but seem to be driven by 
differences in socioeconomic status.

Selected Socioeconomic Indicators 
for Groups in the U.S., 1990

Median Persons Labor
Family in Force

Ethnic/Racial Income Poverty Partici-
Groups 1989 (%) pation

(%)
White, not 
Hispanic

$37,630 10.0 65.0

Black $22,430 29.5 63.0
American
Indian

$21,750 30.9 66.1

Hispanic $25,064 25.3 67.5
Asian $41,583 14.0 67.4

I am giving you U.S. census data for the 
median family income for the different racial 
groups, and percentage of persons in poverty. 
You can see that the black, American Indian, 
and Hispanic populations have levels of 
income that are lower on average than that of 
the white population, and rates of poverty that
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are two to three times higher than that of the 
white population. The Asian population has a 
median family income that is, in fact, higher 
than that of the white population, although 
their rate of poverty is also higher.
One point I would like to emphasize, in terms 
of looking at racial groups, is the dramatic 
heterogeneity that exists within each racial 
population. I would argue that knowing a 
particular health statistic for the Hispanic 
population is meaningless. I think that really 
you need to desegregate and look at it for 
different sub-groups, because there are 
differences within each population.

Selected Socioeconomic 
Indicators for Hispanics in the 

U.S., 1990
Median Persons Labor Force
Family in Partici-
Income Poverty pation
1989 (%) (%)

Hispanic $25,064 15.3 67.5
Mexican $24,119 26.3 68.3
Puerto $21,941 31.7 60.4
Rican
Cuban $32,417 14.6 65.0

To illustrate this, the overall $25,000 median 
family income for the Hispanic category masks 
the variation. Cubans are considerably higher 
and Puerto Ricans are considerably lower than 
that overall average. So, the overall average 
tends to mask those differences.
Let me come back to the statistic I just showed 
for the Asian population to help illustrate. The 
census data dramatically mask the 
heterogeneity that exists within the Asian 
category.

Selected Socioeconomic 
Indicators for Asians in the United 

States, 1990
Median Persons Labor
Family in Force
Income Poverty Partici
1989 (%) pation (%)

Asian $41,583 14.0 67.4
Japanese $51,550 7.0 64.5
Chinese $41,316 14.0 65.9
Filipino $46,698 6.4 75.4
Korean $33,909 13.7 63.3
Asian $49,309 9.7 72.3
Indian
Vietnamese $30,550 25.7 64.5
Cambodian $18,126 42.6 46.5
Hmong $14,327 63.6 29.3
Laotian $23,101 34.7 58.0

For example, the average overall median 
family income for Asians is $41,000. You can 
see some Asian groups are right on target, right 
on the average - Chinese-Americans, for 
example. The Japanese and Filipinos are 
considerably higher than the average overall. 
And guess what? There are some groups that 
are considerably lower than the average, with 
the Cambodian, Hmong, and Laotian 
populations having levels of income that are 
considerably lower than that of the overall 
Asian average, and having rates of poverty that 
are considerably higher than that of the 
African-American or American Indian 
population.
Again, the point is to show the dramatic 
variation in social situations in these categories 
that are sometimes lumped together. This 
actually has important implications for under
standing the health of these populations and 
the importance of desegregating statistics for 
the health of these populations.
Here are state data illustrating that point. If you 
looked at the number of children in California 
who are adequately immunized, you would see 
overall it is 58 percent for whites, 44.2 percent 
for blacks, 36.9 percent for Hispanics, and 55.6 
percent for Asians. You would conclude from 
those statistics, if I just stopped there, that
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there is no problem among the Asian popu
lation, at least relatively compared to the 
others. However, it masks the fact that 
Southeast Asians, one of the sub-groups of the 
Asians, is 21.6 percent. It is considerably 
lower than any other group. I think that kind of 
attention to variation within those categories is 
very important.
I will give you one other quick example - the 
mortality rates for homicides among 15- to 24- 
year-olds, mainly men, but all persons in that 
category. You would find that overall the rates 
for African-Americans are high, 86 per 
100,000; for Asian-Pacific Islanders, 17 per 
100,000. But that masks the variation; it is 
much lower for Chinese-Americans [6 per 
100,000] and for Japanese-Americans [13 per 
100,000], But it is much higher for two Asian 
sub-groups: 54 per 100,000 for Samoans and 
73 per 100,000 for other Pacific Islander 
categories. Again, this illustrates the dramatic 
variation that exists within the group and the 
extent to which, when we use overall summary 
statistics, we hide that kind of variation.
Let us come back to looking at how race and 
socioeconomic status combine together to 
account for health status differences.
Here are national data again for the black and 
white populations that report on the percent of 
persons in fair or poor health. It is a subjective 
rating of health, but it is one that is very robust 
and widely used in studies because it correlates 
very strongly with mortality and other 
objective indicators of health. What this gives 
us is the relationship between race and 
economic status together in terms of looking at 
health status differences.
This shows us that among low-income [less 
than $20,000 annually], low-education whites, 
one-third report to be in fair or poor health. If 
we look at high-income, high-education 
whites, only 3.7 percent report to be in fair or 
poor health. This shows that even within the 
white population, there is a ten-fold difference 
in health status, just by economic status.
One of the important points this demonstrates 
is that economic status predicts variations in 
health much more than race does. The 
economic status differences in health in the 
U.S. are larger than the racial ones. One of the 
intriguing things, if you look comparatively, is 
in the United States we focus more on race in

terms of looking at our officially reported 
statistics than we do on economic status 
differences. But economic status differences 
are larger.
Within the black population, the most 
disadvantaged group, 38.8 percent of those in 
the low-income, low-education category are in 
poor health. The most advantaged is about 6 
percent. Again, a huge difference even within 
the black population. It is not homogeneous. 
Even within that population you see a huge 
difference in terms of health status just by 
economic circumstances.
One of the points I want to leave you with is 
that economic circumstances are a powerful 
predictor of variations in health, and that 
occurs within population groups. The overall 
average you see for black/white is averaging 
these differences; that is, average differences 
in socioeconomic circumstances. However, 
something else is evident here: Within each 
group, with income and education controlled, 
higher levels of education lead to better health. 
That is true for whites, it is true for blacks 
within the low-income category, it is true for 
them within the high-income category.
But something else is evident. Look at the 
racial comparisons. At each level we are 
controlling for income or education. 
Statistically, we are holding them constant. We 
are finding that at each comparison, blacks are 
doing more poorly than whites, even when we 
have income and education controlled, which 
suggests that there are some things 
independent about race, something additional 
about race, after we have looked at income and 
education at the same level. Blacks are still 
doing worse.
This is one of the things we also want to get a 
handle on. What could that be? In terms of 
understanding the social environment, we have 
to understand the ways in which a social 
environment affects health within the historic 
context. You cannot ignore the historic context 
in terms of understanding the forces that have 
operated in our society - the social, political, 
economic forces that have impacted on popu
lations, impacted on their social conditions, 
economic opportunities, educational opportu
nities, and employment opportunities, and have 
produced these results.
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How Racism Affects Health
One of the things my work talks about is really 
trying to understand the ways in which racism, 
as it has historically operated, can affect 
health. There are some who think that racism 
does not exist anymore. There is, in fact, some 
data in the U.S. that are consistent with that, 
that suggest that if you look at the endorsement 
of principles of equality, on almost every 
major dimension of principles of equality, 
more than 90 percent of whites endorse the 
principles. Generally that is about a 40 to 50 
percentage point change compared to 30 years 
prior. So, there has been change in the U.S. on 
racial attitudes. At the same time, these are 
1990 data from the General Social Surveys, 
one of the most highly respected social 
indicator surveys that looks at stereotypes done 
annually by the University of Chicago.
I am presenting here the white American 
stereotypes of blacks. They show that 45 
percent of whites believe that blacks are lazy; 
51 percent of blacks are prone to violence; 
only 29 percent would endorse the view that 
blacks are intelligent; and 56 percent believe 
that blacks prefer to live off welfare.
In terms of other stereotypes, whites believe 
that 16 percent of blacks are unpatriotic, with

39 percent of blacks being patriotic. Here are 
two reasons that I think reflect an important 
change. Why are blacks this way? Why are 
blacks worse off than whites? Only 20 percent 
of whites believe that blacks have less inborn 
ability to learn. That is a dramatic shift, which 
means it reflects the death of what I call 
biological racism. Whites no longer believe 
that blacks are inherently, biologically, from 
birth incapable. Rather, 60 percent place the 
blame on the cultural, motivational problems 
of blacks so that blacks just do not have the 
motivational willpower to pull themselves out 
of poverty.
There are other data consistent with this shift. 
These are the same data that look at the 
welfare stereotype. During a talk I gave a year 
ago, someone stated that whites may just 
perceive everyone that negatively. I said, you 
are right, technically. I checked the data to see 
how whites view a number of groups. And I 
think when I looked at the data, it made even 
more sense. We saw before that 56 percent of 
whites believe that blacks prefer to live off 
welfare. Well, how do whites view 
themselves?
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White Americans Stereotypes
Percent Agreeing That Most Group Members Prefer to Live Off Welfare

Southern
Whites Blacks Hispanics Asians Jews Whites

Prefer to Live Off
Welfare

3.7 56.1 41.6

Neither 21.5 26.5 30.5
Prefer to be Self- 
Supporting

70.5 12.7 18.3

Don’t Know/NA 4.3 4.7 9.7
Source: General Social Survey, 1990
They believe that only 3.7 percent of whites 
prefer to live off welfare. So, there is a huge 
difference in terms of how they view blacks 
compared to how they view whites.
You would see that Hispanics are viewed 
much more negatively than whites overall; 
41.6 percent of whites believe Hispanics prefer 
to live off welfare. Asians are viewed not quite 
as negatively, but more negatively than whites 
overall. Interestingly, in all the comparisons, 
and I am just going to show one, Jews tend to 
be viewed more positively than whites in 
general. And Southern whites, interestingly, 
are viewed more negatively than whites in 
general. Whites believe that 12.9 percent of 
Southern whites prefer to live off welfare. This 
pattern actually exists across all of the groups, 
with one exception. It is on the patriotic ones. 
Whites view Asians as the least patriotic 
minority, so that both blacks and Hispanics are 
viewed as more patriotic than Asians.
To really understand the health status of 
groups and understand the economic circum
stances, you have to look historically. There is 
a book that is good reading. John Cell, a 
historian at Duke University, has written a

16.3 2.4 12.9

31.6 14.6 35.2
40.6 75.7 41.4

11.5 7.3 10.5

book called The Highest Page of White 
Supremacy. The book describes the origins of 
racial segregation in the United States and in 
South Africa. South Africa implemented racial 
segregation after the U.S. did and, in fact, 
patterned it after the pattern in the U.S.
One of the things we know today, as the work 
of Douglas Massey in the book American 
Apartheid dearly documents, is that we live in 
a very racially segregated society in terms of 
residences. Blacks tend to live in neighbor
hoods that are predominantly black. 
Eighty percent of black people in America live 
in neighborhoods that are predominantly black. 
One of the things we do not realize is that this 
is a phenomenon of the 20,h century. Until the 
late 19,h century, there was not that degree of 
racial segregation in the U.S. The implemen
tation of this segregation was a concerted, 
deliberate strategy, John Cell shows, of 
moderate whites to put in place a system that 
would separate the races. It was, in fact, driven 
by a racist motivation - the blacks were 
inherently inferior and we needed to avoid 
social contact with them; that would be good 
for the society.
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Racist Motivation
Blacks are inferior; 
avoid social contact.

Institutional discrimination:
v' Federal housing policies
v'' Lending practices of banks
v' Real estate industry
^ Restricted covenants
v' Vigilant neighborhood organizations

4/

Residential Segregation
Truncated SES mobility:
4/ Quality of education
-l' Preparation for higher education
4/ Access to jobs
4> City services, amenities
vL Housing equity
^ Neighborhood quality
sU Housing quality
'T Male joblessness
1" Single-parent households
/TV Concentrated poverty
'T Social isolation

There also were a number of institutional 
mechanisms. And what is important that I am 
talking about here is the extent to which these 
mechanisms were then translated into policies 
that operated at the highest level of society. 
They involved the cooperation of the federal 
government, federal housing policy, the 
cooperation of the banking industry in terms of 
the lending practices of banks, the real estate 
industry in terms of what was done, restricted 
covenants and so on, that all worked together. 
It is called the web of discrimination at an 
institutional level that then produced 
residential segregation, where African- 
Americans were restricted to neighborhoods 
poor in quality. Once you locked individuals 
into inferior neighborhoods - because 
neighborhoods or residences in the U.S. 
determined access to public education for most 
people - you then control the quality of 
education they receive, which then means that

they are less prepared for higher education, 
which also means they have less access to jobs.
There also is good evidence to indicate that 
poor, segregated neighborhoods do not receive 
as good city services and amenities, which has 
implications for the quality of life. There is 
less growth in housing equity in those areas, 
they are poor in neighborhood quality, poorer 
housing quality. All of these are part of the 
socioeconomic circumstances, the social 
environment, that in turn affects health.
These factors have led to increased 
joblessness, and increased joblessness has led 
to more single-parent households. As an aside,
I think marriage, or the decision to get married, 
is the single most important personal decision 
an individual can make. We think of it largely 
at the individual level. Guess what? We know 
that the larger social environment determines 
the likelihood of getting married. Do you know 
that in the United States the rate of marriage 
increases whenever the average male income 
in America increases? As income increases for 
males, marriage rates increase.
Do you know that rates of marriage decline 
when unemployment increases? So when you 
look at marriage, it is an individual decision, 
but it just does not come out of thin air - in 
large part it is driven by the social 
circumstances of individuals. For example, 
sociologists in the 1940s looking at the black 
population found that in Northern black cities 
where there were employment opportunities 
for black males and females, there were high 
rates of marriage within the black population. 
In those Northern cities where the only 
employment opportunity for blacks was 
domestic work for black women, there were 
low rates of marriage and high rates of female 
heads of households. The point I am making is 
that the high rates of female heads of 
households do not just come out of the blue - 
they are in part driven by the larger social and 
economic circumstances.
Research has demonstrated that residential 
racial segregation, then, which is a quality of 
life of housing and neighborhoods, actually 
affects health. People who live in highly 
segregated areas have high rates of death and 
high rates of illness as documented for infant 
mortality, for adult mortality, the homicide 
rates of violent crime. That is even when you
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adjust for individual differences in economic 
status; it is important.
In addition to the extent to which an individual 
level of economic status affects health, there 
also are the socioeconomic circumstances of 
the community. One of my colleagues at the 
University of Michigan, George Kaplan, is 
looking at the extent to which there is an 
independent effect of a neighborhood or 
community in which one lives in terms of 
death rates. Let us focus on the degree of 
inequality within communities. Some of their 
data find that states, for example, that have 
greater inequality in the distribution of income 
have higher rates of mortality. So you can 
actually predict the death rates are higher in 
those states where the degree of inequality in 
income distribution is higher.
I want to talk about the ways in which the 
social environment affects health. Let me 
highlight a medical example of this that really 
has implications as we think about quality of 
care and medical care. A recent study looked at 
Medicare beneficiaries in the hospital and the 
quality of treatment they received within the 
hospital. What is important here is that studies 
in the past have documented that there are 
differences across race in access to and quality 
of medical care. But then you would expect 
that in certain contexts you would not find 
those differences. Surely, when you look at 
Medicare beneficiaries in hospital care, they all 
have the same insurance. If you look at persons 
in hospitals being supported by Medicare, a 
ratio of 1.0 would mean that black/white race 
were equivalent. A ratio of less than 1 means 
that blacks have dramatically lower rates. And 
what this found is across the 16 most 
commonly used procedures nationally in the 
Medicare problem, blacks had lower death 
rates than whites for all of these procedures. 
These would be cardiovascular procedures; the 
same is true for the orthopedic and back 
procedures; all of those ratios are less than 1, 
which means that African-Americans are 
having lower rates than whites of those 
procedures.
The pattern is also there when you look at the 
surgical procedures. By the way, I did not talk 
about the second column; it shows what the 
mortality rate was 30 days post-discharge, and 
you see it is a similar pattern. This is some
what depressing, because how do you make

sense of this? The researchers, just to 
complicate the pattern a little bit more, were 
intrigued by this pattern and said, okay, these 
are the 16 most commonly used procedures in 
Medicare. Are there any procedures in which 
African-Americans have higher rates of the 
procedure? And they found, yes, there were 
four. All four of those procedures reflect lack 
of continuity of care or failure in the delivery 
of adequate preventive medical care. So, 
African-Americans were 3.6 times more likely 
to lose their limbs than whites; removal of 
tissue linked to ulcers, 2.6 times; implanting of 
shunts for renal dialysis, 5 times more likely; 
removal of both testes, 2 times more likely. So 
all of the procedures where blacks received 
them more reflected a failure of the system. 
Again, this suggests that part of the reason why 
African-Americans may be doing worse than 
whites, even when you look at income and 
education at the same level, there might still be 
some levels of institutional discrimination that 
exist.
By the way, I showed data from Medicare only 
for blacks and whites. That is because it is not 
available for the other groups. I think in the 
future it will. A committee I have served on 
has been working hard to get HCFA and the 
Social Security Administration to have racial 
identifiers in databases so we can see the data 
for the other groups. In fact, we now have that 
in place, and I think that will be possible in the 
future.
What does it mean for an individual to grow up 
in a society where their race is viewed 
negatively? Think of those stereotypes we 
looked at:
■ What does it mean for American Indians to 

grow up in a society where they realize 
that they are viewed negatively by the 
dominant society?

■ What does it mean for African-Americans 
to grow up in a society where they believe 
that their race is viewed negatively?

This is another way in which the larger social 
environment affects health and economic 
circumstances.
A book by Claude Fischer and his colleagues 
at the University of Califomia-Berkeley is well 
worth reading: Inequality by Design. The book 
is a response to the bell curve.
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Group Differences, Selected Countries
Status Test Scores

Country High Low High Low
Great Britain English Scottish English Scottish
Northern Ireland Protestants Catholics Protestants Catholics
South Africa English Afrikaaners English Afrikaaners
Israel Western Jews Eastern Jews Western Jews Eastern Jews
India High Caste Low Caste High Caste Low Caste
Japan Japanese Korean Japanese Korean

They analyze available data from around the 
world that look at group differences in status. 
What they find in every society for which there 
were data is that when there is one group that 
is regarded as higher in status than the other 
group, the group regarded as lower in status 
performs more poorly on whatever indicator of 
educational performance in standardized
exams.
For example, the Scots in Great Britain, who 
are viewed lower in social status than the 
English, performed more poorly in
standardized tests. In Northern Ireland, 
Catholics performed more poorly on
standardized tests. The South African example 
is particularly instructive. The English whites 
in South Africa generally were viewed more 
positively than the Afrikaaners, and did better 
on standardized test scores than the 
Afrikaaners. However, as the Afrikaaners rose 
to power, the test score differences between 
Afrikaaner whites and English whites have 
now gone away. So you can actually see 
changes in economic circumstances reflected 
in those changes. You can see in Israel that 
Jews of Eastern European origin perform more 
poorly on standardized tests than Jews of 
Western European origin. In Japan, Koreans 
do more poorly than Japanese. This pattern 
exists across normal societies.
Claude Steele, a researcher at Stanford Univer
sity, has been looking at this notion of the 
stigma of inferiority and how it affects 
individuals. He broke African-Americans who 
were about to take an exam into two groups. 
One group merely was told to take the exam. 
The other group was told this is an exam, but 
blacks perform worse on this exam than 
whites. The latter group did much worse than 
the other black group.

He also has demonstrated that this pheno
menon is so robust it works with women. 
When he took white women and one group 
was told women perform more poorly than 
men, that group did worse than the control 
group. And he found that it is sufficiently 
robust that it works for white men, too. When 
half of the white men were told whites perform 
more poorly than Asians, that group performed 
more poorly than the control group.
Think about it. Steele has documented that this 
works among Stanford University undergra
duate students. These are students who were 
good enough to get into Stanford. Think of 
what that means on a national level for people 
who have even greater insecurities, who live in 
a society where they are constantly bombarded 
through the media and other things that you are 
not as good as someone else, that other groups 
are worse. What implications might that have 
on motivation, on willingness to work, on 
willingness to try things, and, importantly, on 
health?
Jerome Taylor and his colleagues at the 
University of Pittsburgh have developed a 
measure that they call “internalized racism” - 
that is, the extent to which African-Americans 
believe that African-Americans are inferior. 
They have found that blacks who score high on 
internalized racism are more likely to abuse 
alcohol, are more likely to have depressive 
symptoms, are more likely to have 
psychological distress. My colleagues and I 
have looked at this in a national study of black 
Americans, and have found the same thing - 
blacks who score high on internalized racism 
do worse in the broad range of indicators of 
physical and mental health. So, there are 
consequences of the larger social environment 
and how individuals function.
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I would like to make two other points quickly 
and hint at some solutions. One area of my 
research constantly is focusing on experiences 
of unfair treatment - the extent to which 
persons in our society are treated unfairly. I 
think race is one of the major bases of unfair 
treatment - we call it discrimination - but it is 
not the only one.
What consequences does discrimination have 
for health? Let me show you just one aspect of 
this research. We developed a scale of 
everyday discrimination. The traditional way 
of measuring discrimination looks at whether 
you have been discriminated against in 
employment, in occupation, or in the rental or 
purchase of a home. We measured these 
aspects of discrimination. However, our 
contribution in the study in the Detroit 
metropolitan area was to develop a scale to 
measure day-to-day discrimination. It captured 
the little indignities that persons experienced: 
the extent to which others treat you with less 
courtesy as you shop for things; the extent to 
which you receive poorer service than others, 
for example.
We found when we framed those questions 
with African-Americans and whites not in 
terms of race but of unfair treatment, blacks 
were two to three times more likely to report 
these experiences frequently than whites. And 
we found that this measure of discrimination 
predicted physical and mental health problems 
for the black population. It predicted only 
mental health problems for the white 
population. So, whites who score high on 
unfairness do report more mental health 
problems, but not more physical health 
problems. We found African-Americans were 
worse off in both physical and mental health. 
Importantly, we find that on the measures of 
physical health that we had in our data - which 
was self-reported, measurable physical health 
- that after we adjusted for economic income, 
that is educational and occupational 
differences with blacks and whites, that 
accounted for most of it, but there was a 
residual left. When we entered discrimination 
into the model, it completely explained away 
the differences in health. So in that study we 
found that the combination of discrimination 
and economic status accounted perfectly for all 
of the racial differences in health.

Let me talk briefly about what do we know 
about the social environment and solutions that 
we might have. Since all of you deal with 
medical care, I want to emphasize - this is 
something you know but I just want to give 
you an example of this - the importance in 
medical care of treating patients not just with 
dignity and respect, but also speaking to 
patients in language that they can understand. I 
think there is a huge underestimation in 
general of the extent to which patients do not 
understand the language that clinicians use on 
a routine basis.
An example of this is from a study where 
providers were asked to list the medical terms 
that they believed all their patients could 
understand. Here are five of the words that 
were used. Antibiotic is one of them. Then a 
study was done of patients who were defined 
as underutilizers - people who did not 
regularly go for medical care - and utilizers - 
persons who regularly went for medical care. 
Here are some of the results. Antibiotic: 
71 percent of the underutilizers misunderstood 
it, and 53 percent of utilizers misunderstood 
antibiotic. It is an example of a term that 
providers give that, oh, everyone we know 
understands it, so we would use this term.
I wanted to highlight the importance - and I 
think this group probably does not need much 
encouragement on this - of doing a socio
cultural assessment, of paying attention to the 
particular cultural background of individuals, 
and giving attention to that as you address 
care.
I must finish with two quick examples of the 
difference that paying attention to the larger 
social environment can have on the 
effectiveness of even the medical interventions 
we are designing. A study by Len Syme and 
his colleagues at the University of Califomia- 
Berkeley many years ago looked at 244 
patients who were hypertensive, all of them 
low-income, 80 percent African-American.
They divided them into three groups. The first 
group received traditional medical care - went 
to the physician, got hypertensive medication, 
sent along their way. The second group 
received a health education intervention. They 
were to attend 10 weeks of classes one day a 
week, taught by a professional health educator, 
about what blood pressure was, what the 
symptoms were, how to take medication, what
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the benefits were, and so on. The third group 
had trained community health aides, lay 
persons from the community, teach them about 
blood pressure, treatment, risk factors, and so 
on. But this group also was taught about all the 
services that existed in that community to 
solve problems that individuals had. Let me 
add that the community intervention group 
made visits to the home and talked to 
individuals about blood pressure. As issues 
arose, they referred them, as appropriate, to 
services that existed.
Six months later, they tested the three groups.
First, they found that the group that had 
received the community intervention approach 
knew more, knew twice as much about 
hypertension than either of the other two

Follow-up Discussion
I think what you shared with us are at least three levels at which people experience poverty. One 
of the students in my class described it eloquently as poverty of the stomach, of the mind, and of 
the heart.
We might think of poverty of the stomach as actual material impoverishment, what it means not 
to have a house, what it means not to have access to medical care, what it means to not have food 
or clothing.
Then there’s poverty of the mind, or what we call the worried well. This anticipation that you’re 
going to run out of material resource leads to a level of anxiety that has its impact on health.
But the level of poverty that I think you spoke to and that I want to amplify, is the poverty of 
thought or poverty of the spirit, this sense that you are worth less in the community that you are a 
part of, and the impact that that has on health and is translated into physiology. The best example 
1 can give is the paradox of the first-generation Hispanic women whose infant mortality are less 
than that of their privileged white women in this community. So first-generation Hispanic- 
American women, despite the fact that they are materially more impoverished and have less 
access to medical technology and care, particularly prenatal care, have better outcomes than their 
black sisters and even their white sisters.
A couple of generations into the experience of America, the infant mortality rates start to go up. 
And we could talk about the same experience for Japanese men as they leave Japan, end up in 
Hawaii, and end up in mainland USA. The risk for coronary artery disease and death therefrom 
goes up dramatically once they’ve been here in this country for some time. And the last couple of 
things I want to say is all of this derives from, when we look at class, this experience of 
hierarchies of dominance that we all have bought into. And class has meaning in that context. 
Where we fall out in terms of being upper class or lower class in the hierarchy of dominance has 
significant meaning, and you showed that to be true across the globe. The last thing to share is 
that nothing comes into being without being in relationship to something else. Poverty comes into 
being as a function of its relationship to wealth. And the reason we can’t eradicate poverty is 
because we haven’t examined the pathology of the accumulation of wealth.

groups. So, the knowledge level was higher. 
Second, they were more compliant with taking 
their blood pressure medication than either of 
the other two groups. Third, blood pressure 
medication was more effective in controlling 
their hypertension. The efficacy of the 
pharmacological treatment was better in that 
group than either of the other two groups.
The point I am making is that to the extent that 
you view individuals not just as organ systems 
that need help, but as individuals embedded in 
particular social circumstances, and that 
medical care is part of that social reality of 
their lives - and you try to address and 
confront that - you will be even more 
effective in the medical treatment you 
provide. ♦

I would say in general what we find is that any indicator of socioeconomic status that you utilize 
predicts health. So whether you looked at rates of poverty, or levels of education, or occupational 
status, all of them predict. I think that, in terms of the data collection, some are easier to collect 
than others, so that in many contexts income is a much more sensitive question and that maybe
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education may be a better one. But to the extent that you can assess income, income is also a 
good one. So I would say it depends on the context, but all of the indicators seem to predict quite 
well. I think it’s important to think of the measures not only as a level of the individual or 
household, but also the level of the community, and you’ve hinted at that.
Let me just amplify that - this is a very important one. We are finding in health research that 
measures of wealth predict health status over and above levels of income. So, for example, in the 
Whitehall study of British civil service in England, even at the same level of occupation, persons 
who owned a home did better, in terms of health, than those who rented. Those who owned two 
cars did better than those who owned one car, and those who owned one car did better that those 
who didn’t own a car. Now car ownership may mean something more in Great Britain than in the 
U.S., but U.S. data also find that measures of assets, measures of wealth, predict health.
The other point that is so important is that when we look at income differences across racial 
groups, we dramatically understate income differences between blacks and whites, or blacks, 
whites, and Hispanics, for example. It dramatically understates the degree of economic inequality 
that exists across groups. The chart I was looking for would show you that if you look at the 
poorest 20 percent of the U.S. population, the lowest quintile of income, blacks and Hispanics are 
dramatically overrepresented there. But whites in the lowest quintile of income have a net worth 
(or wealth) of $10,000 on average. The median wealth of black families at the lowest quintile of 
income is $1; that means half of them have wealth of less than a dollar. And for Hispanic 
families, their median net worth is $500. So, whites are 10,000 timesmore wealthy than blacks at 
the lowest levels of income. Currently, there is a debate regarding what we should do about 
affirmative action. Some think that we should abandon it in higher education. The University of 
Michigan is in the middle of the field in controversy and legal battles around the use of race in 
admissions. 1 have said that I am willing to consider abandoning affirmative action based on race, 
(which some persons have said, “let’s use income instead”). I am willing to consider using 
economic status, only if we include wealth in the assessment of economic status.
For most persons in the U.S., their wealth is in home ownership and car ownership. And again, 
home ownership reflects discriminatory policies of the past that are now translating themselves 
into current economic circumstances. ♦
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Building a Database and Telling Your Story

Effective Ways to Communicate With Data
Christine Capito Burch
First, I want to commend and congratulate 
your communities for the work that you are 
going to be doing.
I am not a data expert, but I want to talk to you 
about how we use data to shape public policy, 
how data are one part of what you need in the 
policymaking process.
I would like to start by describing the National 
Association of Public Hospitals. NAPH 
represents more than 100 large urban hospitals. 
Note that I did not say public. Some have 
changed their governing structure, but they still 
are safety-net institutions that serve everybody 
regardless of ability to pay.
We educate policymakers by the unique needs 
of public hospitals and the patients they serve. 
We educate the whole community. We are 
providers of specialty care - bum care, trauma 
care, neonatal intensive care - and we are 
educators of our nation’s physicians and nurses 
in the health care workforce.
Here are some characteristics from 1996: 
117,000 in-patient days, but on average, more 
than 350,000 out-patient visits with under 20 
percent being emergency department visits.
I read pie charts really easily and I think they 
are an effective way to get your message 
across. What I want you to look at is the
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difference between the discharges and the 
outpatient visits and how high the self-pay is 
on the outpatient side. Clearly, some of that 
could be outreach, getting people enrolled in 
the Medicaid program, but it tells you as you 
switch more and more to the out-patient side 
that this is an important issue that we need to 
be paying more attention to. Again, these are 
the gross charges, net revenues; it is to 
demonstrate that you can cut the data a lot of 
different ways. It may not make your story 
when you do it one way, but you may do 
another pie chart and show that it presents your 
case in a better fashion.
Now, this is what is happening in the hospital 
field generally. Discharges are down between 
1998 and 1996 - an incredible decline in the 
discharges in public hospitals. But, look what 
happens when you go to the outpatient side. 
This is a matched set. It is telling you exactly 
what is happening. What is it? Only 27 of our 
members are in that matched set, but I think it 
does dramatize what is happening around the 
country.
This is not my actual favorite pie chart, 
because there is no such thing as free care. 
Everyone knows that, but a lot of other people 
do not understand it. How do we pay for it in 
public hospitals? Local subsidy pays the bulk 
of it, but not all. You can see why I live and 
breathe in Washington the Medicare and 
Medicaid disproportionate share programs. We 
could not take care of these populations 
without Medicare and Medicaid helping to 
supplant care for the indigent.
Clearly, data are important, but they do not 
necessarily either provide a solution or the 
political will to change the problem. I am 
going to give you 10 tips for turning your data 
into sound public policy.
Clearly identify your policy goals. You all did 
that, I believe, in your grant applications. I am 
sure you will review them again and again as 
you go through the course of this Initiative. 
The one thing I would say to you in collecting 
your data - collect too much data. You never
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know what you are going to need in the end to 
prove it. You would hate to get two years into 
your project and say, “Oh, I wish we had asked 
that question.” It will be too late. So, really 
think through what you decide to collect.
Create a ripe political environment. Nothing 
could be more important. I know many of you 
work at the community level much more 
frequently than I do, so please forgive me if I 
am repeating what you already know. But 
bring your local decisionmakers into the 
process early; bring them in often. At one of 
NAPH’s first meetings when it was founded in 
the early 1980s, four or five public hospital 
administrators met with Congressman Charles 
Rangel from Harlem. To this day, Charlie 
Rangel thinks he founded our organization. 
That is fine. We love it. If you go to Mr. 
Rangel with a public hospital issue, he really 
sits up. He has ownership in public hospitals.
The other thing clearly is networking. Use 
your data to visit with the community. Pete 
Greer said yesterday to let your decision
makers - spiritual leaders, the Chamber, the 
Rotary, whoever they are — know that they 
should be really proud that in Denver they 
have a national model program. It is not just in 
Denver; it really is a national model.
Make your data relevant. Make it transferable 
to a bigger context. What I mean by that is do 
not do it just locally. The project in 
Albuquerque needs to be relevant to the people 
in San Francisco. They need to understand that 
they can do it there also. I would use my 
hometown, the District of Columbia, as an 
example. One of the issues the District may 
have to face is that the District is, of course, 
our last colony; but for the sake of the 
Medicaid program, it is a state and it has two 
other Medicaid programs. How you integrate 
those three programs may be a serious 
challenge to the District that does not have a 
lot of relevance to the rest of the room. So 
when you are informing national policy, you 
need to make it relevant in a bigger context.
Now this one is sort of a challenge. Public 
hospitals are losing our obstetrics patients. We 
had about 7.9 percent of the births in the cities 
in which these hospitals were located - it is a 
matched set with the 100 largest cities. We 
now have 5.4 percent of the births. This is 
accounting for the declining birth rate. What 
caused it? The data do not tell you. You could

have a couple of hypotheses. Could it be we 
provide poor care? I sure hope not. Could it be 
that we do not have the money for the capital 
infrastructure to in effect make these places 
desirable - birthing rooms, places where 
women would want to go? Or, could it be that 
other hospitals are now competing for the 
Medicaid, low-risk, OB patient? I think most 
of it is the third. But you need to do a lot more 
studying than just getting the data. The data do 
not tell you everything.
Issue your data in a timely, strategic manner. 
Having the right data too late is not good. You 
have to be strategic about when you release it. 
You have to have a political sense of timing in 
that.
Put a face on your data. This is really the one 
that Judy Waxman speaks about a lot better 
than I do. You can see this could be a very 
successful program for you. The immunization 
rates have gone up. The program is a great 
success. But go to the next one and we will see 
the same thing with the picture of Jordan, a 
very cute little boy. Again, it is a face. It is a 
real person and I think people identify with 
that much more than straight numbers.
Use data to simplify the issue. Do not make it 
more complex with data. Sometimes people 
are so proud of all the data they have that they 
confuse the issue, they do not simplify it.
This is a complex one. Gross charges by payer 
source for NAPH members. All that you see is 
a bunch of numbers, a lot of dollar figures. The 
next slide shows the same figures, but they are 
in percents and what immediately jumps to 
your eye is the bottom right-hand comer. For 
those four hospitals, 45 percent of their care is 
self-pay. It makes a lot more sense than the 
first one did. Same figures, just presented 
differently.
In this one, which shows how you pay for 
indigent care, a pie chart tells you a lot more 
than a very long essay could.
Present the data in a usable fashion. That really 
means present it so people can read it, see it. 
Do not make it too long. If you have a long 
report, have a page and a half executive 
summary or a fax sheet with some bullets. We 
have a joke in Washington, which may be sad 
but it is true. Do not bring anything up to 
Capitol Hill that is over a page and a half long. 
They are not going to read it. Simplify it.
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Tailor the presentation to your audience. 
Again, we used to say at NAPH, when 
Republicans became the majority in Congress 
we needed to talk differently. These committee 
chairmen, by and large, were not from urban 
areas, were not from the inner city; they were 
from suburban and rural areas. We had to talk 
about our services to the whole community. 
We had to talk about burn care, neonatal 
intensive care, trauma care; they could relate to

those. We did not neglect the mission that we 
feel is important, but we had to talk about our 
importance to the whole community.
Last but certainly not least, repeat, repeat, 
repeat. Forty million uninsured Americans, 10 
million uninsured kids - you have to say it 
over and over. If the data work, you do not 
need 10 examples, you need one good 
example. ♦
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Building a Database and Telling Your Story

Helping to Get at Best Practices
Maria-Rosario Jackson, Ph.D.
When I was invited to participate in this 
meeting, I accepted happily, but 1 was a little 
bit uneasy because my own background is not 
in health care. My background is in urban 
planning and social policy. Specifically, over 
the past several years I have studied how 
community organizations attempt
comprehensive approaches to urban poverty 
and issues of urban inequality. So, this is not a 
complete departure, because several of the 
organizations that I am familiar with have 
some interest in or dealings with health care- 
related issues.
I would like to share some lessons learned 
from what I have been calling process research 
- that is, the study of how organizations go 
about pursuing specific strategies; in this case, 
particularly comprehensive strategies. 
Specifically, I will draw on a most recent
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example in conjunction with the National 
Community Building Network. This was a 
joint effort to develop a database of 
comprehensive community initiatives and best 
practices among those initiatives.
The National Community Building Network is 
an alliance of community-building organiza
tions of various types that was formed in the 
mid-1980s. Originally, it was an alliance of 
demonstration projects that were funded by the 
Rockefeller Foundation, the Ford Foundation, 
and the Annie E. Casey Foundation. The intent 
of the Network originally was to distill best 
practices from those experiments, which is 
how these poverty intervention strategies were 
understood, and to influence policy based on 
the lessons of those local activities. In years 
since the mid-’SOs, the Network has grown to 
include a number of other organizations, not 
all of which are funded by national foundations 
or which were necessarily conceived as 
demonstration projects.
When the Urban Institute became involved 
with the National Community Building 
Network, we took the role of helping them to 
develop the mechanisms by which best 
practices could be shared among practitioners 
and ultimately so that these best practices 
could inform policy. There were several 
challenges inherent in that process. One was 
that the organizations in the Network covered a 
very broad spectrum. We had alphabet soup in 
the Network. We had CDCs, which were 
Community Development Corporations, EDCs 
(Economic Development Corporations), CBOs 
(Community-Based Organizations), CHODOs, 
NDOs. All of the organizations in the Network 
purported to be community-builders and they 
purported to subscribe to the principles of the 
Network, some of which are very similar to 
some of the premises that I was looking at 
within this Kellogg Initiative. The challenge 
was to distill best practices from that broad 
array of organizations and to begin to put those 
in some kind of language where they could be
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shared from one group to another and 
ultimately where they could inform policy.
In the rush to get to best practices before the 
Institute got involved with the Network, they 
had undertaken a few efforts themselves to 
bring into relief what those best practices 
might be. This started out with a template that 
just asked organizations what it was that they 
did best and how they went about doing it. It 
was an internal effort to get practitioners to 
share with each other what they were doing. 
While it was a very valiant effort, the difficulty 
with rushing to best practices in that way is 
that given the variety of organizations that 
existed in the Network, no one had ever had 
the opportunity to tell its story. So one of the 
lessons learned out of the NCBN’s attempt to 
develop a cohort or a database of best practices 
was that one had to be very clear about the 
differences and similarities among the 
agencies.
One of the first steps that we have taken in 
helping them to get at best practices is in the 
documentation of the organizations them
selves. I brought handouts that give profiles of 
two organizations. One is for DC Agenda, 
which is an organization in Washington that is 
part of the Network; the other is for 
Comprehensive Community Revitalization 
Program (CCRP) in New York, which is a 
program of the Surdna Foundation. These 
profiles are not intended to be judgmental 
pieces. They are intended simply to lay out 
what it is that an organization actually does, 
how it came to that end; that is, some 
information about their institutional origins, 
etc. That process has proven useful to begin to 
understand whether one is comparing apples 
and oranges when we do start getting into what 
are best practices. I will move into some of the 
specific lessons learned with regard to 
distilling best practices from demonstrations.
The first, as I mentioned, is to be clear about 
the differences and similarities among the 
agencies compared. Issues of leadership, 
institutional home, organizational history, 
governance and structure, size of budget, 
composition of funders, and historic 
relationship to the intended beneficiaries are 
likely to be key factors in how a strategy is 
implemented. So, within the Network, while 
all organizations purported to be community- 
builders and all purported to engage in certain

activities, it was difficult to know how these 
agencies were going about doing what they 
said they were doing without an understanding 
of whether this was an agency that went from 
housing development into service provision or 
whether it was a child services agency that 
started to go into health care, or if it was an 
independent 501 [c](3) that had more autonomy 
than a program of a university, say.
We had all types of institutional arrangements 
and institutional homes in the cohort of about 
20 organizations that we looked at that were 
affiliated with the Network. One of the key 
things to be mindful of in trying to distill best 
practices is what are the characteristics of the 
agency that is the main actor. The second is to 
be clear about the characteristics of the context 
in which the demonstrations are undertaken 
and the contextual characteristics. The politics 
of local government, ethnic politics, the 
interests of local funders, changes in the labor 
market, and migratory trends are factors that 
will influence how a particular strategy is 
carried out.
So to underscore some of the comments that 
were made earlier with reference to ethnic 
identity, ethnic groups, and ethnic politics in 
different cities, a community-based initiative 
in a Los Angeles Latino neighborhood is very 
likely to look different from a community- 
based initiative in Miami. The same can be 
said for different types of African-American 
populations, where as you compare them with 
African populations or Caribbean populations 
or what have you, people have different 
histories in this country and occupy different 
places in the economic opportunity structure. 
Those kinds of nuances need to be paid 
attention to as one begins to think about how 
your program is actually being implemented 
and what actually a best practice might be 
somewhere else.
The third point is how do you assess the many 
intermediate outcomes associated with a 
systems-change strategy, which is what a lot of 
the organizations in the National Community 
Building Network have and, from what I 
understand, is inherent in this Kellogg 
Initiative. Many of the outcomes associated 
with that strategy can be intangible initially or 
at an intermediate level. The question is, how 
do you talk about these? What kind of data 
does one have to support any kind of progress
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if, in fact, the progress is sometimes 
intangible?
To that end, one of the things that has been 
particularly helpful among some of the 
agencies in the Network is the use of a diarist. 
An organizational diarist can begin to 
document the process and evolution of the 
organization in ways that are instructive for 
others. So while maybe the outcome in terms 
of healthier children or whatever your 
indicators are, haven’t been achieved yet, there 
are some signs that there is a change in the 
way that people are doing business. It may not 
be until several years down the road the two 
actually see the quantifiable outcome as one 
would understand it clearly. But the use and/or 
the employ of a diarist in the process is very 
helpful in helping to document organizational 
evolution and relationships that can be touted 
as signs of progress in terms of change in the 
way one does business.
The fourth point is if in fact there are new 
promising ways of doing business emerging 
from the demonstrations, it is critical to 
develop the nomenclature, the language, to be 
able to talk about these things so that the baby 
is not thrown out with the bath water. One of 
the issues that the National Community 
Building Network is struggling with - as a 
network as well as the individual organizations 
within them - is that at some point when the 
effort is no longer an experiment and it is no 
longer a demonstration, the tolerance for non
tangible or intangible outcomes tends to 
decrease. What happens when the organization 
gets to the point where it is no longer an 
experiment and people are no longer willing to 
invest in it without any quantifiable outcomes? 
You have some recourse in terms of 
documenting your process. Additionally, if one 
has examined and analyzed the way in which 
you have worked and has been able to identify 
specific tools or methods that can be useful to 
others or applicable in some ways to others, 
what happens is you cannot say, “Well, the 
Kellogg project didn’t work,” because it is not

one bulk item. There are several pieces that 
have been identified as part of the Kellogg 
project.
So the question comes five or 10 years from 
now, when you want to evaluate and say, did 
this work or did it not? Is there sufficient 
analysis and language available to really talk 
about the things that warrant further 
investment? Is there sufficient analysis to 
clearly delineate the things that probably do 
not? The issue of nomenclature and language 
to talk about best practices is key.
Given the first two points, which had so much 
to do with the specificity of peculiarities of 
local agencies and local contexts, I think it is a 
good recommendation to resist the desire to 
replicate programs in any scientific sense. 
Seldom are conditions in places or 
organizations so similar that actual program 
replication is actually plausible. Rather, if one 
looks to best practices as examples of things 
that are promising, that might be adapted in 
other contexts and other places, it puts less of a 
burden on that best practice as some formula 
and also provides the practitioner with some 
sense of being able to negotiate its own 
environment or being able to apply it in ways 
that make sense at the local level.
The last piece is about how does any of this 
translate into policy and what are the 
implications for practice? Again, the nomen
clature piece — the ability to talk about specific 
tools and methods that were developed that can 
be shared with others and talked about in 
concrete ways - is critical.
Second, I have not heard much discussion so 
far about implementation. There is a lot of 
discussion about policy and creating the 
mandate to go about doing business in a 
different way, but there is little attention 
focused on the actual implementation and what 
it would take to carry out that mandate. I think 
some of the thoughts that I have listed here 
might help you think further along those 
lines. ♦
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Building a Database and Telling Your Story

Data, Information, and People: 
Telling Your Story to Policymakers
Judy Waxman
I thought it would be fun to share with you a 
little about the way Families USA works. We 
consider ourselves to be advocates. We do not 
provide any direct services. Our job really is to 
make a difference in policy. We do it a variety 
of ways, working with local, state, and national 
folks on national issues. But the examples I 
highlight are a couple of the federal issues that 
we have tackled, where we like to think have 
made a difference in the policy and in the 
outcomes in legislation.
When we think about what data we want to 
present on an issue, we really have the luxury 
to start with what is the point we want to 
make? What is the change we want?
Then we take into account a variety of 
different factors. A major one, for example, is 
tailoring it to the audience. Who is it we are 
trying to influence and how do you do that? 
Let us say it is federal legislation we want to 
influence. Do we speak directly to members of
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Congress in their language, or do we try to get 
the message out to the broader public and have 
the public then influence members of 
Congress? And how do we do that?
We could also pick maybe targeting 
government officials, which would change 
what we would want to do. We could target a 
certain community. We could do it a variety of 
ways, but before we decide what it is we want, 
we think about who is the audience and what is 
the message. We also ask do we want to 
influence a particular piece of legislation, oris 
it the more general atmosphere that we want to 
influence? If we want to stop something bad 
from happening, we would present our data in 
a certain way - show what would happen if the 
bad thing happened. Or do we want to really 
pinpoint what the solution is that we are trying 
to see come about?
Another important thing to think about is what 
kind of report is going to be newsworthy. We 
really start that in the beginning of the 
discussion on what data we want. We think 
about how are we going to make this report, 
this information, newsworthy so that it has an 
influence. If it is a story that catches the 
attention of the media and gets out there in the 
public, our job is done for us in large part and 
we do not have to follow through with 
congressional members one by one because 
that information filters to the policymakers that 
we want to influence.
Last year in the fight for the child health 
program, we came up with this report: One Out 
of Three. Now, we were talking to 
Republicans. We already knew that the 
President was with us on this, but we needed to 
get to Congress. Thinking about the way they 
think and getting to the public, we asked 
ourselves what would help them think this was 
a good idea. We researched and found that the 
data could show that if you looked at, over a 
two-year period, how many kids were without
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insurance for at least one month, you found out 
it was one out of every three kids in the 
country. So we were not talking about just one 
particular vulnerable group, but that this 
country is in a crisis because one out of every 
three kids over that two-year period went 
without health insurance for at least a month. 
We thought that this would broaden the issue 
to get their attention.
We also looked at other data that told the story 
that 90 percent of the kids had a working 
parent, that the kids were more likely to be 
living in two-parent households, the parents 
generally were not covered, and that these 
were probably not the poorest kids - but you 
might even say more moderate income kids - 
that were more likely to be without insurance. 
We know why that is. Medicaid had already 
been covering the poorest of kids. But we 
wanted to create a picture for the leaders in 
Congress to feel comfortable with helping the 
majority - a very large chunk of kids in this 
country — and say to them, “How could a 
country such as ours leave all these kids 
without insurance?”
Obviously, One Out of Three was something 
that caught reporters’ attention that got us onto 
network news and we think added to the 
debate. The next report we did was What 
Happens If You Don’t Have Insurance? It 
looked at the situation of kids with and without 
insurance. Again, situations that all of us 
would intuitively know, but a lot of people on 
Capitol Hill particularly did not really 
understand. You know, we hear time and time 
again, “Well, these kids just, you know, they 
get everything they need anyway; they just get 
it in the emergency room and they don’t get 
primary care there.” So, they needed to hear 
what happens if you don’t have insurance; and 
so, we added those to the debate. I think, I’d 
like to think anyway, that they helped move 
the bills along.
The next report looks at another issue that we 
have been working on for a number of years. 
We call this report Short-Changed - Billions 
Withheld From Medicare Beneficiaries. This is 
a little different. In 1988, Congress passed a 
provision that would let low-income seniors 
have their Medicare premiums paid for by 
Medicaid. It is a little-known program and, in 
fact, a couple years after the program started, 
we did a report called The Best Kept

Government Secret. A few years later, we had 
a follow-up report called Still The Best Kept 
Government Secret. This time we came up 
with Short-Changed. We did not want to 
repeat exactly what we had been saying. We 
knew that a lot of low-income seniors were not 
getting to take advantage of this particular 
program because they did not know about the 
program. And again, we went to various 
Current Population Surveys - and I should 
give The Lewin Group because they helped us 
analyze that data and did the technical 
appendices to explain how we got the results 
that we did.
We knew what the results would be before we 
looked at it, really. We knew that millions of 
low-income seniors are not getting this help. 
Instead of just saying, “The seniors aren’t 
getting this help that’s available to them.” we 
said, “Because the nature of Medicare is that 
you have your premiums deducted auto
matically from your Social Security, that is 
how it works for all of us.” So what we said 
was that the federal government was wrongly 
withholding $2 billion a year from low-income 
people’s Social Security checks. That got some 
people’s attention.
We were able to take the information and 
actually negotiate first before we even put it 
out. We went to Health and Human Services 
and the Social Security Administration and 
negotiated with them over some of the policy 
changes we would like to see. We told them 
we were not doing this to embarrass them, but 
in fact this was a continuing problem through 
many administrations and we had some very 
good suggestions on how to change the 
behavior of the agencies. Ultimately, we would 
like to see Social Security certify people 
properly so they do not have to go to their state 
Medicaid office to be certified. We think that 
would make a difference. Indeed, we were able 
to negotiate some of the suggested 
recommendations before we even put out the 
report.
Somehow, this got the President’s interest. We 
really lucked out on this one, I have to say. 
This is obviously one of our success stories. 
The President actually released the report and 
said at the press conference in the Rose Garden 
that he was happy to see this report and that he 
was announcing a group of new initiatives to 
help low-income seniors take advantage of this
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program. It really could not have worked out 
better from our point of view. We took the 
information, fashioned it in a way that got their 
attention directly, and the press was very 
interested obviously. Not something that 
happens to us all the time, but it did on this one 
particular occasion.
The other point I wanted to make about how 
we released both reports is in terms of thinking 
about how newsworthy it is. We take national 
figures and whenever we can, we also put state 
numbers in. We try to reduce it down to that. 
For you, it might be taking your state or local 
numbers or report and relating it to some 
national issue that is on the table, or some 
other bigger kinds of issues. We feel it is very 
important to make it real, to make it state-by- 
state, and we often release these reports with 
advocacy groups in a number of states. So in 
any given report, we could have 30 or 40 state 
advocacy organizations around the country 
releasing it the same day with their own state 
information. This is the kind of coverage that 
becomes very rich.
Another area, which I think we have perfected 
to some degree, is putting the face on whatever 
the problem is. Rarely do we do any of these 
kinds of reports without having a real person 
there with us, a real person who has had the 
problem. In this instance, we had a wonderful

woman from the District who came to us 
through a local ombudsman program. She did 
not learn about this Medicare program through 
our report; she had just learned about it by 
going to this agency and she could talk about 
what a difference the forty-some dollars a 
month really made to her and her budget.
No matter what data you have, you have to 
have the people, too. You know the people’s 
real stories. You see them every day. We have 
created what we unfortunately call our “misery 
bank.” We keep a computer listing of all kinds 
of people we hear about who have various 
kinds of problems that will be amenable to 
policy changes. We have talked to them and 
bring them out to the press, to congressional 
hearings, or whatever. We have been helped in 
that by organizations around the country who 
also keep track of people. For instance, one 
hospital in New York - Beth Israel - has 
created a form that they have in their waiting 
rooms where people can answer various 
questions and say whether they would want to 
be called upon to speak to the press on a given 
problem that they have that could be translated 
into some policy change. The ability to put a 
face on the problem and to bring real people to 
the debate, I think, has made a tremendous 
difference in whatever we have done and all of 
you could do ♦

Questions
Q. You’ve mentioned that you’re losing Medicaid revenue due to the managed care type 
developments. I was wondering to what extent that’s occurring - maybe you could talk about that 
a little bit.
A. The most recent data we have is 1996. You re going to start seeing the trend starting now. I 
think we’re seeing in some places the competition for the Medicaid patient, the Medicaid 
managed care heating up. I don’t think the rates have ratcheted down yet; I think people think 
that’s the next step. Also, with the Medicare plus choice, I think people need to be much more 
concerned about their Medicare populations because I think there is going to be a lot of options 
open to seniors. But I can’t give you data beyond 1996 but we are beginning to get into 1997 
data, seeing a little bit of a decline.
Q. Have you or some of your hospital member organizations been gearing up for the new 
Medicare outpatient payment methodology - you know the ABCs?
A. Well, if you saw the original pie chart on Medicare population, Medicare population is usually 
about 40 percent in most hospitals in the country. It’s about 13-17 percent of our membership. 
Outpatient PPS, I believe, are one of the regulations they put on hold until after the year 2000 
computer glitch, so yes, we are looking at it but it’s not the front-burner issue right now. I also 
think our concerns would probably be in line in many ways with the rest of the hospital 
community but also the variable for what we would call a social severity index and I know 
they’re being sensitive to some of that.
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While I have the mike, let me just say one thing that I didn’t say in my introduction.NAPH is 
really pleased that our affiliated research institute has also received a grant from the Kellogg 
Foundation and we’re going to be running a senior policy fellowship program next year for about 
16 senior level people in public hospitals in our membership, educating them on the 
policymaking process, not just on the federal level but also on the state level. And, I believe our 
members who are here - hope I don’t leave anybody out - DC Public Benefit Corporation, 
Denver Health, University of New Mexico, Harlem Hospital is part of the northern Manhattan 
project, and Thomason in El Paso, Texas. So, I really want to talk to you all and we’re very 
excited about training more people in the public sector on the policymaking process. ♦
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Policymaking From a Different Perspective: 
Openings for a New Period of Reform
E.J. Dionne, Jr., Ph.D.
I want to talk about health care tonight, but for 
me to talk to this group about health care 
would be like my talking to Michael Jordan 
about how to improve his jump shot, or to Cal 
Ripkin about how to improve his Fielding.
We were talking at our table and Dr. Ronald 
David pulled out his speech and put it next to 
mine. That is when 1 realized I had left the 
health care part of my speech in my room and I 
skedaddled out to get it. But I thought, you 
know, that speech went over so well that if I 
simply took that text, put it in front of me, and 
gave it to you again, I would probably do 
better in your evaluations. But I won’t do that.
I want to say also that I am not here to discuss 
the most important issues now facing 
Washington. And those include the definitions 
of various kinds of sexual acts, the location of
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the dry cleaner somebody should have called, 
and those issues. I know this is a very high- 
minded group, and I do not want to get into 
any of those subjects, but if somebody for any 
reason wants to get into those subjects in the 
question period, I would be more than happy to 
do it.
It is good of you to have a journalist come to 
talk to you in this climate. We are not the best- 
regarded people right now in the country, I 
think. George Bernard Shaw once said that 
journalists seemingly are unable to distinguish 
between a bicycle accident and the end of 
civilization. The contest for the night is who 
can come up with the best rewrite of that in 
light of the news of the last six months. As 
journalists traveling around the country 
covering campaigns, we learn how we are 
thought of. George Bush created some bumper 
stickers for his campaigns that I understand the 
Democratic National Committee is buying a 
lot of and refashioning. They said, “Annoy the 
media, re-elect Bush.”
There was always a speaker in the Bush 
operation who would get up and tell the 
following the story of President Bush’s 
beautiful little granddaughter. You saw her in 
some of those commercials. She was visiting 
the President in the White House. She had 
gone to bed and all of a sudden she was 
wakened up by this terrible thunder clap. She 
is very scared and runs to her grandfather, the 
President, and he said, do not worry, dear. 
When someone tells a terrible lie, God 
thunders in the heavens. She feels much better 
and goes back to bed. Then about 2:30 in the 
morning, there is the worst thunder she has 
ever heard, and it goes on 30 seconds, a 
minute; it just keeps rolling. She runs in to 
President Bush again and he says, it is okay, 
The Washington Post just started rolling off the 
presses. I always say that when people stop 
laughing at that, we will be back to the days 
when we were played in the movies by Robert 
Redford and Dustin Hoffman instead of by the 
characters out of the bar scene in “Star Wars,” 
which is where we are now.
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I would like to talk broadly about four things 
tonight. The first is why I think there has been 
a loss of confidence in public action. The very 
kind of stuff that all of you work so hard on. 
By the way, I noticed in looking at the book 
that there is a program in Detroit that deals 
especially with obesity and people who are 
heavy smokers. I want to meet that person after 
the program, as someone who used to engage 
in one and still has a problem with the other.
But all of you are engaged in various forms of 
public action that I find very exciting. You are 
running against a trend in American life right 
now because, really, for 30 years, public action 
has been run down. It has been seen as 
something that does not work. A lot of Ameri
cans have run away from it.
It is not just government action that has fallen 
under attack and been seen skeptically by a lot 
of Americans. It is also all sorts of other 
community-based action and collective action. 
In fact, you use the word collective these days 
and you sound like somebody who is 
defending the old Soviet Union. That is what 
has happened to this idea of collective action.
Then I want to talk a little about the problems 
faced in reforming health care, in particular 
why the effort led by President Clinton a few 
years ago failed, but why I believe that the 
health care reform will not go away as an issue 
and actually is in the process of coming back. 
It will continue to come back until we get to 
the point where we have universal coverage or 
close to it.
Third, I am a journalist, so I ought to talk 
about our role in these problems. I want to talk 
about journalism, not only in the ways we 
might contribute to the problem, but also how 
we have been shaped by the very forces I am 
talking about. This story will have a happy 
ending because I did write that book called 
They Only Look Dead: Why Progressives Will 
Dominate the Political Era, and I actually do 
believe that there are real openings for a new 
period of reform in our national life. That is 
where I intend to conclude. When filmmakers 
have focus groups on movies, the focus groups 
always show that people want a happy ending. 
I actually propose to offer you one tonight.
I think you have to go back to the 1960s to 
begin to track the loss of confidence in 
government. I am not a 1960s basher. In fact, I

like to argue with ’60s bashers because it is fun 
to say. Does that mean you are against civil 
rights? Does that mean you are against 
feminism? Does that mean you are in favor of 
the strengthening of civil liberties that 
happened in that period? In fact, I think that 
’60s bashers like to make fun of people, 
hippies in hill communities, but they are, in 
fact, more wedded to the 1960s than any hippie 
in any hill community I ever met.
So, I am not a ’60s basher, but I do think that 
some of this problem did begin in the 1960s. 
And oddly, it began on both the left and the 
right. It was a revolt against activist 
government in various forms of public action 
embodied in the New Deal, in the Fair Deal, 
and ultimately in the Great Society. Some have 
seen it as the death of what Arthur 
Schlessinger called the vital center. The vital 
center was really vital center liberalism. It was 
about a belief that active government could 
solve problems. Well, in the ’60s you had an 
attack on that not only from the right, but also 
from the left.
If you look at the history, we pay a lot of 
attention to the rise of the new left, but, in fact, 
at the very same time there was a new right 
born then. Young Americans for Freedom was 
bom then. William F. Buckley’s National 
Review was gaining strength and intellectual 
influence. Both the new left and the new right 
were very critical of centralization. They were 
critical of bureaucracy. And, ultimately, they 
were very skeptical of this long New Deal 
project that had been so important to our 
country.
You can see the way in which these two ideas 
came together by what they attacked. If you 
listen to the new left, they attacked what they 
called establishment liberalism. And if you 
listen to the new right, they attacked what they 
called the liberal establishment.
The new left did not like liberalism because it 
was the establishment. The new right did not 
like the establishment because they thought it 
was liberal. But I think these two attacks came 
together and began to break down the 
consensus in favor of public action that 
Franklin Roosevelt, and Harry Truman, and 
briefly Lyndon Johnson had created in the 
country.
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Vietnam and Watergate really did in the whole 
idea that government was honorable, that the 
government generally knew what it was doing, 
that public action could be successful. 
Paradoxically, I think, while Watergate helped 
Democrats in the short run, it really was very 
important in laying the groundwork for the 
Reagan era. Ronald Reagan’s famous line, 
after all, was, “Government isn’t the solution - 
government is the problem.” People’s feelings 
toward government that were created by 
Watergate and also by Vietnam were a very 
big part of leading them to that conclusion 
about government.
Now it also is important - and I do not believe 
anybody in this room needs to be told this — 
that race and racial reaction after the civil 
rights period also played a role in creating 
skepticism about government. It was a 
skepticism rooted not in the failure of 
government but, in this case, in certain 
successes that government had. 1 think it is 
very important to say that it was not just racial 
reaction that created this skepticism about 
government. It was not just a kind of a running 
away from social problems that created it. 
There were some real failures in all of these 
programs, many of which you will look back 
on fondly. But there were real failures.
I think another piece of this rebellion against 
public action and the kinds of experiments that 
you folks are admirably trying to revive is that 
a lot of it came about because some of the 
early experiments failed. Go back and look at a 
little magazine called the Public Interest, 
which was founded by a group of neo
conservative intellectuals They were liberals 
who decided that not all the things liberals 
were doing made sense or worked. Slowly, 
many of them became conservative. They had 
qualms about the way urban renewal worked, 
about the way AFDC worked, about the way 
some community action programs worked. 
They reached a conclusion, as Nathan Glazier 
said, about the limits of social policy.
So, how did we get to the point we are about 
skepticism of public action? It was a mixture 
of political attack. It was a response to 
Vietnam and Watergate. It was, in part, about 
race. And it was, in part, about some real 
failures of certain programs.
Now I think, as Daniel Patrick Moynihan also 
has said, that there were more successes than

we would like to know in that period. 
Whenever some of my conservative friends 
talk about voucher programs for the public 
schools, I ask them how they feel about one of 
the most successful voucher programs in our 
history, which is food stamps. This is nothing 
but a voucher program. Maybe we can talk 
about the voucher issue later, but I think there 
were a lot of things, looking back at that 
period, that did succeed, but I think that some 
of this was also a response to failure.
I think that is why health care reform is so 
vexed. It really explains a lot about why the 
Clinton effort ran into trouble. I will not go 
into a lot of detail about the particular 
problems that might have existed in the 
Clinton plan. I am actually one of the handful 
of people in the whole country who still thinks 
that some of the design of that plan was pretty 
good. But I will not even try to make that case 
to you. There also were problems.
I think at the heart of the public’s ambivalence 
about health care reform is this enduring 
mistrust of government. And it is a paradox 
because, although Americans are intensely 
dissatisfied in many important respects with 
the status quo, they also fear that any changes 
in the status quo are only going to make the 
system worse for them. The public’s reaction 
against the Republican Medicare proposals in
1995 was almost a mirror image of the 
response to the Clinton plan.
In both cases, Americans sensed that they were 
in danger of losing something. If the 
Republicans campaigned in 1994 as the party 
that protected America from Clinton’s big 
government health plan, Clinton triumphed in
1996 as the savior of the government’s biggest 
health program. I think that paradox is 
explained by the public’s fear that they have a 
lot to lose even as they are dissatisfied with the 
existing system.
Now, I think the Clinton plan failed for some 
fundamental reasons. Hemmed in by budgetary 
constraints, attacked from both left and right, 
and bedeviled by America’s fragmented 
political institutions, Clinton and his policy 
team further wounded themselves by 
attempting to construct a grand policy 
compromise that ended up pleasing no one, 
and also ended up massively confusing the 
public. But the Clinton reform plan may also 
have been presented too early to succeed.
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That is why I think there is hope for the efforts 
that you are engaged in. Its attempt to 
anticipate the movement of the insurance 
market toward various forms of managed care 
ironically provoked that very development. 
Now, with the health choices of many 
Americans increasingly restricted, and public 
support for medical regulation at an all-time 
high, some of the Clintons’ plan’s central 
promises - a requirement that all Americans 
have a choice of at least three health plans, its 
promise of universal health care coverage, and 
its regulations on the quality of care - I think 
would look much better today than they did to 
Americans in 1993.
Indeed, some liberals in Washington have said 
privately that the failure of the Clinton plan 
may prove a long-term blessing for federally- 
led health care reform. Had the Clinton plan 
passed, many of the dislocating changes now 
taking place in response to market forces 
would have been blamed on the government. 
As it turned out, people are blaming the market 
and not the government for their problems with 
the health care system. And that actually 
changes the politics of health care quite 
substantially.
The kind of political openings that existed 
when Clinton made this proposal do not come 
easily. The failure of reformers to capitalize on 
that opportunity will indeed, I think, cast a 
long shadow on future efforts. Despite the 
defeat of the Republican leadership’s more 
sweeping Medicare reforms, many 
Republicans still want to incorporate major 
changes into Medicare that threaten its broad- 
based nature and may threaten its political 
support. They also continue to push for 
widespread implementation of medical savings 
accounts and other ideas that might shift the 
incentives in the insurance system further 
away from universal coverage and leave the 
risks even less broadly shared.
Many businesses - and I think this is very 
important - that once welcomed government 
efforts at cost containment have simply gone 
ahead and done the deed themselves. They 
may now prefer to have the government out of 
health care altogether.
These pressures are now felt most acutely by 
people at the forefront of health care, 
particularly people who are dealing with the 
poor. I do not need to tell anybody in this room

the pressures that people who give health care 
to poor people are under, or people in 
emergency rooms at city hospitals are under. 
But those pressures are getting more acute. 
And the opportunities these hospitals have to 
get reimbursed for that care are diminishing. I 
think that is one cause for the pressure for 
health care reform. Whether or not people say 
they are for universal coverage, in principle, or 
not, a lot of cities care passionately about their 
local medical institutions and the kind of 
pressures they have come under because there 
is this lack of reimbursement for the poor.
We also are seeing an amazing division among 
doctors. Some people in the room are old 
enough to remember when the American 
Medical Association formed a united front 
against any health care reform. Well, during 
the Clinton health care battle, the AMA lined 
up with Senator Paul Wellstone, a Democrat 
from Minnesota - not exactly one of the most 
conservative members of Congress - to present 
the first proposal that led to a health care bill 
of rights.
My pediatrician asked me to speak to this 
group of doctors that he was part of. He is a 
really good pediatrician, and so I do what he 
asks me to do. This doctor got up in the back 
of the room and started assailing managed care 
companies, and how this was terrible, awful, 
corporate medicine. I looked at him and said, 
“You know, it’s really funny how very 
conservative Republican doctors sound like 
Marxists when they start talking about 
managed care companies.” But it is true. I 
think all of you in this room have had this 
experience. And, bless him, he agreed that he 
did sound like a Marxist when he talked about 
managed care companies.
I think that this is one simple example of the 
kind of pressures that have been created within 
the medical profession. There are huge 
differences between surgeons and other kinds 
of physicians, or huge differences between 
emergency room doctors and other kinds of 
physicians. Obviously, there are very big 
differences between different kinds of medical 
institutions. That is good and bad news. It is 
good news for advocates of health care reform, 
because the forces that might once have 
succeeded in blocking it have a more 
complicated relationship to reform; indeed, 
some of them are sympathetic to it. It is bad
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news because I think the kind of political 
coalitions you could create for health care 
reform are infinitely more complicated now 
than they used to be - the kind of coalitions 
you could create with some doctors, with some 
business people.
I think the array of forces which were very 
hard to organize and mobilize when Clinton 
presented his health care plan are even more 
difficult to organize and mobilize now. As you 
do your work, at least one of the things I would 
be most interested in seeing is what you learn 
about the array of political forces - and I mean 
political in the good sense and in the broader 
sense - how they are organized and how they 
might be organized finally to give us universal 
coverage.
The fact is the demand for universal coverage 
will not go away, because the number of 
uninsured is going up and there is no sign that 
that trend is going to reverse itself. It is slow, it 
is incremental - it is a few million a year at the 
moment, but it is an issue that has a lot of 
power in the electorate because that group is 
growing bigger.
It is not just the very poor who are part of that 
group. It is a lot of people in what a friend of 
mine likes to call the second quintile - all 
those people who are at the 20,h to 40th percent 
of income in our country. They are not quite 
the working poor, but they’re not even quite 
the working middle class, either. It is this 
group, which I believe has a lot of potential 
political power in the country, that is most in 
jeopardy of losing the benefits they now have, 
and is in most jeopardy from our lack of 
universal coverage.
In political punditry, you always have to be 
careful of what I call the oops factor. And you 
have seen the oops factor as being more 
powerful in health care than any other field. 
When Clinton presented his plan, the country 
was all for it, the country wanted universal 
coverage. It was inevitable that it would pass, 
and it failed.
When the Clinton plan failed, the political 
punditry said no one is ever going to want to 
take up the health care issue again; this is a big 
loser; it is too politically divisive; the people 
do not want the government in health care. 
Immediately, the Kennedy/Kassebaum bill 
passed, which might be seen as an imperfect

instrument, but it was a serious government 
intervention in the health care market. People 
said, yeah, but nobody will favor a tax increase 
to expand health coverage. Lo and behold, that 
well-known big-tax, big-spending Senator Orin 
Hatch hooked up with Senator Ted Kennedy 
and passed a fairly big increase in the cigarette 
tax to expand health care coverage to a very 
significant number of kids. As you all know, it 
is arguable how many kids that will end up 
being, but that was a very big incremental 
change.
My view is that the oops factor in each 
instance should show us how difficult it is to 
achieve reform, but should also show us that 
the pressures on this issue are inexorable. 
When you see Congress debating the health 
care bill of rights now - or all these various 
proposals to require health plans to cover this 
or that procedure - what you are seeing is a 
renewal of interest in various forms of social 
control of medicine.
The recent up-and-down history of health care 
reform suggests that first we had a dismissal of 
government-run medicine. We flirted briefly 
with the idea of an unrestrained market. And 
we may end up with a spirited reconsideration 
of the proper role of government in American 
health care. I think that this recent up-and- 
down history suggests that in politics, strange 
things happen. I think the strange things are 
actually creating a greater opening today for 
your work than might have existed three, four, 
or five years ago.
This loss of confidence in public institutions 
affects us in the press. Before I get to my 
optimistic presentation, I would like to talk 
about how we have been affected by this 30- 
year trend. One of the reasons I want to talk 
about this is because I am like a great many 
reporters who like to see more coverage of the 
kinds of work you are doing and the kinds of 
work that is happening on the ground - people 
trying to solve problems. It turns out there is a 
lot of market research that tells newspapers 
that readers like to read such stories; viewers 
like to see such stories. They always complain 
that we do not do enough of that kind of stuff.
I would like to suggest that we actually do 
more of it than people sometimes notice, but 
that there are some real pressures out of this 
30-year anti-government, skeptical-about- 
everybody-involved-in-public-life trend that

63 E.J. Dionne, Jr.



Community Voices: Healthcare for the Underserved

has affected us and pushed us in certain 
directions.
The first, obviously from the time of 
Watergate, is the rise of investigative 
journalism. It is no accident that I mentioned 
Woodward and Bernstein as the best time for 
the portrayal of reporters in the movies. After 
Watergate, a great many people in the press 
decided that the press had given up, or had not 
played its role in looking into public figures, 
looking into the corruption of public figures, 
accepting too much on faith the things that 
public officials were saying. There was a 
skepticism about them that created a much 
greater interest, within the institution of 
journalism, in investigative reporting.
Vietnam had a similar effect on calling into 
question the public statements of government 
officials. There were a lot of reporters who 
came back from Vietnam and said, gee, the 
government lied to us, or these officials lied to 
us, or the story we got about what was 
happening in the war simply was not true. That 
also fed a kind of skepticism about public life 
and government which, I think, in many ways 
was justified.
It has led to some trends that we now may 
deplore or be unhappy with, but I think that 
was understandable. So, too, did the great 
deficit of the 1980s create, I think, a greater 
concern than might have existed before with 
government waste and profligacy.
For the 200 years of our republic, the press has 
always been good at reporting about this or 
that piece of government waste. People like 
those stories - it confirms mostly what they 
think of government anyway. But I think in the 
deficit period, especially on television, there 
was a much greater tendency to run regular TV 
segments, which you see on almost all of the 
big networks and a lot of the smaller networks, 
about government waste, about this govern
ment program that is supposed to do this but 
actually funnels money into somebody’s 
pocket, or they propose to do this and actually 
the program had exactly the opposite effect as 
was intended.
I think that this was a secondary effect of the 
Watergate/Vietnam era. I also think it was an 
effect of the deficit. Deconstruction is popular 
in academia, and you have had a kind of 
deconstruction of politics and politicians going

on, again, since the Watergate era. Motives are 
suspect; hidden agendas are always looked for. 
As a friend who does not like reporters very 
much once said, “If you look all the time for 
hidden agendas, you forget that there is a real 
agenda on the table.” That can happen. But I 
think the search for hidden agendas is part of 
reporting and part of what is normal in the 
press now.
Finally - and this may be controversial and we 
can talk about this - I think a focus on divisive 
social and moral issues has also pushed 
people’s attention away from other kinds of 
social issues involving assistance to the poor, 
rebuilding communities. It is a lot easier to get 
a clear yes or no kind of crossfire on an issue 
like abortion or gay rights than it is to get one 
on an issue such as health care. On health care, 
as we saw during the Clinton fight, it was very 
easy for people to say you hate the poor and do 
not want them to have health care, or you want 
the government to take away everybody’s 
rights within the health care system. But really, 
if you want a motive power, an issue like 
abortion or gay rights will get you there pretty 
quickly.
I think there has been a tendency, in these new, 
sort of combative formats on television, to put 
a lot more emphasis on those kinds of issues 
and a lot less emphasis on issues that are a lot 
harder to argue about in that kind of format 
than abortion.
I think it is a mistake to see the press as 
abandoning all concern with social issues. I 
will give you four examples where I think 
there has been a lot of reporting. One that the 
Kellogg Foundation has done a lot of work on 
is the foster care system. In communities all 
over the country, local newspapers have done 
at least a passable job of calling people’s 
attention to problems in the foster care system. 
In some cases, you actually have had good 
reporting and courageous reporting in pointing 
out these abuses. And that reporting has had an 
effect over the years in at least leading to some 
reforms in the system. There is a lot more 
work to be done, but I think you have seen 
that.
On the health care issue, I think you saw 
during the Clinton health plan debate some real 
discussion of our lack of universal coverage 
and the problems that causes. You have seen 
continuing attention to the problems with

64 E.J. Dionne, Jr.



Community Voices: Healthcare for the Underserved

managed care, the kind of choices people have, 
the kind of choices they may have lost - there 
has been a lot of reporting on that. I think you 
have seen a fair amount of journalism on 
welfare reform since the welfare bill was 
passed, and a lot of attempts to say how is this 
really working on the ground, what changes is 
this bringing about, what problems may be 
caused by this bill, this law, in the future. 
Finally, I think you saw a good deal of focus in 
journalism, especially in 1996, on the new 
inequalities created by the new economy - 
downsizing, outsourcing, and all of that. You 
have seen less of that since the economy has 
taken off.
In all of these areas, and many others, you can 
argue that journalism is not doing what it 
should be doing. My theory is journalism 
never really does all that it should be doing. I 
think there is an attempt to create a focus on 
some of these things. I think, again, to create 
some grounds for hope, there really is a kind of 
reform movement that is growing inside of 
journalism. There is the civic journalism 
movement, which says journalists cannot 
simply look at themselves as economic actors 
writing for newspapers or reporting for stations 
that make money. They are civic actors; they 
have civic responsibilities; they have a 
responsibility to democracy.
What we do is essential to the operation of 
democracy, whether we like that fact or not. 
We really do not have much choice in that 
matter, so we may as well play that role 
directly. Some civic journalism experiments 
have done some very interesting things in 
trying to get newspapers to focus on local 
problems of specific concern to localities, and 
say what do we, as a community, think about 
this, how do we want to argue about this, what 
solutions might we come up with?
There was a big newspaper in North Carolina 
that did a lot of work around the crime issue 
and came up with some interesting results. Of 
course, with the crime rates going down 
everywhere, everyone can claim credit. Mayor 
Giuliani claims credit in New York. This 
newspaper series can claim credit in North 
Carolina. But it did seem to have some effect.
Now, civic journalism is very controversial 
within my profession, and for some good 
reasons. A lot of reporters fear that civic 
journalism can become a kind of local

boosterism. A lot of local newspapers do not 
like to make enemies; they like advertising. 
Enemies do not create a lot of advertisers. And 
civic journalism can be used as a slogan to 
justify a kind of withdrawal from controversy 
and an attempt to create a nice consensus in a 
community, or to suggest that a consensus 
exists where it does not. So, that is one kind of 
critique of civic journalism.
The other is that civic journalism can look very 
partisan, because you end up picking out the 
problem that you are going to focus your 
resources on. Picking out a problem is a 
political act. It is a very conscious choice. 
Once you define this problem, you may be 
leaving out some other set of problems. Once 
you define this problem in a certain way, you 
are leaving out other definitions of that 
problem. But even those who have these and 
other critiques of civic journalism understand 
that something needs to be done in our 
profession.
So, there is a kind of second wave of reformers 
who, I think, are going to use some of this 
space opened up by the civic journalism 
argument to try to get us back to the business 
of reporting on the kind of things you do - on 
the kind of social problems that deserve 
attention.
The Center for Excellence in Journalism is 
trying to get newspapers and television to 
cover politics again - to cover public issues 
again. They are trying to show that you can be 
successful commercially and cover public 
problems, that there are local stations all over 
the country that have been successful 
commercially and have very serious coverage 
of public problems. They are suggesting that 
we are evading our responsibility if we decide 
that newspapers should be nothing but sports 
and recipes.
Now, as you look at me, you know I like 
recipes. I also like sports. I do not want those 
sections ever to be shrunken. But I think there 
is a danger in our profession that we are going 
to move too far to that and have a news hole on 
public problems that sort of constitutes a page 
between several pages of sports and recipes. I 
think that trend is now being fought real hard 
by a lot of different journalists, including 
people who do not like civic journalism, 
people who disagree on politics. I think that 
reform movement is occurring.
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The last thing I want to say about reform is to 
suggest why I think there is an opening for 
reform in our country that may not have 
existed before. If you go back to the 1992 
election, you saw fundamental breakpoints in 
our history. A lot of historians cut up history in 
different ways. It is sort of like history is a 
piece of salami, and different historians might 
put the slice in different places.
My own view is that we went through a rather 
long conservative era that began with Richard 
Nixon’s election in 1968 and ended with 
George Bush’s defeat in 1992. That was inter
rupted briefly by Jimmy Carter’s election.
In that period, there was the kind of skepticism 
about government that I discussed earlier. The 
slogan was Ronald Reagan’s government is 
not the solution, government is the problem. I 
think that this politics was popular and, in 
some ways, successful during that period, 
especially in the mid-1980s.
Beginning in 1988 and reaching culmination in 
1992, that politics ran out of gas. The public 
clearly began moving to the idea that there was 
no substitute for public action in certain areas, 
that the market, all by itself, will not solve 
certain problems no matter how successful the 
market is in creating wealth and doing other 
things. George Bush himself recognized this 
when he said that he was going to be the 
environmental president and the education 
president. Those were very interesting things 
for a Republican president to say, and I think 
they reflected a certain sensitivity to the public 
mood that was already beginning to change in 
1988.
By 1992, in a period of economic downturn, 
the demand for government action was even 
greater. In some ways, Ross Perot captured the 
mood of the country better than anybody when 
he said that Americans want somebody to get 
under the hood and start fixing things. Now, 
the country decided that they would not risk 
Ross Perot as their national mechanic, but I 
think they accepted his recipe and decided to 
hire another mechanic.
A lot of people talk about Clinton as standing 
for nothing, running on nothing, and being a 
little of this and a little of that - we can be very 
good at being a little of this or a little of that. 
But if you look at the ’92 campaign, I think he 
made a series of very concrete promises to the

country beyond simply restoring prosperity 
and reducing the deficit.
He promised to reform welfare, not in a way 
that threw people off the rolls, but created 
opportunities for people to move into jobs. He 
promised to reform health care, and we know 
where that went. He promised to reform the 
political system. If you go back and listen to 
his speeches on campaign finance reform, they 
are rather striking and have been repeated back 
to him by Republicans since the 1996 
campaign finance scandals. And he promised 
to reform all those things the government did 
in the area of job training and education to help 
people through a very complicated economic 
time.
Now, my belief about the ’94 election is that 
the Democrats were not punished for what they 
did, they were punished for what they did not 
do. If you think of the person who voted for 
Clinton, who went the polls in ’94, he or she 
looked and saw that welfare reform as Clinton 
promised it did not happen; health care form 
did not happen; campaign finance reform 
surely did not happen; and all those nice little 
job training and education initiatives that 
Labor Secretary Reisch used to talk about were 
all shrunken in the effort to balance the budget. 
So, when you looked at who voted and who 
did not in 1994, and where the shifts came, 
mostly there was a demobilization of 
Democratic electorate and a shift among 
moderate-income, moderate- to lower-middle- 
income Democrats, toward the Republicans 
because, I think, of what they had not gotten 
out of the economic recovery and out of those 
Clinton promises as anything the Republicans 
promised.
As a political scientist once wrote, voters are 
never unhappy about biting the hand that had 
slapped them in the face. I think there was a 
sense that that is what had happened. When the 
Republicans took over, I think they radically 
misread the mood of the country. They 
believed the country had voted to get rid of 
government; you know, the government was so 
unpopular that it would be possible to cut back 
on Medicare, on Medicaid, on a whole series 
of other things. That turned out to be wrong.
It was not only liberal Democrats who 
recognized that. Bill Crystal, former aide to 
Dan Quayle whom you see on ABC News, a 
conservative Republican, once said that the
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strangest thing to him was that the Republicans 
campaigned in 1994 saying Medicare has 
absolutely nothing to do with this election, and 
one year later had made Medicare the central 
issue in American politics. They assumed, I 
think, that because government was so 
unpopular they could take all of these actions.
Rep. Dick Armey once said that behind every 
new deal and new frontier and fair deal lurks, 
with a difference only in power and nerve, the 
same impulse that lay behind five-year plans 
and great leaps forward. That is an amazing 
statement. That says that FDR and JFK and 
LBJ were inspired by the same ideas as Lenin, 
Stalin, and Mao. I think that view of American 
government is much more radical than the one 
the American people hold. One of my favorite 
possessions, by the way, is a letter Dick Armey 
sent me when he sent me the book in which 
that quote is in. He said, “Dear E.J., I hope you 
enjoy this book. This will give you an idea of 
what I think, and what I think of what you 
think. Best wishes, Dick Armey.” And I’ve 
always been grateful to him (a) for not being a 
pandering politician, and (b) for sending me 
that book, because I greatly enjoy taking him 
to task for that view of American government.
I think that that is a kind of radical view that 
Americans never supported. Clinton realized 
that, but the Democrats in Congress never 
realized that. Clinton was at Speilberg’s house 
the other day, and he invented a character that 
came straight out of Hollywood, sort of like 
R2D2, called M2E2. And M2E2, as you 
remember, was Medicare, Medicaid, 
Education, and the Environment. I think those 
four identify very precisely areas where 
Americans, whether they are liberal or 
conservative, whether they are skeptical of 
government or not, believe that there is a need 
for public action, including government action.
I think the M2E2 campaign was successful not 
because it was a contrivance that simply 
attacked people unfairly, but because it had a 
positive spin, which is these are things 
Americans want to do something about. By the 
way, I think there are a lot of Republicans who 
believed that all along and have been put in a 
much better position in their own party to 
make the case for that kind of public action 
because of the failure of that experiment.
I think that we are in a period very much like 
the period that our progressive forebears of a

hundred years ago are in. If you look at where 
we are and where they are, they were going 
through a very similar kind of economic 
change to the kind of economic change we are 
going through now. Then, we were moving 
from farm to factory, from small town to big 
city.
Now we are moving from factory to this high- 
tech age, sometimes to the garage in the back 
of our houses, sometimes out of the factory 
and into a lower-paying service job. But we are 
moving around just as they did. We are going 
through some of the same kind of economic 
growth they experienced. I think one of the 
important things about discussing the economy 
now, a lot of people who are social reformers 
and social critics tend to look at this economy 
and point to all of the problems that exist and 
the inequalities that exist. That is true; those 
are there. But it also is true that this is an 
immensely creative and productive period in 
our national life. It was just like that back then. 
We were creating new fortunes, new products, 
and also new slums, new insecurities, and new 
fears, all at the same time.
What the progressives did a hundred years ago 
is say we are in a new period. We are in danger 
of losing some of the values we most care 
about, whether it is in bringing up kids or in 
the organization of our lives. When you move 
from the farm to the city, it is a tough 
transition for a lot of people. We also are in 
danger of losing democratic control over our 
country. If you go back and read the 
progressives, they were obsessed with the fear 
that concentrated wealth and all of these other 
economic changes would diminish American 
democracy as we had come to know it. What 
they began was an effort to write new rules for 
a new economy that culminated eventually in 
the New Deal, but led, at the time, to 
everything from pure food and drug laws to the 
beginning of Workers’ Compensation and a lot 
of other fixes for this new period.
I think it is inevitable that we are going to look 
for, and have already begun to look for, that 
kind of reform in this era, because people do 
not assume that the market fixes all problems 
and that the market rights itself.
Another thing happened in that period - and 
this is where I want to close, and why I think 
the kind of work you are going to be engaged 
in is so exciting. We look back on pro
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gressives, or liberals, or whatever word you 
want to use - sometimes I think a progressive 
is a liberal who has looked at the polls and 
needs a new title fast. In fact, I think that is 
unfortunate, because the word progressive is a 
very good word in our tradition, and it is a 
word that should be honored. But if you look 
back at what those progressives did, they did 
not only look to government to solve 
problems. That period was also a time of 
immense social creativity in American life. 
People sensed there were new problems out 
there, new challenges to communities, 
neighborhoods, and families. They created a 
whole series of new institutions outside of 
government to deal with them. Professor Bob 
Putnam at Harvard, who was famous for his 
book Bowling Alone - you know, we bowl a 
lot but we do not bowl in leagues anymore; 
we’re more individualistic - has looked back. 
So many of the organizations we now take for 
granted - the Red Cross, the Boy Scouts, the 
Girl Scouts, the NAACP, the Elks, the 
Shriners; it is a very long list - were formed 
between about 1890 and 1930.
We are still living off the social capital in our 
society that was created by our forebears a 
hundred years ago. I think the challenge of 
now is not only to reform government, and not 
only to look for new rules to give people a fair 
shot in this new economy. I think there is a

challenge in the society to create new 
institutions that we create ourselves, in our 
neighborhood and nationally, to deal with 
these new social challenges. There is a lot of 
evidence that that is starting to go on, and I 
think this project could end up being some of 
that evidence.
So I would urge you in your work to look for 
new ideas. I think we need to restore 
confidence in the possibility of public action. I 
think we need to restore a public sense that 
there is a need for public action in certain 
spheres. I think we need to make the case that 
markets alone do not solve problems.
When I look back at our progressives, I do not 
believe that they were any wiser, or any more 
organized, or any more moral than we are. 
They did it a hundred years ago, and 1 do not 
see any reason why we cannot do it again.
I would just leave you with a thought from 
Michael Harrington, the man who convinced 
the country that maybe we should deal with 
poverty again back in 1963. He said that when 
we join in solidarity, and not in noblesse 
oblige, with the poor, we will rediscover our 
own best selves; we will regain the vision of 
America. I think we can do that, and I wish 
you God speed in the work you are going to be 
doing. ♦

Follow-up Discussion
A lot of people say incrementalism reduces the pressure for reform. I actually disagree with that. 1 
think incrementalism can create the possibility of further reform, and that reforms can build on 
themselves and create constituencies. And so I think, for example, on kids health care, we re 
going to look back and say, gee, we didn’t cover as many kids as we thought we were going to, 
what can we do about that. And we may do more about that.
Clinton proposed this reform of Medicare, which I thought was very interesting, to lower it down 
to 55, the Medicare buy-in. Now that would only cover 300,000 people, but I thought that was a 
very interesting possible road to universal coverage, because Medicare, or, some have said, the 
Federal Employees’ Health System, could become an insurer of last resort. And once you open 
this up - I think the Republicans who opposed Clinton on this were very shrewd, because they 
basically said once you open this up, you’re going to keep wanting to open it up, you re going to 
create subsidies. And one of the Democrats said, yeah, that’s what we want. And I m very 
disappointed that that never got debated, because I think that was a real opportunity - because the 
proposal was limited enough, it was an opportunity to have a real debate between.

I think you’re seeing an awful lot of interesting things going on in the churches. And the churches 
are leading a lot of different kinds of renewal efforts in the neighborhoods. You re seeing things 
like what the East Brooklyn churches did with housing in cooperation with a lot of other 
community institutions; what Gene Rivers is doing up in Boston with his ten-point coalition on
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crime and drug addiction and teen pregnancy. But also job development and trying to link up 
programs for kids in trouble with programs to help kids stay in school and job development. And 
you°go through quite a significant list of church-based programs in a lot of different areas.
A colleague of mine and I organized this event on what faith-based institutions are doing about 
poverty. And we had this amazing meeting of people from lots of different kinds of churches; 
very activist, inner-city ministers; a guy from the gospel missions who said just to understand 
who we are, we’re the people who hit you over the head with a Bible and pour soup down your 
throat. The kinds of things that are happening out of these organizations, they are using, just as 
the progressives did and just as the civil rights folks did, these old institutions to build new things 
in neighborhoods.
1 think the community colleges are a very exciting place for a lot of different kinds of things to 
happen. When you look at what those institutions do, they are an amazing place to link together 
economic needs of individuals with social needs of communities. They’re a place where people 
have second or third chances in their careers, where people can go back to school, retrain 
themselves. They’re a place where lots of institutions in the community can find a home, or at 
least a safe place to meet and create other kinds of organizations. ♦
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Moving Public Will: What It Is, How to 
Shape It, and Who Should Create It
John E. McDonough, DrPH.
Feel welcome to ask me any question that you 
ever wanted to ask a real-life politician, or an 
elected official. The ground rule is there are no 
ground rules here.
I want to do two things with you tonight. First,
I want to talk about a word that I know you 
talked about a little bit with E.J. Dionne - but I 
want to get into it a bit more concretely - and 
the word is politics, and how that affects what 
you do, the context that you operate in, and 
what you are trying to do as part of this 
project.
Second, I want to present you with a model 
that you can bring back to your activities in 
your communities that I have personally found 
to be enormously helpful in trying to 
understand this crazy world of shaping public 
policy.
Rather than giving you some fishes, I want to
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teach you a little bit about doing some fishing 
yourself so that you have some of your own 
stories that you can tell along the way.
I got your book, and I see definitions: public 
policy, organizational policy, public education. 
The word I am interested in is politics.
Is there anybody here who has never uttered 
the word politics? Okay, no takers on that.
Can you tell me your definition of the word 
politics? I will start out. I am going to 
eliminate a couple of definitions that people 
raise, and I will just rule them out right away. 
The first one is politics - poly is from the 
Greek and that means many, and tics are 
blood-sucking insects, and you put the two 
together. So we will leave that one aside. Was 
that yours?
The second one Jay Leno uses when he says, 
“Politics is show business for ugly people.” So, 
we leave that one aside. Now, I would like to 
know, can you give me a definition of the 
word politics? Yes, that is my definition. 
Politics is in the way, in a civil society, that we 
try to figure out who is going to get what. So 
when we talk about the politics of health care, 
we can see that the definition fits precisely. 
When Congress was deciding in 1997, in the 
Balanced Budget Act, that they were going to 
cut $120 billion out of Medicare’s growth over 
the next five years, they were making political 
decisions - who was going to get the impact of 
those cuts; was it going to be providers, was it 
going to be the recipients, was it going to be 
what set of providers, what set of hospitals 
versus another.
Who gets what is what we are talking about. 
When we talk about who gets what, there are 
lots of ways in human society that people 
decide who gets what, but the chief way that 
people have decided, over time, has been 
through violence. People go to war; people 
fight with each other; people pick up clubs and 
beat each other to get what they want. Politics 
is a way that we use to try to figure out in 
some way who gets what without having to 
resort to violence.
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A lot of people, and the media feeds this all the 
time, have a very negative view of politics. 
Politics is bad. When something goes wrong 
and someone says why did that happen, they 
say, oh, it is politics. So we are fed all the time 
that this is a very, very negative thing.
I have a very different point of view. Politics is 
neither good nor bad; politics is neutral in 
itself as a force. Whether it is good or bad 
depends upon the values that you bring to your 
own exercise in politics. I will give an 
example, when I talk about the model that I am 
going to present, about how we used politics, 
how we used political dynamics in 1996 in 
Massachusetts to pass a law to commit the 
state to covering every single kid who lacked 
health insurance. It was raw politics, but it was 
politics, in my view and from my moral 
framework, for a very, very positive reason.
I think it is important for people to understand 
not to buy into the negative, the pejorative 
characterization of politics. Politics is very 
much a liberating force. When political 
systems do not work, when they break down, 
you have Northern Ireland, you have Bosnia, 
you have Rwanda. Where the political civil 
structure does not work, your people resort to 
violence to get what they want. And so a 
healthy, functioning political society has lots 
of conflict, has lots of people arguing. I hate 
Rush Limbaugh - everything he says. But I 
listen to him, and I appreciate what he does, 
because he is inciting things; he is riling things 
up.
Somebody who is very misunderstood - a guy 
by the name of Machiavelli writing in around 
1500 - said where there is no conflict, you can 
be sure you do not have a republic; you do not 
have a good functioning society without 
healthy conflict. And politics is the way that 
we express it.
The other point I want to make about politics is 
this: there is a view of politics, again, that 
comes through from the culture and the media 
that politics is about them; politics is about 
those people in Congress, in the statehouse, in 
city hall; and the deals that they cut with and 
for each other and for themselves to get what 
they need for their own particular issues. It has 
nothing to do with me and nothing to do with 
the people that I care about. I really detest that 
attitude, because politics only becomes about

them and only their province when we, the 
people, allow that to occur.
We have a health center in Boston, the 
Codman Square Health Center. You know 
what one of their big projects is? They have a 
voter education project that they do as part of 
their work. They educate the citizens in this 
very poor neighborhood about the civic 
environment and what is going on. They make 
the candidates come and talk to the 
community, and listen to them, and engage 
with the community. They say that that is 
absolutely what a health center should be about 
— empowering people and making people take 
back the politics so it is about us, it is about 
what we need and our needs. As you think 
about what you do in your communities, I 
would suggest you all think about trying to add 
in someway.
I want to show you some things that can help 
you to think about this process. I spent 13 
years in the Massachusetts House of 
Representatives working through the policy 
process, taking raw ideas and trying to move 
them through not just to enactment, but 
making a difference in people’s lives. I am not 
going to go into fine detail, but just to try to 
give you an understanding of what the policy 
process is about and how it actually works.
I saw this map about a year ago. But it really 
is, I think, the best map that really helps you to 
understand. This is a satellite photo from about 
80,000 feet above ground level in terms of the 
policy process. What you can see is on the top 
you have a variety of different kinds of things 
going on in society. They are biological; they 
are cultural; they are demographic in terms of 
population change; they are ecological; they 
are economic, a recession or an economic 
boom; they are ethical; they are legal, 
psychological, social, and technological inputs.
All of these things going on in many ways all 
the time, creating inputs, ideas, and problems, 
and issues that need to be addressed that set in 
motion what is called here the Policy 
Formulation phase. This is where the agenda 
gets set and where the ideas that reach the 
agenda get through to actually become law.
Every one of you can leave here tonight with 
this agenda-setting model. You can learn it and 
put it in your pocket and take it back to your 
community and use it. I can say that because I
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am going to demonstrate how I used it. When 
something gets on the agenda, then it reaches 
the Development of Legislation phase. You 
have ideas that become bills. Some of them, in 
a filtering process, become laws.
And then you move from the Policy 
Formulation phase into the Policy Implemen
tation phase, which has two key components. 
One is the regulatory phase, the rule-making 
phase where the agency has been handed this 
law with all of the things that have been 
spelled out in detail and all the things that have 
been left to the imagination, and they have to 
figure out how to create regulations to make it 
happen. And then you have the policy 
operation or the implementation phase. This is 
where it goes into real life. This is where your 
state government starts signing up kids for 
their children’s health insurance program.
It goes through this process, and whatever goes 
through this process results in outcomes, 
perceptions, and consequences. It is impos
sible, I can tell you, sitting in a legislature, 
looking at a proposal, sorting it out and 
thinking about it, to really be able to predict 
every single result, every single impact that is 
going to come out of even the most 
insignificant piece of legislation. And when 
you are talking about large pieces of legi
slation, it is inevitable that there are going to 
be consequences. Some are good; some, gee, 
we never even thought these things might 
happen. Some are bad, some are intended, and 
some are unintended.
All of those outcomes, perceptions, and conse
quences create feedback that triggers the 
Policy Modification phase. The Policy Modif
ication phase could set off an entirely different 
agenda; it could require new legislation; it may 
require just a change in the rule-making 
process; or it may just require a modification 
to policy operation. The important thing to 
understand is this: People look at the policy
making process and they view it as linear. 
What I like about this diagram is that it is 
cyclical - it is a circle that goes around and it 
does not stop.
You may get to the circus and you see a merry- 
go-round. And the merry-go-round has been 
going around for years and years. You can 
jump on it at any point that you want to, and be 
a part of the action. The thing is that it never 
stops. It is never over. The policy process, in

almost any issue, is never over - it always 
keeps going.
Again, the reason I put this here is because I 
think this is useful in terms of seeing the whole 
process and understanding how the different 
pieces fit together. Now, remember that this is 
a satellite photo from 80,000 feet. I am going 
to take Development of Legislation, and drop 
down to about 20,000 feet. Do not worry - this 
is going to alarm you, but do not worry. Just so 
you understand, at this level you cannot see the 
mountains, you cannot see the rivers. Here 
they are. Here is the legislative process in 
Massachusetts. Here is how a bill becomes law 
in Massachusetts.
Every state has a diagram similar to this. Every 
single bill has to go through, in every single 
legislature, this incredibly intricate, compli
cated process. Why? How many of you have 
done quality improvement of TQM? You all 
know what it is, though, in one way or another. 
What is the first thing you do in a TQM 
process? Well, you flowchart out a process. 
You try to understand it. Why? To get rid of 
the duplicative steps, to get rid of the 
redundancies. Well, you could do a great TQM 
process here. It is my favorite because when I 
was in the House, I said, yeah, if we could just 
get rid of the Senate. We could cut it in half 
right away. We could cut down these number 
of boxes here; we could cut them down to two: 
go bill, committee, House floor, governor; 
vavoom, we would get a lot done.
Now, no legislative body in the country, no 
state legislature or Congress, has done that. 
Why not? Go back to the Federalist Papers to 
understand this, number 10 and number 51. 
These processes were not set up to pass 
legislation, to pass laws. These processes were 
set up to defeat legislation, to make sure that as 
few things as possible become law. So, when 
you go into a process of trying to understand 
how to influence process in your state, 
understand that the process is rigged against 
you. It is not personal — it is rigged against 
everybody.
The process is designed to be as difficult as 
possible. Why? Because when these systems 
were created in the 1780s and ’90s, we had just 
come out of a revolution. We had thrown off a 
tyranny. It was a very difficult fight and people 
were very consumed with fears that investing 
authority in a new central government would
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resurrect a different form of tyranny. That is 
why these things were made difficult.
Now, these things hurt you when you want to 
get something done. These things also help 
you when you want to stop something. For 
everybody who complained about the process 
in ’93 and ’94, and how we were not able to 
get national health care reform through, they 
were saying thank God for the process. The 
same in ’95 and ’96 when we stopped what the 
Republicans tried to do with Medicaid and 
Medicare. So, it works both ways. Understand 
that just as much as there is a disadvantage for 
you, there is advantage for you as well.
Some people get very frustrated about politics 
- it is complicated, it is difficult; and it is so 
hard to learn all this stuff. I can well imagine if 
you went to Fenway Park in Boston and you 
had no idea what baseball was, and you had 
never seen it, you did not know any of the 
teams, you did not know any of the players, 
you did not understand the rules, and you went 
there for the first time - you wouldn’t have a 
clue what was going on. Well, why should it 
be different in politics?
We have our National League in politics, the 
Republicans; we have our American League, 
the Democrats. We have different parties. 
There are people in Boston who can tell you 
who was the shortstop for the Red Sox in 
1963. 1 can tell you who was the chairman of 
Senate Ways and Means in 1963. There is a lot 
of trivia that is useful to know, that is helpful 
for you when you engage in this. But it 
requires the same level of concentration and 
activity.
You cannot assume that you can just walk into 
a courthouse and try to push a complicated suit 
through. But people think they can walk into 
the statehouse and say, hey, I want this bill, 
why is it not happening. There are processes, 
there are rules, there are cultures that you need 
to know and understand and learn. It takes 
time, it does not come overnight - but the 
rewards are substantial when you do it.
This is a model that helps, better than anything 
I have ever seen, to explain how the agenda 
gets set. How many of you remember 
something called - and this is not baseball - 
“three strikes and you’re out”? Remember 
that? What was three strikes and you are out? 
Three felonies, and you are away for life. No

one had ever heard of it before 1993, and then 
it just swept the country. Something like 40 
states adopted it; they passed it in Washington; 
the President endorsed it in his State of the 
Union. And then it was gone.
Now we know, well, it does not do a very good 
job - it is not that helpful in terms of criminal 
justice and what we want to do.
Some issues arise, they get on the public 
agenda, and they get enacted into law. Some 
things like national health reform get on the 
public agenda, people spend a lot of time and 
energy fighting about them, and then nothing 
happens. And some issues do not get on the 
agenda at all. Is it just random? Is it just kind 
of like the weather, or are there, in fact, some 
forces that are working that help to understand 
this and, more importantly, can help you to 
understand so that you can help to fashion 
what the agenda is?
Think about the policy process. They call it 
political science, but it is kind of hard to think 
about it as science. The metaphor that I like 
best is to think about this process not so much 
as like clocks, where you have very fine, 
precise timing instruments that you can 
calculate to the minisecond. Think about it 
more like the movement of clouds. We cannot 
predict on any given day where the clouds are 
going to go, or what precisely they are going to 
look at, but we can understand them in 
significantly important ways. So think about 
the policy process as being much more like 
clouds than like clocks, and it makes a lot 
more sense.
I did not develop this; this is someone from 
Michigan named John Kingdon who wrote a 
book that I highly recommend. If you want to 
read one book on politics, read John Kingdon’s 
book 1995 Agendas, Alternatives, and Public 
Policies. Kingdon came up with a model, an 
agenda-setting model. He talks about it in the 
basic metaphor of the open window of 
opportunity. There come times when particular 
issues have an open window of opportunity, 
when there is an opportunity for change not 
just to get on the agenda, but for change to 
actually occur.
How does an open window happen in public 
policy? Basically, three streams moving at the 
same time in the same direction will result in 
an open policy window. The first one is the

73 John E. McDonough



Community Voices: Healthcare for the Underserved

problem stream. The people with the power to 
act have to believe that there is a legitimate, 
bona fide problem that needs to be addressed.
In Massachusetts, just this past week we 
finished our session and failed to adopt a bill 
reforming HMOs and setting up consumer 
protections. Why? Because the Speaker of the 
House, one individual, did not believe that 
there was a genuine, bona fide problem. He 
thought it was a lot of make-believe stuff that 
was put forward by provider and consumer 
groups. So it is not the public in general that 
have to persuade. The people in the process 
that you are trying to inform have to honestly 
believe that there is a bona fide problem.
Second, there has to be a policy. Everybody 
may agree that there is a problem, but you 
have to have a policy, almost ready to kind of 
take off the shelf, to apply to the problem. It is 
almost policies in search of problems. The 
policies are out there. They are waiting for the 
moment when people perceive that a problem 
arises, and they can say, here, I have your 
answer - it is this.
In the early ’70s, mass transit was the answer 
to people’s concerns about the environment 
and energy policy. People were shopping 
around the same policies, but feeding them to 
different problems. So there needs to be a 
policy almost ready to just take off the table 
and apply and say here it is.
The third stream is the political stream. There 
has to be a sense that the timing is right in 
terms of public opinion, in terms of the leaders 
in various positions. I use this model better 
than anything else to explain what happened in 
’93-’94 to national health care reform and why 
it failed. There was a very clear sense of a 
problem, a very strong consensus in January 
’93 that there was a national problem with 
health care in terms of access and cost that 
ought to be addressed. The politics of it were 
absolutely terrific, about as good as you could 
hope for.
Democrats controlled the White House, the 
Senate, and the House of Representatives. A 
President had just been elected and viewed 
health care as an electoral mandate issue for 
him. So both of these streams were working.
What about this stream? Well, January ’93 was 
the moment to put the policy forward and push 
it. What happened? Well, we need to develop

the policy. What did they do? They went off 
and created this 500-person task force to try to 
figure out what the policy should be.
There are two things about the open window of 
opportunity that are important to keep in mind. 
The first is this: just as certainly as windows of 
opportunity open, windows of opportunity also 
close, which is why, as a legislator, I would 
frequently say to the groups that I was working 
with: Come on folks, it is time to go, we have 
to take advantage of this because the 
opportunities do not stay. By the time they 
came out with their policy in fall ’93, the 
economy was already improving and people’s 
sense of the problem was already diminishing.
The second thing about the open window is 
that you may have a wide open window, but if 
it is only “this size” and say you want to fit a 
bus through it, or an airplane, it is not going to 
fit through. There has to be some sense that the 
policy that you are proposing sort of fits with 
the size of what people sense is the problem, 
and what the real political opportunity is.
So I look at this model and I say they had this 
stream going, and they blew it on the policy 
stream. You can use this model as a tool to 
help you understand and diagnose anything 
that has happened.
Now I want to show you how I use the model - 
not retrospectively to understand something 
that happened — but how I use the model 
retrospectively to try to make health care 
reform happen in Massachusetts in ’95-’96. I 
say this to you not because you need to know 
what happened in Massachusetts in ’95-’96 as 
much as it is an example that you can take 
back and use to try to be your own 
policy/political entrepreneur in your own 
community to help make things happen.
Where were we in October ’95 in Massa
chusetts when I became chair of the Health 
Committee? We had, in 1988, when Michael 
Dukakis was our governor, passed a law called 
the Universal Health Care Law, which he 
talked about a lot in his campaign for 
president. That law included what was called 
the pay or play employer mandate, where all 
employers had to cover their workers or else 
pay a tax that the state would use to cover their 
workers. That mandate was supposed to take 
effect in 1992.
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In the intervening years, two things happened. 
The state went into a very deep recession, 
really elevating concerns about the impact of 
this legislation on the business community, 
particularly small business. Second, Michael 
Dukakis, who was fanatically committed to 
implementing this mandate, was replaced by 
William Weld, who was fanatically committed 
to repealing the mandate.
The Legislature, myself and other folks, rather 
than repealing the mandate but knowing we 
did not have the political will in the 
Commonwealth anymore to implement it, 
simply kept delaying implementation to keep it 
on the books. It had been delayed several 
times. The last time was until August 1, 1996, 
which was not coincidental - it was the day 
after the end of what would be our 1996 
session. We wanted to essentially put a gun to 
our head to say we were either going to 
address this one way or another, or else we 
would have to repeal it. So we had that.
In Massachusetts in the mid-1990s, health care 
was nowhere on the agenda. Our governor was 
running for the U.S. Senate seat held by John 
Kerry. He announced his campaign in 
November ’95. He said there are three issues 
that define this race: crime, taxes, and welfare. 
That had been his administration. And we kept 
saying, where is health care, and it was 
nowhere on his agenda. So there was nothing, 
in terms of leadership, that got the issue onto 
the public’s agenda.
The state was going nowhere in terms of health 
care reform. If you looked at it in terms of the 
problem, there was no public sense of a major 
problem. If you looked at it in terms of the 
politics, the governor was totally against it, 
against doing anything significant. And if you 
looked at in terms of the policy, we did not 
have anything to put in its place.
I was in the process of finishing my doctoral 
program in Michigan where I got exposed to 
this model, and I said I think I am going to try 
to use this as my own personal mental 
framework to help plan a roadmap and figure 
out where to go. So the first step was defining 
the problem. With the time we have left, I will 
give you two to three pieces for each of the 
streams.
In 1994, we ordered the Weld administration 
to do a survey of how many uninsured there

were in the state. We knew in the late ’80s we 
had about 500,000 to 600,000 uninsured, but 
no one knew what had happened to them and 
where we were. We suspected it was high. The 
Weld people said, oh no, it is going down, 
there is no problem. So we gave them the 
money and ordered them to do a survey.
They hired the Harvard School of Public 
Health to do a good survey that was done in 
spring ’95. They came out with the numbers in 
June ’95, but they waited. And here’s an 
example of, again, trying to use and 
manipulate the problem stream. We knew what 
the numbers were, but we had to wait for the 
administration. The administration waited until 
the second Friday in August. They waited till a 
Friday afternoon in August, when everybody’s 
away on vacation, when nobody’s around, no 
legislators are around. They did not release the 
study in the governor’s office with the 
governor and the lieutenant governor there. 
They did it way over in the state office 
building on the 21st floor so that as few 
reporters as possible would get up, and so that 
the story would be reported all right, but it 
would be buried in the Saturday Boston Globe 
in the middle of August.
And what did the survey show? The survey 
showed that the number of uninsured had gone 
from 480,000 in 1989 to about 680,000 in 
1995. The number of uninsured children had 
gone from 80,000 in 1989 to 160,000 in 1995. 
We thought that this was very important. So 
what did we do? Well, we waited until the 
surveyor’s contract was up with the state so we 
could talk freely. We waited till October, and 
we organized a statewide hearing on what to 
do about the uninsured. We made sure that we 
had all kinds of media there. We really worked 
hard to get lots of people there, and we made 
the surveyor and his team our lead-off witness.
Remember this, in your world - in clinical 
medicine and in research - you know numbers 
are very different than what numbers mean in 
the political policy world. In the political 
policy world, numbers are simply a form of 
rhetoric. They are a form of speech. They are a 
form of metaphor that you use to try to 
communicate with people.
Do not ever believe for a moment that what 
you are talking about gets into the realm of 
scientific authenticity. You use numbers and 
you try to create meaning around numbers. So,
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everywhere we went, we took 688,000, we 
rounded it to 700,000. Everywhere we went we 
talked about 700,000 uninsured in 
Massachusetts, and 160,000 uninsured kids. 
We did it with the media, we did it all over the 
state repeatedly and incessantly to create the 
greatest amount of awareness and to create a 
sense of a problem. So we gradually started to 
break down that sense.
Creating the policy was the next thing. This 
was a long process. This did not happen 
overnight. This was trial and error. This was 
putting things out and having a conversation.
Two metaphors to help you understand the 
policy process aside from clocks and clouds. 
Think about it this way. Think about the policy 
process as a conversation. Somebody says 
something through a report, through filing a 
bill, holds a press conference, puts out a report, 
goes into the media and talks about it. Then, 
depending on how controversial it is, people 
talk back. People argue and discuss.
If you want to read the best book on the 
Clinton health care reform plan, look at The 
System by David Broder and Haines Johnson. 
Look at January 1994. You know what we 
were doing? We were having a national 
conversation that month about whether the 
health care system in America was 
experiencing a crisis or simply a problem. The 
Clinton partisans were saying, well, absolutely 
it is a crisis, and this is horrible, and this 
demands action right away. And the 
Republicans, who were starting to generate 
their opposition said, no, it is not a crisis, it is a 
problem. Saying no, this is not as bad as you 
think. It is a dialogue that goes on.
If you watch the policy process - through 
debates on the floor of the House, through a 
committee hearing process where the public 
comes and testifies, through letters to the 
editor, through talk radio, through editorial 
columns, through street-comer conversations - 
there is a conversation that really exemplifies 
what the policy process is. So that is the first 
metaphor - the conversation.
The second metaphor is the game. The policy 
process is a conversation, but the process also 
is a game. It is a game where, when you enter 
it, you enter into a process where rules have 
been set that govern the process ahead of time. 
Different players and different interest groups

are looking at and trying to get something 
through the process, and will figure out how to 
use and manipulate the rules of the process to 
get the outcome they want.
In my last month in the Legislature, we had a 
wicked fight in the House about restoring the 
death penalty. Massachusetts is one of the few 
states that does not have the death penalty. The 
Senate had been pro-death penalty, and the 
House almost passed it. The House voted for 
the death penalty for the first time in 20 years 
by a vote of 81-79. We played with the rules; 
we used the rules in a way so that when we 
switched one person over, we made sure that 
the bill was dead so it could not be brought up 
again until 1999.
So, if you are smart, you understand the 
process as a game. If you assume the process is 
only a game and not a conversation, then you 
are going to lose; you are missing something. 
But if you assume that the process is only 
about a conversation and that there are not 
elements of the game there as well - that you 
need to leam, understand, master, and use - 
then you are missing something equally 
important.
We had to create a policy. Eventually the 
policy that we came up with was this: we were 
going to implement what is called a Medicaid 
1115 waiver, where we were going to reinvent 
our state’s Medicaid program. We moved in 
our 1115 waiver to a simple income test for 
Medicaid eligibility so that all families with 
incomes below 133 percent of the federal 
poverty level qualify for Medicaid, regardless 
of whether they fit into any of those categories.
Second, we are making a commitment through 
both our Medicaid program and a separate 
state-only children’s program, called our 
Children’s Medical Security Plan, to cover 
every one of the 160,000 uninsured kids. How 
were we going to do that? One significant way 
was through a new 25-cent tax on tobacco 
products. We knew that there was public 
support because in 1992, the public had voted 
a prior cigarette tax increase of 25 cents for 
tobacco products. What we found when we 
added this element was in addition to bringing 
the whole children’s advocacy community 
together, we also brought the whole tobacco 
advocacy community together in a very 
exciting way — such that the whole was 
significantly greater than the sum of the parts.
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The fourth piece we did was created a program 
to assist needy seniors who could not afford 
prescription drug coverage. Why did we do 
that? Well, the senior groups had been trying 
to get that for years without success. When I 
was thinking about the tobacco legislation, I 
figured it was going to give us $100 million a 
year; we could do what we needed for kids 
with $70 million, and we would have $30 
million left over. By adding this group we got 
all the senior groups on board our coalition in a 
very, very strong way.
The fifth thing that we did was repeal the ’88 
employer mandate. This was the hardest piece 
for me, but it was, again, something in terms of 
a recognition that you cannot always get what 
you want out of this process. We tried initially 
to revise the mandate to come down with a 
scaled-back mandate. We actually came up 
with a new name for it — the Health Care Mini
mum Wage.
The old discussions around employer mandates 
were all kind of Cadillacs - maximum man
dates where we were going to mandate that 
employers cover family coverage and provide 
everything. So we said let us change the 
question and just think about requiring 
employers to cover their own workers and pay 
half the cost. We went around the state trying 
to make that happen, but were unsuccessful. 
We ran into a brick wall. We had to face 
reality that we had a lot of good stuff we could 
get done, and if we held onto this mandate that 
we knew we could never implement, we were 
going to end up with nothing. So we agreed 
with this. What we got out of this was support 
of the business community for our package.
Last piece, shaping the politics. In ’96 people 
said to us you are nuts; you want a tax increase 
in an election year when the governor is 
running in a statewide race and has total 
command? We said, yeah, we did. The 
governor had said very clearly from the get-go 
that if this bill reached his desk, he was going 
to veto it. He had some great quotes, as he 
always does. He said, “I don’t break for taxes,” 
and, “Vetoing that, that’s a no-brainer.”
We decided that we were going to try to use 
the Senate race to our advantage. Again, 
shaping the political stream. We did two 
things. First we got some friends at the 
University of Massachusetts to do a public 
opinion survey for us that showed about

77 percent of the public agreed with the 
question: Would you support an increase in the 
cigarette tax if the money were used to cover 
uninsured kids and to provide prescription 
drugs to needy seniors? Importantly, 
72 percent of Republican voters agreed with 
us. So we made sure we got that poll on the 
front page of The Boston Globe and the other 
media so everybody knew it, but we made sure 
that every single one of the 200 legislators — 
senators and representatives — had those 
numbers branded in their brains so they 
understood exactly where the public was at.
Second, we worked very hard with John Kerry 
[the Democratic candidate for governor]. It 
was not easy at the start, but eventually he 
came along. Kerry and Weld had agreed to 
seven debates - they were bloody. Eventually, 
the public got tired of them and stopped 
watching. But all of the political smart folks 
who watch politics were glued to their sets 
watching every one. In every one of those 
debates, at some point John Kerry turned to 
Bill Weld and said, you know governor, there 
are 160,000 uninsured kids in this state and 
you have not done a dam thing about it. And 
the governor just went wild. The point was 
made.
Eventually Kerry started getting into it more, 
so that by the end of the campaign, virtually all 
of his TV ads were about Weld having vetoed 
it.
Weld did veto it, but we were able to, through 
the coalition that we formed, through the 
shaping of the three streams, generate more 
than two-thirds support in the House and the 
Senate in 1996 to get this basic law passed.
I will just give you the footnote in terms of 
understanding. One of the things that this 
diagram actually misses is the effect of the 
interaction between federal policy-making and 
state policymaking. Right after the November 
election, Senator Ted Kennedy called us and 
said he wanted to sit down and understand 
what we did in Massachusetts and what 
happened - this incredible synergy that he 
observed between uniting the issue of 
children’s health with a tobacco tax.
We spent three hours with him right before 
Thanksgiving going over it in exhaustive 
detail. We kept talking about the tobacco tax, 
and every time we did he would just sort of
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close his eyes and start shaking his head and 
talking about Wendell Ford in Kentucky, 
Chuck Robb in Virginia, and the Democrats 
from the tobacco states would kill him. I left 
there thinking, well, hey, it was nice to spend a 
few hours with the guy, but he was not going 
to do anything. Several weeks later, one of the 
people who was with us in that meeting, Barry 
Zuckerman from Boston Medical Center, said 
he started to see Senator Kennedy at events, 
and he was repeating the lines that we gave 
him that day.
One of the outcomes of what we did in ’96 in 
Massachusetts was we planted the seeds with 
Senator Kennedy in terms of putting together a 
tobacco tax with children’s health. That led 
directly to Title 21 and the children’s health 
insurance program, which is now being played 
out in just about all 50 states.
What I want you to understand is that it is kind 
of like the pebble that you throw in the water. 
There are ripples that go off from everything 
that you drop in that water - on a personal, 
individual level; on those relationship bases

that you talk about in terms of affecting 
people’s lives; and also in other levels, in other 
realms that you really cannot imagine once you 
get started.
I have been in this game for more than 
15 years. You have your ups and downs. But if 
you stick to your principles, and if you are 
smart and strategic and understand the 
elements of the conversation and the game, 
you can shape things in your own environment 
in profound ways that will just amaze you in 
terms of what you are able to do.
1 am very excited and honored that you asked 
me to come to talk to you. I am just kind of 
your cheerleader and your booster to say you 
can do great things. Do not assume that this 
policy process world is inaccessible and that 
you are unable to affect it. I have seen it in my 
work, in my connections with legislators and 
community groups all around the country. You 
can do extraordinarily amazing things with this 
process if you have the commitment, the 
persistence, and the tenacity to keep at it.4

Follow-up Discussion
I would suggest that you can apply the Kingdon agenda-setting model to small, micropolicy 
changes as well as the big changes. But there are some folks in politics who say, well, 
incrementalism is it, that is all there is - do not expect to do anything except incremental change. 
I do not accept that.
I might have presented another model to you which, I think, gets right at the heart of that 
question. It is called the punctuated equilibrium model. It suggests that the policy process, most 
of the time, is characterized by small-scale, incremental change that builds on what comes before. 
In any policy setting there is a cycle where, at some point— and it may be in a matter of years 
and it may not be for decades. And sometimes it’s hard to recognize when it’s happening when, 
in fact, what is on the table is not simply small incremental change that builds on what came 
before, but is kind of the punctuated phase when the basic underlying questions are up for grabs. 
And this is actually a political model that is stolen from science, from the observation of science. 
Normal science builds step by step. So Ptolemy came up with a system, an understanding of the 
solar system, 2000 years ago that said that the stars and the planets and the sun revolve around the 
earth. And normal science progressed incrementally on that theory for about 1,500 years. And 
then Copernicus and Galileo came and changed the underlying question, and understood it in a 
different way, and no, well, we had that wrong. And we had a revolution in terms of science.
The same kind of dynamic actually goes on in politics where most of politics is characterized by 
step-by-step change. There are moments in time. Medicare and Medicaid were revolutions. Social 
Security in the 1930s, and unemployment insurance were revolutions. So never ever believe that 
big change isn’t possible. But what you need to understand and really be disciplined about is 
understand what kind of a period you’re in. And if you’re in a period where basically it’s 
incremental change that’s possible, by all means get it, and grab for it as much as you can.
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Any situation at any given point in time is subject to change. And right now health care and the 
issues of the uninsured are not on the agenda. I mean they are to the extent of states arguing about 
what to do about kids, and meeting the challenge of getting all of those kids eligible actually 
enrolled. But in terms of the adult population, it’s not on the agenda. And we have to figure out 
how to put it on.
One of the big things that we need to do, that we need to take advantage of, is there have been 
already three or four, and there are going to be more of these tobacco settlements. It’s not going 
to be federal. They can’t do it down there. And actually I think that’s good in a way, because 
they’ll just grab that money and use it to like repeal the marriage thing or something like that. I 
like the idea of going to the states because I think there’s more of an opportunity for us there. ♦

79 John E. McDonough


