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DYING YOUNG: WHY YOUR SOCIAL AND ECO-
NOMIC STATUS MAY BE A DEATH SEN-
TENCE IN AMERICA

WEDNESDAY, NOVEMBER 20, 2013

U.S. SENATE,
SUBCOMMITTEE ON PRIMARY HEALTH AND AGING,
COMMITTEE ON HEALTH, EDUCATION, LABOR, AND PENSIONS,
Washington, DC.

The subcommittee met, pursuant to notice, at 10 a.m. in room
SD—430, Dirksen Senate Office Building, Hon. Bernard Sanders,
chairman of the subcommittee, presiding.

Present: Senators Sanders, Baldwin, Murphy, and Warren.

OPENING STATEMENT OF SENATOR SANDERS

Senator SANDERS. Let me thank our wonderful panelists for
being here to discuss an issue of huge consequence for our country.
I think what will be happening during the morning is Senators will
be drifting in and out. It is a particularly busy time. But the issue
that we are going to be discussing is something that needs to be
worked on a whole lot.

The first point that has to be made is that in this great country,
we see huge disparities in terms of how long people live; life ex-
pectancy. I think people would be shocked if they knew that in this
country—just between neighborhoods in a given city or areas of our
country—you will find in one place people living rather long and
healthy lives, and in other parts of the country, people living much
shorter lives often plagued by illness.

One point that I want to make is that when we talk about pov-
erty, I think a lot of people say, “Well, somebody is poor who maybe
lives in inadequate housing, and that is just too bad,” or may not
have a good automobile, or may not even be able to go to college,
or afford to go to college; all of that is true. But poverty and the
stress of poverty is much, much more than that, and in many ways
in our country, the stress of poverty is a death sentence which re-
sults in significantly shorter life expectancy.

One of our witnesses today, Dr. Kindig, published a paper earlier
this year in “Health Affairs” showing that female mortality rose—
rose—in the United States in 43 percent of U.S. counties between
1992 and 2006. That women in those counties are actually dying
at a younger age.

The goal of everything that we do in this sense, is that we strive
to figure out ways in which people can live longer and happier
lives. That is really what it is about. People may disagree about
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how to get there, but that is the goal. But when we find that fe-
male mortality rose in 43 percent of U.S. counties between 1992
and 2006, that is a profound reality that has got to be dealt with.

Right here in the Nation’s Capital, in Washington, DC, life ex-
pectancy varies from 77 years in the District to 84 years in Mont-
gomery County just a few metro stops away; a 7 year difference in
life expectancy for women. The county with the highest life expect-
ancy is Marin County in northern California where the average life
expectancy is 85 years, which stacks up pretty well with the rest
of the world.

We, as a Nation, are behind many other countries in terms of life
expectancy and that, in itself, is worthy of serious discussion. In
Marin County, CA, women live to be 85 years of age, which is good.
The lowest in the Nation is Perry County, KY with an average life
expectancy for women of 73 years; 12 years less in the United
States of America.

For men, the highest life expectancy occurs in nearby Fairfax
County outside of Washington, DC where the average is 82 years
for men; that is pretty good. This compares to a life expectancy of
64 years for men in McDowell County, WV where one of our guests
is from. That is an 18-year gap within the United States of Amer-
ica. Men born in Marin County will live 18 years longer than men
in McDowell County, WV.

One of our witnesses today, Sabrina Shrader, grew up in
McDowell County, WV, where men have the same average life ex-
pectancy as men in Botswana or Namibia. Women in McDowell
County have shorter lives than women in El Salvador or Mongolia,
and the gaps in life expectancy within our country are widening,
and today’s hearing will call attention to this troubling fact.

We know that there are disparities in life expectancy based on
gender, race, and socioeconomic status. It is becoming increasingly
clear that education plays a critical role of determining how long
someone will live. Those without a high school education in the
United States, of all races, live shorter lives and experience poorer
health than those with higher levels of education. In fact, a white
woman without a high school education saw her life expectancy
drop 5 years from 1990 to 2008.

The 1ssue that we want to explore today is why that is so. Why
we are seeing, in some cases, people in our country living shorter
lives than their parents did? We want to look at why this disparity
exists. We want to understand almost the physiology of what pov-
erty is about.

What does stress mean? What does it mean if you wake up in
the morning, and you are not quite sure if you and your kids are
going to have enough food? If you do not have a job, what does it
mean to you, personally, and how does that result overall in short-
ening your life?

This is a very important and profound discussion, and we are so
pleased to have our knowledgeable panelists with us. I see Senator
Warren here.

Senator Warren, do you want to make some opening remarks?

STATEMENT OF SENATOR WARREN
Senator WARREN. Thank you very much, Chairman Sanders.
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Thank you very much for calling this hearing and thank you all
for being with us today. I will be brief because I want to get to your
questions so that we can ask more, but I do want to say after read-
ing our notes, this is something you and I have talked about a lot.

Our witnesses have highlighted how the health of our citizens is
tied to our economy. We know that income is one of the best predic-
tors of life expectancy, as you have pointed out, but I would add,
that it is also one of the best indicators of other health problems—
asthma, diabetes, mental health disorders, the list is just start-
ing—in which we know that income has a profound influence on
the likelihood of having those problems and the severity of those
problems.

So when we talk about reducing costs in the healthcare system
and improving the health of Americans generally, I think we have
to take a step back and take a very hard look at what is happening
to the economy in the United States; how these things fit together.
How greater income inequality is having a profound effect, not only
on the economic life of Americans, but also on their health and the
health of their children.

With that, I want to go straight to hearing from our witnesses
if we can.

Thank you, Mr. Chairman.

Senator SANDERS. We certainly can, and thanks very much.

Our first witness is Dr. Steven Woolf. Dr. Woolf is a professor of
family medicine and population health, and director of the Center
on Society and Health at the Virginia Commonwealth University;
an expert on primary care and public health. He received his train-
ing at Emory University, Johns Hopkins University, and Virginia
Commonwealth University, and has worked for 25 years in aca-
demic and public policy settings.

Dr. Woolf, thanks so much for being with us.

STATEMENT OF STEVEN WOOLF, M.D., MPH, DIRECTOR OF
THE CENTER ON SOCIETY AND HEALTH, AND PROFESSOR
OF FAMILY MEDICINE AND POPULATION HEALTH, VIRGINIA
COMMONWEALTH UNIVERSITY, RICHMOND, VA

Dr. WooLF. Thank you, Senator Sanders. Thank you, Senator
Warren. It is a pleasure to be here to testify on this important
issue.

Our Center, the Center on Society and Health study how factors
outside of healthcare shape health outcomes. One such factor is in-
come. The lower people’s income, the earlier they die and the sicker
they live. The poor have higher rates of a long list of diseases such
as diabetes, heart disease, depression, and disability, as Senator
Warren mentioned.

But it is not just the poor. The health of working-class and mid-
dle-class, and even upper-class Americans also rises and falls with
our socioeconomic status. Take this for example, 68 percent of
American adults have an income that is more than twice the pov-
erty level. Suppose we boosted that number just slightly from 68
percent to 70 percent and looked at the impact on one disease, dia-
betes. That higher income would mean about 400,000 fewer cases
of diabetes, saving $2.5 billion dollars per year to treat that one
disease.
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If economic conditions matter so greatly to health and healthcare
costs, the reverse is also true. Harder times for the middle class
and the poor mean that Americans and their children will get sick-
er and die earlier. Already, the health of Americans is inferior to
that of people in other high-income countries.

I recently chaired an expert panel convened by the National Re-
search Council and the Institute of Medicine. We compared the
United States with 16 other high-income countries and found that
Americans die earlier and have higher rates of disease and injury.

The U.S. health disadvantage exists for men and women, for
young and old, and as this table shows on the easel, across mul-
tiple areas of health from infant mortality to traffic fatalities, from
teen pregnancies to diseases of the heart and lungs, diabetes, and
disability. American children are less likely to reach age 5 than
children in other rich Nations. Our babies are less likely to reach
their first birthday. Our rate for premature babies is similar to
sub-Saharan Africa.

The U.S. health disadvantage is not restricted to the poor and
minorities; it is seen among all social classes, the rich and poor,
more-educated and less-educated Americans. But the problem is
clearly worse for those with less-income, and the socioeconomic pic-
ture for the average American family is not good.

Although in aggregate our Nation is wealthy, we have high rates
of income inequality, and thus, high poverty rates. For three dec-
ades, we have had the highest child poverty rate in the industri-
alized world. These conditions affect health and when we die.

Consider my State, Virginia, home to the two most affluent coun-
ties in the country, but also home to rural areas with deep poverty.
Our Center found that 25 percent of all deaths in Virginia would
be averted if everyone had the death rate of Virginia’s five most af-
fluent areas. Let me repeat, that is one out four deaths.

This reflects not just the difference in the loss of the people who
live in those counties, but the economic and social capital of the
communities themselves. These differences produce big gaps in life
expectancy across a matter of miles.

We produced a metro map of Washington, DC showing that lives
are 7 years shorter in DC than in the Maryland suburbs at the end
of the Red Line, as Senator Sanders mentioned.

In New Orleans, if you can show the next map, we found that
a baby born in ZIP Code 70112 can expect to live 25 fewer years
than a baby born in ZIP Code 70124.

Neighborhoods in Boston and Baltimore have a lower life expect-
ancy than Ethiopia and Sudan. Azerbaijan has a higher life expect-
ancy than areas of Chicago.

What is the take away for Congress? First of all, it is that eco-
nomic policy is not just economic policy, it is health policy. Pocket-
book issues affect disease rates and how long Americans live. Strat-
egies to strengthen the middle class and relieve poverty can pre-
vent costly diseases like diabetes, which leads to the second major
takeaway: relieving economic hardship for Americans is a smart
way for Congress to control medical spending.

Spiraling healthcare costs are a big concern here in Congress and
in corporate America. We are all searching for ways to bend the
cost curve. What better way than reducing the flow of disease into
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the system? Earlier I mentioned that 25 percent of all deaths in
Virginia could be averted. No form of healthcare reform and no
treatments by doctors and hospitals can rival that kind of effect.

The third takeaway is that health is affected not only by what
is in your bank account, but also by policies that put people on the
road to economic success such as helping our young people get a
good education. Investments in early childhood are key to our Na-
tion’s future and to their life expectancy. Legislation that puts
American families on a stronger footing, and strengthens the phys-
ical and social environment in which they live, like those neighbor-
hoods in New Orleans and Baltimore, can be good for the economy
and public health, thereby curbing healthcare costs.

The opposite is true: cutting these programs in an attempt to
save money could save nothing if it makes people sicker and there-
by drives up medical spending. A sicker population means a sicker
workforce, making American businesses less competitive and our
military less fit for duty. Our economy, and national security, can-
not afford this and nor can our people.

Thank you.

[The prepared statement of Dr. Woolf follows:]

PREPARED STATEMENT OF STEVEN WooLF, M.D., MPH

Thank you, Senators Sanders and Burr. I'm Steven Woolf and I appreciate the
opportunity to testify this morning. I'm a family physician and I direct Virginia
Commonwealth University’s Center on Society and Health. Our center studies how
factors outside of health care shape health outcomes. One such factor is income.
This committee needs no reminders about the importance of income to American
families. What’s perhaps less apparent is how greatly economic conditions affect the
health of adults and children—and by extension the costs of health care.

The lower people’s income, the earlier they die and the sicker they live. The poor
have higher rates of a long list of diseases such as diabetes, heart disease, depres-
sion, and disability. Children raised in poverty grow up with more illnesses.

But it’s not just the poor. The health of working class and middle class and even
upper class Americans also rises and falls with their socioeconomic status. Let’s look
at an example: 68 percent of American adults have an income that is more than
twice the poverty level. Suppose we boosted that number just slightly, from 68 per-
cent to 70 percent and looked at the impact on one disease—diabetes. That higher
income would mean about 400 million fewer cases of diabetes, saving $2 billion per
year to treat that disease.

If economic conditions matter so greatly to health and health care costs, the re-
verse is also true. Subjecting the middle class and the poor to harder times means
that Americans, and their children, will get sicker and die earlier.

Already, the health of Americans is inferior to that of people in other high-income
countries. I recently chaired an expert panel convened by the National Research
Council and the Institute of Medicine. We compared the United States with 16 other
high-income countries and found that Americans die earlier and we have higher
rates of disease and injury. This U.S. health disadvantage exists for men and
women, for young and old, and across multiple areas of health, from infant mor-
tality to traffic fatalities, from teen pregnancies to diseases of the heart and lung,
diabetes, and disability.

American children are less likely to reach age 5 than children in other rich na-
tions. Our babies are less likely to reach their first birthday. Our rate for premature
bzﬂ)ies is similar to sub-Saharan Africa and our teenagers are sicker than teens else-
where.

The U.S. health disadvantage is not restricted to the poor and minorities. It’s seen
among all social classes, the rich and poor, more-educated and less-educated, whites
and people of color.

But the problem is clearly worse for those with less income, and the socioeconomic
picture for the average American family is not good. Although in aggregate our Na-
tion is wealthy, we have notoriously high rates of income inequality and thus for
three decades our relative poverty rates, especially child poverty rates, have been
the highest in the industrialized world. America is the land of opportunity but stud-
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ies show that the ability of a poor child to climb the economic ladder and escape
poverty is lower here than elsewhere.

These conditions affect health—and when we die. Consider my State, Virginia—
home to the two most affluent counties in the country but also home to rural areas
with deep poverty. Our center found that 25 percent of all deaths in Virginia would
be averted if everyone had the death rate of Virginia’s five most affluent areas. Let
me repeat—one out of four deaths.

What this reflects is not just a difference in the wealth of the people living in
those counties but the economic vitality, infrastructure, and social capital of the
communities themselves. Together, these factors produce vast differences in life ex-
pectancy across small distances. We produced this metro map of Washington, DC,
showing that lives are 7 years shorter in DC than in the Maryland suburbs at the
end of the Red Line. In New Orleans, we found that a baby born in zip code 70112
can expect to live 25 fewer years than a baby born in zip code 70124. Neighborhoods
in Boston and Baltimore have a lower life expectancy than Ethiopia and Sudan.
Azerbaijan has a higher life expectancy than areas of Chicago.

What’s the takeaway for Congress? First of all, economic policy is not just eco-
nomic policy—it’s health policy. Pocketbook issues affect disease rates and how long
Americans will live. Strategies to strengthen the middle class and relieve poverty
can prevent costly diseases like diabetes, which leads to the second major takeaway:
relieving economic hardship for Americans is a smart way for Congress to control
medical spending. Spiraling health care costs are a big concern here in Congress
and in corporate America. We are all searching for ways to bend the cost curve.
What better way than reducing the flow of disease into the system? Earlier I men-
tioned that 25 percent of all deaths in Virginia could be averted. No form of health
§are reform, and no treatments by doctors and hospitals, can rival that kind of ef-
ect.

The third takeaway is that health is affected not only by what’s in your bank ac-
count but also, perhaps more importantly, by policies that put people on the road
to economic success, such as helping our young people get a good education. Deaths
from diabetes are three times higher for Americans without a high school diploma.
Investments in early childhood are keys to our Nation’s future, and to their life ex-
pectancy. The laws you pass that strengthen the physical and social environment
in which Americans live, like those neighborhoods in New Orleans and Baltimore,
can both grow the economy and also save lives and curb health care costs.

And now to my last point: Many of these programs are in jeopardy because of fis-
cal pressures to cut spending. Education reform, job training, urban renewal, and
safety net programs may not seem like health expenditures but they affect health
and medical spending nonetheless. There are forms of discretionary spending that
are keys to curbing entitlement spending on health care.

Slashing these programs could be counterproductive. I urge Congress to consider
how proposed cuts outside the health sector will affect disease rates. Cutting a pro-
gram to save money may save nothing if it makes people sicker and thereby drives
up the costs of health care. And a sicker population means a sicker workforce, mak-
ing American businesses less competitive and our military less fit for duty. Our
economy and national security can’t afford this, and nor can our people.

Attachment By Steven H. Woolf* and Paula Braveman {

WHERE HEALTH DISPARITIES BEGIN: THE ROLE OF SOCIAL AND ECONOMIC
DETERMINANTS—AND WHY CURRENT POLICIES MAY MAKE MATTERS WORSE

ABSTRACT: Health disparities by racial or ethnic group or by income or education
are only partly explained by disparities in medical care. Inadequate education and
living conditions—ranging from low income to the unhealthy characteristics of
neighborhood and communities—can harm health through complex pathways.
Meaningful progress in narrowing health disparities is unlikely without addressing
these root causes. Policies on education, child care, jobs, community and economic
revitalization, housing, transportation, and land use bear on these root causes and
have implications for health and medical spending. A shortsighted political focus on

*Steven H. Woolf (swoolf@vcu.edu) is the director of the Center on Human Needs and a pro-
fessor in the Department of Family Medicine at Virginia Commonwealth University, in Rich-
mond.

7 Paula Braveman is the director of the Center on Social Disparities in Health at the Uni-
versity of California, San Francisco (UCSF), and a professor of family and community medicine
at UCSF.
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reducing spending in these areas could actually increase medical costs by magni-
fying disease burden and widening health disparities.

In 2003 the landmark Institute of Medicine report Unequal Treatment: Con-
fronting Racial and Ethnic Disparities in Health Care drew needed attention to dis-
parities in the health care of racial and ethnic minorities.! The response from the
health care and policy communities included new initiatives to standardize treat-
ments for racial and ethnic minorities, heighten providers’ cultural competency, and
increase minority representation among health care professionals.

Although some disparities in health care have narrowed, disparities in the health
of minority and disadvantaged populations have persisted. Since the 1960s, the mor-
tality rate for blacks has been 50 percent higher than that for whites, and the infant
mortality rate for blacks has been twice as high as that for whites.23 Health dispari-
ties exist even in health care systems that offer patients similar access to care, such
as the Department of Veterans Affairs,* which suggests that disparities originate
outside the formal health care setting.

SOCIAL DETERMINANTS OF HEALTH

Understanding health disparities requires a fresh look at the determinants of
health itself, the most obvious being intrinsic biological attributes such as age, sex,
and genes. Some other risk factors that affect health are referred to as “down-
stream” determinants because they are often shaped by “upstream” societal condi-
tions. Downstream determinants include medical care; environmental factors, such
as air pollution; and health behaviors, such as smoking, seeking or forgoing medical
care, and not adhering to treatment guidelines.5

Exposure to these determinants is influenced by “upstream” social determinants
of health—personal resources such as education and income and the social environ-
ments in which people live, work, study, and engage in recreational activities. These
contextual conditions influence people’s exposure to environmental risks and their
personal health behaviors, vulnerability to illness, access to care, and ability to
manage conditions at home—for example, the ability of patients with diabetes to
adopt necessary lifestyle changes to control their blood sugar.6789101112 Sgcjal de-
terminants are often the root causes of illnesses and are key to understanding
health disparities.

Income. Income—with education, one of the most familiar social determinants—
has a striking association with health (Exhibit 1).11 Paula Braveman and Susan
Egerter have shown that U.S. adults living in poverty are more than five times as
likely to report being in fair or poor health as adults with incomes at least four
times the Federal poverty level.® The income-health relationship is not restricted to
the poor: Studies of Americans at all income levels reveal inferior health outcomes
when compared to Americans at higher income levels.10
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Disparities In US Life Expectancy At Age 25, By Income And Race Qr Ethnicity
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That income is important to health might not be surprising to some, but the mag-
nitude of the relationship is not always appreciated. For example, Nancy Krieger
and colleagues estimated that 14 percent of premature deaths among whites and 30
percent of premature deaths among blacks between 1960 and 2002 would not have
occurred if everyone had experienced the mortality rates of whites in the highest
income quintile.13 Steven Woolf and coauthors calculated that 25 percent of all
deaths in Virginia between 1996 and 2002 would have been averted if the mortality
rates of the five most affluent counties and cities had applied statewide.l4 Peter
Muennig and colleagues estimated that living on incomes of less than 200 percent
of the Federal poverty level claimed more than 400 million quality-adjusted life-
years between 1997 and 2002, meaning that poverty had a larger effect than tobacco
use and obesity.15

Such estimates rely on certain assumptions and do not prove causality. However,
the consistency of the evidence supports the conclusion that income, or the condi-
tions associated with income, are important determinants of health.

Education. Like income, education has a large influence on health (Exhibit 2).
An extensive literature documents large health disparities among adults with dif-
ferent levels of education. Adults without a high school diploma or equivalent are
three times as likely as those with a college education to die before age 65.16 The
average 25-year-old with less than 12 years’ education lives almost 7 fewer years
than someone with at least 16 years’ education.l0 Children’s health is also strongly
linked to their parents’ education.1©



EXHIBIY 2

Disparities in Health Status Of US Adults Ages 25-74, By Educationat Astainment And Race Or Ethricity
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According to Irma Elo and Samuel Preston, every additional year in educational
attainment reduces the odds of dying by 1-3 percent.l” Ahmedin Jemal and col-
leagues reported that approximately 50 percent of all male deaths and 40 percent
of all female deaths at ages 25-64 would not occur if everyone experienced the mor-
tality rates of college graduates.l’® Woolf and coauthors estimated that giving all
U.S. adults the mortality rate of adults with some college education would save
seven lives for every life saved by biomedical advances.1?

Stark racial or ethnic differences in education and income could largely explain
the poorer health of blacks and some other minorities. The high school dropout rate
is 18.3 percent among Hispanics, 9.9 percent among blacks, and 4.8 percent among
non-Hispanic whites. The proportion of Hispanic adults with less than 7 years of
elementary school education is 20 times that of non-Hispanic whites. Black and His-
panic households earned two-thirds the income of non-Hispanic whites and were
three times as likely to live in poverty.20 As of 2009 white households had 20 times
the net worth of black households.21

A Web of Conditions. Education and income are elements of a web of social and
economic conditions that affect health (and influence each other) in complex ways
over a lifetime. These conditions include employment, wealth, neighborhood charac-
teristics, and social policies as well as culture and beliefs about health—for example,
the belief that diseases are ordained by fate and therefore not preventable. People
with low education and income are more likely than their better-educated, higher
income counterparts to lack a job, health insurance, and disposable income for med-
ical expenses.

Education and income are also associated with behaviors that affect health. Smok-
ing is three times as prevalent among adults without a high school diploma than
among college graduates.2 Similar patterns exist for other unhealthy behaviors,
such as physical inactivity.

THE ROLE OF NEIGHBORHOODS AND COMMUNITIES

Unhealthy behavior is partly a matter of personal choice, but extensive evidence
documents the strong influence of the environment in which people live and
work.561112 One may desire to eat a healthy diet but find nutritious foods too costly
or live too far from a supermarket that sells fresh produce.> Parents might want
to limit the time their children spend in front of a television or computer in favor
of sending them outdoors for exercise, but their neighborhoods may be unsafe or
lack playgrounds or sidewalks.

The built environment—for example, the design of roads and pedestrian routes—
can thwart efforts to walk or bicycle to the store or work. Poor and minority neigh-
borhoods are often “food deserts” with limited access to healthy foods but numerous
fast-food outlets.5 Schools in low-income neighborhoods often serve inexpensive proc-
essed foods and rely on revenue from vending machine contracts that promote soft
drinks and high-calorie snacks.?
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But behavior is not the whole story.1112 Distressed homes and neighborhoods can
induce disease and contribute to disparities via pathways unrelated to behavior.8
For example, housing can expose occupants to lead and allergens. Bus depots, fac-
tories, highways, and hazardous waste sites are often situated near low-income and
minority neighborhoods.22 Distressed communities have a notorious shortage of
health care providers, especially in primary care.

Social conditions are also important. Health may be compromised by the chronic
stress of living amid multiple adverse conditions, such as poverty, unemployment,
urban blight, and crime. Communities of color—especially minority youth—are tar-
gets of advertising that promotes the consumption of alcohol, tobacco, and high-cal-
orie foods.5

Impoverished neighborhoods may have residents who are less able to help their
neighbors. These neighborhoods may also have reduced social cohesion—which can
influence health behavior; the sense of security and social well-being experienced by
members of the community; and the ability of individuals within a community to
join forces to advocate for needed services.!! For example, minority neighborhoods
with poor social cohesion may be unable to mount effective political opposition to
decisions that will affect local schools or air quality.

Entrenched patterns reflecting long-standing disadvantage in low-income and mi-
nority neighborhoods often perpetuate cycles of socioeconomic failure. Employment
opportunities and good schools may be scarce. Low-income residents often cannot af-
ford to move elsewhere. Traveling across town to find a job—or a better one—or to
reach a supermarket or doctor may be difficult if public transportation is unavail-
able or costly.

BIOLOGICAL PATHWAYS TO HEALTH DISPARITIES

Sandro Galea and colleagues recently estimated that of the 2.8 million deaths in
the United States in 2000, 245,000 were attributable to low education, 176,000 to
racial segregation, 162,000 to low social support, 133,000 to individual-level poverty,
and 119,000 to income inequality.23

How do these conditions claim lives? Research has identified several plausible
pathways. For example, people living with inadequate resources often experience
stress levels that can cause the brain to stimulate endocrine organs to produce hor-
mones, such as cortisol and epinephrine, at levels that may alter immune function
or cause inflammation. Repeated or sustained exposure to these substances may
produce “wear and tear” on organs and precipitate chronic diseases such as diabetes
and heart disease.1124

Other research suggests that the most profound health effects of living conditions
may be delayed consequences that unfold over the span of a lifetime.25 Experiences
in the womb and early childhood, including stress, can have lasting effects that do
not manifest themselves until late adulthood—or even in the next generation. An
adult mother’s childhood experiences can leave a biological imprint that affects the
neurological and mental development of her offspring.

Even the effects of genes can be modified by the environment. New research in
the field of epigenetics—the study of inherited changes in gene expression—suggests
that the social and physical environment can activate the expression of genes and
thus can determine whether a disease develops. This epigenetic makeup can be
passed on to children and influence the occurrence of disease in more than one gen-
eration.1! Although more remains to be investigated and understood, the fact that
many social determinants have an impact on health makes scientific sense.

DECLINING INCOMES AND INCREASING INEQUALITY

Given that income contributes greatly to health disparities, the decline in the av-
erage income of Americans since 1999 and other signs of economic hardship are
troubling. Between 2000 and 2009 food insecurity (defined as limited or uncertain
access to adequate food), severe housing cost burdens (spending more than 50 per-
cent of income on housing), and homelessness increased in the United States.20 By
2010 2tgle U.S. poverty rate had reached 15.1 percent, its highest percentage since
1993.

The gap between the rich and poor has been widening since 1968, especially re-
cently.26 Between 2005 and 2009 the share of wealth held by the top 10 percent of
the population increased from 49 percent to 56 percent. Over the same period, the
average net worth of white households fell by 16 percent, from $134,992 to
$113,149; the average net worth of black and Hispanic households fell by 53 percent
(from $12,124 to $5,677) and 66 percent (from $18,359 to $6,325), respectively.21

The fact that the average American’s income and wealth are shrinking has impor-
tant health implications. Since 1980, when the United States ranked 14th in life ex-
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pectancy among industrialized countries, the U.S. ranking has been declining. By
2008 the United States ranked 25th in life expectancy, behind such countries as
Portugal and Slovenia.2? The United States has also not kept pace with other indus-
trialized countries in terms of infant mortality and other health indicators.2?

Various explanations have been proposed, ranging from unhealthier behavior on
the part of Americans to deficiencies in the U.S. health care system. However, a per-
sistent question is whether U.S. health status is slipping because of unfavorable so-
cietal conditions. Other industrialized countries outperform the United States in
education, have lower child poverty rates, and maintain a stronger safety net to
help disadvantaged families maintain their health.

POLICIES, MACROECONOMICS, AND SOCIETAL STRUCTURE

Economic opportunity, the vibrancy of neighborhoods, and access to education and
income are conditions set by society, not by physicians, hospitals, health plans, or
even the public health community. The leaders who can best address the root causes
of disparities may be the decisionmakers outside of health care who are in a position
to strengthen schools, reduce unemployment, stabilize the economy, and restore
neighborhood infrastructure. Policymakers in these sectors may have greater oppor-
tunity than health care leaders to narrow health disparities. The key change agents
may be those working in education reform to help students finish high school and
obtain college degrees, and those crafting economic policies to create jobs and teach
workers marketable skills.

Even public health efforts to reduce smoking and obesity demonstrate that policy
can often achieve more than clinical interventions. Policies to restrict indoor smok-
ing and increase cigarette prices did more to reduce tobacco use in the past 20 years
than relying on physicians to counsel smokers to quit.28

The most influential change agents in efforts to help Americans eat well and stay
active may be the agencies and business interests that determine advertising mes-
sages, supermarket locations, school lunch menus, after-school and summer sports
programs, food labels, and the built environment. Key actors include city planners,
State officials, Federal agencies, legislatures at both the State and Federal levels,
employers, school boards, zoning commissions, developers, supermarket chains, res-
taurants, and industries ranging from soda bottlers to transit companies. Initiatives
by hospitals, medical societies, and insurers to reduce health care disparities remain
vital, but the front line in narrowing health disparities lies beyond health care.

THE “HEALTH IN ALL POLICIES” MOVEMENT

Increasingly, governments and businesses are being encouraged to consider the
consequences to health, and to health disparities, of proposed policies in transpor-
tation, housing, education, taxes, land use, and so forth—a “health in all policies”
approach. For example, a city council might replace an abandoned warehouse with
a public park or offer tax incentives for supermarkets to locate in a “food desert”
neighborhood. Health impact assessments are being commissioned to study the po-
tential health consequences of policies concerning such diverse topics as minimum
wage laws and freeway widening.2? The “health in all policies” approach has been
adopted by individual communities, State governments, and Federal initiatives, in-
cluding the interagency health promotion council established under the Affordable
Care Act of 2010.30

This holistic approach to public policy comes at the recommendation of prestigious
commissions sponsored by the World Health Organization,® MacArthur Foundation,?
and Robert Wood Johnson Foundation.® Studies in the Bay Area3! and New York
City,32 for example; the acclaimed 2008 documentary film Unnatural Causes 33; and
major initiatives by the W.K. Kellogg Foundation,?* California Endowment,3> and
Robert Wood Johnson Foundation36é have all reinforced the message that “place
matters.” Armed with a new field of research that collects data at the neighborhood
level, communities are beginning to document and rectify local social and environ-
mental conditions that foment health disparities.

LINKING SOCIAL POLICY TO HEALTH DISPARITIES

Although some academics and policymakers understand the health impact of so-
cial determinants, the general public and other policymakers do not always recog-
nize that social policy and health policy are intimately linked. Social policies are
clearly of concern for reasons other than their health consequences. The recession
has riveted the Nation’s attention on the need for jobs and economic growth. Politi-
cians view the economic plight of voters as an election issue.

The missing piece is that advocates for jobs, education, and other issues often
overlook the health argument in making their case or calculating the return on in-
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vestment. Public programs to address failing schools, disappearing jobs, and needed
community development are under scrutiny as the fiscal crisis forces spending cuts
to balance budgets and reduce the national debt. Defending these programs requires
more than just making moral arguments for their retention and expansion. It re-
quires proponents to make a solid business case, but the value proposition should
include the medical spending avoided by having these programs in place.

Advocates for education or jobs programs often list important benefits, such as a
more competitive workforce, job security, and economic growth. However, they could
gather more support, especially from policymakers concerned about medical spend-
ing, by showing that disease rates—and hence health care costs—are connected to
education, employment, and socioeconomic well-being.

For example, the health connection strengthens the business case for education.
Henry Levin and colleagues reported that interventions to improve high school grad-
uation rates among black males yield $166,000 per graduate in net savings to the
government as a result of higher tax revenues and lower public health costs and
crime rates.3?” Muennig and Woolf estimated that the health benefits of reducing ele-
mentary school classroom sizes yield $168,000 in net savings per high school grad-
uate.3® Robert Schoeni and coauthors estimated that giving all Americans the
health status of college-educated adults would generate more than $1 trillion per
year in health benefits.39

Making the connection between social determinants and medical spending height-
ens the relevance of social policy to a pressing national priority: the spiraling costs
of health care, which have alarmed elected officials, employers, health plans, and
the public. Whether any proposed remedy—from malpractice reform to the imple-
mentation of accountable care organizations—can bend the cost curve remains un-
certain.

The gravitational pull of health care has kept the policy focus on reorganizing
care, implementing information technology, and reforming the payment system,
with less consideration of issues outside of medicine—even though they might curb
the flow of patients into the system and reduce spending more dramatically. Bobby
Milstein and coauthors recently calculated that expanding health insurance cov-
erage and improving health care would do less to save lives and control medical
spending than policies to improve environmental conditions and promote healthier
behavior.40

Remedies outside of health care can both reduce the cost of care and ameliorate
health disparities. An example is diabetes, a disease of rising prevalence and costs.
Diabetes occurs among adults without a high school diploma at twice the rate ob-
served among college graduates.?2 This disparity should speak volumes to policy-
makers seeking to control spending on this disease—and those tempted to cut edu-
cation budgets to finance health care.

WHY THIS MATTERS NOW

These issues need attention now, for four reasons. First, this is a time of wors-
ening socioeconomic conditions and rising inequality, fomented by the recession and
economic policies. Higher disease burden, greater medical spending, and widened
disparities could result.

The programs that could cushion stresses on children and families are
now vulnerable to budget reductions.

Second, exposing children to today’s adverse social conditions has ramifications for
the health of tomorrow’s adults. It has already been predicted that this generation
could, for the first time in U.S. history, live shorter lives than its predecessors be-
cause of the obesity epidemic.4! Children’s exposure to worsening socioeconomic con-
ditions from fetal life through adolescence could alter the trajectory of their health,
making them more likely to develop disease later in life.25 These outcomes could in-
tensify demands on a health care system that is already too costly to sustain.

Third, the very programs that could cushion stresses on children and families are
now vulnerable to proposed budget reductions. Programs that help people get an
education, find a job that can lift a family out of poverty, or provide healthy food
and stable housing are being eliminated to balance budgets. This strategy, however,
could backfire if it precipitates disease, drives more patients into the health care
system, and increases medical spending.

Fourth, presidential and congressional elections are fast approaching, and many
politicians are eager to exhibit their fiscal conservatism by reducing the size of gov-
ernment and eliminating social programs. The zeal to cut spending may discourage
thoughtful consideration of how such cuts might expose voters to greater illness or
harm the economy.
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It may be naive to hope that elected officials will rise above reelection concerns
to address outcomes that will outlast their term in office and promote the greater
good. It may be more realistic to hope that the public and policymakers will begin
to connect the dots and see health as a by-product of the environment in which
Americans live. They might come to see that decisions about child care, schools,
jobs, and economic revitalization are ultimately decisions about health—and the
costs of health care.

Social issues lack quick and easy solutions. Politics surrounds questions of how
best to educate children and improve the economic well-being of American families.
However, scientific knowledge now makes it clear that the current movement to
shrink investments in these areas has implications for public health and the costs
of medical care. Fiscally prudent politicians (and voters) who learn about the med-
ical price tag associated with austere economic and social policies may question the
logic of “cutting spending” in ways that ultimately increase costs.

For the health equity movement, the challenge is to clarify this connection for pol-
icymakers and to not focus exclusively on how physicians and hospitals can reduce
disparities. Equitable health care is essential, but health disparities will persist—
as they have for generations—until attention turns to the root causes outside the
clinic.

Note: The authors thank the research staff of the Virginia Commonwealth Uni-
versity Center on Human Needs (Project on Societal Distress) and of the Robert
Wood Johnson Foundation Commission to Build a Healthier America for source data
cited in this article. The authors also thank Karen Simpkins for assistance in pro-
ducing the exhibits. The Project on Societal Distress was funded by the W.K. Kel-
logg Foundation (Grants P3008553, P3011306, and P3015544).
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COMMENTARY

PuBLIC HEALTH IMPLICATIONS OF GOVERNMENT SPENDING REDUCTIONS *
(By: Steven H. Woolf, MD, MPH)

ACROSS THE UNITED STATES, CONCERNS OVER BUDGET deficits and a weak econ-
omy have prompted Federal, State, and local governments to propose controversial
spending reductions to balance their budgets. Debates and protests incited by these
decisions dominate the news, but what is their relevance to medicine? The reflexive
answer might be that government spending policies are relevant if they compromise
health care services, essential public health programs, or biomedical research. How-
ever, the biggest threat to public health may come from funding cuts outside the
health sector. Namely, budget decisions that affect basic living conditions—removing
opportunities for education, employment, food security, and stable neighborhoods—
could arguably have greater disease significance than disruptions in health care.

Health status is determined by more than health care. Education, income, and the
neighborhood environment exert great influence on the development of disease—per-
haps more than interventions by physicians or hospitals.! Consider the role of edu-
cation. In 2007, adults with a bachelor’s degree were four times less likely to report
fair or poor health than those without a high school education.2 The prevalence of
diabetes among adults without a high school diploma was 13.2 percent, more than
double the prevalence among adults with a bachelor’s degree (6.4 percent).2 In
2008-9, the risk of stroke was 80 percent higher among adults who lacked a high
school diploma than among those with some college education.3 At age 25, life ex-
pectancy is at least 5 years longer among college graduates than among those who
did not complete high school.* Multiple factors explain the health disparity associ-
ated with education. Educational attainment is inversely associated with smoking
and obesity,3 but it is also a pathway to better jobs, benefits (including health insur-
ance), and financial security—each of which conveys health advantages.

Families with financial insecurity face hardships that often take priority over
health concerns. These families tend to eat poorly, forgo exercise, and skip medica-
tions to stretch their budget. Low incomes force many to live in unhealthy housing
or in struggling or insecure neighborhoods. Such neighborhoods tend to have limited
access to medical care, nutritious groceries, and safe places to exercise and an over-
supply of fast foods, liquor stores, pollution, and crime.5 A life of hardships is associ-
ated with higher rates of stress and depression.2

The association between income and health applies to everyone, not just those
who are poor. Middle-class individuals have lower life expectancy and worse health
status than those who are wealthy.# Rich or poor, individuals facing more difficult
financial circumstances tend to defer clinical care and allow complications to linger.
Disadvantaged patients present to physicians in more advanced stages of disease
that are more difficult and costly to treat and are often less survivable.® In sum,
budget policies that impose financial strain on families or curtail educational oppor-
tunities could, in time, cause greater morbidity, mortality, and costs—all of which
are problematic on moral and economic grounds.

*Note: Author Affiliations: Virginia Commonwealth University Center on Human Needs,
Virginia Commonwealth University, Richmond.

1 Note: Corresponding Author: Steven H. Woolf, MD, MPH, Center on Human Needs, Vir-
ginia Commonwealth University, West Hospital, 1200 East Broad St, PO Box 980251, Rich-
mond, VA 23298-0251 (swoolf@vcu.edu).
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The moral issue is clear: it is unsettling to adopt policies that will induce a higher
rate of premature deaths or greater disease or disability. Such policies tend to dis-
proportionately affect those who are poor or who are members of racial or ethnic
minority groups, and they often affect children as well. These policies would be
soundly rejected if health outcomes and ethics were the only considerations, but pol-
icymakers must also contend with economic and political realities.

The core argument of fiscal conservatives is that difficult budget decisions and fis-
cal discipline are necessary for the economy—a worthy principle for many spending
areas. However, fiscal discipline loses its logic when spending reductions lead to
greater illness and thereby increase health care costs. Any policy that increases dis-
ease burden is a threat to the economy because medical spending is so costly to gov-
ernment and employers. Medicare, Medicaid, and children’s health insurance con-
sume 23 percent of the Federal budget.” Health care costs are complicating efforts
to balance State budgets, operate businesses, and compete in the global market-
place. The need to control medical cost inflation is a mounting national priority, one
that argues against budgetary policies that would increase morbidity, heighten de-
mand on the system, and drive up medical spending.

That unwanted scenario is a potential outcome of the more austere budget cuts
under current consideration, many of which would impose economic strain on fami-
lies, weaken support for education, and allow neighborhood living conditions to be-
come more unhealthy. The effect of these conditions on health, relative to medical
care, is often underestimated. According to one estimate, giving every adult the mor-
tality rate of those who attend college would save seven times as many lives as
those saved by biomedical advances.® It has been estimated that 25 percent of all
deaths in Virginia between 1990 and 2006 might not have occurred if the entire
population had experienced the mortality rate of those who lived in the State’s most
affluent counties and cities.?

In the United States, the adverse socioeconomic conditions that are linked with
mortality have become more prevalent in the past decade, especially with the eco-
nomic recession. Between 2007 and 2009, median household income decreased from
$51,965 to $49,777, down from a peak of $52,388 in 1999.10 Between 2000 and 2009,
the number of households with food insecurity increased from 10 million to 17 mil-
lion.19 The percentage of individuals with severe housing costs burdens (spending
more than 50 percent of their income on housing) increased from 13 percent in 2001
to more than 18 percent in 2009.10 The number of homeless individuals in families
requiring shelters or transitional housing increased from 474,000 in 2007 to 535,000
in 2009.1° The poverty rate increased from 11.3 percent in 2000 to 14.3 percent in
2009,d %)S highest percentage since 1994 and the largest absolute number on
record.

It is reasonable to predict that the population’s exposure to these conditions will
eventually result in some increase in the prevalence and severity of major illnesses,
a trend that would place greater demands on the health care system. Already, emer-
gency departments and hospitals are noting the recession’s effect on admissions for
uncontrolled diabetes and heart failure. Lasting effects may take years to document.
Many of today’s children could endure greater illness decades hence and a shorter
life expectancy because they grew up during current conditions. This dismal forecast
bears attention from health care leaders, who must prepare capacity plans for the
wave of patients that a distressed economy would push into the system, and from
politicians and economists, who must consider how that care will be financed by a
system already too expensive to sustain.

Amid these conditions, it is fair to ask whether now is the right time to cut pro-
grams that sustain living conditions for good health and that protect U.S. residents
from losing their jobs, income, education, and food. The answer may be dis-
appointing, as the downstream effects on illness and spending may not be enough
to outweigh the budgetary pressures of the present, but the question should at least
be posed and the tradeoffs discussed. Too often, policymakers and the public fail to
recognize the connection between social and health policies, and this seems true
again as proponents and critics of current budget reforms wage their debate. When
policies could claim lives, exacerbate illnesses, and worsen the economic crisis, these
ramifications should at least be discussed.
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Senator SANDERS. Thank you very much, Dr. Woolf.

Senator Warren, did you want to introduce Dr. Berkman?

Senator WARREN. I do, Mr. Chairman. Thank you very much.

It is my honor to introduce Dr. Lisa Berkman, the Thomas Cabot
Professor of Public Policy and Epidemiology, and the director of the
Harvard Center for Population and Development Studies at the
Harvard School of Public Health. Dr. Berkman is a social epi-
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demiologist who examines the impact of social and policy factors on
health outcomes.

Dr. Berkman began her career at Northwestern University,
where she received her bachelor’s in sociology, later attended the
University of California Berkeley where she earned both her mas-
ter’s and her doctorate in epidemiology. Before joining the faculty
at Harvard, she spent 16 years as a professor at the Yale School
of Medicine.

Dr. Berkman’s research, both in America and internationally,
has helped us better understand the role that social inequality
plays in people’s health. She has authored or co-authored 275 pub-
lications in peer-reviewed literature and numerous book chapters,
and is a member of the Institute of Medicine.

I am so pleased that Dr. Berkman is with us here today, and I
am looking forward to an engaging conversation with her.

Senator SANDERS. Dr. Berkman, thanks very much for being
here. Please begin.

STATEMENT OF LISA BERKMAN, Ph.D., DIRECTOR OF THE
HARVARD CENTER FOR POPULATION AND DEVELOPMENT
STUDIES AND THOMAS D. CABOT PROFESSOR OF PUBLIC
POLICY AND EPIDEMIOLOGY, HARVARD UNIVERSITY, CAM-
BRIDGE, MA

Ms. BERKMAN. Chairman Sanders, Senator Warren, Senator
Baldwin, and other members of the committee, thank you for this
invitation to testify. You have chosen a very provocative title for
this hearing. It calls for a straightforward response that outlines
more than the situation, but also includes potential solutions.

First, I am going to describe, very briefly, trends in life expect-
ancy and the unequal distribution of lists of death by socioeconomic
status in the United States, then I will go to some practical options
for improving the Nation’s health. I will focus on work policy par-
ticularly here because it is an area in which the Federal and State
Governments have a role in shaping policies that would reduce
health disparities.

First, as we have said, U.S. life expectancy has lost ground com-
pared to other Nations in the last decades, especially for women.
I was a member of the National Academy of Science’s panel on lon-
gevity trends. It found that the United States ranked at the bottom
of 21 industrialized, developed Nations. These low rankings are
particularly striking for the poor and for women.

Of most concern is the widening gap and the risk of death be-
tween those at the bottom and those at the top. This gap has wid-
ened over the past 25 years. For instance, in 2007, the death rate
for men without a high school education was 7 per 100; it was 2
per 100 for those with a college education. This corresponds to a
3V2-fold increased risk for those less-educated men. This risk has
grown substantially over the last 25 years.

Among women, the patterns are even more troubling. For less-
educated women, the risk of dying actually increased, as you noted,
in absolute terms during this time. Most striking, this pattern
holds even if we only look at white women in the United States.

Now, using the public health framework, I want to show how
labor policies and practices can make a difference in American’s
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health. Although health insurance and access to medical care can
help reduce risks of financial catastrophe, and also help cure dis-
ease once it occurs, healthcare alone cannot prevent disease. It is
like aspirin and headaches. Aspirin can cure headaches, but head-
aches are not caused by lack of aspirin; they are not aspirin defi-
ciency diseases.

To reduce headaches, we need to focus on the cause of the head-
ache. For this same reason, we need to look at what causes these
high rates of dying among the poor and less-educated.

So turning to work, then. A number of studies on the relation-
ship between work and health show that employment almost al-
ways associates with better health. These associations last well
into old age and relates to reduced mortality risk, as well as to the
maintenance of cognitive and physical functioning.

Here are three specific work-related policies that promise to im-
prove health, especially for low wage earners and their families.
No. 1, the Earned Income Tax Credit program. EITC is associated
with improvement in infant health and decreases in smoking
among mothers. Getting the EITC means that your baby, on aver-
age, will be 16 grams heavier. To put that in context, it is equal
to about one-third of the association between birth weight and hav-
ing a mother with a high school degree. EITC reduces the odds of
maternal smoking by 5 percent and increases mother’s odds of
working and increases her wages.

No. 2, recent evidence on maternity leave policies in the United
States and Europe suggests that protecting employment among ex-
pectant and recent mothers leads to better long-term labor-market
outcomes including wage level and growth, career prospects, labor
market attachment, and employability. Mounting evidence suggests
maternity leave is health-promoting for infants and for their moth-
ers throughout their lives.

No. 3, work-family practices. In a study that we did of employees
in long term care facilities—which is primarily a low wage working
group in a very highly regulated industry—we found that when
managers were attentive to work-family issues, their employees
were half as likely to have cardiovascular risks compared to work-
ers who have less family friendly bosses. Specifically, these employ-
ees were less likely to be overweight, they have lower blood pres-
sure, lower diabetes.

The health effects that I have described here are not counted in
the current cost benefit metrics of these policies, so we dramati-
cally underestimate the real benefits that they have. Our labor
policies challenge working-class families to remain simultaneously
committed to work and to family. Over half of low-wage earners
lack sick leave to take care of family. I could give you more policies
that would help the health of our low-income working families, but
I will stop here.

The EITC, pro-family work policies and practices, and parental
leave are just three examples of policies that impact the health of
low-income working families.

Thank you very much.

[The prepared statement of Ms. Berkman follows:]
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PREPARED STATEMENT OF LISA F. BERKMAN, PH.D.

Chairman Sanders, Senator Burr and members of the committee, thank you for
the invitation to testify.

I will discuss two issues today. First, I will describe trends in U.S. life expectancy
and the unequal distribution of mortality risk by socioeconomic status in the United
States. Second, I will elaborate on options for improving the Nation’s health, espe-
cially related to labor policies for low-wage workers. I will frame our options for im-
proving health in terms of what we can do to create a healthy population and pre-
vent disease.

First, U.S. overall life expectancy—that is the expected number of years someone
born today can expect to live—has lost ground compared to that of other nations
in the last decades, especially for women. I was a member of a recent National
Academy of Science Panel on diverging trends in longevity. It found that the United
States ranked at the bottom of 21 developed, industrialized nations! and poor
rankings were particularly striking for women. In the 1980s our rankings were in
the middle of OECD countries in this study. While it is true that LE improved dur-
ing this time from by 5.6 years for men and 3.6 years for women, other countries
gained substantially more in terms of life expectancy, leaving us behind. Further-
more, almost all those gains were concentrated among the most socioeconomically
advantaged segments of the U.S. population. And they were more substantial for
men than for women. The poorest Americans experienced the greatest health dis-
advantage compared to those in other countries.23 At a recent NIH conference, the
discussion was focused on the steps required for the United States to reach just the
OECD average in the next 20 years—not even the top. It seems we have given up
on achieving better than average health.

More concerning is the widening gap in mortality—or risk of death—between
those at the bottom and at the top in the United States. These gaps have widened
over the last 25 years. These patterns are evident whether we look at education,
income or wealth differentials, but because the evidence is clearest that education
itself is causally linked to health and functioning.#5 I will focus on these associa-
tions. For instance, the mortality for men with less than a high school education
in 2007, was about 7 per 100. For those with 16 years or more of education, the
rate was less than 2 per 100. This corresponds to a 3%2-fold risk of dying in 2007,
compared to 2.5 times the risk in 1993. For less-educated women, their mortality
risk actually increased absolutely during this time giving rise to an increased risk
from 1.9 to 3 in 20076 and this pattern holds even if we confine our analyses to
white women.?” While it is true that fewer adults are in the less-educated pool in
later years, giving rise to questions about selection issues, it is also true that adults
in the highest educated categories have grown over this same time suggesting in-
creased compositional heterogeneity in these groups. Overall while selection into
education level occurs, it accounts for only a small part of this widening gap.

While mortality gaps in socioeconomic status have existed for centuries, the mag-
nitude of these differences has grown substantially over time in the United States.
These widening disparities suggest that either disparities in the underlying deter-
minants of illness and mortality have also been growing over time or that support
to buffer these stressful conditions has changed. In either case, while we may not
be able to eliminate health disparities, the fact that the size of the risks varies so
much suggests that such large inequalities are not inevitable or innate and, gives
hope that there are ways to reduce the burden of illness for our most vulnerable
citizens.

Now, using a public health framework, I discuss the identification of health risks.
While health insurance and access to medical care help reduce risks of financial ca-
tastrophe and can improve the health of those suffering from illness, health care
alone cannot ensure good health and prevent the onset of disease. To illustrate this
point, we can think of the aspirin/headache analogy. “While Aspirin cures a head-
ache, lack of aspirin is not the cause of headaches.” Headaches are not caused by
aspirin deficiency—to reduce headaches we need to focus on what causes headaches.
This is what prevention and public health approaches offer. Obviously it would be
better to maintain health than have to treat illness once it occurs. Treatments are
financially very costly, but more importantly, waiting to treat disease is costly to
the quality of lives of all Americans.

What would be required to produce better health among Americans and reduce
socioeconomic disparities in health? What do poor socioeconomic conditions influence
that could cause such increased risk across such a huge number of diseases across
all age groups from the infancy to old age? You are all probably thinking about the
usual suspects—smoking, poor diet, and lack of exercise. I'm not going to focus on
these usual suspects today, not because I don’t believe they pose substantial risks
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to health, but because we know that it is very hard to change these behaviors with-
out considering the social and economic conditions that shape them. These social
and economic conditions are fundamental determinants of health because they influ-
ence so many behaviors and access to so many opportunities and resources. Change
here will influence a number of channels leading to increased mortality risk. In my
testimony I will focus on one of these conditions relating to participation in the
labor market.

Several years ago, I embarked on a study to assess the relationships between em-
ployment, family dynamics and health. We found that employment was almost al-
ways associated with better health. These associations lasted well into old age.

Women who had the lowest mortality risk in later adulthood had spent some time
out of the labor market (a few years over the career path) but maintain steady labor
force participation for most of their lives until retirement. Drawing on data from the
Health and Retirement Study, we find that among married mothers, those who
never worked had an age-standardized mortality rate of 52.6 whereas mothers who
took some time off when their children were young but who later joined the work-
force and mortality rates of around 40. Single mothers who never worked had the
highest mortality of 98 compared to 68 for single mothers who worked.

Selection into the labor force may account for some of this association, but more
experimental evidence confirms the positive health benefits of working especially for
low-income women and men.

For example, the EITC is associated with improvements in infant health and de-
creases in smoking among mothers.8 In an analysis of State variation in the Earned
Income Tax Credits (EITCs) between 1980 and 2002, Strully finds that EITC’s in-
crease birth weights by, on average, 16 grams. To put that in context, it is equal
to about a third of the association between birth weight and having a mother with
a high school degree. Living in State with EITC reduces the odds of maternal smok-
ing by 5 percent, and increases mother’s odds of working and increases her wages
and salary.

Recent evidence from several studies of maternity leave policies in the United
States and Europe suggests that, by protecting employment among mothers in the
period around birth, maternity leave leads to better long-term labor market out-
comes after maternity including wage level and growth, career prospects, labor mar-
ket attachment and employability.® 101112 Thus not only may maternity leave ben-
efit children and mothers around the period of birth, they may have long-term bene-
fits for mothers that extend for decades in later adulthood.

In an observational study of employees in long-term care facilities, we found that
workers whose managers were attentive to work-family issues had half the cardio-
vascular risks as assessed by objective biomarkers from blood or clinical exam and
healthier patterns of sleep compared to those who worked for less family-friendly
managers.13 Specifically, employees whose managers maintained family-friendly
practices were less likely to be overweight, had lower risk of diabetes and lower
blood pressure. Based on objective measures of sleep using actigraphy monitors,
these same employees slept almost 30 minutes more per night than their counter-
parts. For nurses and certified nursing assistants in low- and middle-wage jobs,
these are important risks to which they were exposed.

Such research suggests that labor policies and practices that support men and
women in the labor force and especially help those with caregiving obligations are
health promoting. These policies and practices have health effects that are not often
“counted” as we think about their costs and benefits. Men and women will need op-
portunities and flexibility and schedule control to enter and remain in the labor
force given the inevitability of having to care for children, parents, or partners at
some point in time. Our goal for women should be to enable them to be successful
in their productive as well as reproductive lives. Right now, we make this very dif-
ficult. Our labor policies challenge working class families to remain committed to
work and to their families. For example, over half (54 percent) of low-wage earners
lack sick leave or vacation to take care of families and around 30 percent of middle-
income families lack such leave.l4 Even fewer have parental leave.

We have shown that we can identify the socioeconomic disparities in health with
some precision. Solutions that help to maintain low- and working-class men and
women in the paid labor force have clear health benefits. The EITC, pro-family work
policies and practices and parental leave are examples of polices that impact health
of low-income working families. Targets enabling adults to participate in the paid
labor force while not risking the health and well-being of their family members
show particular value. Metrics for evaluating social and economic policies do not
currently include health metrics. The health spillovers of such policies would in-
crease the benefits of such policies in any cost-benefit equations. We want to ensure
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that Americans, particularly those living in poverty and working-class families
aren’t robbed of healthy years of life.
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Senator SANDERS. Thank you very much, Dr. Berkman.

Senator Burr is unable to be with us this morning, but his guest
is Dr. Nicholas Eberstadt, who is the Henry Wendt Chair in Polit-
ical Economy at the American Enterprise Institute. He is also a
senior advisor to the National Bureau of Asian Research, a member
of the Visiting Committee at the Harvard School of Public Health,
and a member of the Global Leadership Council at the World Eco-
nomic Forum. He researches and writes extensively on economic
development, foreign aid, global health, demographics, and poverty.
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Dr. Eberstadt, thanks very much for being with us.

STATEMENT OF NICHOLAS EBERSTADT, Ph.D., MPA, M.Sc.,
HENRY WENDT CHAIR IN POLITICAL ECONOMY, AMERICAN
ENTERPRISE INSTITUTE, WASHINGTON, DC

Mr. EBERSTADT. Mr. Chairman, Senators Warren, Baldwin, dis-
tinguished co-panelists, and guests.

It is an honor to be here. My testimony focuses upon the excep-
tions to the established generalization that better education, better
health access, and better income result in better health outcomes.
Nobody disputes this, but the predictive power of those generaliza-
tions should be appreciated, because it is limited.

In my testimony, I show a number of tables which make this ar-
gument more clearly than perhaps one can in a brief period of time.
If we look at Table 1 in my testimony, I show poverty rates, per-
centages of adults without high school degrees, GINI coefficients,
percentages with no health insurance, and age-adjusted percent-
ages of adults 18 or over with no healthcare visits in the previous
12 months for non-Hispanic whites, also known as Anglos, for
Asian Pacific Americans, for Black non-Hispanic African-Ameri-
cans, for Hispanics, and for the country as a whole.

Now what you will see in this chart is that by all of these indica-
tors, by far the most advantaged group in the United States are
the Anglos, lower poverty rates, lower percentages of adults with-
out high school education, lower GINI coefficients for family in-
come, lower percentages without health insurance, and lower per-
centages who have never been to a doctor or another professional
in the last 12 months.

One would think on the basis of what we know that these Anglos
would have better than average mortality for the United States as
a whole. They do not. In fact, their mortality level, age standard-
ized, is slightly worse than the Nation as a whole.

If one takes a look at the group which seems to be most dis-
advantaged by these metrics, which would be Latinos, their age
standardized mortality is not higher than the national average. In
fact, it is 25 percent lower. We should want to understand why this
paradox occurs.

If we look at Figure 5 in my testimony, which shows life expect-
ancy in the County of Los Angeles, America’s largest, most popu-
lous county, the most privileged group in terms of poverty rate
would be the non-Hispanic whites. Latinos have a poverty rate
which is over twice as high as the Anglos in Los Angeles County,
yet the life expectancy at birth for Latinos in Las Angeles is almost
215 years higher than for whites. We should want to understand
how this sort of an outcome can occur.

In Figure 8 in my testimony, I use an analysis, or I present an
analysis, done by the New York City Department of Health which
shows life expectancy by ethnicity and by poverty statuses, neigh-
borhoods. One of the fascinating results here, for Asian-Americans,
the poverty status of neighborhoods makes practically no difference
in life expectancy, and life expectancy for Asian-Americans in New
York City is higher than for any other group. We should want to
know how that can be.
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Finally, Figures 11 and 12, I take estimates made by the Social
Science Research Council in New York City for life expectancy by
ethnicity by State across the United States, and I compare these
with life expectancy as estimated by the U.S. Census Bureau for
various OECD countries.

You can see in Figure 11 that for Hispanic Americans taken by
themselves, life expectancy at birth is higher than for any OECD
country. The healthiest country in the world at this point is Japan.
Latino life expectancy in America is higher than life expectancy in
Japan. And the figures for Asian-Americans are just off the charts.

If the United States was a nation of only Latinos and Asian-
Americans, disadvantaged groups by these indicators I used, we
would be the healthiest country on earth.

A question for us, it seems to me, a critical question is: how do
some disadvantaged groups achieve excellent, world-class health
outcomes? If we answer that question, I think we can help to in-
crease health for all Americans.

Thank you.

[The prepared statement of Mr. Eberstadt follows:]

PREPARED STATEMENT OF NICHOLAS EBERSTADT, PH.D., MPA, M.Sc.

Mr. Chairman, distinguished Members, esteemed co-panelists and guests, in these
august chambers, as in other policymaking circles in Washington and around the
Nation, a policy syllogism is gaining currency and receiving increasingly respectful
attention. The syllogism runs something like this: health progress is faltering in
America today; faltering health progress is the consequence of social and economic
disparities; therefore government must intervene to reduce disparities if health
progress is to be revitalized.

Influential as this syllogism has come to be nowadays, I submit that it is empiri-
cally flawed, and therefore requires serious qualification and re-examination.

The problem with the syllogism lies not in its assertion that health progress in
modern America is disappointing. For the Nation as a whole, the evidence to this
effect is, unfortunately, overwhelming.

Rather, the trouble lies with the proposition that social and economic disparities
are the cause of America’s disappointing health performance today.

To be clear: this is not to ignore the great corpus of data pointing to a widening
of income differences and other economic differences in America over the past gen-
eration. Nor is it to suggest that it is not better to be affluent, educated, and well-
insured. Obviously it is: and not just for reasons bearing on health.

Yet the perhaps curious fact of the matter is that real existing social and eco-
nomic disparities are just not that good in predicting real existing health disparities
in our real existing modern America. In fact, it is commonplace today for poorer,
less-educated groups to enjoy substantially *better* health outcomes than those who
would appear to enjoy distinctly greater socioeconomic advantages. The surprising—
but also hopeful—fact is that it is possible for groups suffering what might be de-
scribed as both social and economic disadvantage to achieve very good health out-
comes in America today. And that is not just a technical, arcane, theoretical possi-
bility: it is a main street reality, ratified by the survival profiles of millions upon
millions of Americans today.

We manifestly need to understand exactly how it is that so many Americans today
manage to achieve good or excellent health outcomes with limited incomes, edu-
cational backgrounds, and other socioeconomic resources. But manifestly, the mental
straitjacket that the “social disparities” mindset imposes on public health research
is incapable of helping us in this critical task.

The tables and graphs that accompany this written statement offer data and anal-
ysis that underscore, and expand upon, the summary points offered telegraphically
in the preceding paragraphs.

Let us begin with the question of America’s health record over the postwar era.
There is really no question at this point as to the at-best mediocre results we as
a society have garnered over the past half century and more. While our country has
achieved continuing incremental improvements in overall health conditions (as re-
flected in the mirror of mortality), our progress has been decidedly slower than in
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other affluent Western democracies—and thus our ranking in this roster has gradu-
ally but steadily declined.

We can see this in Figures 1 and 2 of the attachment to this written statement.
[See Figures 1 and 2] The graphics trace out the trends in years of combined male
and female life expectancy at birth on the one hand, and infant mortality rates per
thousand live births on the other hand, for the United States and 23 other never-
communist members of the OECD (Organization for Economic Cooperation and De-
velopment), an association of aid-dispensing Western industrialized democracies.

These estimates come from the Human Mortality Data base, a project undertaken
by the University of California at Berkeley and the Max Planck Institute for Demo-
graphic Research in Germany—since experts in this network have carefully exam-
ined the underlying data from all these countries and offered their own corrections
or reconstructions as warranted, we get an “apples to apples” comparison here.

As can be seen in Figures 1 and 2, despite continuing progress in reducing mor-
tality levels, America has gone from a more or less middling ranking in this pack
of 24 countries shortly after the end of World War II (1950) to the very poorest
ranking among these 24 countries today (circa 2010). Life expectancy at birth is now
estimated by the Human Mortality Database researchers to be lower in the USA
than in any of the other 23 comparators—and infant mortality conversely is placed
highest in the USA for any country in this same group. Trend lines for the odds
of surviving from birth to say age 65, or any other measure for the risk of pre-
mature mortality, would tell a roughly similar story for America’s health perform-
ance over the postwar era.

What accounts for this long-term relative decline in U.S. health performance?

Over the past half century, America has become an increasingly multiethnic soci-
ety, and it has also seen the emergence of growing economic differences. (Admit-
tedly, rising measured economic differences have also been characteristic of almost
all other affluent Western democracies over these same decades—but measured in-
come dispersion in the USA today appears to be greater than in almost all of the
comparator countries in Figures 1 and 2).

It is tempting to link these big changes in American society and economy with
our disappointing health performance. This impulse, indeed, is at the heart of the
current popularity of the “social disparities” paradigm, so widely utilized in public
health research on America today. There is no gainsaying the general insight that
more prosperous and better-educated people should be expected to have more favor-
able health outcomes than those who are less well-to-do. But as a practical matter,
socioeconomic disparities do not seem to offer us all that much help in under-
standing the big health differentials we see in our society today.

Table 1 makes the point. [See Table 1] It presents figures for America’s major eth-
nic groups on the one hand for major indices of social and economic disparity—pov-
erty rates; proportions of the adult population without high school education; income
distribution for families; percentages of persons without health insurance; percent-
ages of adults with no health care visits over the previous 12 months—and on the
other for age-standardized mortality.

If the “social disparities” model has much predictive power in the modern Amer-
ican context, we would expect these major disparities to track with differential in
mortality. We should bear this in mind when we examine the findings in Table 1.

Consider what this table reveals for the “non-Hispanic White” (i.e., “Anglo”) popu-
lation in contemporary America (i.e., around the year 2010). By all indicators in this
table—poverty, education, income distribution, access to health insurance, use of
health services in the past 12 months—the “Anglo” community or population ap-
pears to be decidedly better off on average than Americans as a whole. But age
standardized mortality for Anglos is no better than for the U.S.A. as a whole. In-
deed, age standardized mortality is reportedly slightly *higher* for Anglos than for
the Nation as a whole.

Needless to say, if social and economic disparities were the dominant factor in de-
termining health outcomes in the United States, the improbable correspondence be-
tween relative socioeconomic privilege and slightly less-than-average health results
for Anglo America today would be unfathomable. But the situation is even more
striking than this one comparison would suggest.

Consider next the circumstances for our Asian minority (officially, Asian and Pa-
cific Islanders). On all of the social and economic indicators in Table 1, the Asian
population fares less favorably than the Anglos. Yet age-standardized mortality lev-
els for our Asian-Pacific population are officially estimated to be over 40 percent
below the national average.

Finally, consider the situation for the Hispanic population in America today. By
a number of measures, it would appear to be *the* most socioeconomically disadvan-
taged major ethnic group in America today. Nearly 40 percent of Hispanic American
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adults, for example, have no high school degree (2009); over 30 percent of all have
no health insurance (2010); and nearly 30 percent of Hispanic adults did not report
even a single visit to get health care over the previous year (2010). Even so: the
age-standardized mortality level for Hispanic Americans is estimated to be fully 25
percent lower than the average for the Nation as a whole!

Thus the striking paradox of health in modern America is this: minority groups
reporting higher incidences of poverty and income inequality, lower educational at-
tainment, less health insurance coverage, and greater likelihood of no treatment by
medical professionals than our Anglo majority also report significantly lower mor-
tality (and thus longer life expectancy) than our Anglos—indeed, significantly better
mortality levels than for America as a whole. And this paradox is not new: as Fig-
ures 3 and 4 attest, for males and females alike, mortality rates for our Asian and
Hispanic minorities have been superior to those of non-Hispanic Whites for many
decades—in fact, for as long as such numbers have been compiled. Non-Hispanic
Blacks or African-Americans are the only ethnic minority whose health profile ap-
pears to be poorer nowadays than our Anglos.

The phenomenon of superior health performance by ostensibly disadvantaged mi-
norities can be seen from sea to shining sea. Consider first Los Angeles County:
with nearly 10 million inhabitants, the Nation’s most populous jurisdiction, fewer
than 30 percent of whose residents are Anglos. [See Figure 5] According to the LA
County Department of Public Health, total male and female life expectancy at birth
for these non-Hispanic White residents in 2010 was actually a bit below the county-
wide average (80.8 years vs. 81.5 years). But the official poverty rate for the Anglo
population in LA County is well below the countrywide average. On the other hand,
Hispanics and Asians both suffered higher poverty rates than Anglos—the rate for
Latinos was over twice as high as for non-Hispanic Whites—yet their life
expectancies were also markedly higher. In 2010, the Latino edge in life expectancy
over Anglos in LA County amounted to roughly 2.4 years; for Asians, the premium
was fully 5 years. Is “your social and economic status” a “death sentence in Amer-
ica,” as the title of our hearing today avers? Evidently, not in Los Angeles.

Now consider New York City, the Nation’s biggest urban jurisdiction. [See Figure
6] As we all know, the “Hispanic” designation encompasses a wide variety of back-
grounds. In terms of country or place of origin, the Latino population of New York
City is quite different from Los Angeles County. No matter: according to the New
York Department of Health, Hispanics still edge out Whites in life expectancy in
New York City, and have been doing so for many years, even though the Hispanic
population’s poverty rate in 2010 was over twice as high as the rate for Whites.

If we look at age-standardized mortality in New York City, we see our national
health paradox instantiated locally. [See Figure 7] Here again, mortality levels are
lower for Hispanics and for Asians than for Whites, even though their official pov-
erty rates are higher. It is true that mortality levels for New York’s Black popu-
lation is dramatically higher than for its White population—and poverty rates for
Blacks in New York were about twice as high as for non-Hispanic Whites in the
period under consideration. But the Hispanic poverty rate in New York was very
appreciably higher than the Black rate, even as the Hispanic age-adjusted mortality
levels were fully one-third lower than Black levels.

In and of itself, poverty just isn’t that good a predictor of health outcomes in New
York City. That point is further emphasized in an analysis by the New York City
Department of Health on life expectancy, ethnicity, and neighborhoods. [See Figure
8] It is true that the very lowest life expectancy was recorded for Black New Yorkers
who lived in the city’s poorest neighborhoods. It is also true that life expectancy gen-
erally tended to increase for city residents as the affluence of their neighborhood
increased. So far, so good for the “social disparity” model. But the biggest differences
in health outcome in New York City just can’t be predicted by this proxy of affluence
or disadvantage. Note that life expectancy for African-Americans in the city’s most
affluent neighborhoods was notably lower than for Hispanics in the city’s poorest
neighborhoods. Note as well that there was no “poverty neighborhood” effect whatso-
ever for New York’s Asian population. Indeed: according to this analysis, the very
healthiest group in New York City was Asians who lived in New York’s poorest
neighborhoods. These people enjoyed life expectancies roughly 5 years higher than
for Whites from the city’s wealthiest neighborhoods.

Let us return to our international comparison of America’s health performance.
The disappointing picture painted in Figure 1 turns out to be much more inter-
esting, and somewhat more promising, when we disaggregate life expectancy by
State and by ethnicity. We can do so with the aid of research by the “Measure of
America” project from the Social Science Research Council (SSRC), which permits
us to compare State-level life expectancy at birth by ethnicity with U.S. Census Bu-
reau estimates for life expectancy at birth for the rest of the OECD. [See Figures
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9-12] As we can see, America’s international health standing depends very much
on which group and region we are talking about.

For African-Americans, the story is pretty dispiriting—the nationwide average for
life expectancy for American Blacks is lower than the life expectancy of all but three
of the OECD’s 34 countries, and even the highest calculated State-level African-
American life expectancy (Rhode Island) is lower than 20 of the OECD’s country-
level averages.

For U.S. Whites, the situation looks better, but only to a degree. By these SSRC
calculations, the nationwide life expectancy at birth for America’s Whites ranks
below the life expectancy at birth of fully 20 OECD countries, as estimated by the
U.S. Census Bureau. The dispersion of life expectancy by State for America’s Whites
is noteworthy. Among U.S. Whites, life expectancy for the longest living region
(Washington DC) is higher than for any country in the OECD—but life expectancy
for the lowest region (West Virginia) is worse than for all but four OECD nations.

When we place Hispanic America’s health in international perspective, the con-
trast is dramatic. To many viewers, the results are likely to be unexpected. By
themselves, Hispanic Americans today are estimated to enjoy a life expectancy high-
er than for any country in the OECD—higher even than Japan, the world’s health-
iest society by the yardstick of life expectancy.

And America’s Asian population is almost off the chart. By the SSRC’s reckoning,
Asian Americans nationwide can expect to live about 5 years longer than citizens
of Japan; life expectancy for Asian Americans in their lowest-health State (Hawaii)
would be a bit higher than life expectancy in Switzerland; and in at least six States.
Asian-American life expectancy at birth nowadays is placed above 90 years.

Viewed from this perspective, America’s health problem looks a little different
from the conventional formulations. If the United States were a nation composed
solely of its Hispanic and Asian Pacific minorities—populations, as we have seen,
where conventionally described “social disparities” weigh heavier than on the Nation
as a whole—we would be the healthiest country on earth. Our nationwide health
problem is a problem within our African-American population—a group that suffers
disproportionately from poverty and other conventional metrics of socioeconomic dis-
advantage—and our Anglo population—a group that suffers *less* from poverty and
other conventional metric of socioeconomic disadvantage than the Nation as a
whole.

As should by now be apparent, health outcomes in modern America are a con-
sequence of something beyond abstract social forces. Seeming victims of “social dis-
parities” regularly achieve high levels of life expectancy—very often, levels better
than those with seemingly greater social and economic advantages. If we are truly
interested in improving our country’s public health conditions, we should be asking
what is going *right* in these populations and these communities. Is it behavior?
Lifestyles? Outlook and attitudes? Some combination of these things? We should
desperately want to know. We will not—indeed cannot—learn the answers to this
critically important question to our Nation’s well-being if we insist on attempting
to protect the conclusion that social inequality is really what ails us.
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Age Standardized Mortality for Females by Ethnicity:
USA, 1980-2010
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Figure 4
Age Standardized Mortality for Males by Ethnicity:
USA, 1980-2010
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Figure 6
Life Expectancy at Birth by Race/Ethnicity in New York City, 2001-2010;
with Poverty Rate at 2010 by Ethnicity
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Figure 7
Age Standardized Mortality by Race/Ethnicity in New York City, 1990-2006;
with 2006 NYC poverty rate by ethnicity
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tife expectancy varies by neighborhood poverty and
race in NYC (2004-2006 annual average)
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Figure 9
Life Expectancy at Birth, 2007 in Years:
OECD Nations vs. African Americans by State
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Figure 10
Life Expectancy at Birth, 2007 in Years:
OECD Nations vs. White Americans by State
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Figure 11
Life Expectancy at Birth, 2007 in Years:
OECD Nations vs. Hispanic Americans by State
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Figure 12
Lifc Expectancy at Birth, 2007 in Years:
OECT Natioas vs. Asian Americans by State

I

d

Vanerat
uty <erzs
i
Genoen
[

Semges; OECD Daa Un

Bt Mo liny
Tt e

sedd: Neaember £7, 2013)

RN

062 Ay e

Figure 13
Infant Mortality Rate (2009} vs. Poverty Rate (2010):
US Native born vs. Foreign born mothers by ethnicity
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Table 2
Infant Mortality Rate by Ethnicity, marital status, and education level,
2007-2009

Marricd
Non-

Hispanic . : _
Black : - ’ 10.25 1077 10.48 ‘8.5 5.58 .44
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Non-

Hispanic
Blach 12.55 14.84 13.06 11.74 10.21 12.86 12.81

Married
MNan-

Hispanic
White 6.42 8,37 5.6 4.58 - 328 2.97 3.58 4.24

Unmarried
Nan-
Hispanic
White 3.43 10.03 7.53 5.66 5.66 7.13

Source: Initnd Statos Departmatt of Fealth and Huoran Services £S5 DHAS). Certers of Disease Control a1d Preventivy {€37], National Center for
Health statistics (NCHS, Drvisior of Vital Statistics (OYS), Liaked Btk / Infant Death Recarcs 2007 7302 n1 COC WONDER On-line Dalabase. Accessed

at http:/ fwonder.cde. gov)/ | bo-curpgnt.btml on dov 17, 703

Figure 14

Gestational age-specific infant mortality rates,
United States vs. selected European countries, 2004
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Senator SANDERS. Thank you very much.
Senator Baldwin, did you want to introduce Dr. Kindig?

STATEMENT OF SENATOR BALDWIN

Senator BALDWIN. I would be honored. Thank you, Mr. Chair-
man.
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I want to thank you and Ranking Member Burr for convening
this hearing. We all know of your longstanding commitment to
issues of income inequality, poverty, and health disparities. Too
often, these issues are not discussed; they are swept under the rug.
We know as a Nation, we have to do better to make sure that every
American has a fair shake and a fair shot at success. Thank you,
Mr. Chairman.

You have invited a distinguished panel here today, including a
star from my home State of Wisconsin. Dr. David Kindig is Emer-
itus Professor of Population Health Sciences and Emeritus Life
Chancellor for Health Sciences at the University of Wisconsin
Madison School of Medicine. He co-directs the Wisconsin site of the
Robert Wood Johnson Health & Society Scholars Program. He also
serves as editor for the Improving Population Health blog.

Dr. Kindig served as senior advisor to Donna Shalala, Secretary
of Health and Human Services, from 1993 to 1995. In 1996, he was
elected to the Institute of Medicine National Academy of Sciences.
He chaired the Institute of Medicine’s Committee on Health Lit-
eracy in 2002 to 2004, as well as Wisconsin Governor Jim Doyle’s
Healthy Wisconsin Task force in 2006. In 2007, he received the
Wisconsin Public Health Association’s Distinguished Service to
Public Health Award.

Dr. Kindig.

STATEMENT OF DAVID A. KINDIG, M.D., Ph.D., EMERITUS PRO-
FESSOR OF POPULATION HEALTH SCIENCES, UNIVERSITY
OF WISCONSIN SCHOOL OF MEDICINE AND PUBLIC HEALTH,
MADISON, WI

Dr. KiNDIG. Thank you very much, Senator Sanders, Senator
Warren, and Senator Baldwin for that really warm introduction.
Great to see you here in this role.

I thank you all for the opportunity to speak today about the so-
cial and economic factors that have caused many Americans to
have shorter and less healthy lives than the generations that have
gone before them. I have worked my whole career in what we now
call population health, beginning as a pediatric resident in a pov-
erty neighborhood in the South Bronx and serving as the first Med-
ical Director of the National Health Service Corps in 1971.

This hearing shines light on something that many people do not
yet understand: that while healthcare is necessary for health, it is
not the only, nor even the most, important factor in producing
longer, healthier, and more productive lives. Health is produced by
many factors including medical care and health behaviors, but
equally importantly or more importantly, issues like income, edu-
cation, the structure of our neighborhoods, as my colleagues have
been showing.

The bottom line is we will not improve our poor health perform-
ance unless we balance our financial and policy investment across
this whole portfolio of factors.

For many years, I ran the Population Health Institute at the
University of Wisconsin School of Medicine and Public Health.
With my colleagues, we created the County Health Rankings for
use in Wisconsin prior to collaborating with the Robert Wood John-
son Foundation to take the rankings national.
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An easy to use snapshot, the rankings compare counties on a
range of factors, as I have mentioned, particularly including the so-
cial factors on employment and income. In fact, we weight those
factors in the rankings model as 40 percent of what impacts our
health outcomes.

We initially did this for 6 years in Wisconsin for only our 72
counties. I will never forget the first morning we released those
first rankings. I got a call from a radio talk show in a rural Wis-
consin town; I believe it was Platteville. The first question asked
was, this is like 7:30 a.m., “Dr. Kindig, does this report mean that
income levels in our county is as important as the number of per-
sons with health insurance?” I was surprised, but I could not have
been more gratified to get that kind of a call to begin that program.

I encourage each of you to take a look at the rankings in your
State and see the factors which impact the health of those counties.

The last several decades have shown a growing awareness of
such a broad perspective, work like Lisa’s and Steve’s and others.
Currently, I am co-chair of a new Institute of Medicine Roundtable
on Population Health Improvement, just started 6 months ago. The
vision of that roundtable starts, outcome such as improved life ex-
pectancy, quality of life, and health for all are shaped by inter-
dependent, social, economic behavior factors and will require robust
national and community-based actions and dependable resources to
achieve it.

In my testimony, I listed several studies that we have done on
this matter, I'll highlight two orally. One showed a fourfold vari-
ation in county death rates substantially influenced by median-
family income level. An $8,900 increase in median-family income
was associated with an 18 percent reduction in death rates in low-
income counties and 12 percent in high-income counties.

Another study that the Chairman referred to, which is the map
before you, showed this shocking, actually, increase in female mor-
tality rates across the United States. The most important factors
associated with this were college education, smoking, and median
household income.

We know now that much more than healthcare is needed. Even
though, of course, everyone needs access to affordable, quality care.
Evidence for investments in efforts like early childhood education
and many prevention programs, there is good, strong evidence for
that, and that is beginning to result in new investments in many
American communities.

But in a time of limited resources, we still need more efforts from
private foundations and the Federal Government to much more ag-
gressively fund the kind of studies that will help us to determine
the most cost-effective investment and policy choices across these
multiple determinants for a healthier future so we can make the
right balance of investments.

We do know enough to act now, however. I am not just advo-
cating research. As a former pediatrician, it just pains me that
many children born today in poverty will have shorter and
unhealthier lives determined in the next few years, by the time
they get to middle school. That will impact those maps as we go
forward.
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I have been looking at these maps for my entire career and I am,
frankly, very tired of it. At a time when the important issue of
medical care access and cost is front page news every day, I com-
mend this committee for bringing attention to the other deter-
minants of health, which are at least as important in changing the
color of these maps.

It is time for these maps to change.

Thank you very much.

[The prepared statement of Dr. Kindig follows:]

PREPARED STATEMENT OF DAVID A. KINDIG, M.D., PH.D.

Thank you Chairman Sanders and Ranking Member Burr for the opportunity to
speak today about the social and economic factors that have caused many Ameri-
cans to have shorter and less healthy lives than the generations that have gone be-
fore them.

My name is David Kindig, and I am Emeritus Professor of Population Health
Sciences at the University of Wisconsin School of Medicine and Public Health. I
have worked my whole career in what we now call population health, beginning as
a pediatric resident in an Office of Economic Opportunity Neighborhood Health Cen-
ter in the South Bronx and serving as the first Medical Director of the National
Health Service Corps in 1971.

This hearing shines needed light on something that many citizens and policy-
makers don’t yet understand . . . that while health CARE is necessary for health,
it is not the only or even the most important factor in producing longer life and lives
of high quality and productivity. As my colleagues have already pointed out, modern
epidemiology and social science have established that health is produced by many
factors including medical care and health behaviors and, importantly, components
of the social and physical environment in which we live in like income, education,
social support, and the structure of our neighborhoods. The bottom line is that we
will not improve our poor performance unless we balance our financial and policy
investments across this whole portfolio of factors.

For many years I ran the Population Health Institute at the University of Wis-
consin School of Medicine and Public Health, and with my colleagues created the
initial County Health Rankings www.countyhealthrankings.org. An easy-to-use snap-
shot, the rankings look at the overall health of nearly every county in all States.
They compare counties on a range of factors that influence health such as tobacco
use, physical inactivity, and access to health care, and more importantly, social and
economic factors, including education, employment and income. In fact, these latter
factors are assigned the largest weight at 40 percent. (www.countyhealthrankings
.org [ our-approach).

We initially did this for 7 years for only the 72 Wisconsin counties. I will never
forget the morning of the first Wisconsin release, I got a call from an early morning
radio talk show in rural Wisconsin and the first question asked was “Dr. Kindig,
does this report mean that the income level in our county is as important as the
number of persons with health insurance?” I could not have dreamed of a better and
more sophisticated question to begin this program. I answered that this was cer-
tainly the case although we don’t know for sure the exact balance in every county
since all places vary in both their health outcomes and the factors producing those
outcomes. Today this same model is used all across the country in the national
County Health Rankings and Roadmaps program, and many communities are using
it to prioritize health needs and solutions across their community. In early 2013,
six communities were awarded the initial RWJF Roadmaps to Health Prize; to be
eligible they had to show excellence in all the determinants including social and eco-
nomic factors. The initial six Prizes were awarded to two communities in Massachu-
setts and one each in California, Louisiana, Michigan, and Minnesota. (hitp://
www.countyhealthrankings.org | roadmaps / prize | about-prize).

As my colleagues here have indicated, the last several decades have shown a
growing awareness of such a broad perspective. Currently, I am co-chair of a new
Institute of Medicine Roundtable on Population Health Improvement, whose vision
states in part,

“Outcomes such as improved life expectancy, quality of life, and health for all
are shaped by interdependent social, economic, environmental, genetic, behav-
ioral, and health care factors, and will require robust national and community-
based actions and dependable resources to achieve it . . . the roundtable will
therefore facilitate sustainable collaborative action by a community of science-
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childhood development, housing, agriculture, transportation, economic develop-
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ment and non-profit and faith-based organization.”

I will briefly mention a few of the studies my colleagues and I have conducted
on this topic. The first of two I did with my graduate student Erika Cheng in which
we showed a fourfold variation in county death rates substantially influenced by me-
dian-family income level.

L0

e

S EULB LR A

e WELLET WG

- B4 3

Cheng ER, Kindig DA Disporitios in premature mortality betweeen high- and law-income US
comnlivs, Prey Chrowic Disease 2012 (95110-120

An $8,900 increase in median-family income was associated with an 18 percent
reduction in death rates in low-income counties and 12 percent in high-income coun-

ties.

In the second study, shown on the map before you, we examined the change in
mortality rates across U.S. counties over the past decade, and showed surprisingly
that mortality rates for females had actually worsened in 42 percent of counties,

those shown in the shaded area, primarily in the south and west regions.
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We found several factors associated with this worsening, the most important
being college education, smoking, and median-household income. In this study no
medical care factors such as percent uninsured or number of primary care physi-
cians were associated with this worsening over time.

We also examined, “How Healthy Could a State Be?”, in which we modeled how
State mortality rates could improve if they each had the highest level of all the de-
terminants that any State had already achieved.
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We found that even the healthiest State, New Hampshire, could improve mor-
tality by 24 percent and the least healthy, West Virginia by 46 percent. The factors
most associated with this improvement were reducing smoking rates, increasing in-
surance, increasing high school and college graduation rates, increasing median-
family income, and increasing employment.

So we know that much more than health care is needed, even though of course,
everyone needs access to affordable quality care. Evidence for investments in efforts
like early childhood education is strong, resulting in such new investments in many
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communities. An Institute of Medicine committee on Health Literacy that I chaired
(A Prescription to End Confusion) found that 40 percent of American adults do not
have adequate literacy skills to effectively navigate the health care system. But in
a time of limited resources we do not know enough to guide exact choices of the
most cost-effective investment balance across all determinants in a given commu-
nity. This is why my colleague, John Mullahy, and I published a commentary in
JAMA titled, “Comparative Effectiveness of What: Evaluation Strategies for Improv-
ing Population Health” (2010, 304 (8):901-2) in which we argued that now that we
are realizing that social factors play such an important role in health outcomes, we
need private foundations and the Federal Government to much more aggressively
fund the kind of studies beyond medical care alone that will help us make the best
investment and policy choices across the social determinants for a healthier future.

But we know enough to act now. Many children born in poverty will have shorter
and unhealthier lives determined by the time they get to middle school. I have been
looking at these maps for my entire career and am frankly very tired of it. At a
time when the important issue of medical care access and cost is front page news
every day, I commend this committee for bringing attention to the other deter-
minants of health which are at least as important in changing the color of these
maps.

Thank you for the invitation to appear before you today to discuss these impor-
tant issues. I look forward to your questions.

Senator SANDERS. Dr. Kindig, thank you very much.

Our next panelist is Sabrina Shrader, who grew up in McDowell
County, WV, and that is a county in our country with one of the
lowest life expectancies. I believe it is the lowest for men, and the
second lowest for women.

Ms. Shrader tells us that she is one among millions who are
struggling to make ends meet in our country. She now resides in
Athens, WV where she is a master of school work student and pro-
gram assistant for the Upward Bound program at Concord Univer-
sity.

Ms. Shrader, thanks so much for being with us.

STATEMENT OF SABRINA SHRADER, ATHENS, WV

Ms. SHRADER. Thank you, Senator Sanders, Senator Baldwin,
and Senator Warren.

My name is Sabrina Shrader, and I am from a hollow in West
Virginia called Twin Branch where we made a good neighborhood
and community. Twin Branch is in McDowell County. It is one of
the poorest counties in one of the poorest States of the country.

Because of inadequate healthcare, lack of transportation, and
lack of resources, I was born into a family that was afflicted by do-
mestic violence, child abuse, and mental illnesses. These cir-
cumstances do not cause poverty; they are caused by poverty. My
parents were not perfect, but they taught me to do my best, treat
people how I wanted to be treated, and to pray.

Influenced by poverty, their chances for success are often swayed
by drug abuse, poor healthcare, limited access to healthy food
choices, lifestyle habits such as smoking cigarettes, and little inter-
state access.

Some say poverty is a death sentence. Frankly, I do not know
how many times I have been given the death sentence. Even before
I was born, doctors were questioning whether or not my mom
should have me because she was 16-years-old and her future and
mine looked bleak. The doctors did not even think I was alive and
they told her she would die if she chose to have me. I was born
3 months early and I was born without fingernails, eyelashes, and
hair.
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When I was in eleventh grade, my mom and I got into a terrible
car accident on our way to the bus stop. I had made straight A’s
for most of my life. The car wreck left me, as doctors said repeat-
edly, mentally challenged and paralyzed. I learned to walk and talk
again, and I bounced back with resilience and I make good grades
once again.

Then I got to college, and I got meningitis, and I was given a
death sentence once again. That time, I literally waited to die in
the hospital. Fortunately, I survived. I went back to school, and I
tried my hardest to learn, and here I am in front of you all today
still wrestling with residual illnesses.

I have seen many die before their time. I have had family mem-
bers, friends, and classmates all die young. The deaths started a
couple of days after I was born, with my mom’s favorite aunt dying.
Later, one of my best friends died from a drug overdose. This past
year, both of my stepsisters died. I could go on and on about all
the young people I have seen die in West Virginia.

A strong correlation between poverty and life expectancy exists.
While many are born into poverty every day, poverty is not a
child’s fault nor is it a family’s. No one asks for a life who is born
into poverty, ask for a life that is encompassed with suffering for
everything you need to live for every day, but nowadays, we seem
more interested in taking things away from these kids instead of
giving them a fair shot.

Today, I am in the advanced standing master of social work pro-
gram at Concord University, and I am the program assistant for
the Upward Bound program there. This program gave me hope
when I was in the sixth grade of one day being able to go to college.
If it had not been for the program, I may not even know what a
college campus look like, let alone even know that I could work at
one.

I am the first person in my family to not only graduate high
school, but I am also the first to get a bachelor’s degree. If it had
not been for TRIO programs like Upward Bound and student sup-
port services, I do not know where I would be today. TRIO pro-
grams help vulnerable kids who are labeled at-risk survive and
gives them hope to follow their dreams.

There are two Upward Bound programs at Concord University
and they serve 150 high school students from five high-need coun-
ties in West Virginia. Sequestration cut our budget 5.23 percent
and that means we will have to turn our backs on some needy kids,
and we face additional budget cuts.

Programs like Upward Bound and student support services make
it a little easier to try harder and keep a positive attitude when
times are tough and hope is rare. I watched my classmates who did
not have the TRIO program and they ended up dropping out of
school or using drugs. Some have committed suicide. Life should
not end this way.

TRIO programs make a huge difference for the kids living in pov-
erty-stricken areas. High school graduation rates are near 100 per-
cent and postsecondary education rates are 70 percent for poverty-
stricken students enrolled in TRIO programs. TRIO programs save
lives.
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People living in poverty do not have as good of odds of living a
long, happy, healthy life when compared to people who can easily
aneet their basic needs such as food, clothing, and shelter every

ay.

I am not a success story. I did not pull myself up by my boot-
straps. I am proof that we live in a country that even if you work
hard and even if you do everything that you are supposed to do,
you still may not have enough to make ends meet.

I am still struggling to this day, but I am not struggling alone.
I am also a leader with the Our Children, Our Future campaign.
Our goal is to end child poverty in West Virginia, and this last
year, we already helped win six statewide policy victories, from
Medicaid extension to prison reform to expanding school breakfast
programs. For the first part of my life, most people would not even
listen to me, but this campaign has listened and helped me orga-
nize in my community to make a difference. Now I am showing ev-
eryone I know so that everyone else knows they can make a dif-
ference too.

Thank you for your time and for listening. God bless you.

[The prepared statement of Ms. Shrader follows:]

PREPARED STATEMENT OF SABRINA SHRADER

My name is Sabrina Shrader and I am one among millions who are struggling
to make ends meet in America. Unfortunately, it had been very difficult to succeed
in the type of environment I have been given. Because of inadequate healthcare,
lack of transportation, and lack of resources, I was born into a family that was af-
flicted by domestic violence, child abuse, and mental illness. My parents weren’t
perfect but they taught me to do my best, treat people how I want to be treated,
and to pray.

I am from a hollow in West Virginia called Twin Branch. I grew up in McDowell
County, one of the poorest counties, in one of the poorest States of the country. Due
to conditions influenced by poverty, decreased chances for success are often swayed
by drug abuse, poor healthcare, limited access to healthy food choices, unhealthy
lifestyle habits such as smoking cigarettes and little interstate access.

Some say poverty is a death sentence. Frankly, I don’t know how many times I
have been given that death sentence. Even before I was born, doctors were ques-
tioning whether or not my mom should have me because she was 16 years old and
her future and mine looked bleak. The doctors didn’t even think I was alive and
they told her she would die if she chose to have me. I was born 3 months early and
was born without fingernails, eye lashes, and hair.

Another time I was given a not-so-positive prognosis was on a snowy day. When
I was in the 11th grade, my mom and I got into a terrible car accident on our way
to the bus stop. I had perfect attendance and had made almost straight A’s for most
of my life. The car wreck left me as doctors said repeatedly “mentally challenged
and paralyzed.” I learned to walk and talk again and I bounced back with resiliency
and started to make good grades again. I made it to college and there I got menin-
gitis and was given a death sentence once again. I literally waited to die that time
I was in the hospital. Fortunately, I went back to school and tried my hardest to
learn and here I am in front of you all today.

Furthermore, I have seen many die before their time. I've had family members,
friends, and classmates all die young. The deaths started a couple of days after I
was born with my mom’s favorite aunt dying and another one of her favorite aunt’s
dying a couple months after that. This past year, both of my stepsisters have died.
One was in a car accident and had water on her brain from drowning in the river.
She like me had learned to walk and talk again but after getting pneumonia repeat-
edly she died in the hospital. The other didn’t go to the hospital when she needed
to for not wanting to incur additional medical bills and she died from a brain hemor-
rhage.

A strong correlation between poverty and life expectancy exists. While many chil-
dren are born into poverty every day, poverty is not a family’s fault and it is not
a child’s fault. No one who is born into poverty asks for a life that is encompassed
with suffering for everything you need to live for every day. But nowadays we seem
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more interested in taking things away from these kids, instead of giving them a fair
shot.

Today, I am in the Advanced Standing Master of Social Work program at Concord
University and I am the program assistant for the Upward Bound program at Con-
cord too. This program gave me hope when I was in the 6th grade of one day being
able to go to college. If it hadn’t been for the program, I may not even know what
a college campus looks like. I am the first person in my family to not only graduate
high school but to also get a bachelor’s degree. If it hadn’t been for TRIO programs
lﬂfie Upward Bound and Student Support Services, I don’t know where I would be
today.

TRIO programs help vulnerable kids survive and gives them hope to follow their
dreams. There are two Upward Bound programs at Concord University and they
serve 150 high school students from five high-need counties in West Virginia. Se-
questration cut our budget 5.23 percent and TRIO programs face additional budget
cuts thus causing fewer children to be helped. Programs like Upward Bound and
Student Support Services make it a little easier to try harder and keep a positive
attitude when times are tough and hope is rare. I have seen other people who are
like me not be in TRIO programs and have suffered worse consequences such as
being compelled to use drugs and some have committed suicide.

TRIO programs make a huge difference for the students living in poverty stricken
areas. High school graduation rates are near 100 percent and postsecondary edu-
cation rates are 70 percent for poverty students enrolled in TRIO programs. TRIO
programs save lives. People living in poverty do not have as good of odds of living
a long happy healthy life when compared to people who can easily meet their basic
needs such as food, clothing, and shelter every day.

Please don’t misunderstand me when I say that I am not a success story. I am
still struggling but I am not struggling alone. I am also a leader with the Our Chil-
dren, Our Future Campaign. Our goal is to end child poverty in West Virginia. For
the first part of my life, most people wouldn’t even listen to me. But this campaign
has listened and helped me organize in my community to make a difference. Now
I am telling everyone I know. I am talking with my family, my church, my work-
place, and in my neighborhood so that everyone else knows they can make a dif-
ference too. Thank you for your time and for listening. God Bless You.

Senator SANDERS. Well, thank you very much, Ms. Shrader, for
your very powerful testimony.

Our next witness is Dr. Michael Reisch, who is the Daniel
Thursz Distinguished Professor of Social Justice at the University
of Maryland School of Social Work in Baltimore. He has held fac-
ulty administrative positions at four other major universities and
has played a leadership role in national and State advocacy, profes-
sional and social change organizations that focus on the needs of
low-income children and families.

Dr. Reisch, thanks so much for being with us.

STATEMENT OF MICHAEL REISCH, Ph.D., MSW, DANIEL
THURSZ DISTINGUISHED PROFESSOR OF SOCIAL JUSTICE,
UNIVERSITY OF MARYLAND SCHOOL OF SOCIAL WORK, BAL-
TIMORE, MD

Mr. REISCH. Good morning, Senator Sanders, Baldwin, Warren,
and Murphy.

Thank you for the opportunity to participate in this panel.

I know the effects of poverty, both personally and professionally.
I grew up in New York City in public housing. My parents’ families
were on Home Relief during the Great Depression. As a teenager,
I was in a gang before being rescued by social workers at the local
Y. Sometimes, you get dealt the right cards in life. Sadly, most peo-
ple who live in poverty do not.

Poverty is not merely a statistic, although we often treat it in ab-
stract terms. For tens of millions of Americans, it is a persistent
barrier to full participation in our society: economically, politically,
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and socially. Of greater significance, poverty is also a thief. It stills
years of life from its victims.

Americans in the top 5 percent of income distribution live about
9 years longer than those in the bottom 10 percent. Almost 50 mil-
lion Americans, nearly 16 percent of the Nation, now live below the
official poverty line; the highest poverty rate in a generation. The
majority of people who are poor are children and youth, the elderly
and individuals with disabilities. More than 20 million Americans
experience deep poverty; they live below 50 percent of the official
poverty line and 4 million Americans, half of them children, try to
survive on $2 a day. It is estimated that half of all adults in the
United States today are at economic risk in terms of their levels
of literacy, education, and healthcare.

But poverty is not merely a snapshot. Over 20 percent of poor in-
dividuals remain poor for a year or more. They have a 1-in—-3
chance of escaping poverty in a given year and the odds are much
lower for African-Americans, Latinos, and female-headed house-
holds. Roughly half of those who escape poverty become poor again
within 5 years.

This duration of poverty spells is compounded by the widespread
experience of poverty among Americans. Nearly 60 percent of the
population and 91 percent of African-Americans experience an epi-
sode of poverty during their lifetime of 1 year or more, and over
three-quarters of the population experiences at least a year of near-
poverty. The impact of cycling in and out of poverty has a profound
effect on people’s health and longevity and on the stability of Amer-
ican communities.

Children constitute the demographic cohort most likely to be
poor. Nationally, 22 percent of children under the age of 18 and
over one-fourth of children under the age of 5 are in poverty.
Among African-American children, the figure is 36 percent. They
are more likely to suffer from health ailments such as lead poi-
soning, asthma, and anemia.

In addition, children growing up in low-income neighborhoods
are much more likely to encounter a variety of environmental
health and social hazards, such as elevated exposure to lead and
toxic pollutants, crime and violence, dropping out of school, higher
arrest rates, increased risk of substance abuse, and greater expo-
sure to sexually transmitted diseases. These children are also less
likely to finish high school and go to college, and more likely to be-
come involved with the criminal justice system and develop chronic
illnesses. They are, in effect, permanently trapped in the vise of
poverty with all its deleterious effects on health and life expect-
ancy.

Hunger is perhaps the most visible and painful symptom of pov-
erty. Today, over 50 million people, nearly 1 out of every 6 Ameri-
cans experiences what is euphemistically called “food insufficiency.”
Nearly 17 million people endure a very low food security and regu-
larly run out of food several days each month. Here in the Nation’s
Capital, nearly 31 percent of all children live in households without
consistent access to food; the highest rate in the Nation.

Hunger, particularly in the first 3 years of life, contribute signifi-
cantly to a wide range of health problems, lowers the psychological
development, greater prevalence of learning disabilities, and lower
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academic achievement. The effects are similar among adults includ-
ing women, and pregnant women, and the elderly.

Let me illustrate by some data from two neighborhoods in Balti-
more that are just 2% miles apart. The difference in life expect-
ancy between those neighborhoods is almost 20 years regardless of
race. In another neighborhood, Upton Druid Heights which is pri-
marily African-American, life expectancy is 30 years less than that
of Roland Park, which is primarily white.

If just 5 percent more people in Baltimore attended some college
and 5 percent more had incomes higher than twice the Federal pov-
erty line, we could save, each year, 247 lives, prevent 27,000 cases
of diabetes, and eliminate $202 million in diabetes costs every year.

The impact of poverty on health and life expectancy of millions
of Americans illustrates the growing importance of our fraying so-
cial safety net. Two years ago, these programs lifted 40 million peo-
ple out of poverty including 9 million children. They lowered our
official poverty rate by almost 14 percent. They are also fiscally
prudent. Each 1 percent increase in child poverty costs us approxi-
mately $28 billion a year and the total costs associated with child-
hood poverty alone total almost one-half a trillion dollars per year,
or the equivalent of nearly 4 percent of GDP.

Given the long term effects of poverty on people’s life expectancy,
and the damage it does to the well-being of our communities and
our Nation, this is a time to expand, and not reduce, these essen-
tial life-giving programs.

Thank you very much for your attention.

[The prepared statement of Mr. Reisch follows:]

PREPARED STATEMENT OF MICHAEL REIscH, PH.D., MSW

Good morning, Senators Sanders and Burr. Thank you for the opportunity to par-
ticipate in this panel. I know the effects of poverty both personally and profes-
sionally. I grew up in New York City in public housing. My grandparents were im-
migrants, and my parents’ families were on relief during the Great Depression. As
a teenager, I was in a gang before being rescued by social workers at the local Y.
I was fortunate. Sometimes, you get dealt the right cards in life. Sadly, most people
who live in poverty do not.

From my research and professional practice experience, I have learned that pov-
erty is not merely a statistic, a snapshot of individual and family well-being, al-
though we often treat it in such abstract terms. For tens of millions of Americans,
it is a persistent barrier to full participation in our society, economically, politically
and socially. Of greater significance, poverty is also a thief. Poverty not only dimin-
ishes a person’s life chances, it steals years from one’s life itself.

POVERTY IN THE UNITED STATES

In 2012, using new methods of calculation, the U.S. Census Bureau found that
almost 50 million people in the United States were poor, 3 million more than in
2010. This is the largest number of people in poverty since the United States began
to measure poverty and the highest poverty rate in a generation (U.S. Bureau of
the Census, 2012a). Nearly 16 percent of the U.S. population now lives below the
official poverty line, which in 2013 is slightly above $23,000/year for a family of four.

The majority of people who are poor are the most vulnerable members of our soci-
ety. Thirty-five percent are under the age of 18. Eight percent are over the age of
65; 9 percent are between the ages of 18 and 64 and suffer from some type of dis-
ability (U.S. Census Bureau, 2012a). Over one-quarter of African-Americans and
Latinos now live below the poverty line; since 1980, they have been 2V2-3 times
more likely to be poor than white, non-Hispanic Americans. Over V3 of African-
American children and all young families are poor. Women, particularly elderly
women and single parents, are also more likely to be poor at every educational level.
Poverty among unmarried female-headed households is nearly 40 percent—the high-
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est rate of poverty for female-headed households among 22 industrialized nations,
about three times higher than average (U.S. Bureau of the Census, 2012b).

Poverty in the United States is no longer confined to depressed inner city neigh-
borhoods or isolated rural areas. Since 2010, the number and percentage of people
in poverty increased in 17 States, particularly in the South and West, and in subur-
ban areas as well. It is estimated that half of all adults in the United States today
are at economic risk in terms of their levels of literacy, education, and health care.

Poverty is not only more extensive, it is also deeper and more persistent. More
than 20 million Americans, including nearly 12 percent of African-Americans and
over 10 percent of Latinos experience “deep poverty,” defined as below 50 percent
of the official Federal poverty line (U.S. Bureau of the Census, 2012b; Acs & Nich-
ols, 2010; Buss, 2010). Almost half of the families living in poverty actually live
below one-half of the official poverty line (U.S. Census Bureau, 2012a). Four million
gmericans, half of them children, live in extreme poverty and try to survive on $2/

ay.

Over 20 percent of poor individuals are chronically poor (i.e., remain poor for a
year or more). African-Americans, Latinos, and female-headed households are over
five times more likely than whites to experience chronic poverty (U.S. Census Bu-
reau, 2011). On average, individuals in poverty have a one in three chance of escap-
ing poverty in a given year, although this probability is much lower among African-
Americans, Latinos, female-headed households, and larger families. Roughly half of
those who escape poverty become poor again within 5 years. Race, household status,
and level of education are the key factors determining whether an individual can
permanently escape poverty.

The duration of poverty spells is compounded by the widespread experience of
poverty among Americans. Nearly 60 percent of the population experiences an epi-
sode of poverty during their lifetime of 1 year or more between the ages of 20-75,
and over %4 of the population experiences at least a year of near poverty. Even more
striking is that 91 percent of African-Americans will experience poverty at some
point in their lives (Rank, 2004).

Many analysts believe that the poverty rate is underestimated by half because it
excludes homeless persons, people who are incarcerated, and people “doubled up”
and living with family members. It also fails to consider the high cost of living in
many metropolitan areas. Three-fourths of Americans have incomes under $50,000/
year, considerably below what it takes to live a minimally decent life in major cities.
The official poverty line has not been adjusted to increases in real income and
changes in living standards since it was formulated nearly 50 years ago. If the pov-
erty line was raised by 10 percent, about one-third of the U.S. population (100 mil-
lion persons) would be poor (Buss, 2010).

Given our knowledge about the long-term effects of poverty on health, psycho-
logical development, and educational attainment, these figures indicate the extent
to which large numbers of the U.S. population, particularly in communities of color
or immigrant communities, are at risk of a wide range of health, mental health, and
social problems (Monea & Sawhill, 2010; Edelman, Golden, & Holzer, 2010; Pavetti
& Rosenbaum, 2010; Lim, Coulton, & Lalich, 2009; Fertig & Reingold, 2008;
Auerbach & Kellermann, 2011; Galea, Tracy, Hoggatt, DiMaggio, & Karpati, 2011).
The impact of cycling in and out of poverty has a profound impact on people’s health
and longevity and on stability of American communities (Acs & Nichols, 2010;
Pavetti & Rosenbaum, 2010; Turner, Oliff, & Williams, 2010).

POVERTY AMONG CHILDREN

Children constitute the demographic cohort most likely to be poor, a phenomenon
unprecedented in industrialized nations. Nationally, nearly 22 percent of children
under the age of 18 and over Vath of children under the age of 5 were in poverty.
Among African-American children, the figure was 36 percent. Children who experi-
ence extended periods of poverty are less likely to finish high school and go to col-
lege. They are more likely to become involved with the criminal justice system and
to develop chronic illnesses. The life course risk of poverty appears to have in-
creased during the past several decades especially for individuals in their 20s, 30s,
and 40s (Sandoval, Rank, and Hirschl, 2009; Alesina & Glaeser, 2004; Gornick &
Jantti, 2012; Smeeding, 2005)

Children in poverty are nearly three times as likely to have fair or poor health
and over twice as likely to have parents who report symptoms of poor mental health
(Loprest & Zedlewski, 2006; Case, Fertig, & Paxson, 2005). Children in poverty are
more likely to suffer from various health ailments, such as lead poisoning, asthma,
and injury from accidents and violence (Aber, et al., 1997). Poverty and poor nutri-
tion produce a wide range of health and behavioral problems, slower psychological
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development, greater frequency of learning disabilities, and lower academic achieve-
ment. Nonwhite children in particular are routinely exposed to high levels of neigh-
borhood poverty when growing up compared to their white counterparts (Drake &
Rank, 2009). Exposure to such levels of poverty can have a profound impact upon
one’s life chances and life expectancy.

For example, children growing up in neighborhoods marked by high poverty are
much more likely to encounter a variety of environmental health and social hazards.
These include elevated exposure to toxic pollutants, greater likelihood of being vic-
timized by crime and violence, dropping out of school, higher arrest rates, increased
risk of substance abuse, and greater exposure to sexually transmitted diseases
(Evans, 2004). All of these can detrimentally affect a child’s health, which in turn,
cznlhave a profound impact upon that child’s health and economic well-being as an
adult.

In addition, the infant mortality rate in the United States is higher than in some
developing nations and the U.S. life expectancy ranks near the bottom among com-
parable industrialized countries. While in neighboring Mexico 90 percent of all chil-
dren under five are immunized against childhood diseases, in some U.S. cities the
rate is below 50 percent (Children’s Defense Fund, 2006). As a result of persistent
health disparities, Americans in the top 5 percent of the income distribution can ex-
pect to live approximately 9 years longer than those in the bottom 10 percent
(Jencks, 2002). In two neighborhoods in Baltimore, just 2.5 miles apart, the dif-
feren)ce in life expectancy is almost 20 years regardless of race (LaVeist, et al.,
2010).

Children born into low-income families also have far less opportunity to be
upwardly mobile than in the past. As educational attainment and job skills become
increasingly important determinants of economic success in the global market, chil-
dren from lower SES backgrounds face mounting obstacles due to the inadequacy
of the schools most of them attend (Economic Policy Institute, 2012; Collins &
Mayer, 2010; Allard, 2009; Wacquant, 2009; Blank & Kovak, 2008). Yet, in order
to compete effectively for economic opportunities today, the quality and the quantity
of their education are critical. On both counts, poverty and lower income status
stunt the educational process. Those growing up in poor households are likely to live
in lower income areas which have fewer financial resources to spend on their school
systems. This results in a significant reduction in the quality of education that stu-
dents who are poor receive.

Racial and class gaps in education, particularly in regard to workforce preparation
at the secondary school level, create especially acute problems for African-American,
Latino, and American Indian youth. These problems are even more serious for the
children of recent immigrants, documented or undocumented, and for children in
single family female-headed households (Bureau of Labor Statistics, 2010; Collins &
Mayer, 2010; Wacquant, 2009; Soss, Fording, & Schram, 2011; Braveman, et al,,
2011). They are, in effect, trapped in the vise of poverty with all of its deleterious
health effects.

Finally, child poverty is also a drain on the Nation’s economy. Six years ago, a
study (Holzer, Schanzenbach, Duncan, & Ludwig, 2007) concluded that “the costs
to the United States associated with childhood poverty total about $500 billion per
year, or the equivalent of nearly 4 percent of GDP” (p. 1). Each 1 percent increase
in child poverty costs the Nation approximately $28 billion/year.

POVERTY AND HUNGER

Hunger is, perhaps, the most visible and painful symptom of poverty. Today, over
50 million people in the United States—nearly one out of every six Americans—ex-
periences what is euphemistically called “food insufficiency.” This number has near-
ly doubled since 2000. Nearly 17 million people endure “very low food security.”
Their food intake is below levels considered adequate by nutritional experts. They
regularly run out of food several days each month.

Poverty and hunger in the United States are not confined to any geographic re-
gion or segment of the population. Although less visible, they exist in startling and
increasing numbers in suburbs and rural areas. About ¥sth of suburban households
and over Y7th of rural households experience food insecurity; almost 5 percent expe-
rience very low food security. Nearly half of all Americans who receive food assist-
ance live in these communities. The problem is particularly severe in southern and
western States.

About one-third of the people who are hungry in America are children and over
22 percent of all children nationally live in households that experience hunger. In
36 of the 50 States, over 20 percent of children are hungry. Over 25 percent of Afri-
can-American and Latino households experience food insecurity. Here, in the Na-
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tion’s capital, nearly 31 percent of all children live in households without consistent
access to food—the highest rate in the Nation (Cohen, Mabli, Potter, & Zhao, 2011).

It has been clearly established that hunger, particularly in the first 3 years of life,
has dramatic implications for children’s future physical and mental health, aca-
demic achievement, and economic productivity. Children’s hunger contributes sig-
nificantly to a wide range of health problems, to slower psychological development,
greater prevalence of learning disabilities, and lower academic achievement. Chil-
dren growing up in food insecure households are more likely to require hospitaliza-
tion, have more frequent instances of oral health problems, and may be at higher
risk for conditions such as anemia and asthma. They may also be at higher risk
for behavioral issues, such as school truancy and tardiness, and more likely to expe-
rience a range of behavioral problems including hyperactivity, aggression, anxiety,
mood swings, and bullying. Children who are chronically hungry often lag behind
in academic development, with clear implications for their ultimate life chances.

The problem of hunger is slightly less severe, but still quite serious, for working
adults and the elderly population in the United States. Among adults, food insecu-
rity correlates strong with a variety of negative physical health outcomes, such as
diabetes, hypertension, and various cardiovascular risk factors. There is also a dem-
onstrated relationship between hunger and higher levels of aggression and anxiety.
Pregnant women who experience food insecurity are at risk of premature births,
low-birth-weight babies, and other birth complications. Women who experience hun-
ger may be at greater risk of major depression and other mental health problems.
Food insecurity among the children of mothers who are food insecure has also been
linked with delayed development, poorer parental attachment, and learning difficul-
ties during the first 2 years of life (Gundersen, Waxman, Engelhard, Del Vecchio,
Satoh, & Lopez-Betanzos, 2012).

Over 8 percent of households with one or more elderly Americans experienced
hunger in 2011, the last year for which complete data are available. Seniors are
more likely to be food insecure if they live in a southern State, are younger, live
with a grandchild, and are African-American or Latino. Nearly one-third of these
households have to choose each month between purchasing food and paying for med-
ical care and over one-third of these households have to choose monthly between
buying food and paying for heat or other essential utilities. As a result, over 14 per-
cent of individuals in the United States who seek emergency food assistance are
over 65. Within slightly more than a decade, the number of seniors experiencing
food insecurity is projected to increase by 50 percent when the youngest of the
“Baby Boa)m Generation” reaches age 60 (Coleman-Jensen, Nord, Andrews, & Carl-
son, 2012).

Growing hunger and poverty merely constitute the tip of the iceberg. They reflect
the widening gap in income, wealth, education, employment, and health status be-
tween classes and races in the United States. The relationship between family in-
come and the lack of opportunity to escape poverty and its lasting consequences is
clear. Yet, while there is a clear connection in the United States between poverty
and unemployment, the possession of a job itself does not eliminate the risk of hun-
ger. According to the Census Bureau, in 2010, nearly 10 percent of all American
families, almost 21 million people, who are officially poor have at least one family
member who is working (De Navas-Walt, Proctor, & Lee, 2011). Their poverty is a
direct consequence of wage stagnation. From the late 1950s through the 1970s, a
full-time worker earning the minimum wage could maintain a family of three at or
above the poverty level. Today, this is no longer true (Economic Policy Institute,
2012; Mishel & Shierholz, 2011).

POVERTY AND HEALTH

Adults who are poor are more likely to have higher rates of heart disease, cancer,
diabetes, and virtually every other major illness and cause of death (Kaler &
Rennert, 2008). Among adults, poverty leads to higher incidences of diabetes, hyper-
tension, cardiovascular problems; depression and other mental health problems
among women, and, among pregnant women, more premature births, low-birth-
weight babies, and birth complications. For them, poverty and hunger are not mere-
1};‘ statistics. They are, in the words of the Chilean poet, Pablo Neruda, “the measure
of man.”

Compounding these problems, people in poverty experience a wide range of dis-
parities in health and mental health care. These include: (1) absence of care, espe-
cially preventative and primary care, rehabilitation services, long-term care, oral
health, and the availability of affordable prescription medications; (2) poor access to
care: over 20 percent of African-Americans and over %3 of Latinos have no health
insurance and there is a maldistribution of health care providers in urban and rural
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areas; (3) inability to afford adequate care as health care costs rise faster than infla-
tion and States cut back funding for Medicaid; (4) inappropriateness of care, particu-
larly a lack of sensitivity to the specific needs of impoverished persons among health
care providers; and (5) wide variations in the quality of care. Today, the typical (or
median) State provides medical assistance to working parents who make less than
63 percent of the poverty line ($12,790 a year for a family of three) and non-working
parents with incomes below 37 percent of the poverty line ($7,063 a year). Only a
handful of States provide coverage to any low-income adults without dependent chil-
dren, regardless of how far below the poverty line they fall.

Let me illustrate these problems with some statistics from the Baltimore area
where I live and work. In Baltimore, less than half of the population has a college
education, the lowest percentage in the State of Maryland. Only 58 percent of city
residents have incomes twice that of the poverty line. If 5 percent more people at-
tended some college and 5 percent more had incomes higher than twice the Federal
poverty level, we could expect to save 247 lives, prevent 27,000 cases of diabetes,
and eliminate $202 million in diabetes costs every year. In Baltimore County, if 5
percent more people attended some college and 3 percent more had an income high-
er than twice the Federal poverty level we could expect to save 266 lives, prevent
305 cases of diabetes, and eliminate $2 million in diabetes costs every year.

The lack of mobility out of low-income neighborhoods, particularly for racial mi-
norities, compounds the health effects of poverty. Nearly half of African-Americans
who live in high-poverty census tracts, for example, still reside in a high-poverty
census track 10 years later Quillian (2003). In addition, 72 percent of African-Amer-
ican children who grew up in impoverished neighborhoods live in similar neighbor-
hoods as adults. The absence of social mobility, generally associated with the Amer-
ican Dream, demonstrates that neighborhood poverty has prolonged and lasting con-
sequences on the health, well-being, and life expectancy of poor children, particu-
larly children of color.

These consequences, however, are not limited to impoverished children. Each
night an estimated 1 million Americans have nowhere to call home and over the
course of any year 3 million Americans experience homelessness for an extended pe-
riod (National Coalition for the Homeless, 2012). The U.S. Conference of Mayors’ an-
nual survey of homelessness and hunger found that homelessness among families
increased by 16 percent from 2010 to 2011, with unemployment, lack of affordable
housing, and poverty being cited as the leading causes (U.S. Conference of Mayors,
2011). For over 30 years, the impact of sub-standard housing conditions and home-
lessness on people’s health and life expectancy has been well documented. In 2005,
the National Health Care for the Homeless Council reported that people experi-
encing homelessness are three to four times more likely to die than their housed
counterparts, with the average age of death between 42 and 52 years of age
(O’Connell, 2005).

Individuals who are homeless are the most desperate of the over 20 million house-
holds (17.7 percent of all U.S. households) who pay more than half of their income
for housing (Joint Center for Housing Studies, 2012). The absence of a sufficient
supply of affordable housing contributes substantially to the high rates of poverty
and near poverty in the United States and to the millions of Americans who are
homeless, at risk of homelessness, or live in substandard, unhealthy, and often dan-
gerous housing. To illustrate: A family of four with an income at the Federal Pov-
erty Level ($23,050) has only 60.7 percent of the income necessary to afford a two
bedroom apartment at the Fair Market Rent of $949/month; a single adult whose
income is at the Federal Poverty Level has only 39.6 percent of the income required
to afford an efficiency apartment at the Fair Market Rent of $705/month. To state
this situation another way, a renter earning the minimum wage must work 101
hours to afford a two-bedroom unit at the Fair Market Rent (Bravve, Bolton, Couch,
& Crowley, 2012). Even an efficiency apartment is out of reach for the minimum
wage worker, who earns 53.4 percent of the amount necessary to make market rate
housing affordable.

The impact of poverty on the health and life expectancy of millions of Americans
illustrates the growing importance of our fraying social safety net. Without unem-
ployment insurance, food stamps, Social Security, and the Earned Income Tax Cred-
it millions more nationally would be vulnerable to the consequences of poverty out-
lined in my testimony. In 2011, these programs lifted 40 million people out of pov-
erty, including nearly 9 million children. They lowered our official poverty rate by
almost 14 percent. Given the long-term effects of poverty on people’s life expectancy
and the damage it does to the well-being of our communities and our Nation, this
is a time to expand and not reduce these essential life-giving programs.

Thank you for your attention.
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Poverty Rates by Race and Hispanic
Origin: 1959 to 2010
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Growing Inegualily Among Middle Income
Households and Higher Poveriy

Changes Have Occurred Primarily in Past 3 Decades
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Declining Social Mobility
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Poverty Affects Health in Multiple Ways
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Senator SANDERS. Thank you very much, Dr. Reisch.

Many questions come to mind, but let me start off with Ms.
Shrader. You grew up in a very poor county and in your testimony,
you talked about some of the travails, some of the problems, some
of the terrible things that happened to friends, and acquaintances,
and family members who you grew up with.

Can you say a few words about what life was like growing up in
McDowell County? What happened to some of your classmates and
family members as a result of the isolation and the reality of life
in McDowell?

Ms. SHRADER. Thank you. Drug abuse is a problem that is going
on in that whole State of West Virginia, but I have seen family
members and friends and classmates, a lot of them, get on drugs.
All these people were born into poverty and fight to survive every
day. They fight every day to get food, to pay their bills, and to have
heat in their home.

Senator SANDERS. OK. Thank you.

There has been a recurring theme, I think, from almost all of the
panelists that poverty for our country is, in fact, very expensive.
That while some of our colleagues can say,

“We can save the Federal Government. Why do we not cut
the TRIO program? We will save billions of dollars doing that.
Why do we not cut Medicaid? We could save hundreds of bil-
lions of dollars.”

I think what some of you are telling us is that that may not be
the wisest course of action for some people. If they do not have ac-
cess to healthcare, if they do not have access to education, if they
do not have access to jobs and affordable housing, we end up pay-
ing not only in terms of human suffering and the shortening of life
expectancy, but in actual dollars.

Dr. Woolf, do you want to elaborate on that point, please?

Dr. WOOLF. Senator, it is a key point.

When we think about the burden on the Federal Government
spending brought on by Medicare and Medicaid, children’s health
insurance, and so forth, most experts recognize that a lot of that
is being driven by the escalating epidemic of chronic diseases—dia-
betes, heart disease, and so forth—which accounts for the vast pro-
portion of that spending, and those are diseases that are directly
correlated to socioeconomic conditions.

Another example similar to my colleagues’ presentations, we
know that diabetes mortality rates for middle-aged adults are 3
times higher if they have not graduated from high school compared
with if they have some college education.
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Those huge differences in the prevalence of these expensive
chronic diseases cannot be ignored. Dealing with these socio-
economic conditions that affect educational attainment and socio-
economic status can markedly

Senator SANDERS. Can I interrupt you?

Dr. WoOLF. Please.

Senator SANDERS. I am chairman of the Veterans Committee,
and the V.A. actually does a fairly good job in addressing some of
these issues.

Is it fair to say that we know how to prevent, or at least cutback,
on the incidence of diabetes if we invested in programs to do that?

Dr. WoOLF. There is excellent research on important behavioral
strategies.

For example, the diabetes prevention trials have shown that in-
tensive exercise and physical activity can reduce the incidence of
new cases of diabetes by 15 percent. There are other strategies that
we need to think about outside of the healthcare domain which is
the focus of this hearing that can also exert tremendous leverage
on the prevalence.

Senator SANDERS. In other words, investing in those programs
and cutting back on the incidence of diabetes may actually not only
ease human suffering, but save money as well.

OK. Let me ask. Several of you have made the important point
that, shamefully, the United States has, by far, the highest rate of
childhood poverty of any major country on earth; it is 22 percent.
Given all that we have heard this morning, what do we look for-
ward to? What is the future of this country when so many of our
kids are living in poverty? When youth unemployment, an issue
that is not discussed very much; we talk about real unemployment.
Do you know what youth unemployment is? It is close to 20 percent
in this country. Kids who leave high school, do not have a job, what
happens to their lives?

What does that mean in terms of life expectancy, human suf-
fering, and the cost to the Federal Government? If a kid, a low-in-
come kid, drops out of school as a junior in high school, what hap-
pens to that kid?

Yes, Dr. Kindig.

Dr. KINDIG. As I mentioned in my testimony, we know the effects
of poverty and stress. There is a growing field in biomedical science
about how early these conditions affect even within the womb, be-
ginning with brain development. These things get set into life so
early that it is such a compelling reason to start early because oth-
erwise today the map for 20 years from now is being set in stone.

I would just like to mention one other thing, Senator, that has
not come up. Dr. Woolf and others have also shown in their work
that in addition to our poor health outcomes in relation to other
countries, we spend about one-third more in medical care than
many of those that do better than us. We always wonder, “Where
is the money to come from?” But I am one of those who believe,
with Dr. Berwick, who used to run the Center for Medicare and
Medicaid services, that waste is theft. It is theft from these other
kinds of investments that we know would be most health-pro-
moting. There is a lot to be done there as well.
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Senator SANDERS. Doctor, it is actually in many cases, more than
one-third; it is almost double what other countries are spending.

Senator Warren.

Senator WARREN. Thank you, Mr. Chairman.

I just want to pick up on the same theme. Let us start with the
trend lines; where we are heading right now. According to the
Commerce Department, inflation-adjusted incomes for middle-class
families have dropped 6 percent just in the last decade. Meanwhile,
the tax data show that nearly 20 percent of income in the United
States last year went to the top 1 percent of earners. That is the
largest share of income going to the top 1 percent since 1928; the
Roaring Twenties.

Now, economists agree that this kind of inequality is bad for
growing an economy, but doctors, scientists, and health researchers
are now teaching us that this kind of inequality is literally deadly
for our families.

What I wanted to start with is a question about what happens
if these trends continue. If we continue to have an increase in fi-
nancial inequality, what would be the impact on the health of fami-
lies who are struggling to get into the middle class, or families who
are trying to stay in the middle class?

Dr. Woolf, could you start us on that?

Dr. WooLF. I am glad you brought it up, Senator Warren. The
focus, obviously, in the last few comments has been on poverty,
which is obviously a great concern, but these economic trends
across the entire middle class of the United States also carries sig-
nificant health implications.

This trend of increasing income inequality and decreasing me-
dian household income has been going on for some years now. It
is getting worse. And we know from a public health standpoint that
that carries important health consequences. What it means to Sen-
ator Sanders’ point is that our children that are growing up under
thekse conditions—we are raising a generation that is going to be
sicker.

When we think ahead to what the implications are, besides the
obviously important human toll that that will inflict on that gen-
eration of higher chronic disease rates, that means a sicker work-
force, a less well-educated workforce, and for American businesses
greater difficulty competing against other countries where they
have less expensive healthcare costs and healthier populations.

Senator WARREN. Is there anyone who wants to add that?

Mr. Reisch.

Mr. REISCH. Yes, I think we are talking about a situation right
now which is creating a lack of mobility, both physical mobility and
social mobility for millions and millions of people.

For example, it is harder and harder for low-income and work-
ing-class families, and even middle-class families, to go to college
today. The cumulative amount of college debt now is higher than
the total credit card debt in the United States. This is locking peo-
ple into a lifestyle and physically into communities which we know
are less healthy and less able to access all the benefits of our soci-
ety.

Three-quarters of all African-American children who grow up in
low-income neighborhoods will remain in those neighborhoods as
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adults. We are talking about creating a permanent social stratifica-
tion in our society which is socially unstable, politically unstable,
and economically damaging for our country because we are depriv-
ing our Nation and individual people of being able to contribute to
the economic growth, prosperity, and well-being of our whole soci-
ety.

Senator WARREN. Thank you.

Dr. Berkman, did I see that you wanted to add to that?

Ms. BERKMAN. I was just going to say that to increase this, that
the trend lines are bad and we see this evidence in health and re-
tirement survey, where we see cohorts have increased morbidity,
higher rates of diabetes, higher rates of heart disease, higher rates
of blood pressure. We see it in children as well, who seem sicker,
are more likely to be obese than their counterparts a cohort or two

ago.

I think the most important thing when we think about this is
that—and what you are onto—is that the social and economic poli-
cies that Government has developed over years that may be health-
promoting are not counted as being health-promoting. We do not
think about that and the benefit side of the equation.

We only think about them in terms of the short-term economic
turnaround, or employment, or labor. When, in fact, the spillover
to health may be enormous and kind of trumps many, many other
health policies that we have.

Senator WARREN. Let me pick up on this, then, because what I
am hearing from all of you is that we seem to be caught in a vi-
cious cycle here. That we have got struggling families who are
more likely to get sick and once someone is sick, that puts even
greater strain on the family. So that that puts more strain on the
family budget. It reduces the ability of parents to work. It causes
further financial struggles and we get a real downward cycle here.

So the question is: how do you break out of that cycle? What are
the options available to us to move away from this? Dr. Berkman,
you have identified one. If we change that calculation on how we
understand costs and benefits, that we could make different kinds
of investments that would be financially sensible investments, but
we have to do the full accounting.

What other ideas should we put on the table to address?

Dr. Woolf, did you want to add something more?

Dr. WooLF. We have an initiative at our Center that we call
Connecting the Dots, and it is basically this notion that Dr.
Berkman is mentioning of understanding how these policies—that
are not conventionally thought of as health policies—are vital le-
vers for affecting health outcomes.

One example I will talk about is education reform. Our efforts to
try to improve education beginning with preschool or early child-
hood education, all the way from K—12, in helping our young people
achieve a college education and a graduate school education are
vital in a knowledge economy that are also key levers in improving
health outcomes.

A lot of the socioeconomic problems that we are talking about
here would be powerfully addressed by improving the educational
success of our young people. The U.S. rankings on education are
slipping behind other countries. We used to be the most educated
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population post-World War II. Now our seniors are the most edu-
cated seniors in the world, but our young people are falling behind
not only industrialized countries but emerging economies because
of our shortcomings in education.

Senator WARREN. Mr. Chairman, can I have just another minute
to let others respond? Is that all right? I think Dr. Eberstadt want-
ed to respond and I wanted to give him a chance.

Mr. EBERSTADT. Thank you, Senator.

It is important to understand the role of social forces in health
outcomes in the United States and elsewhere. But it is also impor-
tant to understand the role of human agency: of lifestyles, and be-
haviors, and practices, and outlook, and attitudes, and objectives.

If social forces were really the determinative, the Latino health
story in America could not have occurred. We should want to un-
derstand how disadvantaged groups in America—how people with
less privilege, less education, less income—sometimes have excel-
lent health outcomes. I think this is some of the low hanging fruit
in our situation today.

One of the reasons, perhaps, that we do not know as much about
this as we might has been that we have skimped on investments
in social and economic data systems for our country as a whole. We
were once not just the envy of the world with our educational re-
sults; we were the envy of the world with our statistical system.
That is not true anymore.

We have held back on the investments in these data systems
that, I think, would help explain much more what is going on in
America.

Senator WARREN. That is very valuable. Are we still OK or do
you want me to do another one?

Mr. Kindig.

Dr. KINDIG. Just to build on that.

Senator WARREN. But be really short here.

Dr. KINDIG. Yes. Not only are the data systems, we just need the
dollars to invest in research and understanding what are the most
important factors.

We are pouring zillions of dollars into studying which kinds of
medical care factors are better than others; which drugs, which
procedures. That is important work to do. I do not mean to bash
that. But we spend almost no money on the questions before you
here.

What are the most cost-effective relative investments across the
determinants so that we can get a balanced investment portfolio
that will change the colors of these maps?

Senator WARREN. Thank you very much, Mr. Chairman.

Senator SANDERS. Very important point. Let me change gears a
little bit and Ms. Shrader, I am going to get back to you, but I
want to ask the doctors here a question. What is the physiology of
stress and poverty?

In other words, when most people think about poverty, they say,

“Well, it is too bad. You have a broken down car; I have a
nice car. You live in a small apartment; I got a really nice
house. That is my advantage over you.”
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But stress and poverty, wondering how am I going to feed my
family tomorrow, pay my bills, get the income I need to survive
takes a toll on human life, does it not?

What is the physiology between somebody who has a meaningful
job, is earning a decent income, is married, has good social relation-
ships and somebody who is in a very different position? What hap-
pens physiologically, if you like? What does that do to the body?
Who wants to comment on that?

Dr. KiNDIG. I will be happy to start and I am not an expert on
this, but there are really two pathways through which these in-
come and educational disadvantages get under the skin. The one
is obviously if you do not have education or income, you cannot get
a good job. If you do not have income, you cannot get health insur-
ance, you cannot go to the fitness center. Those sorts of things that
you cannot do.

But more and more research these days, high quality research is
showing what you said, Senator Sanders, the stress pathways inde-
pendent of those other factors, that operate really through neural
endocrine mechanisms and neuro-immunological mechanisms that
really puts the body under stress that produces some of these im-
pacts on length of life and on disease.

That is really a body of research of the last 10 or 15 years that
is becoming unimpeachable and it happens early. That is another
matter. It begins to happen early.

Senator SANDERS. Dr. Reisch.

Mr. REISCH. Yes, thank you.

I am not a medical doctor, but the studies that demonstrate that
the lack of choice and the increased stress that low-income people
experience increases their level of cortisol, and we know that high-
er levels of cortisol are correlated with cardiovascular disease and
other chronic illnesses including diabetes.

There was a study done in Louisville, KY, for example, which did
a very interesting analysis of the city based upon the quintiles of
income level. It demonstrated that morbidity and mortality rates
varied in exact correlation with social stratification in that city.
And I think the same thing applies in places like Baltimore and
Washington as well.

Senator SANDERS. Yes, Dr. Berkman.

Ms. BERKMAN. I would just add that I think there are multiple
pathways that lead from socioeconomic conditions to poor health
outcomes. One of them is behavioral.

People tend to smoke more. They tend to consume more alcohol.
They tend to be more overweight. They make harder food choices
in part because of transportation needs and food. But these stress
pathways are also independent of that. It is very clear that these
behavioral pathways only explain a part of that.

The stress pathways influence such things as inflammatory
markers, as other people have said, cortisol responses, inflam-
matory markers and works with things like people sleep less. Peo-
ple when they are stressed sleep less. We now know that less sleep
is related to metabolic function. It is related to depression. These
things also influence diabetes, cardiovascular disease, hyper-
tension, and a host of other chronic diseases.
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They also put you at risk for a whole set of mental disorders that
are very important and often underestimated in these set up equa-
tions.

Senator SANDERS. I think, as Senator Warren indicated, we have
a chicken and egg situation. When you are under stress, it’s hard
to get a decent job. When you do not have a decent job, hard to
have an income to alleviate the stress again, so housing and
healthcare and everything else.

Let’s jump a little bit. Dr. Woolf, you may have done the research
on this. How do we do as a Nation? Why is it that a Nation which
is as wealthy as we are does not do particularly well compared to
many other countries around the world in terms of life expectancy?
How does that relate to this whole discussion?

Dr. WooLF. To repeat the point that has been made earlier, we
have higher poverty rates and higher income inequality levels than
they do in those other countries. That is certainly part of it.

But in our analysis, comparing the United States with the 16
other high-income countries, it is also clear that, obviously, they
have poverty in other countries too, but there appears to be more
programming and policies in place in those other countries to buff-
er the impact of material deprivation on families. So that, in effect,
children growing up in poor families in these other countries are
more protected from the adverse health effects than American chil-
dren are.

Our relative investment in those social programs, social services,
is quite striking. Elizabeth Bradley and her colleagues at Yale Uni-
versity have compared the United States with these other countries
and find that we are an outlier in the proportion of our dollars that
we spend on healthcare relative to those social programs. Whereas
the countries that spend much more on social programs than on
healthcare are the ones that are living longer.

Senator SANDERS. And presumably saving money on healthcare
as well. Other thoughts on that?

Senator Warren.

Senator WARREN. I just wanted to dig-in to this point a little bit
more. Thank you.

And that is, I was thinking about this, so healthy people have
stable, safe, clean housing. They live in safe neighborhoods with
sidewalks. They have lots of outdoor spaces. Healthy people can af-
ford nutritious food. Healthy people have clean air to breathe. For
many Americans, these necessities of good health are luxuries they
cannot afford.

If we have a system that is not investing in these cost-efficient
ways to keep people healthy, and a system that wastes far too
much money treating people after they become sick, it is no wonder
in this system that Americans are less healthy and die younger
than people living in other wealthy Nations.

But I wanted to dig-in to that just a little bit more, Dr. Woolf,
if I could. Can you tell us about the basic investments that other
countries in the Institute of Medicine’s study make outside direct
health?care investments that have helped them achieve better out-
comes’

Dr. WooLF. Well, due to the paucity of data that Dr. Kindig men-
tioned, it is really hard to prove cause and effect.
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Senator WARREN. Fair enough.

Dr. WooLF. But we can see that these other countries that have
better health outcomes have different policies with respect to some
of the areas that Dr. Berkman mentioned, such as parental leave,
maternity leave, early childhood education. We are outranked by
other countries in the amount of resources they invest in early
childhood education. Job support and workforce support for work-
ers are more extensive in these other countries.

Again, these are programs and services that help buffer the po-
tential adverse health impact on families that we think might
produce potential health benefits. But if I may step back out of my
medical roles, those are also policies that help people achieve a
stronger economic footing and increase their economic prosperity so
that they could be more productive workers, more affluent con-
sumers and so forth, and therefore boost the economy. So it is a
win-win improving their economic footing and their health out-
comes.

Senator WARREN. The virtuous circle instead of the vicious cycle.

Dr. WooLF. Exactly.

Senator WARREN. Maybe I can ask this in a more detailed, in an-
other way. Dr. Kindig, I think in your written testimony, you
talked about Cambridge and Fall River, MA—you knew you would
catch my attention with that—how they made smart, community-
based investments.

I am going to ask you just to say a bit more about it, and talk
about how we could apply some of those same strategies to the
broader population, and what the major barriers are that stand in
our way right now.

Dr. KinDIG. Right. Thank you for bringing up that point. The
time limitation, I could not say everything that I wrote, but I was
actually calling attention to a new program that we work with at
the University of Wisconsin along with the Robert Wood Johnson
Foundation. It is called the Roadmaps to Health Prize. It sort of
is a companion to the County Health Rankings work that I men-
tioned before.

We are, the Foundation and with our staff, are every year look-
ing for those communities, not just the highest ranking commu-
nities. That is what our rankings do. They are the highest because
they have all these things going for them.

We are actually looking for American communities that have
shown that they can be improving their health outcomes with a
balanced approach like we have just been talking about. Not just
in medical care, but actually in order to get a prize, you have to
show excellence in the behavioral area, in the socioeconomic area,
in the healthcare area, and particularly looking for multi-sectoral
approaches.

So the two places in your State, that was a little embarrassing
to give two to the one State, but sometimes——

Senator WARREN. We are working on it.

Dr. KiNDIG. Yes, I know. But both of them, very different com-
munities as you know.

Senator WARREN. Yes.

Dr. KINDIG. But very remarkable partnerships coming together
with the healthcare community, the public health community, the
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business community, community nonprofit organizations, United
Way, sort of come together and say, “We got a problem here to
solve and how can we pull together to do it?”

Over time, this will be an ongoing, very high profile program
with the Robert Wood Johnson connection, over time with six every
year. When we get 20, 30, 50 of these type communities, there will
be little stories there that other places can emulate and these are
not the best-off places. Many of these are challenged, as Fall River,
for example, is a challenged community for many historical rea-
sons, but they are finding a way to do it. There are stories that we
can look to, to make progress, and thank you for bringing attention
to that.

Senator WARREN. Well, thank you. Thank you, for your bringing
attention to it because I think it is a reminder. We can do this in
the United States. We have little pockets of where we have begun
to build on the research that you all and the advice that you all
have given. We just need to find ways to support it and extend it
across the country.

Thank you.

Senator SANDERS. Let me ask, start with Dr. Kindig to elaborate
a little bit on a paper that he wrote earlier this year which showed
that female mortality rose in 43 percent of U.S. counties between
1992 and 2006, and that is almost incomprehensible. We talk about
all of the advances we are making in all kinds of areas, and yet
%n 43 percent of the counties in America, women are living shorter
ives.

What is that about? Why is that taking place?

And then I want to ask Ms. Shrader if she could, again, coming
from a county where life expectancy is low, to maybe talk a little
bit about women in those counties and how Dr. Kindig’s statistics
are reflected in the real life that she may have observed.

Dr. Kindig.

Dr. KiNDIG. Yes, thank you, Mr. Chairman. I have to tell you
honestly that when I saw that map, when my colleague Erica
Chang, one of our doctoral students, brought that map in, I said,
“I do not believe this.” We did two things that are different.

One is we looked at change over time and that is not often looked
at. This is a change over time thing as opposed to how it is in a
certain time.

We also looked at the county level. When you look at Nations
and States, almost always mortality and life expectancy go up be-
cause you average in the poor and the—but when you go to the
county level and look at change over time, these are the kinds of
results that you get, and we were shocked. We are not the only
ones that have found that.

Chris Murray and his colleagues at the University of Washington
have looked at also declining life expectancy, showing also not
quite as—it was a different data set in a different time period.

Senator SANDERS. But as I looked at that map, sorry to interrupt
you, if I look at that map, there is a lot of red in the southeastern
part of the country. Out in California and southern California, it
is all blue.

Dr. KINDIG. Yes.

Senator SANDERS. What is that about?
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Dr. KINDIG. In all of those counties, all the poor performing coun-
ties have high rates of smoking, high poverty, children in poverty,
low high school graduation rates. They have all those factors.

One of the striking things that we found and, actually frankly,
Senator, that I do not understand, when actually you control for all
of those factors, there still are regional effects in the South and
parts of the West that we do not understand. We say in our paper
there must be other cultural or other factors that even go beyond
the disadvantage that these counties have from poor rates of the
factors that we know about, and it needs to be—I am quite inter-
ested in why that is.

I have to tell you, most of the reports—and we have paid a lot
of attention to this—ask, “And why is this more for females than
for men?” We do not honestly know the answer to that, but I know
a lot of people are trying to dig-in to it and that is why we need
more research funding to answer these kinds of questions.

Senator SANDERS. Ms. Shrader, do you have any thoughts on
why that might be the case? Why is it conceivable that in Amer-
ica—and in West Virginia among other places—women are actually
living shorter lives than used to be the case? Any thoughts?

Ms. SHRADER. Basically, they are working so hard and while they
are working so hard, they are suffering to make their basic needs
and to make their family’s needs such as food, clothing, and shel-
ter. They do not have what they need to succeed. They are stressed
and overworked, but it is not their fault. They need services and
programs to help them improve. Examples of how they are working
so hard as they are trying to be mothers, they are trying to work
jobs, they are trying to get an education. They know what the re-
search says.

The research teaches children what you need to succeed, but if
you do not have it, you have to improvise and utilize all of the re-
sources and all of the people that is in your community and your
churches and in your family to try to do your best with what you
have, and hope that you are going to succeed.

Senator SANDERS. Let me ask you maybe a dumb question here,
but is it your observation that a lot of folks are smoking and not
eating well in these communities? Is that something, too?

Ms. SHRADER. There are a lot who are. However, farm to school
programs are coming into play in West Virginia. I have seen them
come into play in the northern-central parts of West Virginia. They
have yet to be big and booming in the southern parts, but they are
getting there. It takes time.

Senator SANDERS. You made the point earlier, that just programs
like the TRIO program or Upward Bound giving kids the oppor-
tunity of even knowing what a college is. You made an interesting
point that there are many kids that you have grown up with who
have never seen a college campus in their lives. Exposing them to
those opportunities has an impact on young people’s lives, would it
not?

Ms. SHRADER. It definitely does. When you are not exposed to op-
portunities, period, in the world, you only know what exists by
what you see. There are all kinds of things on TV that are not real,
but they just may not know what they can do.
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Also, sometimes you get told things that are not true. You get
told, “You are stupid.” Or, “You are not going to amount to any-
thing.” A lot of times kids are told this when they are kids, and
they end up believing these things, and it ends up becoming a self-
fulfilling prophecy. They do not believe in themselves. It is real
hard for them to try to do better.

Senator SANDERS. You mentioned to me last night when we chat-
ted, Ms. Shrader and her husband and I chatted a little bit, that
there are a lot of kids who have never left their county or left the
State to see the rest. Well, it is true in Vermont, as well, by the
way. Elaborate a little bit on that.

Ms. SHRADER. Well, there are a lot of people in McDowell County
statistically that do not have transportation. It is not that their
parents do not want to show them other parts of the world, or
other parts of the West Virginia, or other parts of the country; they
nillay not have access themselves to teach their kids what is out
there.

A way that they can learn about it is if other family members
have traveled, been in the military, for example. They come back
and they tell their stories. We all try to teach each other about
what is going on in the world.

Senator SANDERS. Let me change gears a little bit.

Dr. Woolf made the important point, I think, that diabetes is
much more prevalent among lower income people at great cost to
the individuals and financial cost to the country. Go beyond diabe-
tes in terms of obesity, in terms of smoking, in terms of child
abuse.

How does class impact those factors, which play such an impor-
tant role in our lives?

Dr. WooLF. It is a pervasive issue. There are some diseases
where we do not see it quite as dramatically, but a very broad spec-
trum of conditions that have these strong socioeconomic deter-
minants.

In addition to diabetes, I had mentioned cardiovascular disease,
pulmonary disease, arthritis, mental illness, depression, for exam-
ple, much higher rates. Studies that have looked at disability rates
and the productivity of workers also find striking differences by
educational attainment.

So that, again, is a factor that is affecting life expectancy, it is
affecting health burden.

Senator SANDERS. Something as simple as, say, smoking—and I
do not know the answer to this—is it fair to say that working-class
people are more likely to smoke than upper income people?

Dr. WooLF. There is a strong gradient in smoking rates based on
socioeconomic status since the release of the Surgeon General’s Re-
port in the 1960s that revealed the role of smoking. We see that
in upper educated Americans, there was a striking decrease in
smoking rates. But in Americans with less than a high school edu-
cation, smoking rates are about triple of those with more advanced
education.

Senator SANDERS. Which is going to lead to a whole host of
health problems, obviously.

Dr. WooLF. Exactly.

Senator SANDERS. Senator Warren.
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Senator WARREN. Thank you, Mr. Chairman.

I would like to go back to a point that, I think, several of you
have emphasized, and that is one way to decrease the health dis-
parities between high-income and low-income people is to look at
the environments around them.

I am proud that in Boston, we have a model program, the Asth-
ma Prevention and Control program that is run by the Boston Pub-
lic Health Commission, and it has demonstrated success in reduc-
ing asthma in our struggling neighborhoods by doing exactly that.
I just want to talk about the program for a minute.

The Boston program addresses environmental triggers of asthma
by eliminating the pests that trigger asthma in our homes, and by
ensuring that the pesticides used to control the pests are not them-
selves toxic.

The Boston program does home inspections to make sure the
property owners are keeping the residences up to code. The Boston
program performs home visits to teach families how to reduce asth-
ma and they teach in the language that the family speaks. They
give them the tools to prevent allergens in the home.

The Boston program has been under the leadership of the execu-
tive director, Dr. Barbara Ferrer, and the director of Healthy
Homes and Community Support, Margaret Reid and it has just
been an incredible success. I want to tell you about some data that
are not yet published from this.

A forthcoming report shows that the number of families who
have recently visited an urgent care for asthma dropped from 80
percent to 20 percent after participation in a home visit program.
In the public housing that was eradicated of pests, the number of
adult residents with asthma symptoms was cut in half.

We are working to expand this initiative across Massachusetts
because we have seen it work. So what I want to ask you to do is
talk to us about how we implement programs like this on a larger
scale, not just for asthma, but for the many diseases where we
know that if we can improve environmental factors, we can get bet-
ter health outcomes at lower costs for our citizens.

Who would like to do that? Dr. Berkman.

Ms. BERKMAN. First of all, I would like to congratulate you on
congratulating Barbara Ferrer, who has done an amazing job.

Senator WARREN. Is she not fabulous?

Ms. BERKMAN. A completely amazing job in Boston city in terms
of understanding, really, the social determinants of health ap-
proach. She is an enlightened person in terms of doing this.

I think the point of it is that once you understand that the deter-
minants of health fit in neighborhoods, in schools, in worksites, and
you start turning your attention to what it takes to improve those
settings, there are millions of things to do. There are sets of things
in housing that get turned around. There are sets of things in
schools that we could be doing.

And worksites, I think, are enormously hopeful because people
think that this is costly when, in fact, most companies actually
once they realize what is going on, think that it is better for the
bottom line. Our nursing homes, for instance, think that turnover
and sickness absence is devastating their bottom line. And that
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these workplace policies will improve their bottom line and be good
for the health of workers and their families.

I think if Barbara were multiplied times 100, that you would like
to get that kind of message out.

Senator WARREN. So there is one strategy. We multiply Barbara
times 100.

Ms. BERKMAN. Yes.

Senator WARREN. Again, I very much get the point. I think it is
a really powerful one.

Dr. Kindig, do you want to add?

Dr. KiNDIG. I would like to add to that. A lot of this work is going
on. That is the really wonderful example. But a lot of this work is
going on in communities in different places, public health depart-
ments, but the resources that support it are idiosyncratic, and frag-
melllted, and come and go so that it is not a sustainable model to
scale.

I really think we have to find the same kind of resources that
deliver on this as we do in our healthcare programs. Every Medi-
care patient that is treated, there is a little bit of dollar that goes
into graduate medical education, as you well know. You do not
have to put in a grant. It just happens every day.

We need those kinds of resources. Hooking back to my other com-
ment about waste in healthcare, as we squeeze the waste out and
find the savings. So what is going to happen? Let us say we are
successful at that. We will see. So who gets the savings, you know?

Right now in accountable care organizations, they are talking
about shared savings between the insurers and the providers.
There is nothing wrong with that, but a number of thoughtful peo-
ple have been talking about what about a community part of the
shared savings to go to these other nonmedical care programs like
you mentioned, housing lead abatement or roach abatement that
are, undoubtedly, health-promoting. But where are the sustainable
resources to sort of deliver a dollar every day to the places that
need it?

Senator WARREN. Dr. Reisch.

Mr. REiscH. Thank you. I think it is also important, as you sug-
gested in your description of the program in Massachusetts, to
focus on community investment and community involvement, and
not just focus on individuals.

Individual and community behaviors are clearly linked, and let
me give you an example in terms of Baltimore, where there has
been an effort to reduce or eliminate the number of food deserts in
the city, which has been shown to be a major cause of people’s poor
diets, which in turn, leads to obesity, which in turn, leads to diabe-
tes and cardiovascular disease.

There have been efforts, for example, to involve the community
in helping to site supermarkets, which bring healthy food choices,
to establish food co-ops, to establish farmers markets in the com-
munity, to create community gardens, and so forth. Well, those
things not only have a positive effect upon people’s health individ-
ually and collectively, but also by involving the community in it, it
builds the community’s capacity to produce future changes and im-
proves their psychological well-being as well.

Senator WARREN. Thank you very much.
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Thank you, Mr. Chairman. I just want to say, since this is my
last round of questions, when we look at data like this and we see
that just cleaning up the environment means that we cut visits to
the emergency room for children with asthma from 80 percent to
20 percent, that is not only economically sound. That is a lot of lit-
tle kids who stayed in school those days, or who were outside play-
ing, or who were having fun instead of spending their time in very
expensive and very scary emergency rooms struggling to breathe.

If those are not the investments we are willing to make, what
kind of a people are we? We have opportunities here. We just have
to seize them. Thank you.

Thank you, Mr. Chairman, for doing this.

Senator SANDERS. Well, thank you very much, Senator Warren.

I did not want to leave Dr. Eberstadt out of the discussion here
because I think you made some good points. I think your point was
that we should take a hard look at why it is that Asians in this
country, Hispanics in this country have better life expectancies
than their socioeconomic conditions would allow us to assume.

Do you have any guesses as to, in fact, why that is the case?

Mr. EBERSTADT. It is a really important question, Senator. It is
a really, really under-researched question. I hope that you all can
encourage some more research in this area. As Dr. Kindig men-
tioned, this is a very underfunded area also.

I am just so struck by this Figure 8 in my prepared testimony,
which shows life expectancy in New York City by ethnicity and by
neighborhood status. You see on here that the healthiest group in
New York City, according to the New York Department of Health
}sltuc(liy, are Asian-Americans who live in the very poorest neighbor-

oods.

Senator SANDERS. By “healthy,” do you mean life expectancy?

Mr. EBERSTADT. I am using that, yes, as a proxy.

Senator SANDERS. Life expectancy.

Mr. EBERSTADT. I am using that as a proxy.

Senator SANDERS. Would you guess that maybe it has something
to do with family structure and so forth?

Mr. EBERSTADT. That is the ghost in the room that has not been
mentioned yet, sir. There is, I think unfortunately, a wealth of evi-
dence that suggests there is a correspondence between family
structure and health outcomes, family structure and poverty out-
comes.

The fraying or disintegration of the U.S. family structure for all
ethnic groups over the past 50 years, has had really frightening
consequences. One of them is that a child in the U.S.A. is more
likely to live with just one parent today than in any of the OECD
countries, or at least the never-communist OECD countries. We
have a higher proportion of children living with one parent than fa-
mous Scandinavia.

Senator SANDERS. I think that is a good point.

If I can, because Senator Warren and I are the only people here,
we have all the time we want. I wanted to throw out another point.

Dr. Kindig, the word “community” came up a whole lot, and I
think how we relate in the community, whether we feel isolated or
alone, or we are part of something larger than that, I suspect plays
a role in everything that we have been talking about.
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I have worked very hard, with some success, to expand commu-
nity health centers in the State of Vermont and throughout this
country.

Just as an example, just a couple of weeks ago HRSA, HHS, an-
nounced they were going to spend $150 million—which around here
is not a lot of money—in starting up 236 new community health
centers in almost every State in this country providing healthcare
access to about 1.3 million people.

We talk about community. What impact does it have? The basic
point is made over and over again is that healthcare is a lot more
than health care. Right?

But on the other hand, if you have a community health center
where people can walk in the door and get the healthcare they
need when they need it, not delay going to the doctor, get low-cost
prescription drugs. Get mental health counseling when they need
it. Get dental care when they need it. To give you an example.

Northern Vermont has a community health center, I visited them
during the summer. You know what they were runmng‘7 They were
running a summer camp for virtually all the kids in the town be-
cause they do not want kids hanging out on street corners.

I was in the Bronx, NY at a community health center. They are
involved in food, making sure that kids are eating well. They are
involved in pregnancy prevention. They are dealing with how to
prevent AIDS, et cetera, etc.

I understand, again, that the main point of today is healthcare
is more than health care. But what would it mean to this country
if in every community in America, people could walk into their doc-
tor’s office when they needed to and get the broad counseling that
they needed regardless of income?

What impact would that have on longevity?

Dr. Kindig.

Dr. KINDIG. Yes, I really want to take this because I think I told
you in my testimony that I actually came of age and I am probably
the only one here who knows what OEO was, the Office of Eco-
nomic Opportunity.

Senator SANDERS. Not the only one.

Dr. KINDIG. I came of age in an OEO neighborhood health center
in the South Bronx and even before federally qualified status. Your
point is so well-taken, Senator. Not only at the time, at that time,
were those health centers innovative ways of getting access to med-
ical care which, of course, is a determinant of health. We are not
saying medical care is not a determinant of health. It is just not
the only one.

At that time those centers, particularly in that time, were actu-
ally the hubs of other kinds of social services like school programs,
job training, and legal advocacy. It was just part of the package.

I believe as over the years, particularly as OEO funding went
away, some of those other services fell off a bit, quite a bit, even
though the medical care role remains. I think many health centers
do, like you say, do-do that.

If you have another $150 million, I think you ought to not only
expand those health centers, particularly in the under-served com-
munities that need it, but make sure that they have the resources
to be a focal point, at least in those communities, for this broader
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range of services like your asthma program, or school health, or
whatever that would be responsive to the issues that we are talk-
ing about here.

Senator SANDERS. Many of them do an extraordinary job, and
they are all different. The one in the Bronx was different than the
one in northern Vermont. But they look at the community as a
whole and they say, “How do we keep people healthy? Yes, we are
going to treat them when they get sick. But how do we keep them
healthy?” How can you ignore when the school down the block is
not doing a good job? Where there is not a grocery store that people
can buy decent food?

I think having professionals and having that kind of community
health center means a lot. But does anyone want to elaborate on
that? Yes, Ms. Shrader.

Ms. SHRADER. Thank you. I just wanted to point out that I am
a fish-eating vegetarian. I lost 80 pounds in the past year. This was
after I watched the documentary on Netflix called “Forks Over
Knives.”

Research was done in Asia. These doctors saw where the people
in Asia were not dying from strokes, heart attacks, and diabetes.
And what they found is that they were so poor, they could not af-
ford meat. Once they made it into the middle class, and they start-
ed eating meat, they started dying from high blood pressure, all
those issues. Thank you.

Senator SANDERS. Dr. Reisch, did you want to?

Mr. REISCH. Yes, I think it is also important to add that access
means more than just physical proximity. It also means the likeli-
hood that the services that are provided are going to be more cul-
turally compatible to the needs of the community because the com-
munity is involved in determining what those services should be
and what constitutes an appropriate service.

When I was growing up in public housing, we had a public
health nurse who was located on the grounds of the housing
project. That is where I got my childhood immunizations. The star-
tling statistic, which I think my public health colleagues can vali-
date, is that fewer children in the United States today are immu-
nized than that in Mexico, and that is something that we should
be totally ashamed of.

Senator SANDERS. Yes, Dr. Kindig.

Dr. KINDIG. Just building on the other point about the health
centers, and I cannot support it more than I did. But it is a big
country and I think we are going to find that different solutions,
even from where the organizing principle is, maybe take place in
different ways.

When the two communities that Senator Warren mentioned that
won the prize, one in Fall River was a very unusual, just sort of
a grassroots community organization that has grown over time and
they seem to have the leadership. The other one in Cambridge is
a combination of public health and innovative healthcare system.
One in Santa Cruz, CA, it was a United Way that actually was the
glue that pulled the partnership together to make this happen.

I think centers, community health centers, can play a real impor-
tant role in many places. But there may be other ways in other
places given the history and the nature of the community efforts.
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Senator SANDERS. Senator Warren. All right. First of all, thank
you so much, Senator Warren, for staying here throughout.

I think this has been a great discussion, I really do, and I think
you have shed light on issues that we just do not talk about often
enough. I think the point that you have made, if we invest in our
people, create a healthier, more loving society, we end up not only
creating a happier society with people that are going to live longer
lives. But you know what? We end up saving money as well. We
end up saving the taxpayers’ money.

You guys have just been terrific and we appreciate, very much,
all of you for being here.

The record will remain open for 10 days to receive any additional
comments.

Thanks very much.

[Whereupon, at 11:40 a.m., the hearing was adjourned.]
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