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Public Health Care Delivery in Five U.S. Municipalities: 
Lessons and Implications 

David G. Whiteis, PhD,* and J. W ârren Salmon, PhD* 

Increasing pressures on privale and public hospitals have necessitated a reassessment of urban 
heallh care delivery. Patients lefl unserved by stressed privale hospitals have placed a greater burden 
on puhlic institutions, which themselves are often old, underfunded, and in danger of closure. As 
policy analysts consider remedies, primary care in community-based settings has reemerged as an 
imporlani component of planning. We present resulls ofa comparative analysis of five puhlic heallh 
care delivery systems (Bo.ston, Dallas, Denver, Milwaukee, and Seatde), reflecting their economic, 
polilical, and cultural dynamics. Although significant differences in the relative centralization of care 
and reliance on community-based clinics are evident, the five cities discussed have incorporaled an 
increased emphasis on preventive and primary care. The diversity among the .systems is highlighted: 
adaptability is apparently a vital component in designing a puhlic health care system appropriate lo 
the needs of particular communities. Implications for Chicago and olher cities are discussed. (Hemy 
Ford Hosp MedJ 1992:40:16-25) 

The Urban Public Health Care Systems Tours was under­
taken in 1989-1990 by three Chicago-ba.sed organizations; 

the Health and Medicine Policy Research Group, the Metropoli­
tan Planning Council, and the Community Renewal Society ( I ) . 
The purpose of these tours designed for policymakers was to 
study the ways in which selected U.S. cities have implemented 
successful public sector models and to use these findings to 
stimulate di.scussion ofpolicy opdons in Chicago and other ur­
ban areas where public health care delivery has suffered from 
neglect (2). 

In this summary of the findings of the Urban Public Health 
Care Systems Tours, we examine the attempts of five cities 
(Boston, Dallas, Denver, Milwaukee, and Seattle) to address the 
moundng health needs of these urban populations,t The finan­
cial bases of these public health care systems, as well as both 
their govemance and health care delivery structures, are out­
lined and then used for policy suggesdons for metropolitan Chi­
cago and other urban areas (1). 

Chicago as an Example: The Deterioration 
of Public Health Care Delivery 

Chicago's contemporary health care scenario exemplifies the 
harsh contrast between the thriving private sector and the de­
pressed public sector throughout the U.S, (3). The numbers of 
physicians, nurses, pharmacists, dendsts. administrative staff, 
and other health workers have increased in the city, and there 
has been substantial growth in the size and influence of aca­
demic medical centers and teaching hospitals. However. 16 
community hospitals have closed since 1980, resulting in the 
loss of well over 15,000 jobs and a serious diminution in avail­
able health care forthe city's poorer neighborhood residents (4). 

In greater Cook County, approximately 1.6 million residents 
are either Medicaid recipients, have inadequate health insurance 
coverage, or are completely uninsured (5). This explosion in the 
ranks of the medically indigent has occurred while the local 
public health care sector has stagnated and retrenched. Cook 
County Hospital (CCH) is the metropolitan area's only public 
acute care facility. The County Board of Commissioners, the 
goveming authority for CCH, is an elected body which has 
proved its inability to be a responsible steward of public health. 
CCH and its related health programs remain entirely separate 
from the Chicago Department of Health, although in 1991 the 
steps toward coordination began to be explored. This cumber­
some and obsolete dual administration of public health care has 
led to near total lack of continuity of care between the city and 
county and with one University of Illinois Health Sciences Cen­
ter. 

CCH was declared physically obsolete as early as the 1930s 
(5), and few substantial improvements have been made since 
then. The hospital's overall ability to provide quality care has 
been seriously questioned. The April 1990 disaccreditation by 
the Joint Commission on the Accreditation of Healthcare Or­
ganizations (JCAHO) called into question the hospital's qualifi­
cation for Medicaid and Medicare reimbursement—its only de­
pendable source of revenue tjesides county property assess-
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ments. All efforts by the new hospital administration were di­
rected toward resecuring the JCAHO accreditation in the spring 
of 1992. 

Even if CCH retains its Medicaid funding level, its financial 
situation may worsen. The Illinois Department of Public Aid 
now pays far less than what it costs all hospitals to provide care 
(4,6), and Governor Jim Edgar has backlogged payments to pro­
viders in the 90- to 120-day range to address severe state budget 
Medicaid shortfalls. Private providers are thus further discour­
aged from treating Medicaid recipients as well as "unspon-
sored" patients. Thus. CCH remains the provider of last resort 
for the population dispersed over 228 square miles (7). 

Table 1 
1980 Population of Cities Studied 

Total White Black Hispanic Population Change 
Population (%) (%) (%) 1980-1986 {%) 

Boston 564.994 70.5 22.5 6.5 1.9 
Dallas 904,078 61.3 29.3 12.2 10.9 
Denver 492,365 76.3 12.0 18.7 2.5 
Milwaukee 636,212 73.6 23.1 4.2 -4.9 
Seattle 493,846 80.2 9.4 2.6 -7.0 
Chicago 3,005,072 .50.3 39.8 1-1,1 0.2 

Strategies for Local Public Health Care 
Among Diverse Settings 

As Medicaid continues to erode state budgets nadonwide, it 
appears less likely to be a means to buttress either the public or 
private health care sectors. States were expected to spend $25.2 
billion in 1990 to cover about 22 million Americans, far less 
than the number of the entire poverty population. The federal 
govemment's contribution to Medicaid totaled over $35 billion. 

New federal mandates on matemal child health and nursing 
home care improvements will continue to demand greater ex­
penditures from the states. For states which have historically 
supplemented Medicaid with general revenue funding to target 
special urban health needs, significant pressures will build for 
further fiscal curtailments. 

Such governmental constraints will directly affect local 
health service developments. Stronger cost-control initiatives 
will be necessitated, especially by states with relatively liberal 
payment policies (e.g., Massachusetts). Local public providers 
may become repositories for greater numbers of patients un­
wanted by the private sector. 

The following sections discuss each ofthe cities visited on the 
Urban Public Health Care Systems Tours. Data presented are 
contained in Tables 1 through 5. Specifically. Tables 1 and 2 
present basic demographic and income data to provide an under­
standing ofthe context in which the health care systems operate. 
Tables 3 through 5 illustrate some salient characterlsdes of the 
health care systems themselves; governance, structural charac­
teristics of health care delivery, and data on the systems' financ­
ing. 

Boston 
City and state finances 

Boston's economic base has moved from an industrial to a 
white-collar orientation. The 9,1% rate of unemployment in 
1990, although not as high as in the midwest "rust belt" cities, 
reflected the region's economic uncertainty, 

Boston is unique among the cides studied in that its state has 
long been committed to health care for its cidzens. However, 
Massachusetts' health expenses have historically been among 
the nation's highest. Until the late 1980s, the state's robust econ­
omy masked these costs and allowed the social spending orien­
tation to continue. 

In 1965, the City of Boston established the Department of 
Health and Hospitals which is comprised of three facilides; Bos­
ton City Hospital (BCH), Mattapan Hospital (a long-term, 151-
bed chronic care/rehabilitadon facility), and Long Island Hospi­
tal (a 193-bed chronic care facility). The Department of Health 
and Hospitals administers the city's complex network of neigh­
borhood health centers (NHCs), as well as a school of nursing 
and emergency medical services. It also maintains institutional 
linkages with Boston University School of Medicine and other 
local health and allied professional schools and universities. 

The social pathologies that have devastated other urban com­
munities have impacted Boston as well. In 1985 the Boston Pri­
mary Health Care Seminar reported an increase in infant mortal­
ity from 11.9 to 15.8 deaths per 1,000 in 1982 alone, along with 
a low birthweight rate of twice the national average. Chronic 
malnutrition, increasing death rates from violence and acci­
dents, and other conditions of poverty were also cited. 

In partial response, the state legislature insdtuted a free hospi­
tal care pool in 1985, financed by a surcharge of approximately 
10%' on Blue Cross and commercial hospital charges. This pool 
resulted in a 25% increase in uncompensated care as a percent of 
all Massachusetts hospital costs between 1984 and 1988. 

Public health insurance in Massachusetts 

Massachusetts' universal health care plan has received much 

publicity since its initiation. In 1985, Governor Michael Du­

kakis formed the Study Commission on Health Care Financing 

and Delivery Reform. In February 1987, the Commission re-

Table 2 
1980 Family Income in Cities Studied* 

Families Below Median Female-Headed 
Poverty (% of Family Families C/c of 
All Families) Income All Families) 

Boston 16.7% $16,062 30.0%. 
Dallas 10.8% $19,703 19.7% 
Denver 10.3% $19,527 18.7% 
Milwaukee 11.2% $19,738 23.8% 
Seattle 6.6% $22,096 17.5% 
Chicago 16.8% $18,776 27.7% 

From the U.S. Department of Commerce. Bureau ofthe Census, City and County Data-
book, 1983. 
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Table 3 
Governance: Selected Characteristics of the Health Systems Studied 

Administrative Authority 

City County Other 

Formal Affiliation 

with Medical School 

Formal Relationship with 

lx)cal Private Sector Providers 

Boston Y N N Y Y 
Dallas N Y N Y N 
Denver CCD CCD N Y N 
Milwaukee N Y N 

>• 
Y 

Seattle N Y N N Y* 
Chicago t t t N 

*The Seattle-King County Heallh Department's most important relationship is with Seattle's communily heallh centers. There are no olher formal 
linkages wilh the public hospitals and the private sector. 

tSeparale governances for city health deparlment and county hospitals. 
tFormal affiliation undeveloped and threatened with county; very limited with cily. 
Y = yes. N = no. CCD = City/County Department. 

leased its recommendations which became the prototype for 
Massachusetts' eventual universal health insurance legisladon 
in 1988. 

The law was based on a tax on employers to fund health care 
expenses for the uninsured. Up to 90% of this tax would be re­
bated to employers offering health insurance. Hospitals would 
receive annual price increases equal to medical care infladon, 
plus 1%, for the treatment of patients. The bill also provided a 
$1.5 billion increase for hospitals (including higher Blue Cross 
and other private insurance payments), as well as an additional 
$50 million annual guarantee in state funds for hospitals in the 
event that Medicaid lagged behind inflation. Thus, incentives to 
increase admissions were strong. 

The plan, to be phased in over a four-year period, has sparked 
vigorous debate over the relative merits of a quasi-public health 
insurance model, publicly funded but privately administered 
through for-profit insurance companies and the hospital indus­
try. It is questionable whether significant cost-savings will re­
sult. Since access is contingent upon hospital financing, fiscal 
necessity might dictate cutbacks in the program that has resulted 
in less-than-universal access for the state's poor and uninsured. 
However, the presence of this law has given health a new legiti­
macy as a public policy issue in Massachusetts which it lacks in 
most other places. 

Governance and health care delivery 
Governance—^The salient features of the governance struc­

tures of the health care systems in this study are illustrated in Ta­
ble 3. Table 4 shows important characteristics of the health care 
delivery structure. 

Boston's health care delivery system is based on a complex 
network of NHCs, all of which are at least nominally supported 
by the city's Department of Health and Hospitals but which op­
erate with a significant amount of local autonomy. 

The Department of Health and Hospitals provides traditional 
public health functions such as immunization and screening. It 
also provides community health programs, a stadstical analysis 
function, and occupational and environmental health screening. 

The NHCs are administered or coordinated through the Depart­
ment's Division of Community Health Services. 

Boston's NHCs are located in neighborhoods throughout the 
city. The inidal center, established in the 1960s with funding 
from the federal Office of Economic Opportunity, was the na­
tion's first NHC, Every center is affiliated with at least one hos­
pital. BCH has four NHC satellite facilides; seven other NHCs 
are licensed facilides of private hospitals. The remaining NHCs 
are self-supported, independent corporate endties and have af­
filiations with a backup hospital for staffing and referrals; these 
seven NHCs are licensed by the Massachusetts Department of 
Public Health as separate health facilities. Most NHCs are gov­
emed by independent boards, consisting of both health profes­
sionals and community residents. Their staffs are drawn primar­
ily from the hospitals with which they are affiliated. Most also 
are affiliated with a local medical school. 

Health care delivery—Although all of Boston's NHCs re­
ceive at least some support from the Department of Health and 
Hospitals, BCH is not the fulcrum ofthe system as public hospi­
tals are in other areas. BCH is where the majority of the city's 
poor and indigent patients receive acute care. The network of 
NHCs has focused primarily on alleviating .some of the pressure 
on BCH by providing preventive and primary care at the com­
munity level. 

In most cases diagnostic and primary care services take place 
at the NHCs. Secondary and tertiary care take place at the affili­
ated hospital or at BCH. The structure of health care delivery 
within the NHCs reflects community need, as assessed by local 
providers and the local NHC board. In some cases interdisci­
plinary teams of physicians and other health care professionals 
provide a wide spectrum of specialty care. In other cases staff is 
organized according to specialty and patients are assigned to 
smaller teams consisting of a physician specialist, a nurse or 
other mid-level pracdtioner, and an aide. 

In most cases primary care physicians at the NHCs have ad­
mitting privileges at the affiliated hospital. In recent years link­
ages with local medical schools have been increasingly estab­
lished and joint research and health care delivery programs have 
been initiated. 
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Finance structure 
Table 5 illustrates the salient characteristics ofthe health care 

systems in cides in this report. The Department of Health and 
Hospitals is fully city-run and financed. To administer Boston's 
NHCs, the Department receives additional funds from a variety 
of sources. Much of this money is allocated directly to the cen­
ters themselves. Of the $5.4 million received by the Department 
in 1986, $3.5 million went to centers that receive direct funding 
under the federal program. There are seven such centers in Bos­
ton. 

An addidonal $5.6 million from the state of Massachusetts, 
most of which went for maternal/child care, was received by the 
NHCs in 1986. Of that total, approximately half consisted of 
federal funds, which were matched by the state. The City of Bos­
ton provided an additional $3.5 million through the Department 
of Health and Hospitals. 

Other monies come from philanthropies and other local 
sources, primarily for capital improvements and building ex­
penses. Before 1974, some federal Hill-Burton construcrion 
money had been used in clinic construction, both for hospital-
affiliated clinics and for some independent ones. Today, most 
city money comes from property tax levies, while state funds de­
rive from general revenues. 

Padent revenue is an important source of income for the 
NHCs. Patients seen are about 40% Medicaid, 40% uninsured 
(including some private-pay patients whose insurance does not 
cover the entirety of their care), and 20% Medicare and Blue 
Cross and other commercial insurance. In 1986, the centers 
wrote off $7.7 million in bad debt and free care. 

The NHCs may now receive increased Medicaid money. A 
new regulation by the U.S. Health Care Financing Administra­
tion stipulates that federally qualified centers be paid by state 
Medicaid at 100% of full reasonable cost. In Massachusetts this 
cost is aggregated from cost reports filed by the NHCs with the 
state rate-setting authority. The current flat rate is approxi­
mately $55 per capita for medical services. 

This source of patient revenue is important because the NHCs 
provide a great deal of uncompensated care. In 1986, in response 
to pressure from the League of Community Health Centers, a 
separate free care pool was created for the NHCs, and they be­
gan to be reimbursed for approximately one-third of the free 
care they gave. Massachusetts' new universal access law covers 
care in health centers as well as hospital care. In addition, hospi­
tal-licensed centers are considered departments of the hospi­
tals with which they are associated; thus patients are covered, 
through those hospitals, by any hospitalizadon insurance for 
which they are eligible. 

The NHCs themselves have been moving toward greater in­
volvement in the payment process. The Neighborhood Health 
Plan, a community-based health maintenance organization 
(HMO) consisting of at least 18 health centers, is being phased 
in. This consists of 5,000 enrollees, paid for by the State Depart­
ment of Medical Security through a combination of trust money 
from employer contributions and yeariy state appropriadons. 
The Neighborhood Health Plan administers the Center-Care 
Program, whereby health centers have been gathering demo­
graphic data on their own community populations. Based on 

Table 4 
Structural Characteristics of the Svstems 

Community-Based Ambulatory Referral 

Public Care Clinic(s) in System Linkages with 
Hospital Public Private Private Providers 

Boston '̂ N Y Y (some clinics) 
Dallas Y Y(under 

development) 
N N 

Denver Y Y N Y (with nonhospital 
providers only) 

Milwaukee '̂ N N Y 
Seattle Y Y'''' Y Yt 
Chicago >• Y N 

*The Seattle Division of the King Counly Public Heallh Deparimeni operates three dis­
trict centers al which public heallh .services are offered to patients. These are primarily pre­
ventive, diagnostic, and counseling services. 

tKing County conlains seven public health insiituiions; referral arrangemenls exisl 
among the Seanle Division and several of these public health care institutions. 

Y = ves. N = no. 

these data, a payment structure for the Neighborhood Health 
Plan is being worked out under a capitation formula. 

Summary 
Despite the inadequate implementation of Massachusetts' 

new universal coverage law, heatth care as a right is now a 
firmly entrenched component of public discourse and will be 
difficult to ignore in future debate. Primary support for Boston's 
NHCs, however, derives not from the state but from the city's 
Department of Health and Hospitals. Current initiatives to phase 
in a managed care system among the centers indicates a move 
for consolidation of resources, tn Boston, as in other cides, the 
initial financial impetus for the local health care system came 
from federal funding in an era when such federal inidatives were 
politically operable, 

Dallas 
City and state Hnances 

In contrast to Massachusetts, Texas has a history of fiscal 
conservatism in funding social programs. This conservatism is 
reflected in the City of Dallas' public spending. 

Governance and health care delivery 
Governance—^Dallas' health care system is centralized at 

Parkland Memorial Hospital, originally established in 1894 (Ta­
ble 3). Parkland is administered by the Dallas County Hospital 
District, a separate tax-exempt govemmental endty. Approxi­
mately 55% of its income comes from local property taxes; the 
rest derives from patient revenues. A unique feature of the Dal­
las County Hospital District is its active effort to seek private 
philanthropic contributions, which are generally earmarked for 
specific projects. They are not considered part of the general op­
erating revenue. 

Parkland Memorial Hospital is govemed by a seven-member 
Board of Managers, appointed by the five elected Dallas County 
Commissioners. The Board is quite autonomous, since Parkland 

Henry Ford Hosp Med J—Vol 40, Nos 1 & 2, 1992 Urban Public Health Care Systems Tours—Whiteis & Salmon 19 



is not a county hospital but a separate hospital district. The 
Board is responsible for all but three areas of govemance (set­
ting the property tax levy [from which the hospital derives about 
50% of its operadng budget], land acquisidon, and appointment 
of the Board itself). 

Health care delivery—^The high degree of centralization at 
Parkland is evident in that virtually all care to the poor and indi­
gent of Dallas has been given there (Table 4). However, Park­
land recently entered into a contractual agreement with a 
neighborhood health coalidon to provide care in exisdng not-
for-profit community clinics. This agreement is a prototype for 
a major new community-oriented primary care initiative, to be 
located in eight health centers throughout the city. Also pro­
vided at these community-oriented primary care clinics will be 
traditional public health functions such as immunization and 
disease control. Plans are also under way to acquire a commu­
nity hospital in which most lower-intensity care will eventually 
take place. 

An important historical component of Parkland's success has 
been its affiliation with the University of Texas Southwestem 
Medical Center. Parkland is its primary teaching hospital; only 
the University faculty can admit and attend at Parkland. The re­
cent construction of the private Zale-Lipshy University Hospital 
on the campus is expected to increase the ratio of private-pay pa-
dents by the faculty and perhaps enhance Parkland's referral 
base of private-pay patients as well. 

Parkland is somewhat unique among public health hospitals 
in that it already has a significant percentage of private-pay pa­
tients. Such patients are usually referred from other hospitals 
and require more extensive diagnostic workups and treatment 
from medical school consultants. To enhance its ability to re­
cruit private-pay padents, Parkland has initiated "centers of ex­
cellence" in certain specialties (bum, epilepsy, neuroscience, 
cardiology, adult and pediatric trauma, and others) that have 
generated an estimated $30 million in gross revenue. 

Finance structure 
Aside from the local property tax. Parkland Hospital seeks 

revenue from a wide variety of private sources (Table 5), includ­
ing philanthropic donations and innovadve ventures such as an 
on-site McDonald's restaurant. Since 1979, the hospital has f i ­
nanced its physical plant improvement through a combination 
of bond sales and its own operating revenues. 

In 1990, it was predicted that Parkland would produce over 
$320 million in inpadent charges, $98 million of which would 
be collected—$34 million from Medicare; $26 million from 
Medicaid; $34 million commercial insurance, including Blue 
Cross and Blue Shield; and $4 million patient payments. The 
rest remained uncollected, whether due to medical indigence, 
Medicare/Medicaid contractual disallowances, or bad debt. 

Summary 
The Dallas County Hospital District approaches public health 

care with an unusual combination of dedication and pragma-
dsm. Officials stress that plans to decentralize will both increase 
access and free the hospital to concentrate on high-intensity 
care. 

Parkland is enterprising and innovative in its efforts to attract 
more privately-sponsored padents and to operate more effi­
ciently while still providing necessary care for almost the en­
tirety of Dallas' uninsured. The Dallas County Hospital District 
has demonstrated that a public sector health care system can be 
both efficient and effective. 

Denver 
City and state finances 

The state of Colorado was one of the more liberal in its alloca­
tion of Medicaid dollars in the 1980s, despite the relatively high 
percentage of its populadon (10.1%) below poverty during this 
time. According to U.S. Census data, the City of Denver allo­
cated 15.6% of its budget to health and hospitals between 1984 
and 1985. Because of differences in accounting methods, the 
City of Denver reported a lower figure. However, the municipal­
ity's dedication to providing quality health care to its residents is 
established. 

Governance and health care delivery 
Governance—^Denver's public health care system is based on 

a network of community-based providers, administered under 
the same authority as Denver General Hospital (DGH), the 
city's public hospital (Table 3). The community centers enjoy a 
significant degree of independence from the central institution 
which nonetheless provides the anchor. 

The hospital and the community centers exist under the ad­
ministradve aegis of the Department of Health and Hospitals. 
The Department also administers an alcoholism treatment pro­
gram, the Division of Public Heatth, and the Rocky Mountain 
Poison and Drug Center and serves as coordinator of the city's 
renowned trauma system. 

The Department is presided over by a manager and three dep­
uty managers (for community services, medical affairs, and op­
erations and finance). These officials are appointed by the 
mayor, pending approval of the city's Board of Health whose 
seven members are also mayoral appointees. 

Health care delivery—Two ambulatory care clinics are adja­
cent to DGH. Other outpadent care is provided by the commu­
nity health centers of Denver's Neighborhood Health Program 
(NHP). NHP provides primary care at two comprehensive 
NHCs (one on the city's east side and one on the west side), and 
eight satellite health stadons in various communities feed into 
these centers. Tradidonal public health functions such as immu-
nizadon and epidemic control also take place at all centers and 
stations. The clinics and stations encompass most primary care, 
as well as dental and eye care, social work, pediatric care, and 
adolescent care. 

Denver's system is largely self-contained, with few formal 
linkages to private providers. However, continuity within the 
public system is excellent. Most of DGH's patients are poor and 
indigent and have been referred either by the hospital's own 
clinics or emergency department or by one ofthe NHC facilities. 
Mechanisms are also in place to refer patients from the public 
system to other providers, including the Visiting Nurse Service 
and the federal Women, Infants, and Children (WIC) program. 
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The 10 well-child clinics operated by the NHP are integrated 
into the overall system, although in recent years these clinics 
have been deemphasized as many of their functions have been 
absorbed by the comprehensive health centers. 

The facilides of the Department of Health and Hospitals are 
training grounds for residents from the University of Colorado 
Health Sciences Center in Denver. DGH also has its own resi­
dency programs. This reladonship provides a vital link between 
medical education and health care provision. 

Finance structure 
Two primary sources of income support the city/county De­

partment of Health and Hospitals: the General Fund and the En-
terpri.se Fund (Table 5). The former consists of public monies 
that pay for the traditional and legislatively mandated public 
health activities. The Enterprise Fund supports DGH, emer­
gency medical services and the paramedic service, the hospital's 
ambulatory care center, and the NHP. 

Because federal law stipulates that no more than 5% ofthe na­
tional allocadon for community health centers can be awarded 
to public entities, the Neighborhood Health Plan, Inc.. an inde­
pendent not-for-profit corporation, was established by the De­
partment of Health and Hospitals to provide coapplication status 
for this grant and to run the program. Dollars awarded to Neigh­
borhood Health Plan, Inc., go to the city, not to the private not-
for-profit group. Denver's mayor appoints all of the board mem­
bers of Neighborhood Health Plan, Inc. 

Colorado provides a fund to allay the expenses of caring for 
the medically indigent. Fully 33.8% of the inpatient revenue at 

DGH was derived from this source as of September 30, 1990; 
36.8% of outpatient revenue, including the NHCs and the ambu­
latory care center of DGH, was derived from the state fund. 

Summary 
Denver's success in delivering health care to the poor and un­

insured is largely the result of Colorado's history of liberally 
funding such care. This has important implications for other 
municipalities, such as Chicago, and in states where monies 
available for indigent care are scarce. However, the City of Den­
ver has been especially creadve in its structuring a system with 
both the centralization of authority and the flexibility necessary 
to provide care for a diverse populadon dispersed over 110 
square miles. 

Public-private partnerships often have been characterized as 
unequal linkages between powerful private endties and less 
powerful municipal participants (8). However, Neighborhood 
Health Plan, Inc., is a unique example of a public-private part­
nership formed by, and for the benefit of the public sector, Den­
ver's Department of Health and Hospitals demonstrates a cre­
ativity and flexibility usually associated with private enterprise 
and is thus especially instructive for other municipal health de­
partments attempting to buttress their services for the under-
served. 

Also notable is the coordination among the different depart­
ments of Denver's system. Referrals and information flow free­
ly among the community health centers, the hospital's clinics, 
and the hospital's inpatient units. Such continuity is often lack­
ing in cities such as Chicago where the dual city-county govem-

Table 5 
Financing of the Fubiic Health Care Systems 

State 
Health 

Public 
HMO/ 

Inpatient Revenue (% of Total) 

Insurance PPO Medicaid Medicare 

Boston Y N 40.0% 20.09; * 
Dallast N N 26.5% 34.7% 
Denver N Y 

DGH 22.4% 16.3% 
NHCs§ 21.8% 9.8% 

Milwaukee \ Y 
MCMC 13.7% 27.3% 
MCMHC NA 19.2% 
Froedten NDA NDA 

Seattle N N 
N. Seattle I0%-15% NDA 
S. Seattle 50%-60%. NDA 

Chicago N N 
CDOH clinics 24.8% 9.4% 
CCH NDA NDA 

Private 
Commercial 

Blue Cross/ 
Blue Shield 

Self-pay 

Uncollected 

State Program 

for Medically 

Indigent 

Public 

HMO/ 

PPO Other 

40.0% NA NA NA 
4.1 % NA NA NA 

14.4% 33.8% NA 0.6%t 
15.3% 36.8% NA 0.3%t 

4.8% NA 18.4% 6.0%ll; 9.7%11 
11.1%. NA 12.2% 4.0%#; 13.6%** 
NDA NA 5.0% NDA 

NDA NA NA NDA 
NDA NA NA NDA 

22.7% NA NA NA 
NDA NA NA NA 

34.7%* -

12.08% 
15.6% 

20.1%* 
7.3%* -
NDA 

NDA 
NDA 

< 0.1 % 
NDA 

0.4% 
0.5% 

NDA 

NDA 
NDA 

< 0.1 % 
NDA 

*Dala available for combined categories only. 
tData for Dallas are percentages of collecied patient revenue only; an estimated 69.4% of all inpatient charges generated by Parkland in 1990 were uncollected. 
tFunds from the Cily/Counly of Denver Deparlment of Safety (i.e., prisoner care). 
tfPlus Ambulatory Care Center. 
llPrivate HMOs. 
HCross-charges from MCMHC and privale providers. 
#Aid to Families with Dependent Children. 
**lnstilute for the Mentally Diseased. 
N = no, Y = yes, NA = nol applicable. NDA = no data available, DGH = Denver General Hospital, NHCs = neighborhood health centers. MCMC = Milwaukee County Medical Complex, 

MCMHC = Milwaukee County Mental Health Complex. CDOH = Chicago Department of Heallh. CCH = Cook County Hospilal, HMO/PPG = health maintenance organization/preferred 
provider organization. 
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ance of local public-sector heatth care creates bureaucratic barri­
ers to access, continuity, and change, 

Milwaukee 
Milwaukee's public health care sector is highly centralized. 

Nearly all indigent care in Milwaukee is provided through the 
Milwaukee County Health Care Plan (MCHCP), a public pre­
ferred provider organization (PPO) for the medically indigent, 
by public and private providers on the grounds of the Milwau­
kee County Regional Medical Center, Eligibility criteria are 
strict. Financial efficiency is given high priority. 

City and state finances 
Milwaukee has not been as affected as other aging northern 

cities by the exodus of heavy industry and the attendant rise in 
unemployment and social problems. Milwaukee's 1980 unem­
ptoyment rate of 6.9% was among the lowest ofthe cities in this 
study. 

Milwaukee's fiscal resources for health and hospitals are not 
proportionately as high as that of many other cities in this study. 
The state of Wisconsin was fourth of the states in this study in 
terms of its level of payment per Medicaid recipient. However, 
the state does provide significant assistance to Milwaukee's 
health care delivery system, apart from Medicaid outlays. 

Governance and health care delivery 
Governance— T̂he MCHCP is the publicly administered PPO 

that pays for the care of the indigent, tt was established in 1988 
as a continuation ofthe Medical Assistance Program which is a 
county nondepartmental organization formed to deliver care to 
Milwaukee County clients receiving General Assistance (ap­
proximately 5,000 clients), as well as those classified as "medi­
cally needy"—uninsured, without available means to pay for 
care (currendy an additional 15,000). 

All providers of nonemergency care under the MCHCP are 
located on the grounds of the Milwaukee County Regional Med­
ical Center. The Medical Center consists of the Blood Center of 
Southeastern Wisconsin, Children's Hospital of Wisconsin, the 
Curative Rehabilitation Center, Froedtert Memorial Lutheran 
Hospital, the Medical Coltege of Wisconsin, the Milwaukee 
County Medical Complex (MCMC) (the county public hospi­
tal), and the Milwaukee County Mental Health Complex. 

The goveming board of the MCMC is the Milwaukee County 
Board of Supervisors (Table 3). The MCMC bills MCHCP for 
reimbursement of its patients. This reimbursement money ini­
tially derives from the county property tax. State revenues offset 
approximately 46% of these incurred costs. 

Recently a resolution was approved by the Board which witt 
separate the MCMC from other social services, removing its ad­
ministration from the Milwaukee Department of Health and Hu­
man Services. The administrator will become a member of the 
county's executive cabinet and report to the county executive 
instead of the director of the Department of Heatth and Human 
Services. Most provision for health care to the poor in Milwau­
kee County is done under the auspices of the MCHCP; the 
Department of Health and Human Services limits its scope of 

activities primarily to traditional public health activities such as 
inoculations, disease controt, and the like. 

Financiat efficiency is a high priority, as is the establishment 
of linkages with private providers to ensure a diverse patient 
population and to reduce costs. The MCHCP serves as a pub­
licly administered PPO to approximately 20,000 "dependent" or 
"medically needy" county residents. 

Individuals not receiving General Assistance and whose 
medical expenses exceed their available resources can become 
"dependent" under the state statute. They are eligible for the 
MCHCP with a "spend-down," which acts as a deductible and is 
the amount they are required to contribute to their care. Until 
they have sufficiently "spent down" to be classified as "depend­
ent," they are not certified for MCHCP benefits. In addition, 
"dependent" or "medically needy" clients who receive emer­
gency care at private hospitals can be reimbursed by MCHCP if 
the hospitals follow required notification procedures. 

Health care deltven'—^The institutions on the campus of the 
Milwaukee County Regional Medical Center provide the bulk 
of indigent care in Milwaukee County (Table 4). The public 
MCMC also treats padents from locations throughout the mid­
west, especially in such specialized services as cardiology, geri­
atric care, orthopedics, and cancer treatment. MCMC also oper­
ates a homeless shelter where health care is provided. MCMC, 
Froedtert, and the Milwaukee County Mental Health Complex 
are all PPOs under the MCHCP. 

The MCHCP has a unique relationship with the private sec­
tor. Froedtert and Children's Hospital, two private hospitals 
both on the grounds ofthe Milwaukee County Regional Medical 
Center, are important contributors to the MCHCP and to the 
overall public health system. The Medical College of Wiscon­
sin, the county's only medical school, staffs all three hospitals. 
Patients seen at the MCMC may also receive mental health care 
at the Milwaukee County Mental Health Complex which oper­
ates several community clinics that provide outpatient counsel­
ing and therapy. 

Finance structure 
The MCHCP is funded by county property tax and also by 

a partial reimbursement from the Wisconsin Department of 
Health and Social Services (Table 5). tn terms of medical expen­
ditures, about 54% are funded by the tax levy; the remaining 
46% derive from the Wisconsin Department of Health and So­
cial Services. 

The MCMC is the largest PPO, accounting for 64.8% of 
MCHCP appropriation. It is followed by the Milwaukee County 
Mental Heatth Complex (17.8%), Froedtert (14.1%), and other 
private providers (3.4%). 

Patients seen at the MCMC are insured by Medicare (27.3%), 
commercial insurance (20.1%), MCHCP (18.4%), Medicaid 
(13.7%), and private HMOs (6%). Approximately 4,8% of 
MCMC patients are classified as self-pay; a significant amount 
of this is bad debt. An additional 9.7% of MCMC patient reve­
nue is derived from cross-charges from the nearby Milwaukee 
County Mental Health Complex, Froedtert, and other PPOs, 
whereby the MCMC performs certain reimbursable procedures. 
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The Milwaukee County Mental Health Complex receives 
32.6% of its patient revenue from Medicaid and 19.2% from 
Medicare. MCHCP comprises 12.2.%; self-pay 11.1%; private 
insurance 7.3%; and Aid to Families with Dependent Children 
4%. An additional 13.6% of the Milwaukee County Mental 
Health Complex patients are classified as eligible for benetits 
through the Institute for the Mentally Diseased, a federal pro­
gram for clients needing long-term inpatient care. 

Froedtert, a private hospital, receives less patient revenue 
from the MCHCP, although it is a preferred provider. MCHCP 
has budgeted a little over $6 million for Froedtert for 1991, com­
prising approximately 5% of Froedtert's total patient revenue. 

The clinic system of the Milwaukee City Department of 
Health consists of two comprehensive primary care facilities, 
initially funded by the Robert Wood Johnson Foundation, and 
five public health clinics that administer traditional services, 
i.e.. immunization, well-baby treatment, treatment under the 
WIC program, etc. The City Department of Health manages the 
two comprehensive clinics' physical plants; other providers, 
both public and private, provide the medical care. 

Some city clinics receive federal and private grant monies. 
City clinics are primarily funded through municipal tax dollars, 
but they also receive federal maternal-child heatth money and 
other smaller grants, like the State Legalization Impact Assis­
tance Grant program (for aliens' care) and money for Southeast 
Asian refugees. 

The public health clinics are essentially fully tax-supported. 
The patient mix at the two comprehensive clinics is about 50% 
Medicare, 20% Medicaid, and the rest uncompensated. Coordi­
nation between county and city health programs is beginning to 
be addressed. 

Summary 
Milwaukee County has devised a strategy whereby both pub­

licly- and privately-sponsored patients make extensive use of 
cooperating facilities. Efficiency is a major goal. The "spend-
down" requirements for poor patients are strict. This, combined 
with the quality reputation that enables the MCMC to draw pri­
vately-insured patients from other hospitals for specialized care, 
has ensured long-range viability. Cooperation between public 
and private providers, based on a position of strength and a repu­
tation for quality, has enabled the system to grow and expand. 

Seattle 
Seatde's network of community health centers did not begin 

as a coordinated effort. Rather, volunteers and community resi­
dents in the late 1960s and early 1970s participating in the "free 
clinic" movement responded to expressed neighborhood needs 
by .starting community-level clinics. Since the mid 1970s, how­
ever, the city and state have recognized the efficiency and viabil­
ity of the health centers. What was once a radical alternative to 
hospital care for the poor has been assimilated into the main­
stream. Over 20% of Seadle's residents receive care from the 
community health clinics. 

City and state finances 
The state of Washington ranked among the lowest of states in 

this study in Medicaid expenditures and dollars paid per recipi­
ent, although Govemor Booth Gardner has been changing this 
health policy. Seattle allocated a lower expenditure (1.0% ) in its 
city budget on health and hospitals than any other city in this 
study. However, its delivery system is both comprehensive and 
innovative. 

Federal funding for Seattle's public health care began in 
1976, eight years after the first free clinic had been started. At 
that time community clinics had begun organizing themselves 
into con.sortia to facilitate administrative and financial links to 
one another. Also, the federal government had designated sev­
eral Seattle communities as health manpower shortage areas, 
enabling them to receive personnel from the National Health 
Service Corps. Seatde was the first urban site in the U.S, to re­
ceive these assignees. 

After the election of Mayor Charles Royer in 1977, the Seat­
tle Health Department was reorganized into the Seattle-King 
County Health Department; the Seattle Division was created to 
oversee public health in the city. Whereas previously there had 
been no relationship between the City Health Department and 
the clinics, the Seattle Division began to establish one. 

In the years directly following, as Reagan-era cutbacks began 
to deprive the local area of federal support, the City of Seattle al­
located increasing amounts of dollars for community services, 
including the health centers. This has continued; the Seattle Di­
vision's 1990 budget called for $6.1 million in local funds and 
$4.8 million in Block Grant money for human services; of that, 
nearly $4 million went to community health centers. 

In recent years both the state ofWashington and King County 
have shown growing interest in keeping the clinic system via­
ble. Recent state initiatives to plug gaps in the safety net unfilled 
by Medicaid came from a 1985 allocation directly to community 
health centers located in Washington, including those in Seattle. 
The state also granted $950,000 to cover medical services for 
low-income residents ineligible for Medicaid (i.e.. the medi­
cally indigent). By 1990 this increased to $2,550,000 as part of 
Governor Gardner's state health initiatives. Payment for dental 
services, often overlooked in both private and public insurance, 
is included. More recently, the "First Steps" program increased 
Medicaid eligibility for pregnant women and infants living at up 
to 185% of the poverty level and for children through age 8 liv­
ing at up to 100% ofthe poverty level. 

Additional state legislation includes the 1987 Washington 
State Basic Health Plan, a demonstration project designed to 
provide health insurance to 25,000 low-income residents cur­
rently uninsured (9). The Basic Health Plan is managed care, al­
though at one site there will be an option for a certain amount of 
fee-for-service medicine. To address health issues related to the 
acquired immunodeficiency syndrome (AIDS), the 1988 state 
Omnibus AIDS Act provided $5.1 million for the education, 
prevention, and treatment of AIDS. In addition, the Omnibus 
Drug Bill allocated $81 million to support a wide range of drug 
treatment and control measures. 

King County also increased its attention to health care for the 
poor. The expansion of clinics throughout King County will be 
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facilitated by a recendy-passed Regional Health Facilities Bond 
Initiative ($15 million), which also provides capital financing 
for two regional hospitals—all this in an era when public sup­
port for health care has been dwindling nationwide. 

Governance and health care delivery 
Governance—^Like Boston, Seattle is characterized by a sys­

tem of clinics that are autonomous and difficult to summarize. 
However, the City of Seatde does have an active heatth agenda, 
which over the years has increased harmony with the clinics. 
The director of Seattle's Department of Public Health is ap­
pointed by the mayor and the county secretary (Table 3). This 
person presides over a seven-division department. The Seattle 
Division attends to the health needs of the city; traditional public 
health functions such as immunization and screening are at­
tended to by the King County Division. The community health 
centers are independendy administered by boards that include 
community members. 

Health care delivery—^The Seattle Division is divided into 
three district centers, each of which operates a clinic serving a 
specific area of the city (Table 4). These clinics each provide dif­
ferent services. Traditional public health functions such as im­
munizations are performed at these centers, as are well-child ex­
aminations, famity planning and sexually transmitted disease 
counseling for adolescents, and matemal screening and prenatal 
care for low-risk women. 

Thirteen of Seattle's 17 community health centers also con­
tract with the city for some services. This is the main public-pri­
vate relationship in the Seattle Department of Public Health. 
The health centers have no formal linkage to the University of 
Washington Hospital. Some staffing, however, is shared among 
community health centers and the Department of Public Health 
clinics. The community health centers largely complement, 
rather than duplicate, services offered by the city clinics and 
other local heatth care providers. 

Finance structure 
The City of Seatde currently contributes approximately 30% 

to 35% of the clinic system's revenue. The clinics receive an ad­
ditionat 35% to 40% from various federal government pro­
grams. Third-party payments (mostly Medicaid) account for 
15% (Table 5). The remaining 10% comes directty from King 
County, the state ofWashington, and other sources. 

The three city-owned health centers are funded 50% by gen­
eral funds from city sales and business and occupational taxes. 
The next largest source of income derives from state pass­
throughs from federal programs, and an additional 10% to 15% 
comes from third-party payments. 

The patient payment breakdown in the Seatde clinics varies, 
depending on the part of town. In north Seattie, 10% to 15% of 
the patients seen are sponsored by Medicaid; in southeast and 
west Seatde, Medicaid patients account for 50% to 60% of the 
patient load. Also included are growing numbers of working 
poor who are eligible for the Washington State Basic Health 
Plan. 

Summary 
Like Boston, Seattle has found success in a decentralized, 

largely unregulated system of clinics whose effectiveness in car­
ing for the city's poor and indigent has led them toward increas­
ing cooperation with public officials. Although the clinics were 
initiated through volunteer support and the efforts of commu­
nity activists, federal money and personnel were important in 
their early development. Historically, the Seattle clinics have 
succeeded by entering into coalitions with one another; separate 
administrative authority, however, has been maintained. As city 
and county officials take more interest in administering and 
funding the clinics, a certain amount of political centralization 
will evolve; a similar phenomenon is under way in Boston. 

Lessons for Chicago and Elsewhere 
The Urban Public Health Care Systems Tours revealed that 

successful public sector involvement remained possible in the 
1980s in a wide variety of settings. Boston, Dallas, Denver, Mil­
waukee, and Seattle are located in separate regions of our nation 
and are diverse in terms of public financing policies, demo­
graphics, and state support for health and human services pro­
grams. They have, however, one important element in common; 
their structural and operational strategies have historically 
shown a high level of flexibility with greater responsiveness to 
community health needs. Coordinated systems management is a 
cmcial component ofeach city's advances, though the relatively 
small scale of each metropolitan area permits feasible manage­
ment unlike larger cities such as Chicago, lx»s Angeles, or New 
York (10). 

The cities studied were not without their own respective cri­
ses. Nevertheless, the main lesson brought home by all who 
made the trips was that leadership in local government and the 
broader community is essential to forge strategies toward stmc­
tures and govemance for decent and humane health care to at-
risk populations. Across an era of restricted reimbursement and 
government funding, these public providers have improved 
their performance tevels, which increased their public support. 
Both are essential for raising revenues for programmatic expan­
sion, 

tn the absence of forthcoming national or state health initia­
tives toward universal coverage, it is clear that immediate f i ­
nancing for urban health care must be generated locally. Paying 
for health services to the poor, indigent, and other vulnerable 
populations must become a city/county govemment responsi­
bility. Restructuring strategies are paramount to achieving 
greater efficiency and effectiveness. Within govemment enti­
ties, however, the significant contributions made by commu­
nity-based, not-for-profit health and human services providers 
cannot be overlooked. Thus, creative combinations of private 
revenues must be sought from corporate and philanthropic 
sources to fund successful urban public heatth care programs. 

On a programmatic level, decentralization can improve re­
sponse to specific neighborhood health needs as well as enhance 
longer term management efficiency when resources are suffi­
ciently reallocated to the neighborhood level. Primary care sys­
tems also offer the best flexibility and adaptability in formulat-
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ing community health promotion strategies. Such a shift in re­
sponsibility to community-based units can ensure coverage of a 
broad range of services within not-for-profit providers (11) and 
produce integrated public and private efforts through innovative 
arrangements. 

Moreover, all such efforts in any urban area must take place in 
a framework of substantial community participation. Without a 
concomitant opening up of urban public health care systems to 
mechanisms for real community empowerment, progress in 
challenging the devastation from social epidemics appears un­
likely. The World Health Organization's "Healthy Cities" pro­
gram maintains such a necessity for community empowerment 
(12). The public health systems in the cities summarized in this 
report could become valuable prototypes for such development. 
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