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Executive Summary 
Policy 
 
Pathways to Ending Poverty (“Pathways”) seeks to find and implement the optimum package of 
policies that will lift the majority of poor Wisconsinites out of poverty. Specifically Pathways 
aims to reduce the number of people living below a recalibrated and more accurate federal 
poverty line. According to the current federal poverty line, approximately 590,000 Wisconsinites 
live in poverty (2007 American Community Survey), which represents 11% of the population. 
The goal is to reduce this number down to a residual level of say 2% or approximately 110,000 
people.  
 
The optimum package of policies is being determined with the assistance of local, state and 
national advisors who possess deep expertise in specific anti-poverty policies and initiatives that 
have been shown to be empirically effective. These policies will be subjected to quantitative 
modeling by a national institution with competence to generate estimates for costs (inputs), 
benefits (outputs) and side effects (externalities). Once the optimum package of policies is 
determined the effort will focus on implementation. 
 
This report is a Health Impact Assessment (HIA) of the Pathways policy. What can we expect to 
be the health effects of lifting approximately half a million people out of poverty in Wisconsin? 
This HIA attempts to answer this question.  
 
 
Background and Policy Context 
 
There is considerable interest in finding ways to reduce poverty. Growing awareness of the 
uneven distribution of income and the declining incomes of low income groups has given rise to 
renewed interest in anti-poverty efforts. There is a national campaign by the Center for American 
Progress to halve poverty within the next decade called the “Half in Ten” campaign. New York 
City has embarked on a very ambitious effort to significantly reduce poverty, led by the NYC 
Center for Economic Opportunity, and a number of states including Minnesota, Connecticut, 
Delaware, Vermont and Ohio are all working on significant anti-poverty initiatives.  
 
Additionally, in the public health field there is a growing awareness of the socio-economic 
determinants of health. The showing of “Unnatural Causes” and the work of the Commission to 
Build a Healthier America are enriching and informing the public debate on health outcomes. 
Why is it that we spend so much more per capita on health care than other industrialized 
countries but achieve poorer outcomes?  
 
 
Scope & Methodology 
 
Screening – this first phase was to determine whether conducting a HIA would be useful and 
doable. Did the data exist, in what form and under what limitations, and if so what methodology 
might be followed to analyze the data ? It was determined that a HIA would be both doable and 
useful.  
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Scoping – the second phase was to identify the data sources and a methodology. The geographic 
scope was defined as the state of Wisconsin, specifically people in the state living in poverty for 
which the data source is the 2007 American Community Survey. For data on associations 
between income and health we used the Robert Wood Johnson Foundation report “Overcoming 
Obstacles to Health,” and for data on associations between income and tobacco use our source 
was the Wisconsin Tobacco Prevention and Control Program.    
 
Assessment – the third phase of the HIA was to estimate the health impacts using the identified 
data sources. The focus was on the 590,000 people, 11% of the state’s population, who live 
below the federal poverty line, according to 2007 ACS data.  
 
“Overcoming Obstacles to Health,” essentially identifies differences in health associated with 
differences in income and education. This HIA tries to estimate the improvements in health that 
would be associated with improvements in income if Wisconsin was successful in lifting 480,000 
people out of poverty, going from an income bracket of less than the federal poverty line to between 
100% to 200% of the federal poverty line.  
 
Additionally we estimate what would be the effect on tobacco use if the state was successful in 
lifting 480,000 people out of poverty. The methodology followed here was to mine ACS 
household income data and marry it with data on tobacco use by household income as collected 
by Wisconsin Tobacco Prevention and Control Program.   
 
Reporting & Advocacy – the fourth phase of the HIA. This document is the principal report of 
our HIA efforts. It and the other elements of the Pathways to Ending Poverty project are tools to 
build a coalition of advocates to work for the anti-poverty and health enhancement goals of the 
project. This coalition comprises the panel of advisors listed in Appendix A as well as a group of 
a dozen community groups that are working on actualizing the policies of Pathways. 
 
Evaluation – the fifth phase of this HIA will be to evaluate how it impacts policy. Pathways is a 
long term project and its effectiveness will be determined by the adoption of optimum poverty 
reducing policies with resulting reductions in poverty rates and improvements in health 
indicators listed below over multi year time frames.        
 
 
Summary of Key Findings 
 
Key findings are based upon the assumption that these 480,000 people would in time enjoy the 
superior health status of their fellow citizens who currently earn incomes in the next highest 
bracket, defined in whole increments of the federal poverty line. Using data from the Robert 
Wood Johnson Foundation on differences in health status of these different cohorts, and data 
from the Wisconsin Tobacco Prevention and Control Program on tobacco use and income, we 
have estimated several specific types of health improvement.  If the assumption holds true, we 
calculate that approximately: 
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(1) 328,000 adults would experience an average life expectancy increase of 26 months; 

(2) 32,000 fewer adults would develop activity limitations due to chronic diseases; 

(3) 32,000 fewer adults would suffer from poor/fair health;  

(4) 3,500 fewer adults would suffer from diabetes; 

(5) 8,500 fewer adults would develop coronary heart disease; and 

(6) 3,000 fewer children would suffer from poor/fair health. 

(7) 12,000 fewer people would smoke.   

 
 
Recommendations & Next Steps 
 
There is widespread consensus that poverty, particularly extreme poverty, is a social ill. There is 
less agreement on how to reduce it. The essence of Pathways to Ending Poverty is to chart a 
well-defined path out of poverty, based on the assumption that through the adoption of a well-
conceived package of specific anti-poverty policies the number of people living below the 
poverty line will decrease over time to a residual level and their health status will improve. 
Rigorous testing of alternative policy packages with quantitative models to determine their 
effectiveness prior to implementation is a major tool to establish objectivity and help build 
agreement about making policy changes.   
 
Our ultimate aim is to advocate for the adoption of the optimum package of policies and to build 
a large coalition that will work for implementation over a sustained period of time. 
Demonstrating that improving the poor’s economic health directly translates into improvements 
in their physical and mental health adds momentum and logic to the case for systematically 
reducing poverty.  
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1. The Policy & Its Context. 
 
The policy behind Pathways to Ending Poverty is best described by recounting a presentation 
given by David Riemer, Director of the Public Policy Institute of Community Advocates, to the 
Governor’s conference on poverty on May 5th 2009 in Milwaukee: 
 
The sad fact is that many view the massive, widespread poverty that we experience in the United 
States as inevitable and unsolvable. The reality—which is our starting point—is that poverty is 
not inevitable. It is not intractable. We can solve this problem. Poverty can be driven down. It 
can be driven way down. 
 
If we put in place the right “policy package” at the federal, state, and local level, we can reduce 
poverty to a residual level—and keep it there. 
 

A. America’s Former Experience of Declining Poverty 
 
Poverty fell steadily and dramatically in this country for three decades, from 1945 to 
1973. By the end of the 1950s, the official poverty rate had already fallen to about 22%. By the 
mid-1970s, the official poverty rate had been cut in half, down to 11%. (See Chart 1 below.) 

��������

�
A unique set of historical circumstances and public policies contributed to this remarkable 
progress. American consumption and investment dominated the world’s markets, because our 
World War II allies (Britain and the U.S.S.R.) had suffered enormous harm, our wartime 
enemies (Germany and Japan) were in ruins, and our economic rivals of the future (Taiwan, 
South Korea, India, and China) had not yet emerged. As Milwaukee Mayor Tom Barrett puts it, 
anyone with a strong back and a working alarm clock could get a job. The nation’s investment in 
higher education through the GI Bill dramatically improved the productivity of the American 
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workforce, and city-to-city expressways helped to cut production costs. Improvements in Social 
Security benefits also helped. Despite the curse of legal or de facto racism throughout large 
sectors of American society, the rate of poverty fell steadily year after year. 
 
The fact that poverty stopped falling in 1973, and has not fallen further during the subsequent 
three decades, does not mean it cannot fall further. The “poverty plateau” we’ve been stuck on 
between 1973 and today simply tells us that we haven’t been smart enough—and committed 
enough—to put policies in place to drive poverty down to a residual level. Just as poverty 
declined dramatically in the past, it can decline dramatically again. In a nation as wealthy and 
inventive as the United States, there is no good reason why we can’t drive poverty down to 4%, 
to 3%, to 2%. We can do this. 
 
 

B. Pathways to Ending Poverty 
 
To achieve this goal, Pathways to Ending Poverty proceeds from a simple proposition: 
The key to driving poverty down to a residual level—to, say, 2%—is to systematically put 
together, test, enact, and implement a “package of policies” at the federal, state, and local 
level that common sense, plus evidence about what works, tells us will succeed in greatly 
reducing poverty. 
 
The “policy package” should have two anti-poverty targets: (1) reducing the current poverty rate 
to a target residual level, and (2) reducing the odds that today’s children will end up poor when 
they become adults. 
 
Why Policy Packages? 
Before going further, we briefly address the following question: Why does driving down poverty 
to a residual level require different policies to be “packaged” together? Why do we need a 
“policy package”? Why won’t a single anti-poverty policy do the trick? 
 
The answer may be obvious, but it is worth dwelling on for a second. Unless we decide to tackle 
poverty simply by handing over to everyone who’s poor a lot of cash with no conditions 
attached—a proposition opposed by the vast majority of Americans, and a policy that would 
have all kinds of pernicious effects on workers, their children, and the labor market—we have to 
acknowledge that the poor fall into so many different groups that a single policy will never work. 
The individual with a severe disability who cannot work, the retired senior citizen who has 
worked a lifetime, the unemployed job seeker who’s desperate to find a job after trying for 
weeks or even months and who doesn’t qualify for unemployment insurance, and that person’s 
next-door neighbor who’s working a job and a half at the minimum wage and still can’t pay the 
rent—these major groups of the poor are so different in their economic and legal circumstances 
that a one-size antipoverty policy will never fit all. 
 
Furthermore, while policies calibrated today to lift low-income adults (and the children now 
living with them) out of poverty will solve the “situational poverty” problem, we need an entirely 
different set of “intergenerational” policies centered on low-income children to reduce the risk 
that they’ll return to poverty once they mature. In short, the nature of poverty in America is too 
complex to permit a single policy solution. Only a combination of policies—a “policy 
package”—will work. 
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Why a Systematic Approach? 
The next question, then, is why does constructing a sound “policy package” for greatly reducing 
poverty require a systematic approach? Why not just “do it”? 
 
The answer is: We really don’t know yet what “policy package” will actually lower 
poverty to a residual level and significantly reduce intergenerational poverty. We have a lot of 
good ideas. We have a growing body of evidence. But we still really don’t know which “policy 
package”—comprised perhaps of six or seven or eight major policy changes—will drive down 
poverty in Wisconsin from 11% to, say, 2%. 
 
And we can’t afford to mess up. 
 
To drive poverty way down, it’s essential that we do not go about it in a disorganized, scattered 
manner. We dare not put our trust in mere hopes. We must avoid unruly methods of reaching 
conclusions. We must drop old habits of avoiding evidence in making recommendations. Above 
all, we need to refrain from putting forward disjointed proposals that don’t add up or hang 
together. And we must be sure that we don’t confuse reducing poverty itself with leaving poverty 
in place but addressing its symptoms. 
 
Rather, if we’re truly serious about ending poverty this time ‘round, we’ve got to be: 
 
1. Systematic—putting together in a single package all the major policy changes that will 

interact with each other to achieve the goal; 
 
2. Evidence-based—paying attention to the best evidence available about what policies 

actually work either to reduce adult poverty or to diminish the odds that low-income 
children will become poor when they mature; 

 
3. Rigorous and inclusive—carefully testing alternative “policy package” options through 

conversations with the poor themselves, dialog with local and national experts, and reliance 
on computer-driven analytic models—until we can confirm that we have a final “policy 
package” that does the best job of lowering poverty, generating the most positive side-
effects (such as reduced crime, less domestic violence, and improved health outcomes), at 
the lowest net cost, with the fewest possible unintended negative consequences; and 

 
4. Committed—taking the “policy package” that emerges and steadily, over time, changing 

federal, state, and local laws and budgets in order to implement it. 
 
This is the pathway for ending poverty. The Community Advocates Public Policy Institute and 
its Pathways to Ending Poverty project does not claim it is an original idea. 
The Center for American Progress, its partners in the Half in Ten Campaign, and numerous other 
national and local initiatives have said much the same thing. The task before us then is to do it— 
to go down this pathway with determination and energy until we get the job done.  
 
The Pathways to Ending Poverty project that the Community Advocates Public Policy Institute 
launched late last year specifically seeks to help move Wisconsin forward in this direction and in 
this manner. Funded in part with a grant from the Salvation Army, this initiative is: 
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a) Creating a realistic poverty line for Wisconsin and Milwaukee. The current poverty line, 

dating to the early 1960s, is no longer valid. With the help of Steve Holt, who has written 
extensively on poverty issues for the Brookings Institution and other groups, we are 
examining alternative poverty measures developed by the National Academy of Sciences, 
looking at what New York City did in creating its own poverty line, and recommending 
the best measure for Wisconsin. Holt’s report is now available on the website of the 
Community Advocates Public Policy Institute at http://ca-ppi.org/solutions/pathways.php 

 
b) Establishing a specific goal for reducing poverty in Wisconsin. Our current goal is to 

reduce poverty from the current level of 11% to a residual 2%. 
 

c) Determining which “policy packages” of changes in our current systems of need-based or 
work-based assistance, social insurance, incentives and investments are likely to get 
Wisconsin to the residual 2% poverty goal. To this end, the Pathways to Ending Poverty 
project is looking at what the evidence says as we put together alternative combinations 
of policy change. This involves consulting with a number of local advisors such as Julie 
Kerksick, Sheri Johnson, Marc Levine, John Karl Scholz, Tim Smeeding and Don Sykes; 
and national experts such as Gordon Berlin, Greg Duncan, Peter Edelman, Harry Holzer, 
Eboni Howard, Demetra Nightingale, and Mark Rank. 

 
d) Laying the groundwork to retain an independent, analytic organization, most likely the 

Urban Institute in Washington DC or the UW–Madison Institute for Research on Poverty 
(IRP), to test the 3-5 most sensible “policy packages” to confirm that they reduce poverty 
to a residual 2%; quantify estimated costs; and assess likely positive side-effects (e.g., on 
crime, violence, family formation, and above all on health outcomes) and unintended 
negative consequences. This is the heart of the project. 

 
e) Finally, aiming to communicate to local and national policymakers the results about 

which “policy packages” do the best job of reducing poverty to a residual level, at the 
lowest cost and with the best side-effects.  

 
C. The Role of Public Policy: Tackling the Three Economic Imbalances 

 
It is important not to get ahead of the evidence. Yet even before the analytic process outlined 
above is completed, it seems fairly clear what the overall direction that that any “policy 
package” seeking greatly reduce both today’s and tomorrow’s poverty (both situational and 
intergenerational poverty) must take. 
 
Clearly, individual responsibility, good parenting, involvement in religious organizations and 
community groups, and other “non-policy” efforts all have an important role to play in tackling 
poverty. Furthermore, as long as poverty remains in our society, we have a moral obligation to 
address its major symptoms—to make sure that the hungry are fed, the homeless (or would-be 
homeless) are housed, and the sick get medical care. And we must never, ever give up our fight 
against racism—whether overt or subtle—as we formulate the optimal anti-poverty “policy 
package.” 
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Yet no matter how well we do on these important fronts, poverty itself will remain both 
pervasive and entrenched until we face up to and directly take on the three fundamental 
economic problems—three imbalances—that primarily cause poverty. 
 
The first economic problem—the first imbalance that causes poverty—is the gap between what 
we pay to those who can’t work or whom we don’t expect to work compared to the poverty line. 
In other words, the minimum amount that the Supplemental Security Income (SSI) program pays 
to persons with severe disabilities, and the minimum amount that SSI plus Society Security pays 
to seniors 65 and over, is sometimes not high enough to lift those who can’t work or whom we 
don’t ask to work above the poverty line. 
 
The second economic problem—the second imbalance that causes poverty—is the gap between 
the number of unemployed adults who need jobs and the supply of job openings. Simply put: 
there are far more job seekers than job vacancies. From 1945 to 1973, this imbalance hardly 
existed. It also shrank during the late 1990s. But since 1973, in most years there have been far 
more jobseekers than job vacancies. (See Chart 2 below.) 
 

Chart 2 

 
Today, who can doubt that a massive gulf has opened up between the demand for work and the 
supply of job openings? There simply aren’t enough jobs to go around. As a result, the poor who 
are unemployed largely remain unemployed, and thus they remain poor because they literally 
can’t find work.   
 
The third economic problem—the third imbalance that causes poverty—is the enduring 
gap between the number of workers who need higher-wage jobs to escape poverty and the supply 
of jobs that pay such wages. Simply put: too many jobs don’t pay wages that are high enough to 
get people above the poverty line. 
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Fortunately, there is good news on this front. Over the last three decades, a creative system of 
earnings supplements—supported by every U.S. president from Gerald Ford to Barack Obama—
has taken shape to supplement low-wage workers’ earnings. With the new Making Work Pay 
Tax Credit joining a tax-credit line-up that includes the recently revised federal Earned Income 
Tax Credit (EITC), Wisconsin’s own supplemental state EITC, the improved Additional Child 
Tax Credit, and the basic Child Tax Credit, we’re well on our way to ensuring that even workers 
who hold minimum-wage jobs can get close to if not over the poverty line. (See Chart 3 below.) 
 
But few would say that we’ve totally corrected the imbalance between the number of 
workers who need higher-wage jobs to escape poverty and the number of jobs that—whether 
supplemented with these tax credits or not—pay such wages. More still needs to be done both to 
increase wages directly and to improve the earnings supplement system. 
 

Chart 3 

�
�

 
To sum up: it is clear that we must tackle head on the three economic imbalances that are the 
primary causes of poverty in fashioning any “policy package” that aims to greatly reduce 
poverty. If we leave these imbalances intact, we’re nowhere. If we honestly deal with the 
shortfall in the minimum SSI and Social Security payments, the (now massive) overall shortage 
of jobs, and the very low wages that so many jobs pay, we have a good shot at driving poverty 
down to a residual level. 
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But we should leave it to systematic, evidence-based, rigorous, and inclusive initiatives such as 
the “Pathways to Ending Poverty” project—and its companion efforts across the nation and 
state—to pin down the details. 
 

D. Conclusion 
 
Whatever those details of the optimal “policy package” turn out to be, the bottom line—the end 
of all our exploring—remains the same. 
 
Poverty can be driven down to nearly zero. Poverty is not inevitable. Nor is it intractable. 
We greatly reduced it throughout he 1950s, the 1960s, and the beginning of the 1970s. 
Poverty also fell again, temporarily, during the late 1990s. What this nation accomplished before, 
we can accomplish again. New historical and political circumstances will require a different 
approach—perhaps a radically different approach. 
 

Chart 4 

 
But there is no reason why the U.S. cannot return to the pathway of annually 
declining poverty rates. This is the United States of America. We can get this job done—if 
we set our minds to it.  (Chart 4 illustrates the path we must take.) 
 
No strategy for greatly reducing poverty will be complete, however, unless it’s accompanied by a 
greatly improved health insurance and health care delivery system. Wisconsin, under the 
leadership of Governor Doyle, Secretary Timberlake and Medicaid Director Jason Helgerson, 
and the Legislature have done a truly marvelous thing in protecting BadgerCare Plus from cuts, 
and in expanding the program to cover childless adults. We should all thank them for this 
extraordinary leadership. Yet much work remains to be done. We need to make sure that every 
Wisconsinite actually has good health insurance. We need to make sure that we encourage 
wellness and preventive care. We need to make sure that all chronic illnesses—including 
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addiction and mental illness—are fully covered, without discrimination, on a parity basis. You 
can’t get out of poverty through work if you’re too sick to work, and you’re likely to be driven 
into poverty if you lack good health insurance. So the link between reducing poverty and 
continuing to make progress towards comprehensive health insurance—including full coverage 
for addiction and mental illness—is essential. 
 
Finally, let’s talk about children. Lifting parents out of poverty is the essential first step to getting 
their children out of poverty. But we do need to go beyond a so-called situational “policy 
package” for reducing poverty, i.e., one that drives poverty down to a residual level today but 
doesn’t explicitly aim to reduce the odds that, but for the situational “policy package,” children 
are likely to be poor in the future. In other words, we also need to put in place an 
intergenerational “policy package” for reducing poverty. It should be well conceived. It must be 
based on the evidence. But we clearly need to include in the overall anti-poverty “policy 
package” a variety of measures—including home visits to low-income, first-time mothers; high 
quality, early childhood education; reduced class sizes during the elementary school years; and 
proven tutoring programs—that, by significantly improving the health and education of children, 
reduce the risk that they will fall back into poverty and increase the odds that they’ll be able 
(whatever the limitations imposed by the labor market) to move into stable, decently paying jobs. 
 
We can end poverty—we can pass this true test of civilization—if we want to. To the extent that 
poverty continues or disappears in this state and in this country as we move forward into the 21st 
century, it will be neither a matter of accident nor a matter of fate. It will be a matter of choice 
and will. The pathway that lies before us is unmistakable. The “policy packages” needed to 
accomplish the task are within our reach. Tough decisions must be made in driving poverty down 
to next to nothing, but we have the capacity to make those choices. The decision is ours. 
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2. Policy Matrix  
 
The policy packages assembled to date are illustrated in Table 1 (see below). The Community 
Advocates Public Policy Institute has consulted extensively with local and national experts, 
listed in Appendix A., to map a wide range of policies that may be effective in reducing poverty.  
These 28 different policy elements have been drawn up into the policy matrix shown in Table 1, 
and its three attachments. Individual elements have been grouped together into packages for the 
purpose of creating coherent strategies to address the differing needs of the three major groups 
that constitute the poor in Wisconsin: the poor not in the labor market, the unemployed poor, and 
the working poor. 
 
Each package of policies represents a different emphasis as expanded upon below. These 
different packages will be subject to testing with quantitative models developed by nationally 
recognized institutions. The Community Advocates Public Policy Institute has begun discussion 
with both the Urban Institute in Washington DC, which has developed the TRIM model, and the 
Institute for Research on Poverty at UW-Madison, which is in the process developing a national 
poverty model.  
 
This work is based upon the federal poverty line. Since that the latest Census data available to us 
was for 2007, we have 2007 federal poverty thresholds in making our calculations. Those 
thresholds are as follows: 
 

  
 

As stated previously, the goal we have established for all policy packages is to reduce poverty in 
Wisconsin from the current 11% rate down to 2% according to the current poverty line. There 
are approximately 590,000 people in Wisconsin who live in poverty as thus defined according to 
the latest data from Census Bureau’s 2007 American Community Survey; 400,000 adults and 
190,000 children. It is helpful to think of those who are in poverty in terms of four distinct 
groups, each of which is best reached by different policy instruments: 
 



 14 

(a) Older adults, who are 65 and older, whom we do not except to work: approximately 
60,000 people;  

 
(b) Adults who are of working age (18-64) but unable to work because of a significant 

disability: approximately 60,000 people; 
 
(c) Children: approximately 190,000; and 

 
(d) Adults who are able-bodied, capable of working and for the most part actually working: 

approximately 280,000 people. 
 
The first group is currently supported primarily by Social Security, the second group relies 
heavily on SSI and the disability component of Social Security, and the third group depends 
primarily on the unemployment insurance and (above all) the earnings of their parents/guardians 
who constitute the fourth group. The policy packages use Social Security and SSI as the principal 
means to lift the first two groups out of poverty, who together are comprised of adults whom we 
do not expect to work. The third group, children, lives in poverty because the adults in their lives 
live in poverty, so the means to lifting these children out of poverty is to increase the incomes—
primarily the earned income--of the adults in their lives.  
 
Five different packages are set out in the policy matrix. Each represents a different approach to 
reducing poverty. 
 
Package A. Conventional Model 
 
The classic welfare policies folded into this package are simple, and use existing institutional 
infrastructure. 
 
But this package has one major disadvantage. In providing increased means-tested benefits to all 
of the poor, it makes no distinction between the poor who can’t work, the poor who are 
unemployed, and the working poor.  
 
Package B: Clinton Redux  
 
This package assumes that, in addition to increasing benefits for those not in the labor market at 
all, increased help for the working poor is the path to reducing poverty. 
 
The major drawback of this package is that it includes no policy to address the needs of 
unemployed people who cannot find work because of the shortage of jobs. Currently the number 
of people looking for work nationwide exceeds the number of vacancies by more than 12 million 
jobs. 
 
An added con of this package is that it exacerbates the marriage penalty. 
 
Package C: New Hope Model 
 
The major difference in this package is that it adds a transitional jobs program for those capable 
of working but unable to find work. This could be structured like the WPA of the New Deal. 
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However, this package also increases the marriage penalty, and it deals not deal directly with 
some of the non-economic factors that contribute to poverty.  
 
 
Package D: New Hope Plus Model 
 
This package enlarges the previous model by addressing a number of limitations: 
 

• It has a less punishing phase out of the EITC, and thus a smaller marriage penalty; 
• It addresses inter-generational poverty by providing universal health insurance 

and reproductive specific health programs. 
• It greatly expands child care support by offering high quality early childhood education. 

 
However, this package still has a marriage penalty, and its upfront cost is higher. 
 
Package E: Streamlined Supplement Model 
 
This package brings the structure of Unemployment Insurance closer to the European model.  
 
In addition to a WPA-like transitional jobs program, this package includes a PWA (Public Works 
Administration) New Deal type program to build and repair infrastructure.  
 
Finally, by consolidating all earning supplements into a single integrated system, and by eliminating 
any phase-out of supplements using the regular income tax system to “claw back” payments to 
higher income tax payers, this package eliminates the marriage penalty. 
 
It goes beyond early childhood education to make additional investments in K12  education. 
 
The major con of this model is that it departs the most dramatically from current policies and its 
upfront cost is higher (unless fairly large changes are made in the current structure of the income 
tax system). 
 
Potential Add On # 1 
 
This add-on provides targeted wage subsidies to stimulate private sector economic activity in 
highly impoverished areas. 
 
Potential Add On # 2 
 
This add-on formally ends programs that deal with the symptoms of poverty, based on the 
assumption that such programs would no longer be needed once poverty is largely eliminated. 
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Table 1 – Policy Matrix 
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3. Health Impact Assessment 
 
 

A. Phase I - Screening 
 
Major studies in the public health field over the past few decades reveal strong associations 
between socio-economic factors and health. The principal social determinants of health include 
income, education, status and race. The Whitehall Study conducted by Sir Michael Marmot; the 
screening of “Unnatural Causes” on public television; and the work of the Commission to Build 
a Healthier America have all raised awareness of the central importance of the socio-economic 
determinants of health. This entire field of study offers a unique opportunity to explore in depth 
how changes in these determinants, such as reductions in poverty, may yield significant public 
health benefits. This HIA focuses specifically on the income-deficiency feature of poverty and its 
strong association with health status. The outcome of the first or screening phase of the HIA was 
that such an exercise was both doable and useful. Appendix C summarizes the findings of this 
first phase. 
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 B. Phase II - Scoping 
 
Phase II of the HIA was to identify data sources and a methodology to follow. The three sources 
of input data that we use for the HIA are (1) the 2007 American Community Survey; (2) the 
work done by the Center for Social Disparities in Health at UCSF for the Robert Wood Johnson 
Foundation, as contained in the February 2008 report “Overcoming Obstacles to Health”; and (3) 
Wisconsin Dept. of Health Services 2008 Behavioral Risk Factor Surveillance System (BRFSS) 
Tobacco Fact Sheet.  
 
The methodology that we use is based on the central assumption that if we raise people’s 
incomes we will in time raise their health status to levels consistent with their fellow citizens 
who already earn higher incomes. This health impact assessment is predicated on this 
assumption. If we in Wisconsin are successful in moving half a million people from living on 
incomes that are now below the federal poverty line to living on incomes between 100% to 200% 
of the federal poverty line, it is not unreasonable to expect that their health will improve to levels 
similar to the health status currently experienced by people at higher income levels. Appendix D 
is the report out for the scoping phase of the HIA. 
 
 C. Phase III - Assessment 
 
First, we downloaded 58,437 records from Census on the population data for the state of 
Wisconsin collected in the 2007 American Community Survey. From these records, we 
determined who was poor in Wisconsin in 2007 and what were their socio-economic 
characteristics. Then we used this data to generate estimates in health improvements, based upon 
the central assumption articulated above, by looking at the different health statuses of the two 
different income groups documented in the “Overcoming Obstacles” report. The final numbers 
are predicated upon driving Wisconsin’s overall rate of poverty down from 11% to 2%, which 
means that 82% of people currently living in poverty would be lifted above the poverty line.  
 
Table 2 below shows the major causal pathway we identified that describe the ways in which 
improved incomes would lead to health improvements. The table maps some of the most 
important (but hardly all) of the mechanisms that are at work in translating higher standards of 
living into healthier outcomes.  
 
Improvements in Life Expectancy 
 
Figure 2b from “Overcoming Obstacles,” Higher Income, Longer Life, shows that life 
expectancy is greater for higher income groups. The graph is a snapshot of remaining life 
expectancy for men and woman at age 25 which shows men in the second lowest income group 
live 26 months longer than those in the lowest income group and for women the difference is 36 
months of extra life. 
 
But the graph Figure 2b below only shows the difference in life expectancy for men and women 
at age 25. What is the difference in life expectancy at all ages ? How would we find out the 
average increase in life expectancy for all of the adults that we hope to lift out of poverty, if they 
were to enjoy the same life expectancy as their higher income fellow citizens?  
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The first step was to get life expectancy tables for all ages for men and women at different 
income levels. We obtained this data from the Center for Social Disparities in Health at UCSF 
and it is contained in Appendix B. This data only exists for adults so we confined ourselves to 
computing the improvement in life expectancy for adults only, 18 years of age and older.  
 
The methodology that we followed was to compute the average age of the adult men and women 
who currently live below the poverty line and use the life expectancy tables in Appendix B to 
determine the differences in life expectancy at these average ages. The next step was to 
determine the total number of men and women who we hope to lift above the poverty line and 
weight the final average increase in life expectancy accordingly. 
 
Using ACS data, we found that the average age of the 160,000 adult men currently living below 
the poverty line was 40.13 years and the average age of the 240,000 adult women currently 
living below the poverty line was 41.3 years. Using the table in Appendix B supplied by the 
Center for Social Disparities in Health at UCSF, we find that the difference in life expectancy for 
the two lowest income cohorts for men at age 40 is 33.79 years minus 32.28 years which equals 
1.51 years or approximately 18 months. For women at age 41 the difference is 40.06 years minus 
37.34 years which equals 2.72 years or approximately 32 months. The relevant cells are 
highlighted in Appendix B. 
 
The goal is to drive the number of people in poverty down from 11% to 2% of the population. 
This means lifting 82% of those currently living in poverty above the poverty line. If the central 
assumption holds true, then 82% of the160,000 adult men currently in poverty, which is 130,000 
men, would see their lives extended by an average of 18 months.  Similarly 82% of 240,000 
adult women, which is 190,000 women, would see their life expectancy increase by an average 
of 32 months. The formula then is:   
 
[{(159,776 men x 82%) x (33.79 years – 32.28 years)} + {(240,751 women x 82%) x (40.06 
years – 37.34 years)}] / { (159,776 men x 82%) + (240,751 women x 82%)}   
 
= 
 
[(131,016 men x 1.51 years) + (197,416 women x 2.72 years)] / { 131,016 men + 197,416 
women}   
 
=   
 
[ 733,106 years)] / { 327,800 people}    
 
=   
 
2.236 years average increase in life expectancy which is more than 26 months per person.  
 
So we conclude: 
 
 

(1) 328,000 adults would experience an average life expectancy increase of 26 months. 
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Improvements in Chronic Illnesses 
 
Figure 4 from “Overcoming Obstacles,” Lower Income, More Chronic Illness, shows that the 
incidence of chronic illness leading to activity limitations occurs in adults over 24 years of age at 
a rate of 32.2% for those earning less than the federal poverty line but reduces to 22.4% for those 
earning between 100% to 199% of the federal poverty line.  
 
If we again improve the incomes of 82% of the approximately 400,000 adults, 18 or older, who 
currently earning below the poverty line, so that their incomes rise above the poverty line, we 
get: 
 

400,527 x 82% x (32.2% - 22.4%) = 32,186 which we round to 32,000.  
 

Thus:  
 

(2) 32,000 fewer adults would develop activity limitations due to chronic diseases; 

 
 
Improvements in Poor/Fair Adult Health 
 
Figure 3a from “Overcoming Obstacles,” Lower Income, Worse Health, shows that the incidence 
of poor/fair health occurs, in adults over 24 years of age, at a rate of 30.9% for those earning less 
than the federal poverty line, but goes down to 21.2% for those earning between 100% to 199% 
of the federal poverty line.  
 
According to ACS 2007 WI data there were approximately 400,000 adults 18 or older living 
below the poverty line. If we lift 82% of these people into the next income bracket by achieving 
the overall goal of driving poverty down from 11% to 2% for the entire population, then:  
 

400,527 x 82% x (30.9% - 21.2%) = 31,856, rounded to 32,000.  
 

Thus: 
 

(3) 32,000 fewer adults would suffer from poor/fair health;  
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Improvements in Diabetes and Coronary Heart Disease 
 
 
Figure 5 from “Overcoming Obstacles,” Lower Income Is Linked With Worse Health, shows that 
the incidence of diabetes occurs, in adults over 20 years of age, at a rate of 13.9% for those 
earning less than the federal poverty line, but declines to 12.8% for those earning between 100% 
to 199% of the federal poverty line.  
 
Again, if we improve the incomes of 82% of the 400,000 adults 18 or older currently earning 
below the poverty line to incomes above the poverty line we get 
 

400,527 x 82% x (13.9% - 12.8%) = 3,613, which rounds to 3,500 
 

Thus:  
 

 

(4) 3,500 fewer adults would suffer from diabetes; 

 

Figure 5 also shows the incidence of coronary heart disease for different incomes groups. If we 

shift 82% of poor adults up the income curve to the next increment, we arrive at 

400,527 x 82% x (16.8% - 14.2%) = 8,539, which rounds to 8,500.  
 

Thus:  
 

(5) 8,500 fewer adults would develop coronary heart disease; 

 
Improvements in Children’s Poor/Fair Health Status 
 
 
Figure 3c from “Overcoming Obstacles,” Parents’ Income, A Child’s Chances for Health, shows 
that the incidence of poor/fair health occurs in children under 18 years of age at a rate of 4.3% 
for family income less than the federal poverty line, but reduces to 2.4% for those earning 
between 100% to 199% of the federal poverty line.  
 
According to ACS 2007 WI data there were approximately 190,000  children under 18 living 
below the poverty line. If we lift 82% of these children into the next income bracket by achieving 
the overall goal of driving poverty down from 11% to 2% of the entire population, then:  
 

187,065 x 82% x (4.3% - 2.4%) = 2,914, which rounds to 3,000. 
 
Thus:  
 

(6) 3,000 fewer children would suffer from poor/fair health.   
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Reductions in People Smoking 
 
According to the Tobacco Fact Sheet produced by the Wisconsin Department of Health Services 
2008 Behavioral Risk Factor Surveillance System (BRFSS) the incidence of smokers associated 
with different household income levels is as follows: 
 
Household Income    Prevalence of Smokers 

 < $15,000      31.6% 
 $15,000 to $24,999     29.0% 
 $25,000 to $49,999     21.9% 
 

Next we used our ACS data to find out the average household incomes for the three household 
income bands above which revealed:  
 
Household       Average  Number of Number of Prevalence 
Income Band  Household Income Households People  of Smokers 
 

 < $15,000      $ 8,879 261,553 424,669 31.6% 
 $15,000 to $24,999  $19,801 252,802 469,053 29.0% 
 $25,000 to $49,999  $36,599 605,336        1,300,490 21.9% 
 

From this data we construct the following graph, Chart 5, which shows the curve that relates 
income to prevalence of smoking: 

Chart 5 
 

Incidence of Smoking by Household Income 2008
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Next we use ACS data to run some averages on household income for the subset of 
people/households who live below the poverty line. We also calculate the income gap which is 
the amount of money that would be needed to bring all of these people up to the federal poverty 
line. 

 
 2007 ACS data of People Living Below the Poverty Line 
 
 (i)Number of  (ii)Number  (iii)Total    (iv)Average  (v) Income 

Households of People Income Household Income       Gap 
  
 322,247 592.530 $2,392,300,728 $7,424  $2,129,299,057 
 

So the starting point for us is that there are 592,530 people living below the poverty line with an 
average household income of $ 7,424. Using Chart 5 above we estimate that the prevalence of 
smokers in this group is 32% or 189,610 smokers. 
 
Now lets assume that the average household income for those we lift our of poverty improves to 
125% of the federal poverty line. How many dollars will this new average household income 
come to ? 

 
 {(iii)Total Income + (v)Income Gap}  x 125%  =   $ 5,651,999,731 = $17,539 
       (i)Number of Households     322,247 

 
 
And lets assume that Pathways to Ending Poverty is successful and that we reduce the number of 
people living in poverty from 11% to 2% of the population. This implies: 
 
592,530  x  9  =  484,797 people lifted out of poverty 
         11 
 
Going back to Chart 5 we see what is the prevalence of smokers in households earning incomes 
of $17,539 which we estimate to be 29.5% . If it holds true that the people who experience 
income improvements would start to exhibit the same health outcomes of those who currently 
enjoy these higher incomes then the number of smokers would be reduced by:  
 
484,797 x (0.32 - 0.295)  = 12,120 people  
 
 

(7) 12,000 fewer people would smoke.   
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Appendix B – Life Expectancy Tables, UCSF 
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Appendix C - Phase I Screening, Summary of Findings  
 

1. Introduction: (Define the policy, program, project, condition that you are trying to determine the health impact of and their alternatives) 
 
“Pathways to Ending Poverty” has the goal of finding the optimum package of policies that will reduce the number of people living below the 
poverty line in the State of Wisconsin from its current rate of 11% to 2% of the population. The first step is to recalibrate the poverty line to a 
more realistic measure informed by the work of the National Academy of Sciences. The next step is to formulate and refine a series of policy 
packages which reflect the most informed thinking of local and national experts on the most effective policy instruments for lifting people out of 
poverty. The third step is to do some rigorous quantitative modeling of the refined series of policy packages with a nationally recognized 
institution with expertise in this area. The outcome will be a clearly stated package of policies that can achieve the goal for a clearly stated cost.    
 
This process that we will follow incorporates the evaluation of alternatives as part of the protocol. The other alternative that will obviously be 
considered is continuation of the current state of affairs with their known consequences versus the consequences of adopting this new policy. 
 
 

 
2. Stakeholder  Involvement: (Consider who should be involved in the screening—try to involve decision makers, early on) 
 
A local/state panel of advisors and a national panel are both guiding and informing our efforts. A key state legislator, decision makers from the 
Mayor of Milwaukee’s office and from key state Departments all sit on the advisory panel as do health care experts from the Medical College of 
Wisconsin. The project is benefiting from the advice of some nationally recognized experts in the field of poverty alleviation.  Attached is a list of 
who sits on the panel of advisors for “Pathways to Ending Poverty” 
 
Part of discussions with the advisors is what will be the health outcomes of this policy. Informed by the subject matter covered in “Unnatural 
Causes” there is a significant degree of consensus among all of the people working on this project that economic health is an underlying 
necessity for physical and mental health. Indeed there is a shared desire among the 20 or so people who are involved in “Pathways” to promote 
the health and well being of the community in the very broadest sense – economic, social, physical and mental. 
 
 

 
3. Policy Change (Describe who is responsible for the policy-issue and what has to occur for the policy change to occur) 
 
The specific package of policies that will be recommended at the end of the analysis will require political leadership at the local, state and 
national levels for implementation.  The first thing that needs to occur is restoration of the belief that poverty can be reduced and largely 
eliminated. It is for this reason that the rigorous analysis and modeling will be conducted.  After the analysis will come the implementing phase 
which will seek to inform the public perception that significantly reducing poverty is both a worthy and an achievable goal.  
 
The objective will be to translate the expertly advised and rigorously analyzed policy package into informed public debate in the political sphere. 
Using such measures as focus groups, polling and effective media relations it is hoped to reinforce the favorable context for implementing the 
optimum policy package.    
 

 
4.  Assess Impact (Identify potential connections among policies, programs and projects on health (direct and indirect impact)   
 
At the heart of “Unnatural Causes” is the truth that social determinants significantly affect health outcomes. If we choose, as a state, to lift the 
most impoverished of our citizens out of poverty then it logically follows that they will benefit from better health outcomes due to their improved 
material circumstances. Informed expectations include incremental improvements in life expectancy, incremental decreases in chronic diseases 
and better nutrition through improved disposable incomes. Those who live below the poverty line are among the most stressed members of our 
community; by helping them with improved economic security their chronic levels of cortisol and adrenaline will decrease and their health will 
improve by increments.  

 
5. Causal Pathway: (Provide a brief narrative to your completed causal pathway and indicate whether the impacts that you’ve identified 
are positive, negative or undetermined)  
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6. Political Context and Will: (Discuss your understanding of the political context of the policy, program, project or condition and the 
potential to influence decision) 
 
The political context for this policy is probably more favorable today than it has been at any time for the past three decades.  There is a growing 
awareness that despite our wealth as a nation and despite our huge expenditures in health we are not achieving good health outcomes. There 
is a desire to know why this is so and how it can be improved. The current Federal Administration is guided by empiricism and a desire to 
improve the circumstances of poor people. Similarly Governor Doyle’s administration is seeking ways to reduce poverty within the state with a 
major conference on poverty scheduled for early May.  The opportunities in the political sphere to try bold new initiatives on poverty reduction 
are significant but resources to do so are constrained.  
 
 

 
7. Access to Data: (describe type of data that will be needed conduct a HIA and the availability of this data..Does the d ata exist?                                                  
     What are potential sources of data?)                                     
 
The data does exist to conduct an HIA on the “Pathways to Ending Poverty” policy package. One such study is the Whitehall Study conducted 
by Sir Michael Marmot with its pioneering insights into the incremental effects of social determinants on health.  Through the panel of experts 
already gathered and the expert consultants to the Salvation Army we are confident that we can access empirical health studies that will allow 
the translation of improved economic circumstances into improved health outcomes. The expectation is that incremental improvements in poor 
people’s material well being will lead to incremental improvements in their health outcomes measured in very basic terms – life expectancy, 
infant mortality and incidence of major chronic diseases such as heart disease and diabetes. The expectation is to see small health 
improvements achieved among large numbers of people.  We will be seeking to use the quantitative outputs from the economic modeling as 
inputs into health models that can translate improvements in income, all other things being equal, into improvements in health.  
 
 
 
 

8. Evaluate Alternative Decisions (Evaluate alternative impacts, policies, programs, etc. to the focus of your HIA. 
 
The methodology that we will follow in conducting the “Pathways to Ending Poverty” project involves consideration of alternatives. Depending 
upon time and resources we hope to quantify the health effects of as many of these different policy packages as possible. This effort will be 
subject to finding good health models that fit specific policy elements of the different policy packages.      
 
 
 
 
 

 
9. Decision: (Describe your decision to conduct a HIA or to adjust your HIA) 
 
An Health Impact Assessment will be conducted as an integral part of “Pathways to Ending Poverty”. The data exists and the expertise to guide 
us to that data is available to us.  It remains to be seen how detailed the HIA will be but the objective will be to highlight the improvements in 
health as an integral part of the overall project. 
 
 
 
 
 

 
10. Conclusion: (Provide additional observations or remarks) 
 
The goal of “Pathways to Ending Poverty” is to lift Wisconsinites out of poverty. It is principally an exercise in economics but the impetus for the 
enterprise transcends the field of economics. It is a desire to be a more healthy community in the broadest sense. Human society is a social 
organism, how we deal with each other politically and economically affects the health of this social organism and the health of its constituent 
parts, people.  
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Appendix D 
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Funded by the Tobacco Prevention and Control Program of the Wisconsin Division of Public Health, Department of Health 
Services through a grant of the CDC.  Implemented by The Salvation Army of Wisconsin and Upper Michigan and Community 
Advocates with technical support provided by Jump at the Sun Consultants, LLC. 
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HEALTH IMPACT ASSESSMENT PHASE II:  SCOPING 
HIA NARRATIVE 

 
INTRODUCTION: ESTABLISHING GOALS, VALUES AND OBJECTIVES 
Briefly describe the purpose of your HIA (refer to your screening summary of findings--handout#3, question 
1). Include the goals and objectives of the HIA and the conventional public health question and the health 
equity question to be addressed.  What areas are you investigating?  What principles and core values will guide 
the process?  What are your priorities?  What do you hope the HIA to accomplish? 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

The purpose of this HIA is to estimate as accurately as possible the health consequences of 
implementing a package of policies aimed at lifting approximately 500,000 Wisconsinites, who 
currently live below the federal poverty line, to living above a recalibrated poverty line.  The specific 
package of policies will be determined after doing rigorous quantitative modeling to determine 
which is the optimum package to deliver the stated goal of reducing the number of people in 
Wisconsin living in poverty from 11% of the population to 2%. 
The HIA will look at the health consequences of these policy changes from two perspectives.  The 
first will be the macro perspective; if we shift half a million people up the income ladder how will 
this translate into improved health outcomes – longevity, incidence of chronic disease etc. ?  Sir 
Michael Marmot speaks of social gradients of health. As income is one of the more significant social 
determinants of health, we will be seeking to estimate improvements in health that can be expected 
from improvements in income. 
The second perspective will be from the micro level. We will seek to disaggregate the package of 
policies and seek specific studies that help estimate the health effects of adopting individual policies.  
As we compile the data from these individual studies we hopefully can try to check for congruence 
between the micro analysis and the macro analysis.  
The health equity question to be addressed is how can we shift these half million people above the 
poverty line and at the same time maximize the health benefits from this economic change, all at 
lowest possible cost ? It is a problem of constrained optimization.  The priority is to improve the 
economic and health status of the most economically marginalized in our state – those who live in 
poverty; below the poverty line. The objective is to promote economic and health equity by 
improving the incomes of the poorest people in the state. It is hoped that the HIA will clearly 
demonstrate that Pathways to Ending Poverty will decrease health inequalities in Wisconsin by 
improving the health status of the poorest people. 
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DETERMINING WHO SHOULD BE INVOLVED 
Describe decision makers, affected groups, agencies outside health that have some knowledge about the issue 
that should be involved in your HIA (refer to screening summary of findings, handout #3, question 2).  
Describe your strategy for involving them and define the role of each group, including the health sector.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Describe any other strategies that you will use to elicit community input and ensure guidance across 
disciplines. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
SETTING GROUND RULES 
 
 
 

A local/state panel of advisors and a national panel are both guiding and informing our 
efforts. A key state legislator, decision makers from the Mayor of Milwaukee’s office and from 
key state Departments all sit on the advisory panel as do health care experts from the 
Medical College of Wisconsin. The project is benefiting from the advice of some nationally 
recognized experts in the field of poverty alleviation.  Further in this report is a list of who sits 
on the panel of advisors for “Pathways to Ending Poverty” 
 
Part of discussions with the advisors is what will be the health outcomes of this policy. 
Informed by the subject matter covered in “Unnatural Causes” there is a significant degree of 
consensus among all of the people working on this project that economic health is an 
underlying necessity for physical and mental health. Indeed there is a shared desire among 
the 20 or so people who are involved in “Pathways” to promote the health and well being of 
the community in the very broadest sense – economic, social, physical and mental. 
 
Additionally the project is benefiting from technical expertise, made available through the 
Salvation Army, of Dr. Lauri Andress. Dr. Andress was significantly involved in the Louisville 
Metro, Public Health & Wellness project in the Louisville, KY which was featured extensively 
in Unnatural Causes and is an expert in the social determinants of health. 

The panel of advisors represent a wide array of disciplines and are leaders within their professional 
communities. Their guidance of the work being done in Pathways to Ending Poverty represents a wide 
spectrum of community input and their role is of critical importance to the success of Pathways. Each 
person was chosen for their depth of knowledge in specific areas that are central to the mission of the 
Pathways project i.e. how to improve the material and health circumstances of the lowest decile of the 
population of Wisconsin. 
Once the technical phase of the analysis is completed and the optimum policy package is identified the 
next phase is to implement the optimum package.  This will require broad community support and 
significant community input in how policies can be most effectively   and appropriately be 
implemented.  This phase of the project will focus on dialogue with and guidance from the affected 
group – people living below the poverty line. Due to the ambitious nature of Pathways this phase may 
occur outside of the one year window being funded by Salvation Army but Community Advocates is 
committed to this phase as being a critical step of Pathways to Ending Poverty.    
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Provide a description of your steering committee, advisory board or coalition that will help to guide the design 
and implementation of your HIA.  What role will they play?  How often will they meet?  Describe how 
decisions are made, who has final authority and who conducts the HIA and communicates the results. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

The following people constitute the panel of advisors to Pathways to Ending Poverty, are in regular 
communication with the project & meet together periodically: 
Local & State   
Sheri Johnson, Ph.D. Center for the Advancement of Underserved Children Medical College of Wisconsin 
Prof. Marc Levine Center for Economic Development UW - Milwaukee 

Julie Kerksick Division of Family and Economic Security 
Wisconsin Department of  
Children and Families 

Prof. John Karl Scholz 
Professor of Economics, Institute for Research on 
Poverty UW - Madison 

Don Sykes Chief Executive Officer 
Milwaukee Area Workforce  
Investment Board 

Dr. Ann Magiure Associate Professor of Medicine Medical College of Wisconsin 
Sue Kenealy  Mayor's Office, City of Milwaukee 
Rep. Tamara Grigsby WI State Representative Wisconsin State Assembly 
Esther Shin Vice President Urban Strategies 

Dr. Steve Hargarten Chair, Department of Emergency Medicine Medical College of Wisconsin 

Tim Smeeding Director, Institute for Research on Poverty 
Robert M. La Follette School of  
Public Affairs  

   
National   
Prof. Greg Duncan Distinguished Professor University of California - Irvine 
Demetra Nightingale Principal Research Scientist, Institute For Policy Studies Johns Hopkins University 

Peter Edelman Professor of Law 
Georgetown University  
Law School 

Mark Greenberg Executive Director, Task Force on Poverty Center for American Progress 
Eboni Howard, PhD. Herr Research Center for Children & Social Policy Erikson Institute 

Mark Rank Herbert S. Hadley Professor of Social Welfare 
Washington University in  
St. Louis 

Steve Holt  Holt & Associates 
 
Information is shared and advice is sought prior to making decisions. Final authority rests with 
Community Advocates. The HIA will be conducted by Community Advocates who will also 
communicate the results. 
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SETTING BOUNDARIES FOR YOUR HIA 
Describe the populations affected and geographical areas that you will study. Also include a description of 
vulnerable populations.  Who are they? Where are they? 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

The HIA is confined to the state of Wisconsin.  The populations affected are most concentrated in the 
urban areas of the south eastern part of the state and the rural areas of the north western part of the 
state. Attached is a breakdown of those who currently live below the poverty line and this is the 
population that the HIA will focus on. 
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As can be seen from the figures above a significant proportion of those living below the poverty line 
in Wisconsin are children and elderly.  Indeed the entire community of people living below the 
poverty line represent the poorest people in the state and all are vulnerable to economic distress.     
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Review and discuss alternative impacts, policies, programs, etc. to evaluate that were identified during 
the screening phase (refer to screening summary of findings, handout #3, question 7).  Should any of these be 
included in your HIA?  Provide you rationale for inclusion or exclusion of these alternatives.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Discuss implications of the causal pathways document prepared during the screening phase of the project.  Are 
the impacts measurable (negative/positive, calculable, estimable, or qualitatively describable)?  Which impacts 
will be the focus of your HIA? (Refer to the scoping checklist, deliverable #3) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Yes the health impacts identified in the causal pathways document from the screening phase are 
largely measurable.  We will focus on the health impacts from a number of major goals of the 
Pathways project –  
increase in income,  
reduction in unemployment, 
increase in economic security, and 
reduction in crime. 
In all cases the health impacts will be positive and Community Advocates expects that reasonable 
estimates can be generated for quantifying the health impacts.  Community Advocates will seek to 
learn from existing health studies that focus on these specific variables. We will also look at existing 
bodies of knowledge such as National Health and Nutrition Examination Survey (NHANES) and the 
National Health Interview Survey (NHIS), both of which are referenced in Unnatural Causes, as 
means to understanding social gradients of health and a basis for making reasonable assumptions 
about the expected health outcomes from improvements in people’s incomes. 

The methodology that we will follow in conducting the “Pathways to Ending Poverty” project 
involves consideration of alternatives. Depending upon time and resources we hope to 
quantify the health effects of as many of these different policy packages as possible. This 
effort will be subject to finding good health models that fit specific policy elements of the 
different policy packages.      
 
The greatest emphasis however will be on quantifying the health impacts of the optimum policy 
package. This package will be identified as capable of achieving the goal of driving the number of 
people living below the poverty line from 11% to 2% at the least cost. 
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Describe the analytical methods to be used in your HIA to measure impact and provide your rationale for 
selecting each of the methods. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Describe your strategy for collecting secondary data and analyzing these data.  Include a description of the 
type of data to be collected and your rationale for collecting this data. 
 
 
 
 
 
 
 
Describe your methodology for collecting primary data and interpreting theses data.  Include a description of 
key informants and community stakeholders that you will gather information from and your rationale for 
including them in your HIA. Also provide a time line for data collection and interpretation. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

HIA will depend on secondary sources of existing relevant health studies and large public databases of 
social gradients of health. The objective will be to translate gains in income and employment among 
those living in poverty into health improvements. The expectation is that inequalities will decrease as 
Pathways starts realizing its goals of lifting people to live above the poverty line.  Using existing data 
Pathways will seek to make reasonable estimates of increases in longevity and decreases in chronic 
diseases consistent with realizing the increases in income for the poorest citizens of Wisconsin. 

Pathways is not planning to collect primary data due to limitation of resources and time. 
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Describe your methodology for collecting, analyzing and interpreting secondary data.  Include a description of 
the type of data to be collected, data sources and your rationale for collecting these data. Also provide a time 
line for data collection, analysis and interpretation. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
CONCLUSION – provide concluding remarks and highlight potential challenges for conducting your HIA  
 
 
 

The objective of conducting an Health Impact Assessment of Pathways to Ending Poverty is to 
produce reasonable estimates of the expected health outcomes related to the adoption of an optimum 
package of polices aimed at driving the number of Wisconsinites living below the poverty line from 
11% to 2%. The health benefits or liabilities flowing from this initiative are an integral part of the 
calculus of the benefits of this effort.  
Knowledge of the social determinants of health should guide our decisions as a state to adopt policies 
that reduce the inequities that perpetuate disadvantage and poverty.  Improving the economic and 
health conditions of the most marginalized in our community is the very essence of good public policy 
but without a vision and a rigorously tested plan that identifies the path to such improvements this 
public goal will never be achieved. 
The challenge to the HIA will be the timeline and resources available for conducting the work. The 
Pathways to Ending Poverty program is ambitious in its scope, as it should be because the needs are 
extensive and acute, but discernment is required for it to meet its objectives within the time frame and 
resources available. The same is true of the HIA .      

The objective will be to collect data from existing studies and databases to predict health outcomes 
of Pathways. Such sources include data from the National Health and Nutrition Examination 
Survey (NHANES) and the National Health Interview Survey (NHIS) which were referenced in 
the Unnatural Causes. We will be looking for additional data on social gradients of health that will 
assist in translating expected income and employment gains into health gains. This is the 
assessment from a macro perspective. 
The optimum policy package will also be disaggregated and health studies related to individual 
policies will be sought to inform health improvement expectations from a micro perspective. The 
macro and micro perspectives will be compared for consistency.    
Community Advocates has a medical student intern working on assembling relevant  health studies 
and databases under the guidance of the technical expertise available through Salvation Army, Dr. 
Lauri Andress and also with guidance from the panel of advisors which has good expertise in this 
area. 
By mid July is it planned to have a body of knowledge of existing studies and databases  
assembled that will facilitate Pathways making informed estimates for expected health impacts 
from the optimum policy package. 


