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ABSTRACT  
 
 

 This dissertation focuses on the impact of citizen ideology on the funding of 

public health services by state governments. It establishes that some state governments 

spend relatively more than other states on public health services. Then it seeks to 

discover what factors impact this relative discrepancy among the states in the funding 

of public health services. Why is it that some states are willing to spend more to protect 

the population within their borders than other states? Specifically, how does citizen 

ideology impact state spending on public health? Data from a 50 state survey of 

immunization program officials is used as a case study to describe how politics impacts 

public health funding. The primary research question is: To what extent does citizen 

ideology impact the funding of public health services at the state level? 

 The history and structure of public health in the United States is viewed, with 

special attention to the role of state governments in the provision of public health 

services. The public health/health care dichotomy and the discounting of public health 

services in the policy making process are discussed. Because there is significant 

variation between the states in their funding of immunization programs, these programs 

provide a focused study of how citizen ideology drives state spending for public health. 

The text also uses a single state, Texas, for a more in-depth look at the funding of 

immunization policy, and it considers specific issues of the politics of public health in 

Texas. Conclusions are drawn about how citizen ideology and other factors may impact  
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public health spending in the states. Suggestions for further research in the politics of 

state spending are made, and in particular, for the continued examination of the 

spending of state dollars for public health services.  
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CHAPTER I 

INTRODUCTION 

 

 In social science, ideology represents the set of values held by an individual or the 

collection of values held by a population. In political science, citizen ideology is 

sometimes conceived numerically, as an ideological midpoint for a given population.  

The goal of this dissertation is to investigate the impact of citizen ideology at the state 

level. The overarching policy area of interest is public health. The primary theoretical 

question is: Do state democratic institutions allow citizen ideology to influence state 

government spending on public health? More specifically, does citizen ideology matter 

in state spending for state childhood immunization programs? Is there a strong 

connection between citizen ideology and state public health policy? If so, what does 

that portend for the future? If not, why not? Where is the disconnect, if there is one? 

These questions, and theoretical concepts which are deemed relevant, are elaborated 

more fully as the investigation unfolds. The first task, however, is to defend the 

significance of public health; then an overview of the remainder of the dissertation is 

given. 

The Significance of Public Health 

 Public health measures, such as sanitation and clean water, are credited with a 

significant portion of the reduction in morbidity and mortality during much of the 

history of the United States. Immunization against specific communicable diseases has 

been a key factor in improved health and longevity for the population. Essentially 
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public health is “the collective response to the health threats a society faces” (Burris, 

1997, 3). The mission of public health is to “prevent disease and promote health on a 

community-wide basis” (Stivers, 1991, 356). Public health is distinct from other parts 

of the health care system in that the emphasis of the former is on preventing disease and 

disability, and its focus is on the health of entire populations, rather than on individuals 

(CDC, 2001).  

 Public health in the United States is managed by a “complex network of people, 

systems, and organizations, who work collaboratively at the local, state, and national 

levels (CDC, 2001, 4). Primary public health functions include the prevention of 

epidemics and the spread of disease, protection against environmental hazards, 

prevention of injury, promotion of healthy behavior, disaster response, and assurance of 

the quality and accessibility of health services (PHFSC, 1995). Although the role of 

state governments in the funding and provision of public health services is a key 

element in this effort, little is known about how politics may impact the capacity of 

states to accomplish their part in the mission of public health. 

 This dissertation focuses on the impact of citizen ideology on the funding of 

public health services by state governments. It establishes that some state governments 

spend relatively more than others on certain public health services. Then it seeks to 

discover what factors impact this relative discrepancy among the states in the funding 

of public health services. Why is it that some states are willing to spend more to protect  
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the population within their borders than other states? Specifically, state spending on 

immunization programs is used as a case study to describe how citizen ideology 

impacts public health funding. 

 “Are we willing to invest the necessary resources to bolster a depleted public 

health system and create conditions that promote healthy populations?” (Iglehart, 2002, 

7). This question was posed to Congress by the 1988 Institute of Medicine’s Committee 

on the Future of Public Health. The current paper asks the same question, but at the  

state level. It seeks to examine under what political conditions states tend to promote 

public health. The primary research question is: To what extent does citizen ideology 

impact the funding of public health services at the state level? 

Overview 

 Chapter II reviews the history and structure of public health in the United States, 

with special attention to the role of state governments in the provision of public health 

services. Chapter III explores political theory related to the politics of public health, 

provides some examples of these politics, and illustrates some of the consequences of 

the latter. Chapter IV looks federal and state level immunization programs, and 

establishes that state level immunization programs provide an excellent study of how 

public opinion drives state spending for public health. Chapter V tests the hypothesis 

that citizen ideology impacts state funding of public health services, holding constant 

for other factors which may influence spending as well. Chapter VI reports the findings 

of the tests of three model of the hypothesis. Chapter VII reports a case study of 

immunization policy and specific issues of the politics of public health in Texas. 
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Chapter VIII draws conclusions about public health in the political process, explaining, 

where possible, the political roots of disparity among the states, and speculating on the 

potential consequences of continued disparity among the states.  
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CHAPTER II 

HISTORY AND STRUCTURE OF PUBLIC HEALTH  

 

 The politics of public health in the United States cannot be intelligently discussed 

without a basic understanding of the history and structure of public health. It is 

necessary to provide the context and framework within which state level public health 

now operates. This chapter and the next furnish a historical review and juxtapose public 

health services to other health care services. 

A Brief History of Public Health in the United States 

 The colonial period in American history experienced high rates of deaths from 

dysentery, typhoid, diphtheria, and smallpox; but the greatest number of deaths were 

caused by malaria (Patel and Rushefsky, 2005). Disease spread to the Native Amercian 

population as well, causing “unprecedented epidemics” (ibid, 9). A primary concern for 

the colonists was the importation of diseases through the growing trade with other 

countries. Another major problem was the growth of cities, causing over-crowded 

conditions. Recognizing the potential for disease to spread in crowded, confined areas, 

Massachusetts enacted a law that considered the size of a ship in limiting the number of 

passengers which could board. This became one of the first public health laws in the 

colonies. Regulations to quarantine those with contagious diseases and basic sanitation 

laws became a necessity. Hospitals were established, but these were primarily where ill 

people “went to die” (ibid, 10). 
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 The last decade of the 1700s and the first half of the 1800s saw devastating 

yellow fever epidemics in the continually growing cities of the new nation. Cholera 

also became a significant problem. Fear of the potential health consequences of “filthy 

low-income neighborhoods and shantytowns” led citizens to form hygiene associations 

with the goal of cleaning up these areas (Weiss, 1997, 6). Although individual 

physicians were involved with these sanitary groups, as a profession they did not take a 

leadership role in their founding. Starr (1982, 184) claims that the “ambivalent relation 

of private practitioners to public health was . . . a key factor in shaping the development 

of local and state health departments.”  

 Creating a tax on the wages of sailors in 1798, the United States Congress became 

involved in public health law. The Act for the Relief of Sick and Disabled Seamen 

established the Marine Hospital Service. It financed the construction and operation of 

public hospitals in port cities, primarily intended for the medical care of merchant 

seamen and sailors.  

 Before 1850, most public health activities, such as quarantines and sanitary 

measures, were in reaction to epidemics (Shonick, 1993, as cited by Patel and 

Rushefsky, 2005). By the mid-1800s cities and states began to form state boards of 

health, two of the most significant being the metropolitan Board of Health in New York 

City, founded in 1866, and the “first effective state board in Massachusetts in 1869” 

(Starr, 1982, 184).  
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 The Civil War, beginning in 1861, was responsible for approximately six hundred 

thousand deaths. “Sickness killed twice as many people as did battle wounds” (Patel 

and Rushefsky, 2005, 13). Again, overcrowded conditions promoted the transfer of 

“mumps, measles, scarlet fever, smallpox” (ibid). Unsanitary camps and poor food 

quality led to diarrhea, dysentery, and typhoid. To relieve these conditions and provide 

assistance to soldiers, President Lincoln approved the establishment of the United 

States Sanitary Commission (ibid).  

 The Marine Hospital Service had continued as a barely connected assemblage of 

hospitals. In the early 1870s it was reorganized and its administration, including a 

Surgeon General, moved to Washington, D.C. (Patel and Rushefsky, 2005, 12; Starr, 

1982). Congress established a National Health Board in 1879, only to let it expire in 

1883 (Fee, 1997, as cited in Patel and Rushefsky, 2005). Sources vary on the blame for 

its demise. Some say it was a states’ rights issue because “local governments were 

unwilling to give up their powers to the national government” (Patel and Rushefsky, 

2005, 14). Others claim it was due to the request of a “bureaucratically threatened 

surgeon general” (Weiss, 1997, 6; Starr, 1982).  It is possible that both circumstances 

contributed to the downfall of the National Health Board. Thirty-three years went by 

before the Marine Hospital Service was renamed the Public Health Service in 1912 

(Patel and Rushefsky, 2005, 12). Although the reorganization of the Marine Hospital 

Service in 1870 helped to consolidate its services, and although the renaming in 1912 

more aptly described its services, public health efforts in the country still remained 

fragmented.  
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 The 1880s witnessed the beginning of the empirical foundation of public health 

when Robert Koch and Louis Pasteur independently discovered that all contagious 

diseases were caused by microscopic organisms (Hendriksen, 1991). The earliest public 

health research facility in the U.S. was the Hygiene Laboratory at the Staten Island 

Marine Hospital in 1887 (Patel and Rushefsky, 2005). The principles of these early 

immunologists provided a basis for the development of vaccines against anthrax, rabies, 

typhoid, plague, cholera and other diseases (Starr, 1982, 138).  

 Cities and states got involved in laboratory science. In 1892, the institution of a 

diagnostic bacteriological laboratory of the New York City Health Department proved 

to be a major innovation. Prior to this, persons who merely had symptoms similar to 

those of diphtheria were isolated with the diphtheria victims, thereby exposing these 

persons to diphtheria as well. The laboratory was able to identify actual cases of 

diphtheria, thereby preventing those with similar symptoms from being exposed to the 

disease. This helped the city health department to identify where diphtheria cases were 

located, thereby allowing the more effective enforcement of “isolation and disinfection 

to stop the outbreak of epidemics” (Starr, 1982, 185-86). The department further 

developed an inexpensive diphtheria serum, “distributed free diphtheria testing kits to 

physicians, manufactured and sold diphtheria and other serums to physicians though 

drug stores, and gave serum away free for use by low-income patients,” which in turn 

dramatically reduced fatalities due to diphtheria (Weiss, 1997, 7).    
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  In the early twentieth century the laboratory testing of water, milk, and foods 

became an “important function of local health departments” (Patel and Rushefsky, 

2005, 15). Bacteriological and other scientific advances, along with the establishment 

of the American Public Health Association (APHA) in 1872, led to the eventual  

professionalization of public health movement. Public health had changed its focus 

from sanitation and the control of infectious diseases to the prevention of 

communicable diseases (Patel and Rushefsky, 2005, 13-15).  State boards of health also 

became stronger and more professional. Schools of public health were founded. Public 

health established an identity apart from that of private medical practice (Duffy, 1990, 

as cited in Patel and Rushefsky, 2005). 

 There were important federal milestones of note. Beginning in 1902 the Census 

Bureau began to collect vital statistics. The Federal Food and Drug Act of 1906 

encouraged the cooperation between the national government and the state 

governments in the regulation of the food industry. The Sheppard-Towner Act of 1921 

provided grants-in-aid to the states for programs designed to reduce maternal and infant 

mortality. The National Cancer institute, founded in 1937, increased the participation of 

the federal government public health research and allowed grants-in-aid to private 

institutions for public health research (Patel and Rushefsky, 2005).  

 During World War II the Public Health Service provided medical and sanitary 

support to the United States military and developed a training program for nurses. 

Following the war public health began to focus on “new community health problems 

such as alcoholism, drug addiction, smoking, exposure to radiation, heart disease, 
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cancer, mental illness, and environmental hazards, among others” (Patel and 

Rushefsky, 2005, 17). Federal laws passed in 1943 and 1944 reorganized the Public 

Health Service into a bureaucracy managed by public health professionals. The 

codification of the responsibilities of the Public health Service provided its new 

mission. Research became a major focus “based on the new consensus that medical 

science was the main cause of progress in the fight against disease” (ibid). In the 

process, however, the curative model of health care began to replace the preventive 

model of public health (ibid, 18). Although the quantitative study of community health 

through epidemiology gained respect during this time, “under the onslaught of 

biomedical research, the theoretical innovations of social medicine--the idea that 

advances in diet, housing, and public health nursing were more important than building 

hospitals--were not translated into effective public health programs, and public health 

services suffered from neglect” (ibid). 

 “Political naivete (sic)” (ibid) of public health professionals may have kept them 

from claiming credit for the control of infectious diseases and other scientific advances 

during World War II. In the 1950s the public attributed such successes to scientific 

medicine and not to public health (ibid). While sanitation and hygiene had significantly 

reduced mortality from diseases like measles and whooping cough, vaccines provided 

an additional cost effective way to prevent disease (Hendriksen, 1991). Yet medical 

science, not public health, got the credit. The public health community did not seem to 

understand the significance of politics until 1958, when the APHA directed an annual 

meeting toward the topic (Fee 1997, as cited in Patel and Rushefsky, 2005). 
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 In the 1960s and 1970s the federal government greatly expanded health care 

services, especially through the enactment of Medicare and Medicaid. Medical 

specializations grew in prominence, as opposed to public health or health care services 

more related to public health, such as family practice. More money, especially 

Medicare dollars, was spent on end-of-life care, rather than on public health’s most  

important activity, prevention. Cost-containment became essential, and managed care 

became a primary mechanism for the provision of health care (ibid). The use of public 

health services to contain cost was almost ignored.  

 Public health, in spite of many successes, grew ever more cumbersome, 

complicated, and bureaucratized (Stivers, 1988). Notably, the failure of the public 

health system in the 1980s to quickly act as the Acquired Immune Deficiency 

Syndrome (AIDS) epidemic became a crisis “revealed significant weaknesses in the 

public health system” (Patel and Rushefsky, 2005, 19). In the 1980s the Institute of 

Medicine (IOM) undertook a study to address a growing perception among its 

membership and others that the “nation has lost sight of its public health goals and has 

allowed the system of public health activities to fall into disarray” (Stivers, 357, 

quoting IOM, 1988, 1). The IOM study found that “the diversity of organizational 

arrangements and responsibilities reflected in state and local health agencies suggest 

that there is no clear organizational focus for state and local public health in the United 

States, and little agreement among its units of government about what ‘public health’  
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means operationally” (Stivers, 358). The study also concluded that the mission of 

public health has been negatively impacted by the organizational disarray of public 

health in the United States.  

 The uneasy tension between the professional expertise of public health and the 

realities of the political process continued. Public health relies on the sciences of 

“epidemiology and biostatistics to identify and deal with the health needs of the 

population,” while policy-making, on the other hand, responds to “crisis, hot issues, and 

organized interest groups” (Patel and Rushefsky, 2005, 44). As noted by the Institute of 

Medicine (1988), public health professionals may feel uncomfortable where political 

agenda, not expert analysis, drive decision making.    

 Attempts have been made to resolve these issues, but many problems remain. This 

is, in part, due to the complexity of the current public health infrastructure described 

below. Continuing political strife fueled by divergent views on how to manage public 

health is addressed in Chapter III.  

The Institutions of Public Health 

 Public health services in the U.S. are now provided via a mixture of many types 

of governments and other actors. These actors have not always agreed on the nature and 

scope of public health. A major attempt to address the lack of consensus was initiated 

by the U.S. Public Health Service Office of Disease Prevention and Health Promotion 

in 1994 by way of a Public Health Functions Steering Committee. The Steering 

Committee worked in collaboration with numerous other public health actors and, in  
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1995, issued a statement entitled Public Health in America. Among other things, this 

document outlines a consensus of public health functions and essential services, as 

listed in Exhibit 2.1 below. 

Exhibit 2.1: Public Health Functions and Essential Services (PHFSC, 1995) 
____________________________________________________________________ 
 
Public Health

• Prevents epidemics and the spread of disease  
• Protects against environmental hazards  
• Prevents injuries  
• Promotes and encourages healthy behaviors  
• Responds to disasters and assists communities in recovery  
• Assures the quality and accessibility of health services  

Essential Public Health Services

• Monitor health status to identify community health problems  
• Diagnose and investigate health problems and health hazards in the community  
• Inform, educate, and empower people about health issues  
• Mobilize community partnerships to identify and solve health problems  
• Develop policies and plans that support individual and community health efforts  
• Enforce laws and regulations that protect health and ensure safety  
• Link people to needed personal health services and assure the provision of health  
 care when otherwise unavailable  
• Assure a competent public health and personal health care workforce  
• Evaluate effectiveness, accessibility, and quality of personal and population-based 
 health services  
• Research for new insights and innovative solutions to health problems 
______________________________________________________________________ 

 Given the enormity of the above tasks, the size and complexity of governance in 

the United States, and the various means through which public health services are 

provided, it is not surprising that the provision of public health services is difficult to 

describe in any simple fashion. Provision is complicated by the multiple domains 

addressed by all of the agencies and multiple levels of public health service in the U.S. 
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Glasser (2004, 38) explains that “The United States has no single agency responsible 

for public health and thus no coherent policy.” As an example of the complexity of any 

one sphere of public health, it may be helpful to consider the area of emerging 

infectious diseases, that is, “any infectious disease that has come to medical attention 

within the last two decades or threatens to increase in the near future” (IOM, 2000, 79). 

The capacity of the public health infrastructure (at all levels), as well as the private 

health care network, to respond to the concern for emerging infectious diseases 

involves tasks of: epidemiological investigation, the quantitative study of community 

health; surveillance to track disease-causing organisms; communication of information 

and coordination of efforts across public health systems; education of public health and 

health care professionals and outreach to these individuals to engage them in the effort 

to understand and track emerging infectious diseases; strategic planning to influence 

public opinion and policy makers, which should in turn impact resource allocation and 

economic support (IOM, 2000). This list highlights the work necessary in just one issue 

area of public health. However, this should suggest the magnitude of the task of 

maintaining and planning for all of public health.   

 An overview of public health infrastructure at all levels follows. For many aspects 

of public health service, the primary responsibility has remained with the state 

governments. However, it is important to understand the state role within the context of 

the more recent federal effort. It is also necessary to understand how local and tribal 

departments of public health are related to both the state and federal systems. 
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Public Health Authority and Federalism 

Federal and State Cooperation 

 If federal agencies could accomplish their goals and state agencies could 

accomplish their goals independently of each other, there would be no need to talk of 

federalism in public health. Such is not the case. The federal public health effort is 

national in scope, but primarily carried out at the state and local levels. Many state and 

local public health programs are heavily dependent on federal funding and professional 

assistance. Public health is a cooperative venture between these levels of authority, and 

is expected to remain so. That said, it is equally true that federalism makes the 

provision of public health much more complicated and much less consistent than it 

might be if only one national system of public health were in place. However, neither 

the governance of the United States nor the public health system is complete at the 

national level. Therefore, the provision of public health cannot be fully explained 

without a discussion of the role of federalism and intergovernmental relations. These 

two terms are not synonymous. Cochran, et al. (2003, 29) explain that “(F)ederalism is 

the formal, legal structure of the political system.” Intergovernmental relations, on the 

other hand, “refers to all the interactions of governmental units within the political 

system”(ibid). Therefore, intergovernmental relations are those activities that happen 

between governments and among levels of governments whether they are codified in 

law or not. 
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 The list of federal laws which impact state and local governments is very long 

indeed, and many of those laws relate to the provision of public health services. A few 

examples, as cited by Cochran, et al. (2003, 33) are the Americans with Disabilities Act 

of 1986, the Clean Air Act Amendments of 1990, the Drug-Free Workplace Act of  

1988, the Hazardous and Solid Waste Amendments of 1984, the Ocean Dumping Ban 

Act of 1988, the Safe Drinking Water Act Amendments of 1986, and the Water Quality 

Act of 1987, just to name a few.   

 State and local complaints regarding federal involvement in their affairs, whether 

due to federalism or due to intergovernmental relations, can be broken down into a few 

categories. Administrative problems usually have to do with the complexity (red tape) 

in the application for federal funding and in the inflexibility of certain federal programs 

to meet local needs. The process of monitoring the use of federal grant monies is 

considered cumbersome, but necessary.  Also, federal grant money is soft money; 

therefore, it makes it difficult for states and local governments to plan budgets because 

of the uncertainty of future federal funding.  Even more difficult to manage are the 

unfunded mandates, that is, regulation imposed by federal legislation or agency rule 

that affects the activities of state and local governments. Finally, there are structural 

effects of the federal-state-local interactions. States and local governments may tailor 

their efforts to fit federal priorities, rather than their own. On the other hand, states, in 

recent years, have become stronger partners in their relationship with the federal 

government. The latter has been especially true since the devolution of responsibility to 

the state level, primarily begun during the Reagan era of the 1980s (ibid, 33-37). 
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Authority 

 The Constitution of the United States simultaneously grants the authority for 

public health and limits the power of this authority. The federal government primarily 

derives its public health powers indirectly from its power to tax, spend, and regulate 

commerce. The national government raises and allocates resources based on its power 

to tax and spend. It can also levy high taxes (create a penalty) on those activities that 

endanger public health (cigarettes and other substance abuse). Congress has the power 

to regulate commerce, which gives it the authority to protect the environment, ensure 

occupational health, and monitor the safety of food and drug products. Limits on these 

powers come from the constitutional guarantees concerning privacy, liberty, and 

property (Gostin, 2000, as cited in Patel and Rushefsky, 2005).  

 At the federal level, the constitution divides the power to preserve the public 

health among the three branches of government. Congress enacts public health policy 

and allocates the necessary funds. The executive branch not only interprets and 

enforces public health policy but works with legislators to create policy as well. The 

courts interpret public health law, and especially “exert substantial control over public 

health policy by determining the boundaries of legislative and executive government 

power” (Gostin and Hodge, 2002, 16).  

 Based on the Tenth Amendment of the federal Constitution, all powers not 

otherwise given to the federal government and not prohibited to the states by the 

Constitution, are reserved for the states (ibid, 20). These powers are intended to allow 

state governments the ability to promote the general welfare and are typically referred 

      17



to as state police powers. In public health policy these police powers include “all laws 

and regulations directly or indirectly intended to improve morbidity and mortality in the 

population” (ibid). These very broad police powers of the state allow state 

governments, and, through state government authorization, local governments “to 

promote and preserve the public health” through injury and disease prevention, 

sanitation measures, and prevention of water pollution and air pollution (ibid, 21). 

Gostin and Hodge (2002, 21) give examples of state and local police powers as related 

to public health:  

 authorization of vaccination, isolation and quarantine 
 inspection of commercial and residential premises 
 abatement of unsanitary conditions or other health nuisances 
 regulation of air and surface water contaminants 
 restriction on the public’s access to polluted areas 
 standards for pure food and drinking water 
 the extermination of vermin 
 the fluoridation of municipal water supplies 
 licensure of physicians and other health care professionals  
  
 As just mentioned, the public health powers of local governments derive from 

laws delegating state authority. The exercise of local public health authority cannot 

extend beyond the limited jurisdictional boundaries of the locality or nor conflict with 

or impair federal or state law (Gostin and Hodge, 2002, 21). However, local 

governments frequently face difficult dilemmas as they attempt to fulfill the duties of 

assembling data, implementing and administering programs enacted at higher levels, 

operating clinics, and designing policies to meet the needs of their own populations 

(ibid).  

      18



 Tribal governments derive their existence and their public health powers from the 

national government, as opposed to the state governments. All “federally recognized 

tribes” may receive funds directly from the Indian Health Service, “provided the  

spending is consistent with the general conditions for federal funding,” which gives the 

tribal governments the ability to “target and respond to differing health needs across 

their populations” (ibid). 

Limitations  

 The Constitution, along with the Bill of Rights, sets limits on public health 

powers by its protection of individual freedoms “which government cannot infringe 

without some level of justification” (Gostin and Hodge, 2002, 16). Therefore, there is 

an inherent tension in public health law between the need to promote and protect the 

health of the population and an individual citizen’s claim to rights (ibid, 16-17). The 

United States Supreme Court (Jacobson v. the Commonwealth of Massachusetts, 1905) 

reviewed a challenge to a vaccination requirement for smallpox. The Court rejected 

Jacobson’s argument for individual liberty, but asserted that state police powers such as 

a vaccination requirement must meet certain tests. The state must demonstrate that the 

requirement is a public health necessity; that it is a reasonable means to achieve a 

legitimate public health purpose; that is fair, and not arbitrary or oppressive; and that 

the expectation is that the individual will not be placed at risk (Gostin and Hodge, 

2002). 
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Federalism and Public Health 

 Federalism delineates the legal relationships between the federal government and 

the state and local governments. Although the supremacy clause found in Article VI of 

the federal Constitution asserts that the powers of the national government are not 

limited by any specific state powers, the Supreme Court has not always supported this 

view. In recent years the Court has limited federal power in favor of state autonomy 

(Cochran, et al., 2003). In general, this deference to state authority and responsibility by  

the courts and Congress is referred to as the new federalism.  In support of new 

federalism the Tenth Amendment can be used to challenge federal law, including 

federal public health law (Gostin and Hodge, 2002).  

Federal Public Health Institutions 

 As mentioned above, the Marine Hospital Service was renamed the Public Health 

Service (PHS) in 1912. In 1939 the PHS was moved into the Federal Security Agency 

(FSA), which was renamed the Department of Health, Education, and Welfare 

(DHEW) in 1953. This department was divided into the Department of Education and 

the Department of Health and Human Services (DHHS) in 1979. Presently the Public 

Health Service is housed in DHHS. It continues to be headed by the Surgeon General of 

the U.S. The PHS consists of the Office of Public Health and Science (headed by the 

Assistant Secretary for Health), ten regional Health administrators, eight operating 

divisions, a program support center and the Commissioned Corps (USPHS, 2005a; 

USPHS, 2005b). The Commissioned Corps is the uniformed services component of the 

PHS. Members of the Corps are medical and other public health professionals who may 
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work in agencies within and outside of DHHS. For instance, a Corps member may 

work for the National Institutes of Health, which is within the CDC, or the member 

may be assigned to work for the Federal Bureau of Prisons, a branch of the Department 

of Justice (USPHS, 2005a). 

 The eight operating divisions (agencies) of the PHS are (USPHS, 2005a): 

  Agency for Healthcare Research and Quality (AHRQ) 
  Agency for Toxic Substances and Disease Registry (ATSDR) 
  Centers for Disease Control and Prevention (CDC) 
  Food and Drug Administration (FDA) 
  Health Resources and Services Administration (HRSA) 
  Indian Health Service (IHS) 
  National Institutes of Health (NIH) 
  Substance Abuse and Mental Health Services Administration (SAMHSA) 
   
 As suggested by their titles, the scope of the responsibilities of the agencies within 

the PHS is substantial. As a separate agency from the PHS, the Office of Public Health 

Preparedness (OPHP) is also located within the Department of Health and Human 

Services. The Occupational Safety and Health Administration (OSHA) deals with 

public health issues as well; however, it is outside of DHHS (Patel and Rushefsky, 

2005). Each of these federal agencies has multiple offices and/or centers. For example, 

just one agency within the PHS (within DHHS) is the Centers for Disease Control and 

Prevention (CDC), which has fifteen offices, seven centers, and one institute (ibid). The 

PHS has “grown from a small collection of marine hospitals to the largest public health 

program in the world” (USPHS, 2005b). 
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The States and Public Health 

 As mentioned above, states derive the constitutional basis for their police powers 

from the Tenth Amendment to the U.S. Constitution, which reserves to them all powers 

not given to the United States government nor denied to the states elsewhere in the 

constitution. Police power gives the states the authority and responsibility to “promote 

the general welfare of society” (Patel and Rushefsky, 2005, 32). Localities within the 

states may be granted a share of police power as designated by their respective states. 

This allows both state and local governments “the authority to promote public health in 

wide-ranging areas including injury and disease prevention, enforcement of inspection  

laws, sanitation, prevention of water and air pollution, and proper waste disposal” (ibid, 

33). State governments, therefore, “have significant power to protect public safety and 

health in order to promote the public good” (ibid).  

 In general, state constitutions in the U.S. separate the powers of state government 

in a fashion similar to the federal government, that is, between the legislative, executive 

and judicial branches. The same system of checks and balances that functions to protect 

citizens at the federal level also operates within the states through these branches of 

state government. The individual state constitutions grant the authority to perform the 

necessary functions to enact laws (legislative branch), implement and enforce 

legislation (executive branch), and review and refine legislation (judicial branch).  

 To implement and enforce state public health law, states must carry out several 

functions. Dandoy, 1997 (as cited in Patel and Rushefsky, 2005, 33-34) classifies the 

typical responsibilities of state health departments (with examples): 
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 Health Information - recording and issuing birth and death certificates, collecting  
  and publishing health statistics, and keeping birth defect and cancer  
  registries  
 Prevention of Disease and Disabilities - immunization programs, acquired   
  immunodeficiency syndrome (AIDS) screening, sexually transmitted  
  disease counseling and partner notification 
 Permits or Licenses - for sewage disposal systems, monitoring drinking water  
  supplies, dairy inspection, licensing of hospitals, nursing homes and home  
  health agencies, inspecting clinical laboratories, and examining and  
  certifying emergency medical personnel 
 Health Promotion - family planning services, prenatal care for low-income  
  families and health education programs 
 Health Care Delivery System Improvement - certificates of need for health care  
  facility construction and rural health care services development  
 
 Several states have state boards of health which typically make and enforce rules 

and regulations as per their respective state health codes (Patel and Rushefsky, 2005.) 

In general, state boards of medical examiners license physicians; state boards of 

nursing license nurses; and so forth. Some states may consolidate these latter boards 

into a board of health professions (ibid).  

The Definition of Public Health in State Statues 

 “At the crux of the field of public health law is the definition of public health” 

(Gostin and Hodge, 2002, 9). The challenge in discussing state statutes for public health 

law is the diversity in scope and depth of the definitions of public health from state to 

state. There is hardly a more appropriate cliché fitting this problem than the age old 

challenge of comparing apples and oranges. “The breadth of public health [itself] is 

reflected in state statutory definitions of the concept of public health, as well as [in] 

state and local powers and duties” (ibid). Gostin and Hodge (2002, 9-13) conducted an 

in-depth study of state public health statues. They juxtapose California’s code with 

Georgia’s. California’s basic statute says “Public health of the community includes 
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preventing disease or controlling the communication of disease (California Government 

Code §855.4 (1995)). Georgia’s code (Georgia Code Annals §31-3-1 (2000)), which is 

much longer than stated herein, is outlined in Exhibit 2.2: 

Exhibit 2.2:  A Summary of the Basic Public Health Statutes of the 
  State of Georgia 
______________________________________________________________________  
 
 In order to safeguard and promote the health of the people of this state the 
 department is empowered to:   
  (1) Provide epidemiological investigations and laboratory facilities . . . 
  (2) Forestall and correct physical, chemical, and biological conditions that  
   . . .could be injurious to health 
  (3) Regulate . . . sanitary facilities at construction sites and places of  
   public assembly . . . 
  (4) Isolate and treat . . .communicable disease 
  (5) Manufacture drugs and biologicals . . . 
  (6) Promote health aspects of civil defense 
  (7) Detect and relieve physical defects and deformities . . . and  . . . mental 
   and emotional disorders 
  (8) Protect dental health 
  (9) Determine the presence of disease and conditions deleterious to health 
           (10) Provide education and treatment in order to prevent unwanted   
   pregnancy. 
______________________________________________________________________  

 Gebbie (2000, as cited in Gostin and Hodge, 2002) studied the state public health 

laws in the U.S., dividing them based on their congruency with the mission and 

concepts reflected in Public Health in America (described above). Her findings led her 

to concur with “the conventional wisdom among public health practitioners: public 

health is whatever the legislature has funded it to be for this funding cycle, no more and 

no less” (ibid, 54).  
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Organizational Structure of State Public Health 
 
 Almost all states concentrate public health authority in a limited number of state 

agencies. As examples, these might be a department of health, an environmental agency 

and/or a department of agriculture. However, the variety and configuration of these 

agencies may vary widely. Given the variation in state laws concerning public health, it 

should not be surprising that the organizational structure of state public health 

departments varies considerably. State health systems fall into two basic structural 

types: either superagency systems or freestanding systems. “In superagency systems, 

public health functions are the responsibility of a single, comprehensive health 

department . . . the superagency has virtually complete authority to create and 

implement public health policies and programs,” even if the superagency allocates 

some responsibilities to other departments (Gostin and Hodge, 2002, 24). Freestanding 

systems, on the other hand, fulfill nearly all public health functions of the state via a 

public health agency which is not under the direct control of a larger health department.  

Federal and State Funding of State Public Health Services 

 State public health funding is primarily a mixture of federal and state funds, 

although some state funding originates through local and private sources. In the context 

of discussing the financing of state and local public health services, Gostin and Hodge 

divide the sources of public health funding according to their federal, state, local, or 

private source. Federal funds for state programs come from specific programs, block 

grants, or competitive grants. State funds come from general revenues, tax set-asides, 

generated fees, competitive grants, and reimbursement accounts. Local sources include 
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taxes, fines, fees, and municipal bonds. Private sources include gifts or other donations 

and competitive grants. These funds for state public health services are expended at the 

state and local levels. State public health expenditures are expressed in annual public 

health budgets; specific state public health programs; matching local government grant 

programs; and emergency needs. Local public health expenditures are seen in local 

annual public health budgets; specific locally-delegated functions; local clinics, 

programs, and assistance effects; and special or emergency needs (Gostin and Hodge, 

2002, 32). 

Public Health Performance Standards 

 The National Public Health Performance Standards Program (NPHPSP) was 

developed in 1997 following several on-site research projects and dialogue with 

multiple public health professions throughout the nation. These performance standards 

were “developed for state and local public health systems” and for the “governance of 

public health at the local level” (Baker and Koplan, 2002, 21). These performance 

standards have become a “yardstick to measure performance and to engage local 

partners to improve understanding of the public health enterprise” (ibid). 

Efficacy of State Efforts 

 In The Future of Public Health, 1988, the Institute of Medicine determined that 

the U.S. “has lost sight of its public health goals” and the system of public health has 

fallen into “disarray,” due, in part, to “obsolete and inadequate state laws and 

regulations” (Gostin and Hodge, 2002, 6). The IOM report determined that neither the 

role nor the mission of public health was clearly defined. Health departments were 
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showing signs of health care delivery problems and financing problems, and the quality 

of service was of concern. Also, public health as a profession was chastised for failing 

to show leadership in policy development. A study of forty-two state health 

departments, in 1994, suggested that state health departments, in general, are quite 

capable of identifying their consumers, their markets, and their major products and 

services. On the other hand, the state health departments do not do a good job of 

“communicating the departments’ self-image or desired public image to the larger 

community” (Patel and Rushefsky, 2005, 34, citing Duncan, Ginter, and Kriedel, 1994). 

Another study, however, reported that state health departments tend to “play an 

effective role in areas where they have primary legal responsibilities and when given 

adequate resources [emphasis added],” (Patel and Rushefsky, 34, citing Robins and 

Backstrom, 1994).  

Policy-making and Public Health 

 Now that the basic organization and history of public health have been laid out, I 

turn to theories of policy-making and discuss their relevance to the primary question of 

this dissertation: What are the key determinants of state government spending on public 

health? More specifically, does citizen ideology play a significant role among these 

determinants? 
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CHAPTER III 

THE POLITICS OF PUBLIC HEALTH 

 

 Fee and Brown (2002, 32) assert that public health in the U.S. was not born as a 

system, but rather in a “fitful, episodic, and necessity-driven response to immediate 

local threats,” such as plague, influenza, scarlet fever, and smallpox. The public health 

service of today in the United States “has been shaped by our earlier, limited, and 

crisis-focused responses to changing disease threats,” (ibid, 31). In spite of all the 

successes of U.S. public health, there continue to be “organizational inefficiencies, 

jurisdictional irrationalities, and chronic underfunding,” which are due, in part, to our 

lack of attention (ibid).  

 Given this history, what constitutes the politics of public health? Which theories 

of policy-making enlighten our understanding of the influences which have shaped 

public health policy? This chapter explores the question via theories of policy-making 

and posits support for selected theories. It then reviews the discounting of public health 

in recent health literature in the United States.   

Theoretical Approaches 

 No single current theory of policy-making is sufficient to explain all aspects of 

the politics of public health. Those models considered most relevant to the discussion 

are reviewed and examples are offered which illustrate these theories in the context of 

the organization and history of public health in the United States. First I will discuss 

certain concepts of democratic theory, that is, popular sovereignty, “political man,” and 
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citizen ideology which are relevant to the discussion of the impact of citizen ideology 

on public health spending at the state level. Then I consider three threads of agenda-

setting theory, as suggested by Deborah Stone (1989, as cited in Birkland). These 

include: the nature of the problem and whether the problem is likely to gain the 

attention of an expanded audience; the characteristics of policy-making actors and 

institutions; and symbolism, that is, the “use of language, stories, metaphors, and 

symbols to advance or retard the movement of issues on the agenda” (Birkland, 1997, 

10).   

Relevant Concepts of Democratic Theory 

Popular Sovereignty 

 Popular sovereignty is considered “government by the ultimate consent of the 

governed” (Gordon and Milakovich, 1998, 34). It suggests a degree of popular 

participation such as voting and other forms of political activity. Universal participation 

is not required and representation in government, as opposed to direct democracy, has 

been accepted for popular rule. This democratic concept implies that “collectively, 

citizens can actively shape what their governments do” (Erikson, Wright and McIver, 

1993, vii). Unless the will of the people is translated into public policy, popular 

sovereignty does not exist.  

 The extent of popular sovereignty refers to how well the will of the people is able 

to influence public policy. The mechanism of popular sovereignty, therefore, is the 

translation of the will of the people into public policy by governments elected to 

represent the people.  
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“Political Man” 

 Democratic theory rests on the assumptions that the will of the governed can be 

known and that government can be responsive to this will. At the individual level, the 

citizen who expresses his or her preferences is “political man.” For decades the factors 

which influence “political man” have been debated. Some theorists focus on the tension 

between social factors and ideology (Berelson, Lazarsfeld, and McPhee, 1954, 322). 

Social factors include education and the education of one’s parents, wealth, family size, 

and other demographics.  Ideology, on the other hand, is “a generally consistent set of 

ideas about what is the ‘good’ in politics and social intercourse” (Hinich and Munger, 

1994, ix, as cited by Poole, 1995, 744). Ideology tells us “what is good, who gets what, 

and who rules” (ibid). Political man is influenced as well by personality factors, group 

memberships, partisan loyalties, and by the external realities of politics (Campbell, 

Converse, Miller, and Stokes, 1960). Assuming the free circulation of political data in 

democratic societies, the pre-focusing of attention upon the differential areas of 

decision-making is a necessary prerequisite to rational political action (Downs, 1957). 

Individual political behavior, then, is based on that which is believed to be important to 

a citizen, including his or her values and needs at a given time, and it is the expression 

of his or her opinion. Given personal circumstances and perceptions, what does a 

person hold most dear? Political will is framed by a citizen’s ideology, solidified in his 

or her opinion, and expressed through his or her political behavior, or lack of political 

behavior.  
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Citizen Ideology 

 It would seem that the collective will of the people should derive from citizens’ 

collective values. The problem with this is that it fails to admit that there are multiple 

ideologies, multiple systems of belief, which drive American politics. Out of many, we 

become one. What is the ideology (system of values) of that one which we have 

become? Sociologists understand that most people first gain a sense of their own 

ideology from their culture; but American culture is more accurately described as 

cultures. There is no single American ideology. Although we seem to agree on some 

basic principles, the current bi-modal liberal-conservative split in the country leads to 

the conclusion that there is no collective ideology. Most citizens still believe in life, 

liberty, and the pursuit of happiness; but the typical conservative understanding of the 

meaning of these concepts is far different than the current liberal understanding of each.  

 However, the concept of citizen ideology is not without merit in political science. 

Others have considered citizen ideology “as the mean point along the liberal-

conservative continuum of the ‘active electorate,’” i.e. the voting public (Berry, et al., 

1998, 327, citing Erikson, Wright, and McIver, 1993, 14). Fixing the mean point as a 

representation of citizen ideology allows for comparative study of various citizen 

populations. For my purpose, this mean position of the voting electorate will be used to 

represent citizen ideology from this point in the dissertation. While this cannot be 

assumed to equal the will of the people, it characterizes the mean position of those who 

are actively involved in the electoral process. 
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 Citizen ideology, therefore, can point to the relative strength of conservative or 

liberal ideology within a given population. For the purpose of this dissertation, the 

concept of citizen ideology will be used to compare the variation of this mean from 

state to state, allowing a test of the impact of citizen ideology on state spending on 

public health services.  

 In some political science literature the terms citizen ideology and public opinion 

are used interchangeably. I believe this leads to a confusion of the concepts. Citizen 

ideology has just been described as the mean on a liberal-conservative continuum. 

Public opinion, on the other hand, is issue specific. Therefore, equating these two terms 

is inappropriate. 

 In addition to these concepts of democratic theory, political scientists have posited 

several theories of policy-making which provide insight into the way citizen ideology 

impacts public health policy.  

Theories and Concepts of Policy-making 

The Nature of the Problem 

 Policy domain refers to the “substantive subject of policy” (Birkland, 1997, 15). 

Active participants in the policy-making process compete and compromise within these 

domains. The definition of the problem and its relevance to the dominant political 

culture, the legal environment of the policy, an understanding of the causes, and 

possible alternative solutions with their potential outcomes are all aspects of the policy 

domain. 
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 The nature of the problem may determine whether the injury, or illness, will 

spread to a broader audience, and gain more attention in the process (Birkland, 1997). 

The objective circumstances caused by the event, such as damage or injury attributable 

to the event, can provide political focus. Devastating numbers of victims of yellow 

fever and cholera in the late 1700s and early 1800s were impossible to ignore. Citizens 

responded by forming hygiene associations to clean up “filthy” neighborhoods (Weiss, 

1997, 6). Today, it is assumed an outbreak will be quickly contained by local or state 

authorities, exercising whatever police powers may be necessary. An outbreak may 

make headlines, but probably not make the front page. A pandemic of “bird flu” would 

be the exception.  

Salience 

 Salience is the extent to which an issue has become “prominent or stands out in 

the public’s orientations to politics” (Pierce, 1975, 103). Salience does not reflect so 

much what should have our attention, as what does have our attention. Salient issues 

are those debated in legislative halls, in executive suites, in judicial chambers, and in 

the media.  Perhaps there are other issues which should be discussed; but the salient 

issues are the ones which end up on the agenda. They matter to someone or some group 

more than other issues which could be debated. 

Focusing Events 

 Thomas Birkland (1997) argues that the saliency of issues is sometimes driven by 

focusing events. He asks which factors cause one disaster to temporarily alter public 

policy while another event may have more a long term effect on policy. Perhaps even 
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more interesting, he notes that some disasters do not seem to have any real impact on 

public policy at all, and he asks why this is so. Social construction theories point out 

that social problems do not “automatically gain attention simply because they are 

compelling issues” (Birkland, 1997, 11). Therefore, not all potential focusing events 

actually become focusing events. Birkland (ibid, 22) defines a potential focusing event 

as: 

 (A)n event that is sudden, relatively rare, can be reasonably defined as harmful or 
 revealing the possibility of potentially greater future harms, inflicts harms or 
 suggests potential harms that are or could be concentrated on a definable 
 geographical area or community of interest, and that is known to policy makers 
 and the public virtually simultaneously. 
 
 The potential for the devastating spread of disease in Alabama, Mississippi, 

Louisiana, and Texas as a result of Hurricanes Katrina and Rita in the late summer of 

2005 remains quite real as of this writing. What is also unknown is the impact that these 

storms will have on public health policy, especially at the state level, to prevent, 

prepare for and/or deal with potential outbreaks of water born diseases and other 

diseases which may spread due to the lack of safe drinking water and basic sanitation 

services. To the extent that this crisis in the gulf coast region impacts public health 

policy it may become a focusing event. 

 I would also argue that events in earlier United States history could be considered 

focusing events. Although outbreaks of plague, small pox or scarlet fever in the early 

U.S. history did not happen in the blink of an eye, such as airplanes crashing into 

skyscrapers or bombs going off in London subways, I argue that these events were 

relatively sudden, given the time period. In colonial time and in the early United States 
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news media did not bombard citizens daily with events that were happening around the 

globe. To realize that an outbreak had occurred in one’s city, or perhaps in one’s 

neighborhood, must have been a frightening and shocking event. The outbreaks were 

also relatively rare, and given the state of communication, they may have seemed rarer 

than they were. These outbreaks were most certainly defined as harmful, suggesting the 

potential for greater future harms should the outbreak not quickly be controlled. The 

harms inflicted by the outbreaks were generally concentrated in a definable 

geographical area, at least until they spread. Exactly who knew first about an outbreak, 

that is, policy makers or the public, probably varied from location to location. Before 

boards of health required the reporting of the diagnosis of specific diseases, 

communication among neighborhood physicians probably served as the first step in 

spreading the word that an outbreak had occurred.  I argue that even though the 

suddenness and the universal knowledge of these early outbreaks do not compare with 

the disasters of the 21st century, I believe that given the time period, the outbreaks 

provided impacts on policy-making similar to those that are attributable to potential 

focusing events of today.  

Complexity  

 The complex nature of public health issues, as described in the previous chapter, 

suggests striking similarities with the complexity of utilities issues as studied by 

Gormley (1983).  As with public utilities, multiple levels of public health policies are 

needed to accomplish tasks of monitoring community health status, identifying health 

problems and hazards, education about health issues, mobilization of community 
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partnerships, development of policies, law enforcement and regulation, linkage to 

health services, assurance of a public health and health care workforce, evaluation and 

research (PHFSC, 1995). Highly trained scientists, physicians, nurses, and other 

personnel are needed to accomplish these tasks, and politicians may feel overwhelmed 

by their own lack of expertise in these matters. 

 Gormley’s work focuses on a combination of issues related to complexity and 

conflictuality in public utilities regulation. The latter are addressed in a section to 

follow regarding policy-making actors and institutions. While Gormley’s approach 

considers complexity and conflictuality side by side, it is important to note his views 

about their impact on policy at this stage in my theory. He believes that the “complexity 

of utilities issues handicaps those who lack resources or the will to spend them” (1983, 

214).  He asserts that politicians refrain from getting involved in issues that are highly 

conflictual; and that complexity (as seen in both utilities regulation and in public 

health) provides a “welcome excuse” for politicians to avoid involvement in the issue 

(213). He sums up the politics of public utility regulation as a: 

  . . . visible process that frustrates participants who lack political support. It is a 
 technical process that frustrates participants who lack expertise. It is an expensive 
 process that frustrates participants who lack resources. It is a controversial  process 
 that frustrates participants who make authoritative decisions. 
 
The politics of public health, based on the history and dynamics already reviewed, can 

be viewed likewise. An aversion to spending, based on complexity of the issues, can be 

inferred from this sort of frustration. That is, the greater the complexity at the state 

level, the greater will be the aversion to spending.  
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 Gormley further argues that complexity (and conflictuality) challenges a political 

system. The response, in terms of policy enactment, is dependent on political culture, 

specifically cultures that are traditionalistic, moralistic, or individualistic. I assert that 

these types of cultures are all, to one degree or another, related to citizen ideology, and 

can be represented by the mean of citizen ideology at the state level. 

 If Birkland’s theory of focusing events applies to state public health spending, 

one would expect to see increased spending as disease outbreaks cause public health 

concerns to become more salient. If Gormley’s theory of complexity applies to state 

public health spending, one would expect state spending to decrease, or at least fail to 

increase, as complexity increases. The following discussion of policy-making actors 

and institutions may help to explain why these statements are true. 

The Characteristics of Policy-making Actors and Institutions 

Actors 

 Policy-making actors respond to a variety of stimuli. These include ideology and 

personal policy preferences, political party pressures, constituent preferences, 

constitutional law, duty, globalization, budget limitations, lobbying, log-rolling, the 

media, events (as mentioned above), conventional wisdom and/or “common sense,” to 

name only a few. The role or position of the policy-maker will influence the scope and 

type of response by the actor as well. A public health agency administrator does not 

have a legislative vote nor does he or she have the veto of a president or governor, yet 

the administrator may have great influence over how a policy is implemented.  
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Interest Groups and Policy Communities 

 “An interest group is any organization that seeks to influence public policy,” 

(Wilson and DiIulio, 2001, 221). Incentives to join an interest group range from: 

solidary incentives, that is, the pleasure or status of being part of the group; to material 

incentives, i.e. money or valued things or services; to purposive incentives, usually 

based on ideological interests of the group. As an extension on rational choice, interest 

group theory assumes that members of interest groups act in their jointly perceived best 

interest. What is best for us? However, sometimes groups choose to act collectively to 

pursue interests they consider larger than the scope of their own group. If the purpose 

of the group is to principally benefit nonmembers, the group is considered a “public-

interest lobby” (Wilson and DiIulio, 2001, 233). For instance, if physicians lobby on 

behalf of their patients’ needs, they are acting selflessly. If physicians lobby on behalf 

of the public welfare, they are acting selflessly. However, to the extent physicians 

lobby on behalf of appropriations that will eventually end up in their own pockets, even 

if they appear to be lobbying for their patients’ needs or on behalf of the public welfare, 

they are acting in their own best interests. In the real world, political motives can 

selfless and selfish, or they can be a combination of the two. Public health has 

witnessed both motives from physicians and others. 

 Birkland (1997) distinguishes interest groups from policy communities.  He says 

that a policy community consists of those actors who are actively involved in policy-

making in a particular domain at a given time. These individuals usually act on behalf 

of groups (see Laumann and Knoke, 1987). The argument is that most policy is actually 
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made by a “core group of the most active and expert participants,” (Birkland, 1997, 15). 

However, the membership of a policy community may ebb and flow with the tide of 

interest in a specific issue. Entry into a policy community may be “triggered by a 

focusing event,” (ibid, 16). New participants may remain involved and become active 

in interest group politics for the long-term, while the investment of others may be 

fleeting, or opinions may even become reversed. 

 For instance, sanitary reformers of the 1840s and 1850s mounted an effort to get 

city governments to take seriously their public health responsibilities (Fee and Brown, 

2002). The increasingly overcrowded conditions of the cities made sanitation a 

nightmare, ripe for the spread of disease. The early reformers in the sanitation 

movement began to see the connection between the quality of water, air, and food, and 

illness, and they pressed for cleanliness as “necessary for the preservation of life and 

health” (Patel and Rushefsky, 2005, 12). The reformers included physicians and non-

physicians; they held differing views and values, and specific agendas varied. However, 

collectively they saw the need for “sanitary reform,” and became willing to work 

together for this cause (Fee and Brown, 2002, 33). Voluntary associations were formed, 

pamphlets published, and conventions held. Some tried to “bring the horrendous living 

conditions of the ‘laboring population’ to public attention and redress,” (ibid). Others, 

with a more conservative agenda, tied the need for sanitary reform with “anxious 

warnings about the immigrant menace--that foreign horde disproportionately 

responsible . . . for dangerously swelling the ranks of the impoverished, socially 

disruptive, criminal, diseased, and mentally defective dregs of society” (ibid).  
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 The power of the Marine Hospital Service grew, in part, due to its role with the 

huge waves of immigrants from Eastern and Southern Europe. The National Quarantine 

Act of 1893 made the MHS responsible for preventing the admission of “idiots, insane 

persons, . . . persons likely to become a public charge [and] persons suffering from  a 

loathsome or a dangerous contagious disease” (Fee and Brown, 2002, 35). The mood of 

the country was one focused on the need to protect itself from this external threat, and 

MHS personnel at Ellis Island were considered the guardians of this protection. 

 Not all citizens saw immigrants as a “menace” to society. Some public health 

leaders saw them as “vulnerable people in need of assistance” (Fee and Brown, 2002, 

35-36). New reformers of the progressive movement “combined the new sciences of 

bacteriology, chemistry, sanitary engineering, and industrial toxicology with political, 

economic, and humanitarian principles” (Fee and Brown, 2002, 35-36). These 

reformers did not fit with well with either the capitalists of the day, nor the emerging 

socialists. They were “comfortable with a role for government” that spoke to “public 

need over private greed” (ibid).  

 Some consider the progressive movement as non-partisan, but Stivers (1991) 

argues it actually had deeply political roots. The assumption that disease is primarily 

caused by environmental factors (environmental theory) works to the political 

advantage of those who seek broad-scale, decentralized action to improve sanitation.   

Contagion theory, the belief that diseases are brought in from external sources 

(immigrants) requires “immediate governmental action such as quarantines or barring 

refugees from disembarking in port” (Stivers, 1991, 363). These latter restrictions can 
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be better accomplished through a strong central government. Therefore, the general 

political sentiments of the time are also reflected in the arguments over how to best 

address issues of public health. 

 Starr (1982) and, especially, Weiss (1997) believe that physicians and other actors 

in the health care field became territorially selfish. Physicians, pharmacists, and drug 

manufacturers supported public health measures until they began to see these services 

as competition. In political science and economics perhaps these interest groups would 

be referred to rational actors, acting in their own best interests. Public health 

approaches such as neighborhood clean-up, improvement of poor housing, and ensuring 

of clean water became less prominent than the personal hygiene message of washing 

hands and getting regular check-ups with one’s physician. This latter emphasis 

undermined the overall principles of public health and yielded “to the leadership of 

physicians and the medical establishment” (Weiss, 1997, 7). Instead of fighting 

tuberculosis with social reforms of increased nutrition, improved housing and improved 

working conditions, as traditional public health would have encouraged, the anti-

tuberculosis movement of the “early 1900s sought primarily to change individual health 

habits” (Starr, 1982, 191).  

 Republicans were in control of the both the executive and legislative branches of 

government in the 1920s. “In this conservative, resurgently free-market era, 

Progressivism further declined and public health itself came under suspicion” (Fee and 

Brown, 2002, 37). In the 1920s, well baby clinics and tuberculosis clinics began to 

appear, with public health workers providing health education and conducting medical 
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exams, but referring patients to private for-profit physicians and hospitals for treatment. 

Those who resisted this trend sometimes paid dearly. Public health clinic physicians 

who provided treatment for venereal disease to low-income patients for reduced rates 

were expelled by the Chicago Medical Society (Weiss, 1997). Political attacks mounted 

at the federal level, especially from “conservative private physicians and their political 

allies” (Fee and Brown, 2002, 37). Even the Sheppard-Towner Act of 1921 to help 

states with prenatal and child health care was attacked by the ever more powerful 

AMA. The act was deemed an “imported socialistic scheme” and repealed in 1927 (Fee 

and Brown, 2002, 37). Physicians in private practice took “credit for advances in health 

status they did not deserve, and the great public health surge that had crested in the 

progressive Era, like the economy, crashed in the 1920s” (Fee and Brown, 2002, 37). 

“By the 1930s public health had become permanently exiled to a position behind 

medical care,” (Weiss, 1997, 8).  

 Burris (1997) seems to agree with Weiss, blaming physicians and other medical 

interest groups for allowing medicine to become market driven (or commodified, as 

suggested by Radin, 1996). He argues that “public health advocates must forcefully 

oppose the social vision expressed in this [market driven] heuristic, if only for the 

reason that to accept the rhetorical structure of market individualism is to accept a 

political language that has no words for public health” (Burris, 1997, 3). 

 McGinnis, et al. (2002, 55) argue that interest-group dynamics play a significant 

role in creating the dichotomy between the funding for treatment services related to 

“specific chronic diseases” (medical care) versus funding to maintain population health 
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(public health). The authors speak of the concentrated lobby for research and treatment 

of disease as opposed to the population as a whole, that is, millions of persons who 

stand to benefit from health promotion. This situation results in a “vacuum of political 

accountability for maintaining population health” (McGinnis, et al., 2002, 55). 

Responsibility for health becomes too diffuse. Health care actors, usually in well-

organized interest groups, not only espouse a strong professional ethic but also have 

financial incentives to provide their services. The suggestion is that there is a conflict of 

interest when it comes to a focus on medicine versus a focus on public health services. 

Weiss (1997, 11-12) specifically discusses the role of the American Medical 

Association in interest-group politics. 

 However, McGinnis, et al., (2002) insist that the choice to redistribute limited 

resources via public health dollars versus spending money on research and treatment 

for chronic diseases, such as heart disease or diabetes, boils down to choices about 

“ideology and social values,” reminiscent of the values approach taken by Stivers.   

 As these examples show, active participants in public health policy define the 

social problem based on their own understanding, from ideological paradigms as they 

understand them. Active participants attempt to influence policy through bringing their 

point of view to legislators and executives who have influence over policy decisions. 

This discussion of actors and active participants leads back to Gormley’s (1983) 

assertions about conflictuality and complexity. Once again the similarities between 

public utility regulation and public health policy are observed. My assumptions here are 

that if policy-makers view the expenditure of limited state resources as a zero sum 
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game, and if actors vie for different policy solutions, policy-makers are less likely to be 

comfortable in spending state funds. The question is, do conflictuality and complexity 

impact spending on state public health? For the purpose of this dissertation, increased 

complexity will represent both the issue of conflictuality and complexity, as their 

impacts on policy-making are assumed to be similar, based on Gormley’s work. 

Institutions 

 Institutions influence the policy-making process as well. First, a review of certain 

professional associations is given. Then I turn to important governmental institutions.  

Professional Associations 

 Becoming a more formal institution, the American Public Health Association 

(APHA) was founded in 1872. Its goal was “the advancement of sanitary science and 

the promotion of organizations and measures for the practical application of public 

hygiene” (Fee and Brown, 2002, 34). At this point in history physicians were largely 

supportive of the reform movement. “(N)early all of the early presidents of the APHA 

were prominent members of the American Medical Association (AMA)” (Fee and 

Brown, 2002, 34). Civic leaders and organizations, as well as laypersons, were 

interested in the movement. It was recognized that an “unhealthy environment” could 

hurt community growth and that sanitation was an important part of the political 

economy, and, as such, it should be considered as a “wealth-creating factor” (Fee and 

Brown, 2002, 34). Health, it seems, was valued for the money it saved, and created for 

the well-being of humans as well.  
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 Of course, the APHA and the AMA, which each play large roles in their 

respective policy communities, are now also considered institutions, and there are 

numerous other national health-related organizations which have become 

institutionalized as well. As noted in the historical sections, the policy stance of 

professional associations can and does evolve over time. A paradigm shift may 

influence the association’s point of view and definition of the problem. I suspect that 

these vary not only over time, but from state to state as well, with varying impact on 

legislation and other forms of public health policy. However, the impact of such 

institutions is not the focus of the present study. 

Governmental Institutions   

 Government institutions at all levels influence public health policy. Not only the 

nature of the problem and the actions of individuals and associations who are active in 

the policy area have influence, but the agenda-setting or policy-making venue matters 

as well. The type of institution (legislative, executive, judicial), the role of the 

institution (law making, policy implementing, judicial review), and the type of specific 

policy  (distributive, redistributive, regulatory) must be considered as well. What is the 

purpose of the institution? What is its scope? What is its mission? How does a given 

policy serve to accomplish the goals of the institution. These answers vary greatly in 

public health at the state level, as noted in the previous chapter, because the state 

statutes defining the scope and function of public health services vary greatly. 

 

 

      45



Dimensions of Federalism 

 A lengthy discussion of public health authority and federalism was given in 

Chapter II (see pages 13-18). However, it is important to view federalism from a 

theoretic point of view as well. For instance, the impact of federalism has been studied 

in the area of regulatory policies, many of which have to do with public health. It is 

understood that “most regulation in the United States is characterized by a complex 

sharing of policymaking and administrative authority among different levels of 

government,” (Gerber and Teske, 2000, 869). 

 Several qualities of the federal system may impact “whether one level of 

government exercises more or less influence in making policy than another level” 

(ibid). In a study of state leadership in national policies, William Lowry (1992) creates 

a framework to illustrate both vertical and horizontal dimensions of the impact of 

federalism. Although his study was limited to the role of state leadership in public 

health regulatory policies concerning pollution control, his dimensions provide a simple 

and helpful way to conceive of the influences of federalism in all of public health.  He 

says that the potential for horizontal competition between states is created simply 

because there is more than one state. Further, because all states in the U.S. are by nature 

subnational, when they are united, “coordination and cooperation is possible through 

top-down direction,” (Lowry, 1992, 10-11). Therefore, vertical involvement becomes 

possible and “subnational reliance on federal initiative is created,” (ibid, 11).  

 Lowry (1992) explains that horizontal competition arises between states in the 

area of pollution control because these policies create winners and losers based upon 
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the costs and benefits of regulation. For instance, incentives for state-level regulation 

are tied to incentives for economic development. “Some regulated firms have a subtle 

form of additional influence because they can ‘vote with their feet;’” that is, states’ 

need “to attract and retain jobs may overcome their desire to reduce externalities such 

as pollution  . . .” (Gerber and Teske, 2000, 872). Other incentives, such as recruitment 

in a given area of health care specialization, might cause states to compete with each 

other in the regulation of health care institutions or professionals. 

 The vertical dimension of federalism relates to the “degree of state autonomy with 

respect to federal authorities,” (Gerber and Teske, 2000, 873). Several indicators may 

be seen along this continuum (ibid); several are of these are applicable to public health. 

These include: federal reporting requirements, including policy analyses; federal 

approval of policy implementation at the state level; federal procedures for state agency 

actions; and budgetary guidelines, especially contingencies that limit federal 

participation. Examples of federal control of state actions include mandatory reporting 

of communicable disease morbidity and mortality and the federal approval of Medicaid 

waivers, which may impact access to public health services.   

 However, federalism can be used to subvert national efforts as well. As mentioned 

in the last chapter, the first National Board of Health was ill-fated. While the APHA 

supported the board, the Marine Hospital Service did not. It was seen as competition in 

the public health domain. Federalism was used to thwart the national board by forcing it 

to abide by state regulations, and it was not allowed to make rules of its own. There was 

no further outbreak of yellow fever to push Congress to act in the interest of the 
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population as a whole; therefore, states, cities, and the MHS were able to undermine the 

authority of the National Board of Health, and Congress allowed it to expire in 1883 

after its initial four years (Fee and Brown, 2002, 35).  

 Increased federal involvement in state programs will be used in my model as one 

measure of complexity in a state public health program. Although the primary test has 

to do with the impact of citizen ideology on state spending for public health services, it 

is important to control for the complexity inherent in these services which are also 

funded and controlled through federal means. 

The Use of Symbols 

 Edelman (1967, as cited in Birkland, 1997), suggests that the reduction of events 

to simple, graphic, and familiar symbolic packages greatly enhances the power of an 

event.  Perhaps it was the image of Union soldiers dying, not so much due to battle 

wounds as due to conditions caused by unsanitary camps and poor food quality, which 

led President Lincoln to initiate the United States Sanitary Commission. Fee and Brown 

(2002, 34) see the “horrific” conditions of the military camps of the Civil War, disease 

generated and spread rapidly, as creating a turning point the sanitary health movement. 

Lincoln established the Sanitary Commission “to investigate conditions among the 

Union forces” (Fee and Brown, 2002, 34). The commission’s efforts included education 

of officers and soldiers about the need for “personal and public hygiene” to prevent the 

continued spread of disease (Fee and Brown, 2002, 34). The effects of the commission 

were felt not only in southern cities as the Union Army overcame them, but also in the 

cities of the north, where the usefulness of the public health sanitation procedures  
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became appreciated. Fee and Brown credit this turning point with the establishment of 

real municipal boards of health in New York (1866) and Chicago (1867), among other 

cities.  

 Theories of group mobilization and participation suggest that issues are more 

likely to be elevated to agenda status if the scope of conflict is broadened (Birkland, 

1997, 17, referring to the work of E.E. Schattschneider). Those who prefer change will 

attempt to use a symbol to expand an issue “to a broader community of interested 

citizens,” while defenders of the status quo change use a symbol to try to contain the 

issue (Birkland, 1997, 11). The yellow fever epidemic around the beginning of the 19th 

century provided a powerful symbol for the early public health effort. Quarantine and 

environmental measures to rid cities of filth and garbage were their public health tools. 

In response to the epidemic, several cities, including New York, created temporary 

municipal boards of health to exercise police powers granted by their respective states 

to use these tools to protect their populations. As the threat of yellow fever diminished, 

New York businesses argued against maintaining the board's continuance, since they 

perceived the board’s activities as interfering with the “free flow of commerce” (Fee 

and Brown, 2002, 32). The business interests were eventually able to cause the board to 

be stripped of its powers. The Board of Health in New Orleans experienced a similar 

fate in 1925 (Fee and Brown, 2002, 32-33). Business leaders, and, in turn, municipal 

leaders, continued to be more concerned with financial issues than with public health. 

However, the cholera epidemic of the 1830s provided another major symbol and 

initiated a renewed flurry of activity, but only after it became clear that the disease 
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could not be ignored in the cities. Then, when the epidemic seemed under control, “the 

citizen committees disbanded, and the boards of health settled back into their usual 

lethargy” (Fee and Brown, 2002, 32-33). The culture of the country was fixed on 

“Jacksonian democracy;” individualistic American values, especially antigovernment 

and antiprofessional inclinations, ruled the day (Fee and Brown, 2002, 33).  

 These responses to the yellow fever and cholera epidemics illustrate how symbols 

can be used to expand public issues and create new public policy. When the symbol lost 

its political potency, that is, when the epidemics became under control, the business 

community took the opportunity to use its political power to reverse the new public 

health policy.  

 The power of symbols can also be seen in the campaign for national health 

insurance and the reaction that ensued. Shortly after the beginning of the 20th century, 

many progressives joined in the campaign to have national health insurance. The 

American Association for Labor Legislation led the way, but even PHS and AMA 

leaders joined in the effort. Opposition to such social reforms mounted quickly in the 

right-wing reactionary mood of the country.  The Ku Klux Klan had been formed, the 

U.S. had entered the “Great War” and feared the spread of Bolshevism. Immigrants 

were perceived as potential “subversives and agitators” (Fee and Brown, 2002, 37).   

Question   

 The question for this dissertation is whether the dominant citizen ideology of a 

state causes a variation in state spending for public health services in spite of the 
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influences from other sources, such as the nature of the problem, the actors (including 

institutions, and the symbols used to influence policy. The expectation is that more  

liberal citizen ideology in a given state will influence policy-makers to spend more 

money, relative to other states, specifically on childhood immunization programs. 

However, the influence of these other factors will be considered as well. 

The Discounting of Public Health in Recent Health Literature 

 The significance of public health, as opposed to the significance of medicine, has 

been discounted in several forms of academic literature. Ricardo-Campbell (1982), an 

economist, discusses the reasons for the decline in the mortality rate, but only hints at 

the role of public health. She also discusses the need for cost-benefit analysis, yet fails 

to give an argument that prevention through public health may be more cost effective 

than collective prescriptions for medical care. Although Ricardo-Campbell gives a long 

list of recommendations to fix the health care system, she fails to mention the potential 

benefit that improvements in public health efforts might make in overall health benefits. 

 The famous economist, Kenneth Arrow (1963) also does an odd thing. He says he 

does not discount the significance of public health to health status, but then he fails to 

discuss public health further in his economic analysis of health care. Even more 

difficult to comprehend, 40 years later (2003) Arrow does not even address public 

health in his response to recommendations offered by colleagues for improving the 

health care system. 

 Other examples of the discounting of the significance of public health services to 

the health of the population include the following: Rich and White (1996) present a 

      51



series of articles on health policy, especially the impact of federalism on the states, but 

they fail to focus on the traditional issues of public health; Leichter (1992) presents 

innovations in health care from the states, but fails to draw attention to public health 

concerns; DiIulio and Nathan (1994) discuss health reform from the view of the states, 

but again the discussion focuses on health care at the individual level, not public health 

at the population level. 

  Representing the American Public Health Association, Edwin C. Marshall (2004, 

1) recently testified to the U.S. House Appropriations Subcommittee on Labor, Health 

and Human Service and Education about missed opportunities to reduce health care 

costs. He asserted that efforts of the Centers for Disease Control and Prevention (CDC) 

have never been more important. This work includes dealing with threats of terrorism,  

emerging infections and diseases, the obesity epidemic, and issues of an aging 

population. Yet, based on professional estimates of need, the programs of the CDC 

continue to be significantly under-funded by Congress. 

 State policy makers must likewise determine how to respond to the public health 

needs of their respective states. Does citizen ideology play a role in determining the 

relative generosity of state policy-makers to the public health needs of their states? This 

is the primary question of this dissertation. 

The Politics of Public Health 

 What is the politics of public health? It is a study of the blending of three strands 

that have to do with the nature of the problem of public health, the institutions and 

actors of the public health community, and the use of symbols to impact public health 
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policy. Each conceptualization of the nature of the problem is rooted in ideology 

(values focused on individual rights and responsibilities versus emphasis on population 

health and welfare). Definitions of authority to deal with public health issues vary in 

nature and scope. The implementation of goals at multiple levels, based on these 

varying concepts of public health and public health authority is inconsistent, at best, 

and unjust, at its worst. The institutions and actors of public health have historically 

been influenced by the episodic nature of disease, the rise and fall of public interest, 

and governmental response to this fluctuating interest. Over time, the interplay among 

public health institutions and other actors in the public health community has become 

much more complex. This includes the significant impact of federalism. Also, the use 

of symbols to promote or discourage public health causes must be considered a thread 

in any historical or present day understanding of the politics of public health. 

Symbolism can impact the way public health issues are framed and the way public 

health institutions and actors respond to this impact. 

 Policy-making theories like these, which concern the nature of the problem, the 

actors involved, and the symbols used to pull policy in one direction or the other, can 

be seen as competing or complementary. For instance, one could ask which factor is 

more likely to drive state spending on public health: issues based on the nature of the 

problem or issues that arise due to on focusing events? On the other hand, the theories 

could be seen as complimentary, or even additive. Given the nature of the problem, a  
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certain type of focusing event, such as the high potential for disease outbreak after a 

natural disaster, might cause state governments to ask more aggressively, i.e. spend 

more money on public health.   

 This dissertation asserts that citizen ideology is the underlying causal factor which 

drives all state response to public health need. The dominant political culture, either 

liberal or conservative, frames the definition of the problem. In other words, we see 

social problems, including public health, through the lens of our political ideology. 

Policy activists who respond to public health needs and threats must take into account 

the dominant political ideology of the given state, and mold their actions accordingly. 

The use of symbols to motivate the public as well as policy-makers must be framed in 

ways that will be appreciated by those who adhere to the dominant political ideology of 

the state. To try to change policy without grasping the significance of a state’s citizen 

ideology would be fool-hardy. It is citizen ideology which ultimately drives the politics 

of public health. Citizen ideology at the state level impacts state spending on state 

public health programs. Demonstrating support for this theory is no small challenge. 

To simplify the task, at least somewhat, and to find models which are consistent across 

states, I now narrow the focus to state immunization programs. 
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CHAPTER IV 

IMMUNIZATION PROGRAMS 

 

 The scope and variety of public health programs make it difficult to compare all 

states on all aspects of public health. Even the statutory definitions of public health vary 

from state to state. Comparing state public health efforts in any comprehensive sense 

becomes impossible. Therefore, this dissertation will focus on one of the aspects of 

public health service that all states provide, i.e. immunization programs. This will allow 

for a more direct illustration of how citizen ideology impacts the funding of public 

health services at the state level. However, before laying out these factors, it is 

important to give context to the state immunization effort. First, the federal institutions 

which support immunization programs will be briefly described. Then the variety of 

effort at the state level is addressed.  

Federal Institutions and Immunization Policy 

 In general, the federal government has limited its role in the immunization of 

citizens to: research and development of vaccines; creating information and reporting 

systems; and providing incentives for states to vaccinate their populations. With two 

exceptions, i.e. U.S. military forces and those persons seeking to enter the country, the 

federal government does not require immunizations. It does not attempt to compel the 

immunization of citizens (Biggs and Helms, 2004, 9).  

 In Chapter II a review of the major federal agencies and programs involved in 

support of public health was provided. This included the cabinet level Department of 
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Health and Human Services (DHHS), the Public Health Service (PHS), the Office of 

the Assistant Secretary for Health, the Office of Public Health and Science (OPHS), 

and the Centers for Disease Control and Prevention (CDC). The two primary agencies 

implementing federal immunization efforts are the National Vaccine Program Office 

(NVPO) and the National Immunization Program (NIP). NVPO is housed in the OPHS, 

a division of DHHS. The NIP is based in the CDC, which is also a division of DHHS 

(Biggs and Helms, 2004). The following exhibit (4.1) shows the location of the NVPO 

and the NIP within DHHS. 

Exhibit 4.1: Location of the NVPO and the NIP within DHHS 
______________________________________________________________________ 
 
Department of Health and Human Services (HHS) 
 Assistant Secretary of Health  
  Office of Public Health and Science (OPHS)   
   National Vaccine Program Office (NVPO)  
 
Department of Health and Human Services (HHS) 
 Centers for Disease Control and Prevention (CDC) 
  National Immunization Program (NIP) 
______________________________________________________________________  
 

 The National Vaccine Program is responsible for “coordinating and ensuring 

collaboration among the many federal agencies involved in vaccine and immunization 

activities” (NVPO, 2004, 1). The program is intended to provide leadership among 

federal agencies under the auspices of the National Vaccine Plan, the framework for 

“pursuing the prevention of infectious diseases through immunizations” (ibid). To 

accomplish these goals, the NVPO partners with the following institutions (NVPO, 

2004a, 1): 
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• Agencies within the Department of Health and Human Services (DHHS); 
CDC, NIH, FDA, HRSA 

• Other Federal agencies (such as the Department of Defense (DoD), U.S. 
Agency for International Development (USAID)) 

• NVPO’s Inter-Agency Vaccine Communications Group (IAVCG) 
• The National Vaccine Advisory Committee (NVAC) 
• U.S. commercial vaccine industry 
• Global organizations, including the World Health Organization (WHO) 
• Non-governmental organizations, e.g., the Gates Foundation and The 

Global Alliance for Vaccines and Immunization (GAVI) 
• Consumer groups 
• Academic institutions 

  

 One of the NVPO partners is the National Vaccine Advisory Committee. Its 

purpose is to make recommendations to the Director of NVPO concerning: the 

availability of safe and effective vaccines; research priorities; program implementation; 

and needed areas of government and non-government cooperation (NVPO, 2004b). 

 The National Immunization Program (NIP) is “responsible for the area of 

immunization practices” (Biggs and Helms, 2004, 6). Its primary mission is to work to 

“prevent disease, disability, and death in children and adults through vaccination” (NIP, 

2005, 2). Its goals are to (ibid): 

• Prevent disease. Eradicate, eliminate, or control vaccine-preventable 
disease in the U.S and globally. 

• Achieve maximum immunization coverage. Raise and sustain vaccine 
coverage levels for all populations for all recommended vaccines. 

• Establish effective partnerships. Engage new and existing partners to 
fulfill [the NIP] mission.  

• Conduct reliable scientific research. Provide scientific leadership in 
vaccine-preventable disease control and delivery of vaccines. 

• Implement effective immunization systems. Build and sustain systems that 
ensure vaccination. 

• Ensure vaccine safety. Promote safety of vaccines and immunization 
practices. 
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 On the surface, it seems there is much redundancy between the NVPO and the 

NIP. In an ideal bureaucratic system, their efforts would be complementary and 

coordinated. The extent to which this is the case at the federal level in the areas of 

vaccines and immunizations is beyond the scope of this dissertation.  

Federal Funding to Assist States: Vaccines for Children 

 Lagging rates of vaccination for school age children prompted Congress to enact 

the Comprehensive Childhood Immunization Act of 1993. The law allowed for federal 

funding of the Vaccines for Children Program (VFC) “to support state efforts to 

vaccinate all children” (Biggs and Helms, 2004, 8). The VFC Program is housed in the 

National Immunization Program (NIP). Income eligible children are now able to 

receive free vaccines. States are also given incentives for increasing participation 

through education, for improving delivery of vaccines, and for simplifying 

immunization schedules. The law also requires states to submit plans which attest to 

their compliance with and enforcement of school immunization laws (ibid). 

State Immunization Programs 

 States retain the authority to compel vaccination and to collect data related to 

vaccine-susceptible diseases. However, it should be understood that vaccination itself 

occurs locally. Its delivery is dependent on the community-based infrastructure, that is, 

on private physicians and public health personnel. Some communities may use the 

private sector more, while others may rely more heavily on the public health system for 

immunizations.  
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 The basic function of state immunization programs is to ensure the adequate and 

timely immunization of their respective populations; however, states differ somewhat in 

their approach to this effort. Not all states maintain statewide immunization registries, 

and among those who do, some do not require the registration of vaccinations. All 

states use schools (public and private) as gate-keepers to ensure the immunization of 

school-age children. However, some states expect their state immunization program to 

enforce compliance with daycare and Head Start immunization requirements, while 

other states regulate this through agencies that are external to the state immunization 

program. Some states provide a central inventory of vaccines to be distributed to 

providers, while others do not.  

 States also differ in the degree to which they mandate the vaccinations 

recommended by the federal Advisory Committee on Immunization Practices (ACIP). 

State health departments frequently adapt federal policies to their own needs by 

refining CDC guidelines to better fit their populations and budgets. This process 

includes determining whether each ACIP recommended vaccination will be voluntary 

or mandatory in the given state, and then auditing for implementation (Biggs and 

Helms, 2004, 8). However, state “Medicaid programs are mandated to cover all 

vaccines recommended by the ACIP within 90 days of the publication of the 

recommendations” (Freed, et al., 2000, 35). 

 Following the initiation of the federal Vaccines for Children Program, all vaccine 

delivery systems expanded at the state level. Freed, et al., (2000, 34) classify these state 

delivery systems as: 
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• VFC only. Under these [state] systems, publicly purchased vaccines are 
provided to VFC-eligible children in the public and private sectors according to 
federal VFC guidelines. In most states, all children (including those not eligible 
for VFC) can receive state-supplied vaccines at public clinics. Funding sources 
include federal VFC funds for VFC-eligible children in the public and private 
sectors and primarily federal Section 317 funds for children served in the 
public sector who are not eligible for VFC. 

• Enhanced VFC. These [state] systems include all features of the federal VFC 
program. In addition, underinsured children can receive state-supplied vaccines 
from participating private providers, not just from federally qualified health 
centers and rural health clinics. (States can buy additional vaccine with their 
own funds at the federal contract price for children who do not meet the VFC 
eligibility criteria.) All children, including those not eligible for VFC, can 
receive state-supplied vaccines at public clinics. Funding sources include 
federal VFC funds for VFC-eligible children in the public and private sectors, 
federal Section 317 funds for children served in the public sector who are not 
eligible for VFC, and state funds for underinsured children served in the 
private sector. 

• Universal purchase. UP states supply vaccine to public clinics and participating 
private providers for administration to all children in the state. Although VFC 
was folded into all UP programs, eligibility for state-supplied vaccine does not 
differ by children’s insurance status. Funding sources include federal VFC 
funds for VFC-eligible children in the public and private sectors and a 
combination of federal Section 317 and state funds for children who are not 
eligible. 

 
 It should be understood that universal purchase programs are more generous with 

state funds than enhanced VFC programs, and that the enhanced VFC programs are 

more generous with state funds than the VFC only programs.  

 It is important to consider the structure and function of immunization programs, 

and potential influences on the programs, in light of the policy-making theories 

presented in the previous chapter.  Political influences on immunization programs have 

much in common with public health programs in general, but there are some aspects of 

immunization programs that provide clear examples of these theories. 
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Theoretical Implications for Immunization Policy 
 

 Citizen ideology (the mean of ideological preferences as expressed through the 

votes of the politically active populace) matters in state spending on childhood 

immunizations.  I test this hypothesis in the following chapters. However, it is 

important to consider alternate theories of policy-making, as presented in the last 

chapter, in relationship to state spending for immunizations. Factors considered here 

may mediate the impact of citizen ideology on state spending. First, it should be noted 

how the historical experience of immunology may have impacted the perception of the 

nature of the problem. 

The Nature of the Problem 

 In the United States, few other health problems have caused as much human 

devastation as the diseases which can now be prevented through immunization. 

Immunization stands next to sanitation, hygiene, and purification of the water and food 

supplies, as one of the most significant public health endeavors to ensure continued 

health of the population. Vaccine preventable diseases, such as measles, mumps, 

rubella, and polio, are now considered under control thanks to massive and on-going 

immunization efforts throughout the U.S. All levels of government, as mentioned 

earlier, are involved with the immunization effort. At the federal level, the 

immunization programs (with the exception of research funding), are primarily 

supportive of state and local immunization efforts. Every state has statues in place to 

ensure the immunization of school age children and every state uses local schools as 

gatekeepers for this purpose. State and local health departments collaborate to ensure  
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the availability of vaccines for children. Without these efforts, the assumption is that 

rates of vaccine preventable diseases would surely rise. How could there be any doubt 

that there will always be continued financial support for immunization programs?  

Salience 

 Immunization of the population has worked so well, certain major diseases that 

plagued our country for decades are no longer considered significant threats. 

Vaccinations work! Therefore, immunization policy is, in part, a victim of its own 

success. If the public sees other threats as more urgent or more salient, it can be 

assumed that the emphasis on the need to spend limited resources on immunization 

programs may be diminished.  

 On the other hand, when there is an unexpected outbreak of a vaccine preventable 

disease in a state, the public is given a reminder of the importance of immunizations. 

The need to better fund immunization programs may become more apparent due to the 

perception that the problem has become more salient and requires immediate legislative 

attention. This illustrates the theory of salience as outlined in the previous chapter, and 

it fits with the historical patterns of episodic response to public health issues described 

earlier. An outbreak of a vaccine preventable disease, therefore, becomes a potential 

focusing event, such as those suggested by Birkland (1997).   

Complexity 

 Like other public health issues, immunization is very complex. Multiple levels of 

immunization politics are required to accomplish immunization of the population. 

      62



State police powers provide the authority for states to enforce immunization policy. 

Under state authority, local governments, including school boards, help to ensure 

compliance with state immunization statutes. The population of each state can be seen 

as gaining community immunity as a result of immunization policies that require 

individual children to participate.  

 Federal, state, and local forces are used to monitor rates of immunization. (Even 

so, annual immunization rates are not known for certain rural areas because the rates 

are only tallied for states and metropolitan areas.)  Outbreaks are identified through 

local and state collaboration, and this information is transmitted to federal agencies as 

well. Education about immunization comes from numerous sources at multiple levels. 

Local schools, churches, and businesses may partner with local and state governments 

to provide educational programs designed to “get the word out,” in other words, to 

educate parents on the importance of timely vaccination of their children. Well trained 

physicians, nurses, and other public health personnel are needed not only to participate 

in education of the population, but to inject the vaccines as well. Vaccine research, the 

basis of immunology, is generally funded by federal government dollars and private 

corporate dollars, although some private, non-profit funding is also involved.  My point 

is that the several aspects of immunization policy (monitoring of rates, delivery of 

vaccine, education of the population, enforcement, research,) must be cooperatively 

accomplished through multiple levels, which makes for a very complex policy area.  
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Immunization Policy Actors and Institutions 

 Professionals of various sorts are needed to accomplish childhood vaccinations. 

As mentioned above, scientists are needed to research and create vaccines. Highly 

trained medical and public health personnel are required to accomplish the 

administration of the vaccines. These personnel frequently are called on to be 

immunization educators as well. Parents, and groups of parents, may become involved 

in coalitions to support, or oppose, immunizations.  

 In addition to federal, state, and local governmental institutions, the provision of 

immunizations requires multiple levels of private institutions. In the United States, the 

scientists who work on vaccine research usually do so on behalf of pharmaceutical 

companies. Physician associations frequently work with community associations or 

local businesses to educate parents about the importance of immunizations. Insurance 

companies, both large and small, must make the determination as to whether they will 

provide payment for the vaccination of children covered by their policies. Employers 

must decide whether to insist that insurers provide this coverage. 

 Collectively, these public and private actors and institutions may be seen as 

stakeholders in the area of immunization policy. (Of course, children are the biggest 

stakeholders, but our system does not presently give them voice.) To the extent that 

these actors and institutions are actively involved in immunization policy-making, they 

may be considered the immunization policy community. Using Birkland's typology, 

this policy community is distinct from interest groups which lobby primarily for selfish, 
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or even for public, interests. This policy community includes all those who are involved 

in immunization policy-making, regardless of their motivation. 

 It is assumed that immunization policy-makers respond to pressures from the 

immunization policy community. However, as long as the issue of immunization is 

considered of relatively low salience, because historically immunizations have worked 

well and there have been relatively few outbreaks in recent years, elected political 

leaders may see other issues as more pressing. Immunizations, per se, slip down on the 

agenda because they are not most salient. This is certainly true at the state level, 

especially when state budgets are strapped for cash and devolution of responsibility 

continues from the federal to state governments. Policy-makers, that is, legislators, 

governmental executives, agency administrators, and judges, may be more concerned 

with citizen ideology, in general, than they are with the opinions of the immunization 

policy community on specific immunization issues. However, it should also be noted 

that administrative policy-makers may be more responsive to the immunization policy 

community than are elected officials. 

Dimensions of Federalism in Immunization Policy 

 Lowry’s (1992) framework of vertical and horizontal dimensions of the impact of 

federalism may be applied in the area of immunization policy. The vertical dimension 

of federalism can be seen in the relationships of federal programs of the NVPO and the 

NIP to the state immunization programs. This is especially true of the NIP’s Vaccines 

for Children Program (VFC). All states need the vaccines provided to income eligible 

children, but the price is compliance with a complicated process that has, in several 
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ways, been cumbersome. The “red tape” of VFC has been a complaint of private 

physicians who participate in the program, and is suspected of being a disincentive for 

other physicians to participate. State immunization programs also have reporting 

requirements which may consume much staff time. 

 As mentioned earlier, the vertical dimension relates to the “degree of state 

autonomy with respect to federal authorities,” (Gerber and Teske, 2000, 873). 

State immunization programs are particularly vulnerable to federal intervention. 

This is true of the programs, like VFC, which bring federal dollars to state programs. It 

is also true of programs which bring federal dollars to municipalities, side-stepping the 

control of the state immunization program.  

 Also along the vertical dimension of federalism, some cities and regions of certain 

states have established their own immunization registries, in part out of frustration with 

the states’ inability or unwillingness to establish highly functional registries. This also 

diminishes state power, but from the bottom, rather than from the top.  

 The horizontal dimension probably deserves further study, particularly in the area 

of immunizations. Some states have taken the leadership role in certain aspects of 

immunization policy innovation. For instance, some now have mandatory state-wide 

immunization registries. Some have implemented universal purchase of vaccines. Some 

demand first dollar coverage of insurance providers. Some have taken a leadership role 

in the establishment of immunization coalitions for the promotional and educational 

purposes at the state level. The list goes on and on. The point is that states vary in the 

methods that are used to strive for full immunization of the children in their respective 
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states. Identifying state leaders in immunizations is usually done through comparing 

immunization rates, but it could also be done by comparing programs.  Another way to 

look at this “effort” is to quantify it in terms of dollars spent. The level of state 

spending on immunization programs may be compared, which will be demonstrated in 

the following chapter. 

The Use of Symbols in Immunization Policy 

 To repeat a point made earlier, the reduction of events to simple, graphic, and 

familiar symbolic packages greatly enhances the power of an event (Edelman, 1967, as 

cited in Birkland, 1997). In the U.S. it is unlikely that many adults of today have 

forgotten the photo of rows of children encased in “iron lungs,” the “monstrous 

breathing machine” intended to “keep some polio victims from suffocating” (LIFE, 

2003, 165). Such pictures were able to motivate citizens to “take safety precautions--

and, soon, polio shots” (ibid). An adviser to the American Academy of Pediatrics, Dr. 

Edward Rothstein, commented “I remember how the fear of polio changed our lives--

not going to the swimming pool in summer, not going to the movies. . . I remember 

pictures of wards full of iron lungs, hundreds in a room . . . It affected daily life more 

than AIDS does today” (ibid). 

 Polio has been eradicated in the U.S., and almost throughout the world. Ironically, 

without a “similarly repellent . . . image, some parents today eschew vaccination” 

because they think the health risks outweigh the potential benefits (ibid). On the 

contrary, images of autistic children are frequently displayed on television as their 

parents argue that “the measles-mumps-rubella (MMR) vaccine causes autism” 
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(Madsen and Vewtergaard, 2004, 1).  Even though “there is a sound body of 

epidemiological evidence to refute the hypothesis” that the MMR is responsible for 

autism (ibid), an anti-immunization movement has been able to use the image of 

autistic children to their advantage. The extent to which this movement has been able to 

impact law makers at the state and federal levels is not yet known. However, it is 

obvious that those who prefer fewer mandated immunizations have been able to use this 

symbol to expand the issue, as suggested by theories of group mobilization and 

participation.  

Use of Alternate Theories 

 Therefore, my study must take into account these theories which compete with, or 

perhaps complement, the theory of citizen ideology. As I test the impact of citizen 

ideology on state spending for childhood immunization programs at the state level, it 

becomes necessary to hold constant for factors that have to do with the nature of the 

problem, the actors and institutions of the policy community and policy-makers, and 

the powerful symbols which the latter may use be used to influence the latter.  

 

 

 

 

 

 

 

      68



CHAPTER V 

CITIZEN IDEOLOGY AND STATE SPENDING ON  

IMMUNIZATION PROGRAMS 

 

 Public health in the states is inconsistent and fragmented. Federalism contributes 

to the fragmentation, but health codes and practices are inconsistent from state to state 

and they vary over time (Gostin, 2002). Although the two preceding chapters offer 

causal factors which may mediate state spending for public health programs, I continue 

to argue that variation in the willingness of states to fund public health programs is 

primarily driven by state variation in citizen ideology. I suggest this is true for public 

health, in general, and immunization programs, in particular. I will develop three 

models to test this argument.  It is now necessary to describe the dependent variables 

which are used in my three models. First, however, I explain why I choose to use 

measures of state spending, as opposed to measures of policy liberalism, as dependent 

variables in the models. 

Policy Liberalism? 

 I decided against using policy liberalism for the models for several reasons. 

Policy liberalism, and the factors which impact it, have been studied multiple times in 

political science research. One of the often citied studies, Erikson, Wright, and McIver 

(1993), uses aggregated CBS News/New York Times survey data (1976 to 1988) to 

create “a grand index of state policy.” The authors label this dependent variable 

“composite policy liberalism” (1993, 75). To create the index, they select out certain 
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public policies that are traditionally considered liberal and rate these policies by their 

relative degree of liberalism. However, the model used by Erikson, et al., employs 

sometimes redundant policy indicators to describe policy liberalism. One way to deal 

with this problem is to focus on a single policy area. Erikson, et al., (1993) note that 

others (Weissberg, 1976; Monroe, 1979; Page and Shapiro, 1992) have attempted to 

study specific issues to better understand policy-making, and they suggest that this is 

never an easy task. Even so, a narrowly defined representation of government spending 

on a single area of public health policy provides a clearer and cleaner appreciation of 

state to state variance. Therefore, instead of studying the impact of citizen ideology on 

policy liberalism, I will study the impact of citizen ideology on state spending on 

immunization programs. As with state spending on public health in general, increased 

spending on immunization programs is considered more liberal than conservative.   

Study Design 

 This study is a cross-sectional analysis of the variation in state spending for 

childhood immunization programs. State level comparative studies, such as this one, 

are important because they provide an analysis with an N of 50 (or near 50) among 

democratic governments that are much more similar than they are different, more 

similar than any other 50 governments in the world. The states of the United States 

provide an excellent laboratory to verify or debunk the workings of democracy in 

theory and in practice. A cross-sectional design is appropriate for this question 

regarding the variation in spending across states.  
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 The survey method is one of the most respected means for gathering information 

in political science research. “No other method for understanding politics is used more, 

and no other method has so consistently illuminated political science theories with 

political facts” (Brady, 2000, 47). Although the use of random sampling techniques is 

well established in political science, it is understood that having data from the entire 

population is superior. The survey data for this study were gathered in a 50 state 

telephone survey of state immunization program officials. Our researchers were able to 

speak directly with an administrator of each state immunization program; therefore 

100% participation of the population was attained.  This level of cooperation is rarely 

available in survey research. The survey was administered in April and May, 2003. The 

survey data is limited to spending in 2002 or 2003, depending on the indicator, since 

the data was gathered regarding state policy interventions for those time periods only. 

The survey instrument was developed from previous case studies and pre-tested. (Refer 

to Appendix C to view the entire questionnaire.)  A full 50 state survey provides the 

most thorough review of existing practices and maximizes the ability to generalize from 

the data analysis.   

Immunization Managers as Bureaucratic Elites 

 Public administration literature paints a mixed picture of top executives of 

bureaucracies. Some researchers suggest administrators are “ever-aggrandizing;” that 

they focus on budget maximization and political maneuvering for their agency policy 

preferences (Miller, 1987, 239; Miller and Moe, 1983; Niskanen, 1971). Nachmias and 

Rosenbloom (1980, 251) conclude that the bureaucracy itself has become “a system of 
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governance” and that “the locus of power has shifted to the hands of bureaucrats.” 

Others argue that this is not the case; that the power of bureaucrats is constrained 

(Kaufman, 1981) and that claims of inordinate bureaucratic control are not 

substantiated. Yates (1982, 106) even suggests that bureaucrats are instead 

“minimizer[s]” who struggle to keep “control over relatively small segments of policy.” 

I make the assumption that the level of bureaucratic control of policies and budgets 

varies from agency to agency and from state to state. It is an admitted limitation of the 

present study that I do not use a representation of this level of bureaucratic control in 

my model. However, for my purpose, regardless of their level of control, state 

administrators are the elites who are in a unique position to understand the policies that 

affect their programs and the funding issues of these programs. Therefore, the 

information they provide about funding is reliable and has high validity.  

 Investigators sent letters to all state immunization program directors advising 

them that they would be contacted by telephone by one of two named researchers, and 

requesting their participation in a survey concerning strategies and programs to improve 

childhood immunization rates (see Appendix C for protocol). Although other 

information on state immunization programs and certain opinions of immunization 

officials were obtained during the survey, hypotheses regarding that data are explored 

elsewhere (Collins et al., 2004; Morrow and Collins, 2004). For this dissertation, 

information received from the program administrators focuses on issues of state 

funding.   

Dependent Variable: The Funding of Immunization Programs 
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 State spending is modeled as a function of state support for state immunization 

programs. Three models are used to test the impact of citizen ideology on state 

spending for childhood immunization programs. The dependent variables in the models 

are representations of specific aspects of state spending on immunization programs. 

The measure of comparison is the generosity of each state government, relative to other 

state governments, in spending money on its own statewide immunization program. 

While it would be ideal to conduct a direct comparative study of state spending on all 

public health programs, effective operationalization of public health as a dependent 

variable is impossible. State statutory definitions of public health vary widely (Gostin 

and Hodge, 2002). Not all state public health departments provide the same functions, 

let alone the same types of services. Therefore, comparing them across the board is far 

too cumbersome and potentially misleading. On the other hand, state immunization 

programs, which may be dissimilar in some minor respects, are primarily charged with 

the same basic mission, that is, the timely promotion, management, regulation and 

administration of a given state’s vaccine distribution system, which includes, at least in 

many respects, distribution in both the public and private sectors. This consistency of 

purpose makes the study of state immunization programs a reasonable approach to 

attempt to understand state public health spending in general. In all models, increased 

state spending is considered movement in a Liberal direction. 

 The first dependent variable is a measure of spending for the administration of the 

programs. The second model is based on a redistributive immunization program for 

Medicaid recipients. The third is based on a distributive vaccine program. Therefore, 
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the dependent variables in the three models are similar enough to capture the same 

concept, state spending on immunization programs; yet they describe different aspects 

of spending on immunization programs. For instance, the dependent variable based on 

administrative support may be more influenced by bureaucratic politics than are the 

redistributive and distributive representations of state spending for immunization 

programs.  Higher Medicaid reimbursement rates, in the second model, are aimed at 

increasing immunization services for poor children and carry the burden of prejudice 

against redistributive programs. The final dependent variable, universal purchase of 

vaccine in the third model, again changes the mix. Universal purchase greatly reduces 

the cost of vaccination for those with insurance, and especially for those with no 

insurance coverage. The willingness of the state to fund a universal purchase program 

may be more related to an increased appreciation of community immunity, which is 

better provided through vaccine coverage for all children. On the other hand, a 

universal purchase program may be viewed by some as a form of socialized medicine, 

which could carry a heavier political burden than a redistributive program in 

conservative circles. 

 A simple design using three models to test the impact of citizen ideology on state 

spending on immunization programs should provide robust tests. The use of three 

different aspects of funding as dependent variables, that is, administrative support, a 

redistributive effort, and a distributive process, provides a broader view of the impact of 

citizen ideology than would be available if only one model or one type of funding were 

used for the test.  
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 Data are used from a grant-funded 50 state telephone survey of state immuniza-

tion program officials that was administered in the spring of 2003. Based on a six state 

comparison (Cochran, et al., 2003) and on an in-depth look at the situation in Texas 

where immunization rates were particularly low (Smith, et al., 2003), the survey 

instrument was developed to capture answers to programmatic questions, especially 

state financial support. The survey was conducted through the Earl Survey Research 

Lab under the auspices of the Center for Public Service in the Department of Political 

Science, Texas Tech University. Refer to Appendix C for the instrument and protocol. 

 The survey data allow for three models to test the impact of citizen ideology on 

state spending for immunization programs.  Immunization programs are intended as a 

representation of public health services, in general; however, using immunization 

programs instead of all public health services allows the dependent variable to be much 

more clearly distinguished and conceptualized.  

Independent Variables 

Statewide Citizen Ideology 

 Berry, Ringquist, Fording and Hanson (1998) provide a measure of citizen 

ideology at the district level, and then use these scores to compute an unweighted 

average for each state (Berry, et al., 1998, 343). This measure of citizen ideology, 

(CITI6002), will be the primary independent variable in an empirical study of the 

impact of citizen ideology on state spending on immunization services. Berry, et al., 

(1998), created this measure to avoid certain problems that have come up with other 

research. For instance, they caution against the use of survey data to measure public 
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opinion since data of citizens’ preferences are available for only some states. They also 

note that using only congressional election results as a measure of citizens’ preferences 

tends to ignore the ideological preferences of citizens who vote for losing candidates 

(Berry, et al., 1998). Instead, using a well-thought out set of assumptions (see Appendix 

A for the assumptions and refer to Berry, et al., (1998) for an explanation of these 

assumptions), Berry, et al., elect to create a new measure of citizen ideology. They 

insist that estimating citizen ideology in a congressional district in a given year is the 

major challenge of this puzzle. First they identify the ideological position of each 

member of Congress using interest group ratings, specifically those of the Americans 

for Democratic Action (ADA) and those of the Committee on Political Education 

(COPE) of the American Federation of Labor - Congress of Industrial Organizations 

(AFL-CIO). Then they average the ideology scores for major party electoral candidates, 

using weights that are proportional to each candidate’s share of support in the given 

district. The ideology of the incumbent is observed and measured by a rating 

organization. Although the ideology of the challenger is not directly observable, Berry, 

et al. (1998, 331), presume it to be “equal to the average ideology score of all 

incumbents in the state from the same party.” Also, if a district’s incumbent does not 

run again, the assumption is made that the ideological position of the candidate from 

the same party is similar to that of the incumbent.  Berry, et al., then estimate citizen 

ideology in each congressional district using the ideology score for the district’s 

incumbent, the estimated ideology score of a challenger (or a hypothetical challenger), 

and election results that “presumably reflect ideological divisions in the electorate” 
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(Berry, et al., 1998, 330-331). Lastly, these district level citizen ideology scores are 

used to compute an unweighted average for each state.  

   In February, 2004, Berry, et al., deposited their most recent data collection 

which includes this measure of citizen ideology through the year 2002. It is this 2002 

data which will be analyzed as the primary explanatory variable in support of three 

hypotheses that citizen ideology impacts state spending on immunization policy. It is 

important to note that the citizen ideology scores correlate well with the Erikson, et al. 

ideology indicator (Berry, et al., 1998, 343).  

 The efforts of Berry, et al, to create this measure of citizen ideology and their on-

going efforts (1960-2002) to collect the data and to make it available to other 

researchers through the Inter-university Consortium for Political and Social Research 

(ICPSR), make this an ideal indicator of citizen ideology for the present study. It is 

important to have a measure of citizen ideology that is concurrent with the data of the 

dependent variables, because “measures of citizen ideology quickly become outdated” 

(Berry, et al., 1998, 328). Citizen ideology is not static (Page and Shapiro, 1992; 

Stimson, 1991). 

Controls 

 However, as discussed in the previous two chapters, factors other than citizen 

ideology may enter into the equations. Therefore, it is necessary to hold constant for 

several other potential explanatory variables. Where theoretically relevant, the 

following variables are included in the models: government ideology (GOVIDE); 

population need, including the percent of children under 18 who are under 5 years of 
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age (PERCENT5), the level of poverty (POVERTY), and the estimated state population 

(ESTPOP); salience as measured by the number of related newspaper stories 

(SALIENCE); state capacity as measured by gross state product per capita, in millions 

(GSPPCAP); Medicaid spending, including Medicaid eligibility levels for children 

(MEDICELI) and Medicaid spending per capita (MEDIPCAP); complexity as 

measured by the number of Immunization Action Plan Areas (IAPS); and the Northeast 

region of the United States (NOREAST). Each plays a part in at least one of three 

models presented later in this chapter. The variables are described below, and their 

sources are provided. Justification for their use in each model will follow in the 

discussion of the respective models. 

Government Ideology 

 As my first control measure I consider government ideology. It is important to 

control for government ideology because party activists often become party elites, 

including state elected officials. Erikson, Wright, and McIver (1993, 119) claim that 

activist sentiment tends to be more extreme, “with liberals moving into the Democratic 

elite and conservatives into the Republican elite.” Preferences of elites in state 

government tend to “pull” policy toward their respective extremes while the moderate 

preferences of the electorate “push” policy in the other direction (Erikson, et al., 1993, 

11). Therefore, the influence of political elites (government ideology) in a state allows 

for a control of the extremes within the political parties.  

 Berry, et al., (1998) measure government ideology by creating a composite 

measure of the ideology of five actors in the respective state governments, i.e. the 
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governor, and the two major parties in each legislative chamber. In this case, Berry, et 

al, use the COPE scores from each state’s congressional delegation to estimate the 

ideological position of state legislators of the same party in the home state (Gray, et al., 

2004). They use “intra-chamber power share measures along with certain assumptions 

about the inter-institutional distribution of power that allows a weighted average of the 

ideology scores for the five institutional actors” (Morrow, 2003, 7; refer to Appendix 

A, assumptions 6-9). Berry, et al. (1998, 334), concluded they were able to describe the 

“ideological center of gravity” in a state government at a given moment in time (334).  

It is their 2002 measure of government ideology, deposited in ICPSR (2004) that I will 

use as a control measure (GOVIDE). It must be noted that there is a relatively high 

correlation (.55) between citizen ideology (CITI6002) and government ideology. 

Population Need 

 Due to nature of the problem, that is, the potential for the spread of disease, and 

the perception of this potential, it is necessary to know the variation from state to state 

as to the need for prevention. In other words, the percent of the population of those 

under the age of 18 who are under the age of 5 provides a good measure of the relative 

need for childhood immunization services. Kids Count Census Data Online (2005) lists 

this percentage per state for the 2000 census. These percentages are used as a control 

variable (PERCENT5) in two of the three models, where need of the population is 

considered especially relevant.  

 Another variable which considers access is the level of poverty in a state. I use the 

percentage of a state’s population that is under the federal poverty limit for 2001, using 
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the Current Population Survey of the United States Census Bureau (2004b). This 

measure (POVERTY) is used in the model where the need of poor children is most 

relevant. 

Salience 

 As mentioned above, salience is the extent to which an issue has become 

“prominent or stands out in the public’s orientations to politics” (Pierce, 1975).  That is, 

salience has to do with how important an issue has become to citizens based on its large 

scale effect on a population and on how attentive the public is to the situation. Because 

salience can be a confounding factor, according to theory, it is important to control for 

its influence on funding. It is possible that salience fluctuates, in part, because the 

public’s attention has a short lifespan. That which excites the public today may not 

reflect more persistent values and preferences as those values represented by citizen 

ideology. A measure of salience, therefore, should indicate the current attention of the 

public to a specific issue. Salience may also indicate a sense of the level of activity of 

the given policy community in a state.  

 A proxy for this prominence in the public’s thought is how often newspapers 

report on a given issue. Newspapers have been used as an indicator of salience in 

previous work (Quigley, 2005). If there is heavy debate on an issue, such as 

disagreement over a proposed a new immunization requirement, or if a potential 

focusing event occurs, such as the outbreak of a vaccine preventable disease, it is 

expected these would be reported in daily newspapers. Likewise, a high level of activity 

among the policy community would probably be noted in the newspapers. For this  
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study, data concerning immunizations were collected for a three year period (2000-

2002) for every state using Lexis-Nexis to create a variable representing salience 

(SALIENCE). 

Gross State Product per Capita (in millions) 

 An estimate of the gross state product (GSP) per capita was created by using 2002 

estimates of the Regional Economic Accounts of the Bureau of Economic Analysis 

divided by the estimated state population (in millions) for 2002 from the United States 

Census Bureau. In this study of the impact of citizen ideology on state spending, it is 

important to control for the relative capacity of a state government to provide these 

programs. GSP per capita provides a reasonable proxy for state capacity. More 

specifically, the gross state product for 2002 is estimated as Real GSP (millions of 

chained 2000 dollars) by the Bureau of Economic Analysis in their Regional Economic 

Accounts; last revised December 1, 2004. These state estimates were divided by the 

estimated state population (in millions) for 2002 from the United State Census Bureau, 

Population Division, in their Annual Estimates of the Population for the United States 

and States, and for Puerto Rico: April 1, 2000 to July 1, 2004, released December 22, 

2004. Therefore, gross state product per capita (GSPPCAP) is a representation of the 

production level of a given state divided by the population. It is important to control 

among states using this measure of a state government’s capacity to provide for the 

needs of its population. 
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Medicaid Spending 

 Medicaid eligibility levels for children ages 1-5 for 2002 and gross Medicaid 

spending for 2002 are necessary control variables in one of the models considered. 

Medicaid eligibility levels speak to how broadly the state spends its funds for the poor. 

A higher eligibility level indicates a willingness on the part of the state government to 

provide benefits to more children. In the test which addresses the provision of services 

to poor children, as opposed to administrative support or as opposed to more 

distributive benefits, it is important to control for this variable; otherwise increased 

spending might be masked by the fact that the state is already providing more service to 

poor children.  The percent of the federal poverty level used, per state, to determine 

Medicaid eligibility for children ages 1-5 is represented by my variable, MEDICELI. 

This information was provided for year 2002 from the Kaiser Family Foundation 

archives through e-mail correspondence. No value was provided for Tennessee for this 

year, due to the complicated nature of TennCare eligibility. However, for year 2003, the 

Foundation determined that 133 was an appropriate percent to represent the Tennessee 

Medicaid eligibility level for this age group. Since Tennessee children were eligible for 

Medicaid in 2002 through TennCare, the figure calculated by the Foundation for the 

following year is used as a reasonable approximation for 2002.  

 Total Medicaid spending was also provided through the archives of the Kaiser 

Family Foundation via e-mail correspondence (2005). These figures were divided by 

the estimated state population for 2002 to obtain gross Medicaid spending per capita 

(MEDICAP). The estimated population for each state was taken from the United States 
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Census Bureau, Population Division, in their Annual Estimates of the Population for 

the United States and States, and for Puerto Rico: April 1, 2000 to July 1, 2004, 

released December 22, 2004. This variable is distinct from the previous variable 

indicating the level of Medicaid eligibility of children. Medicaid spending per capita  

includes all Medicaid dollars (federal and state) that are available for the state, which 

much be taken into account when considering how citizen ideology impacts state 

spending on immunizations.   

Immunization Action Plan Areas 

 Complexity is evident in immunization policy. It is, in part, due to the nature of 

the problem, and, in part, due to federalism. The National Immunization Program is 

home to the Vaccines for Children Program, which sends funds to state immunization 

programs. However, certain cities are eligible for CDC funding for immunization 

programs due to their designation as Immunization Action Plan Areas (I.A.P.s). As a 

measure of complexity, the number of I.A.P.s per state is used. I assume that as the 

number of I.A.P.s increases, there may be increased confusion for state level policy-

makers concerning the state's role in providing funding for childhood immunizations. 

The complexity (and confusion) may cause policy-makers to be reluctant to increase 

funds through state coffers. 

Northeast 

 Policy diffusion is often clustered geographically. I observed that the states in the 

Northeast appeared to be heavily represented among those states with universal 

purchase of vaccines. It is necessary to control for such regional effects. Therefore, a 
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dummy variable is created for the states in the Northeastern United States. Based on the 

Geographic Areas Reference Manual of the U.S. Census Bureau Population Regions 

(2005), a dummy variable was created to control for the states of Connecticut, 

Massachusetts, Maine, New Hampshire, New Jersey, New York, Pennsylvania, Rhode 

Island, and Vermont. 

Three Models and the Measurement of Dependent Variables 

 The following hypotheses will be tested: 

H1: An increase in the citizen ideology score, i.e. an increase in liberalism, is 

associated with higher operating budgets.  

H2: An increase in the citizen ideology score is associated with increased Medicaid 

reimbursement rates for vaccinations. 

H3: An increase in the citizen ideology score is associated with a greater likelihood that 

a universal purchase system will be enacted.  

Model 1: Operational Budget 

 The first model will use the state’s relative spending on operational funds for its 

immunization program as a dependent variable (refer to Table 5.1). This includes 

salaries for administrative and other staff, and all other expenses in the program 

operating budget, with the exception of the costs of vaccines, per se. State operating 

budgets were specified for the previous fiscal year by each of the immunization 

program officials participating in the survey. This figure is divided by the state 

population for 2002 (Census, 2004) to create a new variable, BUDDIVPO, in other 

words, the operating budget divided by state population. An increase in BUDDIVPO 
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will be considered a sign of increased public health spending. It should be noted that 

money for vaccines comes from both state and federal sources, as well as private 

sources, and the mix of these funds varies widely from state to state. To keep the 

analysis clean, all participants were asked to avoid including any federal or state 

monies for vaccines, using only operating funds for their response.  

 Citizen ideology (CITI6002) is the primary independent variable in all models, 

since my purpose is to determine how citizen ideology impacts spending on state 

immunization programs. More liberal citizen ideology is expected to have a positive 

effect on administrative support for immunization programs via their operating budgets. 

          In this first model I also hold constant for government ideology, salience, gross 

state product per capita, and the number of Immunization Action Plan Areas. It is 

expected that government ideology (GOVIDE) may impact state spending on 

immunization operating budgets as elites, who tend to represent the extremes of their 

own political parties, may pull policy decisions for state spending on immunization 

programs away from a mean based solely on citizen ideology.  

          Other factors must be considered in this model. Policy-makers cannot afford to 

ignore that which is salient to the public; therefore, I expect to see positive impact 

caused by increased salience (SALIENCE) as well. The gross state product per capita 

(GSPPCAP) provides a strong indication of state capacity. Since I am primarily 

concerned with the impact of citizen ideology, it is necessary to hold constant the 

relative capacity of each state to provide operating funds for their immunization 

programs. The number of Immunization Action Plan Areas (IAPS) is one indication of 
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policy complexity. It is expected that an increased number of IAPs will have a 

depressing effect on state funding for immunization program operating budgets. 

Together, these variables create the dynamics of the first model, which primarily speaks 

to administrative support for a state’s immunization program. 

Model 2: Medicaid Reimbursement Rates 

 The second dependent variable, state spending on immunization programs is 

based on the Medicaid reimbursement rates authorized by the respective state 

legislatures and signed into law by their governors (refer to Table 5.2). The 

reimbursement rate represents the amount each private physician or clinic will be 

reimbursed by the state Medicaid program for the administration (injection) of each 

vaccine to a Medicaid recipient. Some injections may be combinations of vaccines; 

however, the reimbursement rate is typically tied to the injection itself, not the type of 

vaccine. Therefore, the dollar figure of the reimbursement rate becomes another 

measure of how generously a state government is willing to support the distribution of 

immunizations. A higher Medicaid reimbursement suggests more state spending for 

poor people who rely on public health services. This indicator will be labeled 

MEDICD. 

 Tennessee is a special case due to its Medicaid waiver and the TennCare managed 

care system. The response given by the immunization program official for the 

reimbursement rate was correctly stated as zero. The managed care system does not 

reimburse providers per vaccination. However, it seems inappropriate to code the 
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Tennessee as zero for its Medicaid reimbursement rate, since this would indicate no 

funding at all provided by the state for vaccine administration for Medicaid patients. 

Although Tennessee prides itself on spending less per recipient than any other state, it 

also covers a greater percentage of its poor residents through TennCare than other states 

do through Medicaid (Kidscount, 2002). Therefore, Tennessee was assigned a Medicaid 

reimbursement rate of $3.20, which is lower than any other state rate. The next three 

lowest states have rates of $3.30, $3.37, and $3.50. (Two additional regressions were 

run, with one substituting zero and the other substituting the mean of the states for 

Tennessee’s Medicaid reimbursement rate. Neither attempt made any difference in the 

analysis.)    

 In this second model, citizen ideology is again the primary independent variable. 

Although it may seem that spending for immunizations for poor people would be 

“immune” from controversy, it is rare that redistributive programs for the poor do not 

carry with them the burden of disapproval from conservative sectors. Therefore, states 

with more liberal citizen ideology scores are more likely to fund immunization 

reimbursement rates at higher levels than those states with more conservative citizen 

ideology scores.  

 This model also holds constant factors of: government ideology; population need, 

including the percent of children under the age of 18 who are under the age of 5 and the 

level of poverty in the state; salience; gross sates product per capita (in millions); and 

Medicaid spending, as indicated by Medicaid eligibility levels for children and 

Medicaid spending per capita.  
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 It is expected that government ideology may impact state spending on this 

redistributive program for the same reason that I expect it to impact spending on 

administrative support for immunization programs. The policy preferences of elected 

elites will tend to pull policy decisions for state spending on immunization programs 

away from a mean based solely on citizen ideology.  If elites are more liberal than the 

mean of citizen ideology I expect to see the impact of government ideology in a 

positive direction, and vice versa.  

 Because Medicaid reimbursement rates reflect spending on a redistributive 

program, it is important to consider the relative need of the population of each state. 

One way to consider need is to control for the percent of children under the age of 18 

who are under the age of 5 (PERCENT5). Since most immunizations must be 

completed before children become eligible to enter school, this is a valid indicator of 

the relative need. A higher percentage of children in this age group would indicate a 

greater need for spending on immunizations. Also, the level of poverty (POVERTY) in 

a given state indicates a greater need for public health services, as opposed to private 

medical care which many may not be able to afford. Since I am primarily testing for the 

effect of citizen ideology, it is important to control for these two indicators of need. 

 It is also important to hold constant for two factors directly related to Medicaid. 

First, the relative generosity of a state toward their Medicaid programs must be 

considered. MEDICILI is the percent of the federal poverty level used, per state, to 

determine Medicaid eligibility for children ages 1-5. A higher eligibility level for 

children indicates that the state intends to be more inclusive in its provision of benefits, 

      88



that is, providing benefits to more children. Second, Medicaid spending per capita 

(MEDIPCAP) is an indication of the combined state and federal funds available for 

Medicaid beneficiaries in the state. This speaks more to the capacity of Medicaid to 

meet the needs of the population, but also creates another factor which must be held 

constant.  If more Medicaid funds are available to be redistributed, policy-makers may 

feel more generous. 

 As in the first model, policy-makers cannot afford to ignore that which is salient 

to the public; therefore, I expect to see some impact caused by salience (SALIENCE) as 

well. If there has been a recent outbreak of a vaccine preventable disease, elites may 

feel more pressure to reinforce spending for poor populations to ensure that “pockets of 

need,” that is, areas where immunization rates are typically low, do not put the rest of 

the population at risk. Therefore, I must hold constant for salience in this model. 

 The gross state product per capita, in millions, (GSPPCAP) provides a strong 

indication of overall state capacity. States with relatively strong capacity have at least 

the ability, if not the willingness, to pay higher rates for Medicaid services. The number 

of Immunization Action Plan Areas (IAPS) is one indication of policy complexity. It is 

expected that an increased number of IAPs will have a depressing effect on state 

funding for immunization program operating budgets, because of the connection to 

federalism and to possible confusion concerning the state’s role in providing 

immunizations in cities where the federal government is willing to spend money to 

ensure coverage.  
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 Together, these variables create the dynamics of the second model, which 

considers spending for a benefit that is redistributive in nature, helping to provide for 

immunization of poor children.  

Model 3: Universal Purchase of Vaccines 

 A third measurement of public health expenditures will be whether or not the state 

has implemented a program of universal purchase of vaccines, which represents a 

benefit for all children, as opposed to a benefit solely for poor children (Model 2) or 

funding for administrative support for services (Model 1).  In universal purchase 

systems the state takes responsibility for buying all vaccine not otherwise provided by 

the federal government. Then the state distributes the vaccine to both public and private 

providers free of charge. The providers, in turn, may charge vaccine recipients a fee for 

administering the vaccine. As mentioned above, for Medicaid recipients this rate is set 

by the state, but in the private sector contractual arrangements with insurance carriers 

and prevailing rates in the geographic area may cause this administration fee to vary 

from location to location. Regardless, those states with universal purchase of vaccine 

are willing to pick up a substantial portion of the cost of ensuring that all children have 

access to immunizations. This is considered a major indicator of public health spending 

(refer to Table 5.3). Based on the responses of state immunization program officials, 

the states were coded as either 1, signifying a universal purchase program in the state, 

or 0, meaning none is present. This indicator is labeled as UNIPUR.  

 This model likewise tests the effect of citizen ideology (CITI6002) on 

government spending for immunization programs.  To what extent does the mean of 
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citizen ideology impact a state’s decision to spend funds for the universal purchase of 

vaccines?  

 Model 3 also holds constant for government ideology (GOVIDE). To what extent 

do the policy preferences of elites impact the policy decision to fund universal purchase 

programs? This influence must be held constant for every state to allow for a clear 

picture of the effect of citizen ideology. 

 The impact of population need, salience, capacity, complexity, and Northeast 

region are also considered in this model. Since all children in a state’s population are 

potential recipients of vaccines obtained through a universal purchase system, and since 

most vaccines are delivered to children under age 5, I control for the percent of children 

under 18 who are under age 5 (PERCENT5). States with a higher percent of young 

children may respond to this greater need, or, it is possible that policy-makers in states 

with a higher percentage of young children may believe they cannot afford to provide 

vaccines for all. Either way, it is important to control for these potential influences. 

 As indicated in the other two models, policy-makers must attend to issues which 

are deemed salient. If a recent outbreak of a vaccine preventable disease has been 

reported in newspapers, policy-makers are likely to be influenced by these reports. 

When testing for the effect of citizen ideology on spending for a universal purchase 

program, it is necessary to hold constant for the more fleeting impact of salience 

(SALIENCE).  

 Gross state product per capita (GSPPCAP) speaks to the capacity of a state 

government to provide a benefit such as universal purchase of vaccines for all of its 
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children. Since this capacity varies widely for many states, it is necessary to hold 

constant for this variable. 

 One measure of complexity of immunization policy in a state is the number of 

Immunization Action Plan Areas (IAPS) as designated by the Centers for Disease 

Control and Prevention. It is assumed that, at the least, IAPs add to the confusion that 

state policy-makers may experience due to federal intervention at the state level. Since 

some states have no IAPs while others have several, it is important to control for there 

influence on state spending. 

 Finally, a plot of the states based on their adoption of universal purchase 

programs indicated a larger number have been enacted in the Northeastern states of the 

United States. Therefore, it is necessary to control for this regional effect (NOREAST).  
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Table 5.1: Model 1 - The Effect of Citizen Ideology on Operating Budgets  
______________________________________________________________________ 
An increase in the citizen ideology score, i.e. an increase in liberalism, is associated 
with higher operating budgets. 
______________________________________________________________________ 
 
BUDDIVPO = CITI6002 + GOVIDE + SALIENCE + GSPPCAP + IAPS + e 
 
BUDDIVPO is the operating budget of each state immunization program. The 
operating budget for the previous fiscal year was obtained through the survey of state 
immunization program officials in April-May 2003. It does not include monies for 
vaccine. The operating budget was divided by the estimated state population for 2002, 
which was obtained from Population Division, U.S. Census Bureau, released in 
December, 2004. 
 
CITI6002 is a measure of citizen ideology at the state level. This variable is from the 
data set of Berry, et al., for the year 2002, as recorded in ICPSR.  (Refer to Appendix A 
for the assumptions of Berry et al.) They estimate citizen ideology in a congressional 
district and then compute an unweighted average for each state.  
 
GOVIDE is a measure of government ideology within each state. This variable is 
identical to inst6002 from the data set of Berry, et al., for the year 2002, as recorded in 
ICPSR. They use a composite measure of the ideology of five actors in the respective 
state governments, i.e. the governor, and the two major parties in each legislative 
chamber.  
 
SALIENCE is a measure of salience of immunization issues in each state from 2000 
through 2002. A guided news search was conducted on Lexis-Nexis using the category 
of U.S. News. The source list was tallied for each state news service. Then a talley was 
made of news articles per state for “immunization or immunizations or vaccination or 
vaccinations or vaccine or vaccines and not smallpox or pox.” The number of articles 
per state was divided by the number of sources per state. 
 
GSPPCAP is an estimate of the 2002 gross state product per capita. The gross state 
product for 2002 is estimated as Real GSP (millions of chained 2000 dollars) by the 
Bureau of Economic Analysis in their Regional Economic Accounts; last revised 
December 1, 2004. These state estimates were divided by the estimated state population 
for 2002 from the United State Census Bureau, Population Division, in their Annual 
Estimates of the Population for the United States and States, and for Puerto Rico: April 
1, 2000 to July 1, 2004, released December 22, 2004. 
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Table 5.1: Model 1 continued - The Effect of Citizen Ideology on Operating Budgets  
 
IAPS is the number of Immunization Action Plan Areas per state. This number was 
tallied from the data list of the National Immunization Survey of the National 
Immunization Program (NIP) for 2002. 
 
e is the error term. 
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Table 5.2: Model 2 - The Effect of Citizen Ideology on Medicaid    
   Reimbursement Rates for Vaccine Administration  
______________________________________________________________________ 
An increase in the citizen ideology score, i.e. an increase in liberalism, is associated 
with increased Medicaid reimbursement rates for vaccine administration. 
______________________________________________________________________ 
 
MEDICD = CITI6002 + GOVIDE + SALIENCE + GSPPCAP + MEDICELI +   
   MEDIPCAP + POVERTY + PERCENT5 + e 
 
MEDICD is the Medicaid reimbursement rate for vaccine administration (injection) as 
reported for each state. The reimbursement rate represents the amount each private 
physician or clinic can expect to be reimbursed by the state Medicaid program for the 
administration of each vaccine to a Medicaid recipient. Tennessee is coded as $3.20. 
 
CITI6002 is a measure of citizen ideology at the state level. This variable is from the 
data set of Berry, et al., for the year 2002, as recorded in ICPSR.  (Refer to Appendix A 
for the assumptions of Berry et al.) They estimate citizen ideology in a congressional 
district and then compute an unweighted average for each state.  
 
GOVIDE is a measure of government ideology within each state. This variable is 
identical to inst6002 from the data set of Berry, et al., for the year 2002, as recorded in 
ICPSR. They use a composite measure of the ideology of five actors in the respective 
state governments, i.e. the governor, and the two major parties in each legislative 
chamber.  
 
SALIENCE is a measure of salience of immunization issues in each state from 2000 
through 2002. A guided news search was conducted on Lexis-Nexis using the category 
of U.S. News. The source list was tallied for each state news service. Then a tally was 
made of news articles per state for “immunization or immunizations or vaccination or 
vaccinations or vaccine or vaccines and not smallpox or pox.” The number of articles 
per state was divided by the number of sources per state. 
 
GSPPCAP is an estimate of the 2002 gross state product per capita. The gross state 
product is estimated as Real GSP (millions of chained 2000 dollars) by the Bureau of 
Economic Analysis in their Regional Economic Accounts; last revised December 1, 
2004. These state estimates were divided by the estimated state population for 2002 
from the United State Census Bureau, Population Division, in their Annual Estimates of 
the Population for the United States and States, and for Puerto Rico: April 1, 2000 to 
July 1, 2004, released December 22, 2004. 
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Table 5.2: Model 2 continued - The Effect of Public Opinion on Medicaid                                     
                 Reimbursement Rates for Vaccine Administration 
 
MEDICELI is the percent of the federal poverty level used, per state, to determine 
Medicaid eligibility for children ages 1-5. This information was provided for year 2002 
from the Kaiser Family Foundation archives through e-mail correspondence. 133% is 
inserted for Tennessee, based on 2003 information. 
 
MEDIPCAP is dollars spent per capita in each state for Medicaid for year 2002. It 
represents total federal and state Medicaid spending, per state, divided by the estimated 
population of the state for 2002. Total Medicaid spending was also provided through 
the archives of the Kaiser Family Foundation (see above). The estimated population for 
each state was taken from the United States Census Bureau, Population Division, in 
their Annual Estimates of the Population for the United States and States, and for 
Puerto Rico: April 1, 2000 to July 1, 2004, released December 22, 2004. 
 
PERCENT5 is the percent of a state population under age 18 that is under age 5, for the 
year 2000. These percentages were retrieved through Kids Count Census Data Online 
provided by The Annie E. Casey Foundation.  
 
POVERTY represents the percent of a state population which falls under the federal 
poverty limit. The information for 2001 was obtained from the U.S. Census Bureau, 
Current Population Survey.  
 
e is the error term 
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Table 5.3: Model 3 - The Effect of Citizen Ideology on the Likelihood that a                                
                 Universal Vaccine Purchase System will be Enacted 
______________________________________________________________________ 
A likelihood of a liberal the citizen ideology score is associated with the likelihood that 
a universal purchase system will be funded. 
______________________________________________________________________ 
 
UNIPUR records the responses of the immunization program managers to the question 
of whether or not their state has universal purchase of vaccines. 1 is yes, 0 is no. The 
answers did not exactly coincide with the definition of the CDC for universal purchase, 
since some of the states did not include certain very expensive vaccines, such as 
Prevnar, in their universal purchase program. It was decided to accept the self-report of 
a universal purchase program; that is, if the perception of the immunization official is 
that primarily the state provides vaccines not otherwise provided by the federal 
government, this should be considered a universal purchase program. 
 
CITI6002 is a measure of citizen ideology at the state level. This variable is from the 
data set of Berry, et al., for the year 2002, as recorded in ICPSR.  (Refer to Appendix A 
for the assumptions of Berry et al.) They estimate citizen ideology in a congressional 
district and then compute an unweighted average for each state.  
 
GOVIDE is a measure of government ideology within each state. This variable is 
identical to inst6002 from the data set of Berry, et al., for the year 2002, as recorded in 
ICPSR. They use a composite measure of the ideology of five actors in the respective 
state governments, i.e. the governor, and the two major parties in each legislative 
chamber.  
 
SALIENCE is a measure of salience of immunization issues in each state from 2000 
through 2002. A guided news search was conducted on Lexis-Nexis using the category 
of U.S. News. The source list was tallied for each state news service. Then a tally was 
made of news articles per state for “immunization or immunizations or vaccination or 
vaccinations or vaccine or vaccines and not smallpox or pox.” The number of articles 
per state was divided by the number of sources per state. 
 
GSPPCAP is an estimate of the 2002 gross state product per capita. The gross state 
product is estimated as Real GSP (millions of chained 2000 dollars) by the Bureau of 
Economic Analysis in their Regional Economic Accounts; last revised December 1, 
2004. These state estimates were divided by the estimated state population for 2002 
from the United State Census Bureau, Population Division, in their Annual Estimates of 
the Population for the United States and States, and for Puerto Rico: April 1, 2000 to 
July 1, 2004, released December 22, 2004. 
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Table 5.3: Model 3 continued- The Effect of Public Opinion on the Likelihood that a                             
                 Universal Vaccine Purchase System will be Enacted 
   
IAPS is the number of Immunization Action Plan Areas per state. This number was 
tallied from the data list of the National Immunization Survey of the National 
Immunization Program (NIP) for 2002. 
 
PERCENT5 is the percent of a state population under age 18 that is under age 5, for the 
year 2000. These percentages were retrieved through Kids Count Census Data Online 
provided by The Annie E. Casey Foundation.  
 
NOREAST is a dummy variable for states in the Northeastern part of the United States. 
Based on the Geographic Areas Reference Manual of the U.S. Census Bureau 
Population Regions, a dummy variable was created to control for the states of 
Connecticut, Massachusetts, Maine, New Hampshire, New Jersey, New York, 
Pennsylvania, Rhode Island, and Vermont. All of these states were coded as 1; 
otherwise, 0.  
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CHAPTER VI 

FINDINGS AND DISCUSSION 

 

Findings 

 Variables for all three models are summarized in Tables 6.1 and 6.2. The former 

lists variables used in models with an N of 50. The latter lists those used in a model 

which controls for outliers (N of 48). 

Model 1: Funding for Immunization Program Operating Budgets 

 OLS regression is used to analyze the data for H1. STATA9 is employed to 

calculate a regression with robust standard errors to test the impact of citizen ideology 

on the funding of immunization program operating budgets. The reported operating 

budget (BUDDIVPO) was regressed against: citizen ideology (CITI6002) as measured 

by Berry, et al.; governmental ideology (GOVIDE), a composite score from Berry, et 

al.; salience (SALIENCE) as determined from newspaper articles; immunization action 

plan areas (IAPs) and the gross state product per capita (GSPPAP). 

 The null hypothesis for the model is that citizen ideology, government ideology, 

salience, the number of immunization action plan areas and the gross state product per 

capita, combined, do not cause a change in the level of state spending on administrative 

support for immunization programs. (Refer to Table 6.3, the left column (50 states)). In 

this case, I reject the null hypothesis. The model as a whole is statistically significant at 

the .1 level. Citizen ideology is significant at .1 using a one-tailed test, although it is 

signed in the negative. Salience, while significant using a one-tailed test, also accounts 
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for a very slight decrease in funding for operating budgets.  Gross state product per 

capita, on the other hand, has the largest impact on operating budgets and is significant 

at the .1 level using a two-tailed test. Government ideology (the ideology of political 

elites in the state) and the number of immunization action plan areas both fail to reach 

statistical significance. The model as a whole explains 20 percent of the change in 

operating budgets. 

 A plot of the states’ operating budgets, Figure 6.1, shows that two states have 

exceptionally high allocations per capita. Those two states are eliminated as outliers, 

and another regression is run using an N of 48. Refer to the right column (48 states) of 

Table 6.3. The model is statistically significant, at the .1 level, using a one-tailed test. 

The null of no difference is again rejected. Citizen ideology is significant at the .1 level 

using a one-tailed test and it continues to be signed in the negative. In this model using 

only 48 states, salience loses all statistical significance. Government ideology likewise 

did not prove to be statistically significant. Gross state product is significant at the .1 

level using a two-tailed test, and is signed in the positive. As in the 50 state version, an 

increased number of immunization action plan areas is again signed  in the negative; 

however, it again fails to reach statistical significance. This model, using only 48 states, 

explains 21% of the change in operating budgets. 

 Model 2: Rate of Medicaid Reimbursement for Vaccine Administration 

 Using data from all 50 states, OLS regression is used to analyze the data for H2. 

STATA9 is again employed to calculate a regression with robust standard errors to test 

the impact of citizen ideology on the funding of Medicaid reimbursement rates for 
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vaccine administration. The Medicaid reimbursement rate (MEDICD), was regressed 

against: citizen ideology, governmental ideology, salience, the gross state product per 

capita, the Medicaid eligibility level for children, Medicaid spending per capita, the 

level of poverty in the state and the percent of those under 18 who are under the age of 

5. Refer to Table 6.4. The null hypothesis for the 2nd model is that citizen ideology, 

government ideology, salience, gross state product per capita, Medicaid eligibility level 

for children, total Medicaid spending per capita, the level of poverty, and the percent of 

those under 18 who are under 5, combined, do not cause a change in the level of state 

spending on Medicaid reimbursement rates for vaccine administration. For this model I 

also reject the null hypothesis. The model as a whole is statistically significant at .1 

using a one-tailed test. However, of the coefficients, only the percent of those under 18 

who are under 5 year of age is significant at the .1 level (two-tailed test), while 

Medicaid spending per capita is significant at the .1 level using a one-tailed test. This 

second model explains 13% of the variation in Medicaid reimbursement rates. 

Model 3: The Enactment of a Universal Vaccine Program 

 Since universal purchase is a dichotomous dependent variable, Logit on STATA9 

is used to calculate a logistic regression to test the logged likelihood that increased 

liberal citizen ideology will contribute to the enactment of universal vaccine purchase 

system by a given state (Model 3). Refer to Table 6.5. The null hypothesis is that 

citizen ideology, government ideology, salience, gross state product per capita, the 

number of immunization action plan areas, the percent of those under 18 who are under 

5 years of age, and the Northeast region, combined, do not have an impact on the  
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logged odds ratio. The chi-square for the model is statistically significant at the .05 

level. The coefficients are not jointly equal to zero. 82% of the cases were correctly 

classified. Therefore, the null hypothesis is rejected.  

 The primary independent variable, citizen ideology, does not reach statistical 

significance. Government ideology, salience, gross state product per capita, and percent 

of those under 18 who are under 5 also fail to reach statistical significance. The number 

of immunization action plan areas has a negative impact, significant at the .1 level, on 

the likelihood of a state enacting a universal purchase program. Location in the 

Northeast has a positive impact on this likelihood, also significant at the .1 level.  

Discussion 

 While the implications of the above findings are mixed, they should also be taken 

in context. Even though all of the models proved to have at least some significance, the 

primary independent variable, citizen ideology did not perform as predicted. In fact, in 

both versions of the first model it had an inverse impact on the variance in operating 

budgets. In the second model it was signed correctly, but failed to have statistical 

significance. In the final model, citizen ideology again failed to reach significance in its 

impact.  

 Two questions arise: Are all three dependent variables good indicators of public 

health spending, and are they all equally sensitive to citizen ideology? The answer to 

the first part of the question is that yes, each measure is a valid indicator of state 

spending for immunizations, and because immunization programs are a key part of state 

public health effort, they are also valid measure of public health spending. However, 
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each represents a different aspect, or type, of public health funding. Funding for 

administrative support of a program speaks to capacity of an agency to do its job, to 

make sure that all aspects of a program are performed according to legislative mandate. 

Medicaid reimbursement rates for injections of vaccines, in essence, contribute to a 

redistributive program, i.e. Medicaid benefits for children. They provide incentive for 

physicians to provide immunizations in their practices, rather than sending Medicaid 

beneficiaries elsewhere for their vaccinations. Universal purchase of vaccine is a 

distributive program, in that all children in a state are potential beneficiaries.  

 The second part of the question regarding sensitivity to citizen ideology is more 

difficult to answer, especially given the disparate results of these three models. Why 

does citizen ideology impact administrative support for immunization programs in a 

negative direction? Although immunization programs are essential for community 

immunity, it is possible that the programs are still considered as primarily for the 

benefit of the poor. If so, conservative ideology might limit administrative support for a 

program. On the other hand, this variable may be even more influenced by politics 

inside the bureaucracy than influenced by citizen or government (elite) ideology. I did 

not test for bureaucratic politics. 

 If liberal ideology limits spending for administrative support, why would it not 

likewise limit support for Medicaid reimbursement rates? Yet it does not, at least not 

based on my second model. Only the percent of those under 18 who are under 5 has a 

positive and Medicaid spending per capita have significant positive impacts on 
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Medicaid reimbursement rates. This suggests that perhaps the understanding of the 

need for community immunity is not motivated by citizen ideology.  

 Also, the reimbursement rates may be influenced by factors not yet considered. 

For instance, I did not hold constant for variation in the average cost of medical care in 

a state. Medical care may be less expensive in some states due to prevailing rates for 

service. In this case, a state government might be less inclined to have higher Medicaid 

reimbursement rates. 

 Although the model to test the impact of citizen ideology on the enactment of 

universal purchase programs is significant, citizen ideology, per se, did not perform 

well. However, the regional factor, i.e. being a state in the Northeastern U.S., has a 

much stronger influence on the likelihood that a state will have this type of program. It 

is unclear from the study why these programs are more concentrated in the Northeast. 

Funds for the universal purchase of vaccines come from state general funds, but that 

does not explain the difference seen in this case. It is possible that the perceived success 

of improving immunization rates via these programs in some innovative states has 

encouraged other states in close proximity to take advantage of universal purchase as 

well. Also, a relatively homogenous population in these states may have some 

influence. Further research could perhaps explain this possible influence. It should be 

noted that in this third model the dependent variable may be even more vulnerable to 

conservative pressures to avoid distributive programs, since universal purchase 

programs are intended to provide vaccines to all children, not just poor children. Some 

may see this type of program as suggestive of socialized medicine. 
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 It should also be noted that two variables had high correlations in all of the 

models. Citizen ideology and government ideology were correlated above .5 in all 

three. Although theoretically important, multicollinearity between these two may have 

created problems for the analysis. 

 It is impressive that some of the results are significant, given the small size of the 

data set. A time-series analysis which could provide more data for comparison would 

be ideal, providing a stronger comparison of how each state is influenced by citizen 

ideology over time. This might be more productive.  

 To consider the politics of immunization funding in more depth, a qualitative 

examination of funding in Texas follows in the next chapter.  
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Table 6.1: Summary of All Variables for Models using N = 50 
______________________________________________________________________ 
      
     Mean      Standard       Minimum      Maximum 
           Deviation 
Dependent Variables 
 
Operating Budget   1.02   .539  .276          3.00  
 (BUDDIVPO) 
Medicaid Reimbursement Rates 9.45  3.76  3.2          17.5 
 (MEDICD) 
Universal Vaccine Purchase              .28                   .45                    0                   1 
 (UNIPUR) 
 
Independent Variables 
 
Citizen Ideology   47.77            16.21                8.45             95.85 
 (CITI6002) 
Government Ideology                      44.42            27.00                 5.38             97.5 
 (GOVIDE)  
Salience             102.32              46.75     1                 233 
 (SALIENCE) 
Gross State Product per Capita       .0335            .0061                 .0230         .0556 
 (GSPPCAP) 
Immunization Action Plan Areas        .54                  .86                    0                   4 
 (IAPS) 
Medicaid Eligibility Level for    164              44.95                 133              300 
 Children (MEDICILI) 
Medicaid Spending per Capita       828.51            251.87         373.28       1922.94 
 (MEDICAP) 
Percent of Population in Poverty      11.69               3.13                 5.8              19.8 
 (POVERTY) 
Percent of Under 18 who are            26.12               1.18                  23            29.1 
 Under 5 (PERCENT5) 
Northeastern States        .18                 .39                    0                1 
 (NOREAST) 
______________________________________________________________________ 
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Figure 6.1:  Plot of Operating Budgets (BIDDIVPO) against  
   Citizen Ideology (CITI6002) 
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Table 6.2: Summary of All Variables for Model using N = 48. 
______________________________________________________________________ 
      
     Mean      Standard       Minimum      Maximum 
           Deviation 
Dependent Variable 
 
Operating Budget   1.05   .529  .357          3.00  
 (BUDDIVPO) 
 
Independent Variables 
 
Citizen Ideology   48.31            16.30                8.45             95.85 
 (CITI6002) 
 
Government Ideology                      45.43            26.95                 5.38             97.5 
 (GOVIDE) 
 
Salience             101.02              47.24     1                233 
 (SALIENCE) 
 
Gross State Product per             .0336               .0062                .0230         .0556 
 Capita (GSPPCAP) 
 
Immunization Action Plan Areas     .52                 .85                        0                  4   
 (IAPS) 
______________________________________________________________________ 
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Table 6.3:  1st Model - Effects of Citizen Ideology on Operating Budgets  
______________________________________________________________________ 
 
Dependent Variable 
 
Operating Budgets 
 
Independent Variables    50 States a 48 States b 

 
Citizen Ideology     -.010 d  -.010 d 

       (.006)  (.006) 

Government Ideology     .002              .001 
       (.003)  (.003) 
 
Salience      -.001d  -.001  
       (.001)  (.001) 
 
Gross State Product per Capita               26.14c            26.43 c 

       (15.3)  (15.2) 
 
Immunization Action Plan Areas             -.137  -.128  
       (.131)  (.134) 
 
Constant      .719 c     .768 c   
                                         (.395)  (.398) 
 
F (5, 44)      2.12   
 F (5, 42)       1.65 
 
p > F       0.08 c  0.17 d 

 
R2       0.20  0.21 
______________________________________________________________________ 
Both models report OLS coefficients with robust standard errors in parenthesis. 
 

a Model uses responses from all 50 state immunization program officials. 
b Model uses only 48 states, controlling for 2 outliers. 
c Statistically significant at the .1 level. 
d Statistically significant at the .1 level using a one-tailed test. 
_____________________________________________________________________ 
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Table 6.4:  2nd Model - Effects of Citizen Ideology on Medicaid  Reimbursement  
    Rates for Vaccine Administration 
______________________________________________________________________ 
 
Dependent Variable     Medicaid Reimbursement Rates  
 
Independent Variables     50 States 

 
Citizen Ideology        .039 
         (.041)    
 
Government Ideology      .007 
                       (.021)  
 
Salience        -.007 
                                                                                             (.015) 
 
Gross State Product per Capita              -29.3 
                  (116)       
 
Medicaid Eligibility Level for Children                  -.005  
                  (.015) 
 
Medicaid Spending per Capita                         .004 b    
                            (.003) 
 
Poverty                -.129  
        .217 
 
Percent of Under 18 who are Under 5   .818 a 

                  (.458)  
 
Constant               -13.54 
                (14.22)  
______________________________________________________________________ 
F (8, 41)       1.49    
p > F                                .19 
R2        0.13 
______________________________________________________________________ 
The model reports OLS coefficients with robust standard errors in parenthesis. 
a Statistically significant at the .1 level. 
b Statistically significant at the .1 level using a one-tailed test. 
______________________________________________________________________ 
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Table 6.5:  3rd Model - Effects of Citizen Ideology on the Enactment of  
    Universal Purchase Systems 
______________________________________________________________________ 
Dependent Variable 
 
Universal Purchase Systems N = 50 
 
Log likelihood = -21.59 LR chi2 (7) = 16.1, p> chi2 = 0.0241 
    Pseudo R2 = 0.271 
 
Independent Variables   Odds Ratio     
 
Citizen Ideology       1.00       
          (.033)    
 
Government Ideology      0.00 
         (.020) 
 
Salience        -0.00 
                                                                        (.010) 
 
Gross State Product per Capita      32.9           
         (66.3)        
 
Immunization Action Plan Areas     -2.32 a 

         (1.22) 
 
Percent of Under 18 who are Under 5            -.148 
                                                                        (.379)          
 
Northeast         2.39 a 

                                                                        (1.31) 
 
Constant          1.47 
                                                                         (9.49) 
 
______________________________________________________________________  
The model reports Logit odds ratios with standard errors in parenthesis. 
a Significant at the .1 level.  
______________________________________________________________________ 
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Table 6.5:  3rd Model continued 
    Effects of Public Opinion on the Enactment of  
    Universal Purchase Systems 
Logistic Model for Universal Purchase 
______________________________________________________________________ 
    
    True 
Classified  D            -D  Total 
 
 +  5   0     5 
     -  9            36                       45 
     Total           14                                36                       50 

 

Classified + if predicted Pr (D) >= .5 

Correctly Classified  82% 

______________________________________________________________________ 
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CHAPTER VII 

TEXAS: A SINGLE STATE CASE STUDY 

 

 Texas, like all states in the nation, has a state immunization program. Likewise, as 

in other states, the state government of Texas is not alone in its attempt to immunize 

children of the state against diseases. Multiple layers of the private sector are involved, 

just as are multiple levels of the public sector. The influence of parents must not be 

forgotten, nor underestimated, as well. The following case study focuses on the nature 

of the problem, the actors and institutions, citizen ideology, and the use of symbols at 

the state level.   

Case Study Design 

 In the fall of 2002 and the winter of 2003 I had the opportunity to interview a 

dozen immunization experts in Texas in an attempt to better understand immunization 

issues in the state. Names of some of these elites were recommended by David R. 

Smith, M.D., currently chancellor of Texas Tech University and former Texas 

Commissioner of Health. Other names were suggested by those first contacted. It was 

somewhat like a chain of referrals. “Well, if you what to know more about immuniza-

tions in Texas, you should contact _____.” This technique is referred to as “snowball 

sampling.” The researcher identifies a member of the population of interest and 

interviews him or her. Then that respondent is asked to identify others in the 

population, who likewise suggest other similar sources for the study (Engel and Schutt, 

2005).  
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 Experts were chosen from various levels and types of responsibilities in public 

health. The interviewees, who were guaranteed anonymity, included a former local 

public health director, a current head of a regional immunization program, a private 

provider, an academician,  a lobbyist, a representative of a pediatrics society, a 

representative of a family physicians’ academy, an administrator of a large county 

department of public health, an immunization coordinator for a large county, an 

immunization bureau chief and a public health adviser, both with a large city 

bureaucracy, a public health manager for a medical association, and the head of a mid-

size city immunization program.  By profession, the group included three physicians, 

three nurses, one master of public health, and five other public health activists. These 

advocates did not agree with each other on everything, but all firmly believed in the 

efficacy of immunizations. Since almost all contacts were immunization advocates, the 

sample is biased, but deeply knowledgeable of Texas immunization policy and 

implementation. 

 Second, an attempt was made to interview one of the leaders of those who 

disapprove of certain immunization requirements in Texas. This person assured me that 

her group was not opposed to immunizations per se, but that the group supports 

parental rights in decisions regarding immunization of each child. When this 

spokesperson for the “opposition” understood that my research was being sponsored by 

a pharmaceutical company, she graciously declined to be interviewed further.  

Otherwise, all of those involved were strong immunization advocates.  
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 Letters were sent by Clarke Cochran, PhD, principal investigator, to each of these 

professionals, in advance of my call, to explain the study and request their cooperation. 

A sample copy of the letter and a copy of the interview format are included in 

Appendix D.  

 The comments of these immunization experts are important because each of these 

professionals has been active in the immunization field in Texas for many years. Their 

knowledge, based on their experience in dealing with immunization issues, suggests a 

significant depth of understanding concerning the current implementation of childhood 

immunization policy in Texas. Their responses regarding immunizations in Texas, 

combined with recent historical data and insights gleaned from the analysis of the 

previous chapter, are used to illustrate the theories and concepts of policy-making as 

outlined in Chapter III. 

Theoretical Implications of Immunization Policy in Texas 

The Nature of the Problem in Texas 

         Texas, like other states and the nation as a whole, has implemented numerous 

public health laws to protect its population from disease. Statutes which demand certain 

immunizations before children may be admitted to daycare or school, and the sanctions 

to back them up, are key components of the Texas public health law. In general, policy-

makers in Texas have acted with recognition of the value of the protection provided to 

the population by immunizations. This protection, as described earlier, is often referred 

to as community immunity. Due to the nature of the problem, the potential threat of 

disease cannot be ignored without placing the population at great risk.   
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         This is especially true in Texas. At the time our immunization study began in 

early 2002, an outbreak of pertussis (whooping cough) caused the deaths of four infants 

in Texas (TDH, 2002, as cited in Cochran, et al., 2003). By January 15 of 2003, 1066 

cases of pertussis had been reported in Texas for the 2002 calendar year (Smith, et al, 

2003). Additionally, the death of a two year old child due to Hemophilus influenzae 

(the flu) and the death three month old child due to the varicella zoster virus (chicken-

pox) raised additional concerns. With a few possible exceptions, all of these cases were 

preventable through the timely administration of appropriate vaccines. At that point in 

time it was noted that, “Approximately one-fourth of Texas children under the age of 

three have not received the full-recommended schedule of vaccinations,” (ibid, 3). 

Texas ranked 42nd in the nation in 2001 on a scale which measured the percentages of 

children receiving the full vaccination series (4:3:1:3) by age 3 years (Sanchez, 2002, 

cited by Cochran, et al., 2003, 52). This series of vaccinations covers preventable 

diseases including diphtheria, tetanus, pertussis, measles, Haemophilus influenzae type 

b, and hepatitis B. “Low immunization rates threaten the ‘community immunity’ 

provided by threshold rates of immunization and lead to upswings in pertussis and other 

vaccine-preventable diseases,” (Cochran, 2003, 52, citing Smith, 2001).  

         To better understand the nature of the problem of low immunization rates in 

Texas, what is being done and what might be done about it, a research team was formed 

through the Center for Public Service at Texas Tech University. With funding from the 

Merck Company Foundation, our study was launched in 2002. The first phase of the 

initial study sought to discover effective strategies used in other states and to suggest 
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how these might be translated into policies and programs to boost childhood 

immunization rates in Texas. Several recommendations were made concerning the 

Texas immunization system, covering issues such as the state immunization registry, 

collaboration among public agencies, state-level leadership, a state-level immunization 

coalition, Medicaid reimbursement rates, reminder/recall systems, out-of-pocket 

expenses, and other issues of access (see Cochran, 2003).  

         The second phase of the project involved turning to the experts in Texas and 

asking for their input on how immunization policy works in Texas and what might be 

done to improve it. These experts were asked: What do you see as the primary obstacle 

to achieving effective immunization levels in Texas? Where are the largest barriers? 

Then, in an open-ended fashion, the experts were asked to address the topics of: the 

registration system (opt-in vs. opt-out); delivery of immunizations by the public sector; 

delivery of immunizations by the private sector; public funding of immunizations in the 

private sector; Medicaid health maintenance organizations (HMOs), the Texas 

Children’s’ Health Insurance Program (sCHIP); private funding of immunizations; 

HMOs vs. other forms of health insurance vs. cash payment; vaccine purchase system; 

vaccine distribution – availability, storage, management of supply; parent education 

and parent incentive strategies; physician education and physician incentive strategies; 

other promotions, such as Shots Across Texas; cooperation between Texas Department 

of Health and local authorities; cooperation among local authorities; and cooperation 

between the CDC and state and local authorities. The experts were also asked: “What, 

if any, are other areas of concern in the provision of immunizations in Texas?” and 
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“What is the best strategy to approach these concerns?” Their responses were 

synthesized into a position paper which details their concerns and recommendations for 

Texas policy (see Smith, 2003). Information from these interviews with Texas 

immunization experts is also used to explore the politics of public health in Texas in 

this dissertation.   

Salience and Focusing Events in Texas 

         As discussed, there have been outbreaks of pertussis (whooping cough) in recent 

years in Texas. The press, and therefore, the attention, on these events has remained 

primarily local.  The outbreaks have not galvanized the populace as a whole into taking 

action to bolster support for the state immunization program which tries to prevent such 

diseases. Unless the threat of outbreak is seen as a statewide issue, state policy-makers 

may be less inclined to provide additional funds for broad-based expenditures, such as 

the operating budget, Medicaid reimbursement rates, or a universal purchase program, 

which have the potential for increasing overall childhood immunization rates.    

 On a more recent note, it will be interesting to note whether Hurricane Katrina 

(August, 2005) becomes a focusing event for increased immunization program 

spending in Texas. Certainly it has the potential. Although Hurricane Rita, immediately 

following Katrina, struck a direct hit on the eastern side of Texas, it was Hurricane 

Katrina which caused a massive influx of citizens as they evacuated from Louisiana to 

Texas, primarily to Houston. Immunization rates for the 4:3:1:3 series for 2004 are 

roughly comparable in both states for children 19-35 months (7.69+/-5.6 in Louisiana 

and 75.4+/-4.0 in Texas), (NIS, 2005).  However, the temporary displacement and/or 

      118



resettlement of many Louisiana children may cause some infants’ immunizations to be 

at least delayed, if not missed altogether. This situation would appear to create an 

increased risk for outbreak of any of several vaccine preventable diseases. If it is only 

viewed as a local problem, since the largest number of evacuees went to Houston, it 

may not make a significant difference in state immunization spending. On the other 

hand, if it is viewed as a potential statewide crisis, the relocation of Louisiana residents 

to Texas could turn this into a true focusing event.    

Complexity 

 Texas itself is a complex state, with an economically and culturally diverse 

population (Crain and Perkins, 2000). The state government, although modeled along 

the lines of the three branches of the federal government, “boasts” one of the most 

complicated, and certainly one of the longest, constitutions among the states. Within 

this context, public health policy, and specifically, immunization policy, must be 

administered. The complexity of the state, as well as the complexity of state 

immunization policy as outlined in Chapter IV, may add to the difficulty of obtaining 

substantial support for the state program.  

 Texas is host to the largest number of Immunization Action Plan Areas (IAPs) of 

any state. There are four incorporated areas in Texas designated as IAPs by the CDC. 

Their names and locations are: Bexar County, with San Antonio as the largest city; El 

Paso County, with El Paso as the largest city; Dallas County, with Dallas as the largest 

city; and the City of Houston (NIP, 2005).It is interesting to note that three of these 

IAPs are based in county governments, with the fourth based in a city government, 
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Houston. Harris County, the county which surrounds Houston, has its own 

immunization program which primarily serves residents outside of the city limits, 

although it does not turn away children who live “out of area.” However, it is the city, 

not the county, which directly receives federal IAP funding.  

 The tests in chapter VI indicate that an increased number of IAPs has a depressing 

effect on the funding of both state immunization program operating budgets and the 

likelihood that a state will enact a universal vaccine purchase program. I speculated that 

an increased number of IAPs may create some confusion about a state’s responsibility 

for immunizations, and I now suggest that this large number of IAPs has a similar 

effect in Texas.  

 Another situation makes public health in Texas more complex than most states, 

and similar to only a few. This relates to the border Texas shares with Mexico. 

Immunizations are not enforced in the same way in Mexican states as they are in Texas. 

Therefore, people who come across the border, whether legally or illegally, may be 

carriers of vaccine preventable diseases which they may bring into the state. Certainly 

other border states have a similar problem. The borders are “protected” by the federal 

government, but the problem of dealing with disease transported across the border is a 

jurisdiction of the state.  

 Additionally, transportation to physicians’ offices or clinics is especially difficult 

in some rural sections of the Rio Grande Valley. Border areas in which doctors are 

either leaving practice or are relocating elsewhere are perhaps the hardest hit sections. 

Representatives from the Texas Department of State Health Services (TDSHS) attempt 
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to reach children in some of these areas, but there are far too many, in too many distant 

places, for the TDSHS staff to reach them all. This adds to the complexity, and 

urgency, of the immunization effort in Texas.   

 In the interviews, one pediatrician and former public health administrator noted 

that additional federal monies are available from VFC for specific programs, but the 

application process is complicated and lengthy. One expert stated that the VFC program 

takes too long to approve this sort of funding and does not allow enough time for 

effective implementation.   

 The availability of funding, and yet its complexity, sends mixed messages to law 

makers. If the federal government is willing to spend funds on immunizations for 

Texas, perhaps state funds can be used on other priorities. However, the perception of 

available federal funding and the reality of the situation may be very different. 

Institutions and Actors in Texas Immunization Policy 

Government Institutions 

 The Immunization Branch of the Texas Department of State Health Services 

(formerly the Texas Department of Health) has responsibility for ensuring the 

distribution of vaccines to Texas children. Like other states, Texas relies heavily on its 

participation in the federal Vaccines for Children Program, provided through the 

National Immunization Program of the CDC. The state Immunization Branch also 

relies on CDC for expertise and advice in other aspects of its programming, such as the  
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AFIX program (Assessment, Feedback, Incentives, and eXchange of information) 

which helps to determine immunization rates for individual physician’s patient 

populations.  

 The state Immunization Branch, in turn, oversees the dissemination of vaccines 

and relevant information to all eight public health regions in Texas. It works in concert 

with the regional offices, city and county public health departments, as well as private 

physicians and clinics.  

 The immunization experts contacted expressed multiple concerns about the 

interactions among government institutions in the immunization policy community of 

Texas. A regional immunization manager sees the need for more coordination between 

TSDHS and local health departments, as well as the need for more cooperation among 

agencies (CDC, TSDHS, and local public health units). A lobbyist agrees, suggesting 

“the root of coordination is communication;” more networking between local, state and 

federal programs is needed. This is especially true where complexity is imposed by a 

federal program (immunization action plan area) that is available in some cities but not 

others, and is administered through a federal-city collaboration without direct state 

oversight.   

Interests, Interest Groups, and Interaction 

 The experts also raised concerns about cooperation between the public and private 

sectors. More cooperation between the public and private sectors is needed, in the 

delivery of immunizations and in the promotion of immunizations. A legislative aide 

suggests the need for a more coordinated effort to make private physicians aware of the 
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Vaccines for Children Program, the recommendations of the Advisory Committee on 

Immunization Practices, current regulations, outbreaks and potential outbreaks, and 

what sources are paying for which services.  

 Both business and industry have a stake in the health and well-being of their 

employees and their dependents, particularly as the price of health care insurance 

continues to rise. Texas experts believe immunization programs can better tap this 

private source for assistance with public health promotions. A public health specialist 

for a state medical association notes the high potential for public-private partnerships to 

achieve higher rates of childhood immunization. These partnerships can include 

physicians and their associations, nurses and their associations, other public health 

professionals and their associations, representatives of business and industry, the 

insurance industry, community groups, religious leaders, and all levels of government 

public health programs.  

 There is tension within the Texas immunization policy community as well. Many 

emphasize the need for a medical home for each child. This allows a physician, or at 

least a group of physicians via a clinic, to maintain vigilance over a child’s health. This 

is especially important for young children, whose growth and development need to be 

monitored. Taking care to make sure that all vaccines are administered in a timely 

manner is part of the responsibility of a medical home. Those who support the concept 

of a medical home suggest that referrals to public health clinics for immunizations  
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break this pattern of responsibility and may cause some parents to neglect getting the 

needed shots for their children. However, the incentives of private physicians are 

sometimes not aligned with this need for a medical home. 

 There are multiple reasons many physicians refer patients to public health clinics 

for vaccinations. Those patients who have insurance coverage rarely have first dollar 

coverage, that is, they are required to pay a deductible or co-pay for the doctor visit 

and/or the immunization. Public health clinics usually provide required immunizations 

either at no charge or for a minimal fee. The Medicaid reimbursement rate in Texas is 

lower than the physician’s cost of administering a vaccine, when overhead is taken into 

account. Therefore, these patients are frequently referred to public health clinics. Every 

time a physician refers a patient to a health department for immunizations, there may be 

a missed opportunity. If the parent does not follow through with the referral, due to 

time constraints, lack of transportation, or just lack of education on the importance of 

immunizations, the opportunity to ensure the vaccination is given on time may be 

missed. 

 One regional manager sees the positive side of physicians’ referrals of children to 

public health clinics and believes that the provision of immunizations solely through 

private practitioners might create another barrier to the immunization of certain 

children.  It is noted that some parents are unable to pay an additional fee for a medical 

examination which is usually required by a private physician, in addition to the cost of 

the immunization. Parents may feel this creates an unnecessary financial hardship,  
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which in turn may cause the parent to forego or delay the immunization. Some parents 

complain that it is difficult to get an appointment with a private physician, where public 

health clinics usually take “walk-ins.”  

 This issue is an example of a split within the immunization policy community on 

a point related to financial support for immunizations. As noted previously, low 

Medicaid reimbursement rates are a barrier to private physicians’ providing 

immunization to children in the Medicaid population. If legislators get a confusing 

message about the best mechanism to provide immunizations (private sector with 

medical home versus public clinic) there may be reluctance to fully fund the needs of 

public health clinics or to raise the Medicaid rate to an equitable rate of reimbursement. 

Policy-makers may find it difficult to sort out the best approach for their respective 

constituencies. The actors and institutions who do not present a united front to the 

legislature may find themselves unable to get needed funding increases or even 

required funding. 

 Along this line, almost every one of the Texas experts interviewed asserts that the 

low Texas Medicaid reimbursement rates are a barrier to full childhood immunization 

in the state. A state medical association representative noted the results of an 

investigation by a state physician. The results indicated that (at the time of our study) 

Medicaid reimbursed $5 for vaccine administration, while it cost a physician an average 

of $8.13 (including overhead) to provide a vaccination. Private physicians have to 

absorb the additional cost.  
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 While there was complete agreement among the Texas experts concerning the 

need to raise the Medicaid reimbursement rate, they were less sure about the need for a 

universal vaccine purchase (UP) system. One regional public health manager felt 

strongly that UP is the best approach. A physician, on the other hand, said there seems 

to be no current proof that UP increases immunization rates. A representative of a 

medical association suggests that more study of UP programs is required, and noted 

that many states are discontinuing UP due to cost. It is more difficult to implement UP 

with tight state budgets; and there is a risk that pharmaceutical companies will see their 

profits decline to the point that they might consider retreating from the vaccine business 

altogether. 

 The Texas immunization experts interviewed provided a long list of areas in 

which better networking and communication is needed, especially in the area of 

federalism. The CDC needs to coordinate and communicate better with the Texas 

Department of State Health Services, which in turn needs to coordinate and 

communicate better with local programs. Among the interviewees, one physician 

suggested that the state program needs to be more mindful of variation in local needs, 

to ensure a better “fit” of state efforts at the local level. There is also a need for a better 

system to provide early alerts to potential outbreaks of vaccine preventable diseases, 

according to a legislative aide for one of the physicians’ associations. A lobbyist in the 

field insists that the “root of coordination is communication.” 

 Both the federal and state immunization programs need to do a better job of 

informing physicians of VFC regulations, ACIP recommendations, and a clarification 
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of who is paying for what. Private physicians involved with the federal Vaccines for 

Children program complain that the paperwork involved is far too complicated. Doctors 

do not understand how to access the reimbursement funds for vaccine administration 

through VFC. They complain that the information provided is far too complex. 

Whether this is the case or not, the perception means that fewer physicians are inclined 

to be involved in the distribution of immunizations through VFC.  

 In Texas, professional associations appear to primarily support legislation 

favorable to the immunization effort. Both the Texas Medical Association and the 

Pediatric Society post position papers on their websites and provide testimony before 

appropriate state legislative committees (TMA, 2003; TPA, 2005). One of the medical 

association representatives noted that the Texas Medical Association is partnering with 

HEB grocers, Blue Cross and Blue Shield [of Texas], the public sector, the Texas 

Medical Foundation and the Public Health division of the Texas Medical Association 

on an immunization marketing program. “Be Wise - Immunize is one of the most 

ambitious public health programs in the Texas Medical Association’s 151-year 

history,” (TMA, 2005b, 1). The purpose is to raise “statewide immunization rates,” 

through a three-year grant funded program (ibid). 

 Immunization issues in Texas have sparked grassroots work. Several of the 

experts commended individual physicians, specifically certain pediatricians and family 

practitioners, for the work they have done in immunization advocacy. The individual 

legislative effort of Senator Judith Zaffirini was noted as well. The State Senator 

received the 2003 Texas Pediatric Society Legislative Award “because of her 
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dedication to improving childhood immunization rates,” (TPS, 2003, 1).  She 

“sponsored a package of legislation relating to immunizations during [the] 78th 

Legislative Session that included everything from improving ImmTrac, the state’s 

immunization registry, to making it easier for physicians to become Vaccine For 

Children providers” (ibid).  

 Grassroots work is also seen in immunization coalitions formed to promote 

vaccinations in the state and those who have banded together to oppose certain statutes 

regarding mandatory immunization of children. Perhaps the leading “opposition” group 

is Parents Requesting Open Vaccine Education. It should be clarified that the group 

does not stand in direct opposition to immunization, but stresses parental rights in the 

decision-making process. For instance, their current website provides “Hints for 

Religious Exemptions to Immunization,” (PROVE, 2005). This stance will be discussed 

further in the following section on the use of symbols.  

 Pro-immunization grassroots efforts include the work of active coalitions such as 

Texas Immunization Partners (TIP) and Meningitis Angels Heaven and Earth Bound 

Incorporated. TIP “is a network of individuals and organizations that advocate for the 

prevention of disease through education and vaccination,” (TIP, 2005, 1). Jan Pelosi, 

former director of the Texas state immunization program, has called together several 

local coalitions to join with professional groups and individual professional and parent 

advocates (TIP, 2005b) to support “politics that promote the protection of children and 

families in Texas through vaccination,” (TIP, 2005, 1). Meningitis Angels is a nonprofit 

organization of meningitis survivors and the families of meningitis victims. They seek 
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to “educate the public, schools, daycares, colleges, government and media on bacterial 

meningitis and the preventions including immunizations,” (Meningitis Angels, 2005). 

This group also lobbies on behalf of legislation which promotes immunization against 

this potentially life-threatening disease. 

 Institutions and other actors in Texas are very active in the pursuit of the best 

policy means to ensure the best interests of the primary stakeholders, the children of 

Texas. 

Use of Symbols 

 In the United States, the flags we wave frequently have to do with the rights we 

value, sometimes at the cost of other values. The area of immunization policy in Texas 

is no exception to this. One flag that has been raised in Texas in recent years is the right 

to privacy. Another is parental rights. These flags have been used to fight against the 

universal registration of immunizations and to fight for parental rights in decisions 

concerning required immunizations. Both juxtapose individual rights against the health 

of the population (community immunity). Those who place higher value on population 

health wave their own flags as well. I will consider each case separately.  

Right to Privacy versus Optimal Medical Practice 

Registration of Vaccinations 

 Each Texas expert interviewed complained about the state immunization 

registration system, better known as ImmTrac. They insisted on the need for a universal 

immunization data base. The system should be “opt-out,” as opposed to the current 

“opt-in” system. “Opt-in” refers to a registry which requires parental consent for the 
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immunization records to be centrally stored. “Opt-out” assumes the records will be 

placed in the registry, and the parent is given the responsibility of electing, in writing, 

to refuse to allow the records to be centrally stored. It is expected that “opt-out” 

systems are more likely to become complete, or almost complete, data bases, as 

opposed to the “opt-in” systems that leave to burden on the provider or on the state to 

ensure parental consent.  

 The primary reason for an accurate, complete data base of vaccinations is to 

ensure that all children receive the recommended immunizations in the most efficacious 

way possible. This means that they should be given on schedule, with none missed and 

none duplicated. There is a real need to be able to verify previous immunizations. 

Unfortunately, many parents do not keep up with the immunization records of their 

children, even those who intend to do so, and especially if multiple physicians or clinics 

are involved in providing the multiple series of vaccines required over time. One of two 

situations may result. A vaccination which has not been given is incorrectly assumed 

based on parental hunch, causing the child to miss a needed shot; or the documentation 

of a previous vaccination is not available, causing the child to receive an additional shot 

unnecessarily. In this latter instance, the duplication wastes scarce resources and 

needlessly causes additional pain to the child, also putting the child at higher risk for 

adverse reaction, and wasting the provider’s valuable time and the parent’s valuable 

time and money. In some cases, there is waste of the resources of private insurers or  
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state and/or federal funds as well. To avoid these negative consequences, someone 

(parent, doctor’s staff, the doctor him/herself) must track down previous immunization 

records.  

 A more functional central state registry of vaccinations, which is regularly used 

by all providers to record immunizations and access information on previous shots, is 

considered an ideal solution by experts in the field. For instance, a regional manager 

pointed to the need for local data to be merged with other state data in a universal data- 

base. A lobbyist stressed the need for the data base to be able to prevent children from 

receiving unnecessary duplicate shots. One pediatrician pointed out that the system 

leaves the burden of tracking previous shots on the physician, and another complained 

that with the opt-in system, too little information actually ends up in the database, in 

other words, it remains incomplete. They suggest that the process of recording must be 

streamlined and inclusive. Op-out at the state level is their recommended solution. The 

need is so critical that, according to two local public health officials, in certain larger 

metropolitan areas registries have been created at the city or county level. One city has 

determined that all local immunizations will be recorded (opt-out), and the city 

provides kiosks at the malls so that parents may easily access the immunization records 

of their own children. The flag that is waved is one of providing the best medical care 

through timely immunizations based on a complete and accurate history of previous 

immunizations.  

 If the universal registration of vaccinations is so important, why does Texas not 

have an op-out immunization registration system? The opposition has come in the form 
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of groups against a universal registration based on the right to privacy. In almost all 

other instances, the confidentiality of medical records is protected. Therefore, why 

should a child’s medical records be available to anyone without the express written 

consent of the parent? Although a protective firewall is built into the ImmTrac system, 

certain citizens do not trust the system to protect the information from those who might 

abuse it. The right to privacy is constitutionally based, and is not to be taken lightly. 

 The Texas immunization experts, on the other hand, believe too many young lives 

are at stake and that immunizations save lives. One legislative aide believes that those 

who oppose immunization in general have simply used the privacy issue as a flag 

which helps their cause. A representative of a physicians’ association asked, “Why are 

we trying to please the 1% that don’t want to use the registry, when everyone else 

does?” Constitutional democracy demands that the 1% at least be allowed to opt-out. 

 At the time the interviews were conducted (Spring 2003), it was necessary for a 

provider to obtain parental consent to record each immunization with ImmTrac. HB 

1921 of the 78th (regular) Texas State Legislative Session (2003) mandates that the 

parents of all Texas newborns be asked if all immunizations for the child may be filed 

with ImmTrac. If the parents agree, their signature is now required only once and “is 

valid until the child becomes 18 years of age, unless the consent is withdrawn in 

writing,” (TDSHS, 2005). While this is still not a true opt-out system, it is probably as 

close as Texas will get for the foreseeable future. Although some concession has been 

made to the importance of access to accurate records, the right to privacy still matters in 

Texas politics. 
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Parental Rights versus Population Health 

Exemptions from Immunization 

 For a variety of reasons, some Texas parents are insisting on the right to refuse to 

immunize their children according to state mandate. Some insist it is not worth the risk 

of adverse reaction. Others claim it is against their religious or moral values, and they 

therefore have the parental right to refuse to immunize their children based on 

conscientious objection. Under intense pressure to support the parental right to refuse 

immunizations, the state legislature passed legislation in 2003 that made it easier for 

parents to declare a conscientious objection on behalf of a child. The Texas Medical 

Association strongly opposed this legislation, arguing that “If this is truly an issue of 

parental rights, what about the parental rights of the 99 percent of parents in the state 

who wish to have the health and safety of their children protected?” (TMA, 2003,1).  

 More recently Ari Brown, MD, (2004, 1), speaking for the Texas Pediatric 

Society, the Texas Medical Association, and the Texas Academy of Family Physicians, 

addressed the Department of State Health Services Board of Health Meeting regarding 

immunization requirements in Texas: 

 The scientific literature and clinical evidence are clear: expansion of 
 exemptions results in fewer children being immunized appropriately, and 
 ultimately, the public health being unnecessarily endangered by weakened 
 resistance in the population.  
 
Dr. Brown was attempting to dissuade the Texas Department of State Health Services 

from allowing an immunization waiver to stand in place for a period of five years. She 

insist that an annual affidavit would provide “an opportunity for families to receive the 
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most current information about vaccinations,” and also provide an opportunity to 

monitor other health issues (ibid).  

 Websites opposing vaccinations abound. One headline blares: “Texas Parents 

Being Stampeded Into Vaccinating,” (Educate Yourself, 2004). “You need to know 

your rights and not allow yourself to become victimized by the brainwashed 

administrative robots working for Big Brother,” (ibid).  Public health is not the issue; 

parental rights are. 

 However loud these voices may be, they are not the only ones being heard in 

Austin. On June 17th of 2005 Governor Rick Perry signed into law House Bill 1316 

(Texas Legislature, 2005) which requires daycare facilities in the state to ensure that 

entering children must be immunized against invasive pneumococcal disease 

(meningitis), in addition to the other immunizations which were previously required. 

The leader of an immunization advocacy group, Meningitis Angels, mounted a 

statewide e-mail campaign to push for this legislation (Milley, 2005). This group’s 

leader, Frankie Milley, is the mother of a young man who fell victim to meningitis.  

Ms. Milley’s son, Ryan, and others who have died from this vaccine preventable 

disease, have become symbols of the importance of immunization. A spin-off of 

Meningitis Angels, the Vaccinators, has formed as a group focusing on teen 

immunization education and advocacy. As of this writing, five members of the group 

are themselves survivors of the disease. In this case, cries of the victims (the symbol) 

may have carried more weight than the groups who oppose immunization laws based 

on parent rights (the opposition’s symbol). 
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 Again, the ethical question is individual rights versus the need of the population 

as a whole. Policy-makers receive both messages and make decisions regarding public 

health, having to consider both points of view.  

Money, Money, Money and Citizen Ideology 

 While legislators weigh the values versus the needs of the populace, 

immunization advocates see the need for more legislative effort. The opposition is 

small but well-organized and, as one expert described them, “loud.” The immunization 

advocates agree that the political battles are centered in “money, money, money.” The 

Medicaid reimbursement rate for administration of immunizations is one of the lowest 

in the nation. This is a disincentive for physicians to participate in providing 

vaccinations to the Medicaid population. State programs are better able to provide 

vaccine because of the federal VFC program, but education of parents and physicians, 

operation of clinics, transportation for parents, and promotional efforts also take a lot of 

money at the state and local levels, money that is difficult to come by when budgets are 

tight. Cooperation, coordination, and facilitation will go a long way to accomplish 

immunization goals, but not without a sufficient budget. 

 It can be assumed that the recent weakening of the economy, and the resulting 

state budget cuts, have caused law-makers to rethink state priorities.  The situation in 

Texas at the time of our data collection (Spring, 2003) was that Texas funded its state 

immunization program poorly compared to other states. The program’s operating 

budget, per capita, ranked 48th among the 50 state immunization programs. The 

Medicaid reimbursement rate for vaccine injection in Texas ranked 42nd among state 
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rates. Texas had not adopted a universal vaccine purchase system, (and it still has not 

done so). This lack of expenditure for immunizations in 2003 came at a time that Texas 

continued to rank 16th in gross state product per capita among states in the nation. 

I can speculate, based on conclusions in the previous chapter, that this relatively low 

funding, as compared with other states, may be related to citizen ideology. Texas 

ranked 33rd on the 2002 citizen ideology scale of liberalism provided by Berry, et al., 

(2004). The interviews with Texas immunization experts did not specifically discuss 

their opinions about citizen ideology. However, I again speculate that in spite of the 

nature of the problem, the relatively conservative citizen ideology may negatively 

impact public health policy, or at least it appears to do so, in relationship to the state 

immunization program in Texas. 
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CHAPTER VIII 

CONCLUSIONS 

 

 What is the politics of public health at the state level? It is a blending of the 

following factors: the problems of public health in each state; citizen ideology’s impact 

on the framing of the issue; the structure of state public health institutions; the 

complexity of state public health programs and the impact of federalism; the interplay 

of state public health institutions with other actors in the state’s public health policy 

community; and, finally, the way in which symbolism is used to convey the message of 

public health. The history of the blending of these strands varies from state to state. The 

picture presented is ripe for much more study. Simply the historical aspects of this 

interplay within each state present a rich venue for academic investigation. Any current 

study of public health at the state level should not ignore the historical context. 

However, there is much left to be understood about the dynamics of present day state 

level spending for public health concerns.  

 This dissertation asserts that the dominant state level citizen ideology, which 

helps to frame the definition of the problem, is one of several causal factors in state 

response to public health need. Social problems, including public health, are seen 

through the lens of political ideology. Policy activists who respond to public health 

needs and threats at the state level take into account the dominant political ideology of 

the given state, and mold their actions accordingly. 
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 The use of symbols to motivate the public, as well as policy-makers, is framed in 

ways that will be appreciated by those who adhere to the dominant political ideology of 

the state. To try to change policy without grasping the significance of a state’s 

dominant citizen ideology would be fool-hardy. This dissertation argues that the role of 

citizen ideology must be considered in the study of the politics of public health.  

 Even though the theoretical assumptions appear sound, the analysis of three 

models designed to confirm this hypothesis, as reported in Chapter VII, are somewhat 

mixed. The results of the models are interesting for several reasons, but liberal citizen 

ideology, per se, did not perform as expected. Gross state product per capita made more 

of an impact on state immunization operating budgets (administrative support) than did 

citizen ideology. Two factors, the overall Medicaid spending per capita in a state and an 

increased percent of young children in a state, each had a greater effect on Medicaid 

reimbursement rates for vaccine administration than did citizen ideology. Also, in the 

final model that included the logged odds ratio of a state enacting a universal purchase 

system, two other variables performed more robustly. The number of immunization 

action plan areas had a significant negative impact, while simply being a state in the 

Northeastern region of the country caused a positive impact on the odds. 

 Given these results, it is necessary to ask where is the disconnect between citizen 

ideology and public health policy? Granted, these three models address three different 

aspects of public health funding (administrative support, funding for indigent services, 

and universal provision of vaccines for the entire population of children); however, 

overall, I was unable to demonstrate the underlying significance of citizen ideology. 
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Perhaps a report from the Institute of Medicine can provide more insight: 

 “The various components of the public health system are difficult to explain and 
 promote to the public and to those who appropriate funds. Furthermore, infectious 
 diseases are not seen as a health threat to Americans but, instead, are seen as a 
 problem primarily faced by people in other count[r]ies. It is thus difficult to 
 communicate the urgency and importance of maintaining current infectious 
 disease prevention and health promotion programs to meet future infectious 
 disease threats, especially when the public does not perceive infectious diseases to 
 be important” (IOM, 2000, 10).  
 
 Yet conversely, a Harris poll reported that “91 percent of respondents considered 

prevention of infectious diseases very important” (Patel and Rushefsky, 2005, 7). 

Likewise, “88 percent of respondents considered conducting research into the causes 

and prevention of diseases very important,” and “87 percent of respondents considered 

immunization to be a key issue” (ibid). If this is the case, when citizens were asked to 

“specify the mission of public health,” why was only one percent able to do so (ibid)?   

 The present salience, or even awareness, of public health issues may contribute to 

the explanation. When the media highlights potential focusing events, such as disease 

outbreaks, the public’s awareness is temporarily heightened. Likewise, when 

immunization and infectious diseases are brought to the attention of survey 

respondents, they answer positively concerning the need for public health services. 

However, most of the time, as the Institute of Medicine (2000) suggests, citizens do not 

think about public health concerns, or they consider them to be third world issues, not 

ours. 

 Patel and Rushefsky (2005) assert that the system of public health in the United 

States has been neglected politically in the last several decades. It faces several 

challenges as we enter the new century, but it has not yet resolved several of the old 
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issues. How will it find harmony and peace with the market-driven health care 

industry? How will it promote its programs in a time of severe local, state, and federal 

budget shortfalls? How will it be prepared for outbreaks of known diseases, such as 

avian influenza, and yet unknown diseases? 

 While this dissertation has attempted to review the primary issues of public health 

in the United States through historical and structural considerations, many of these 

issues remain, at the core, political in nature. The tension seen in these issues has to do 

with the values of the people who hold the opinions. Are personal rights more valuable 

that the common good, the welfare of the population as whole? Are states rights more 

important that federal rule? Furthermore, what is the federal responsibility for public 

health, as opposed to the responsibility of the individual states? All of these questions 

are politically charged. The models offered are only first steps in the process of 

discovering how the systems of values that drive politics connect with and move the 

policies of public health at the state level. This is an important area of study and is ripe 

for further research. 

 Texas was used as a single case study to further explore the issues of public 

health, particularly those of childhood immunization. The concerns expressed by the 

experts highlight the professional and political debates that continue to interfere with 

the provision of services. Although the questions asked of Texas experts did not 

directly address their views concerning the impact of citizen ideology, the underlying 

values are illustrated in the tension that exists in the immunization policy community. 

More recently, another immunization expert notes “It’s amazing to me that the cattle in 
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the State of Texas are better immunized than our children,” (Smith, cited in Post, 2003). 

Using a similar symbol, but with the opposing motive, a recent internet headline blares 

“Texas Parents Being Stampeded Into [sic] Vaccinating,” (Educate Yourself, 2004). 

The first asserts the value of population health, especially for Texas children, while the 

other places higher value on parental rights. These simply continue the philosophical 

battles concerning public health that have existed for generations in Texas and 

throughout the nation. 

 Perhaps the disconnect is that public health has been unable to win the political 

battle on a cultural level. Public health, especially at the state level, has not been able to 

maximize attention to symbols that promote its causes. In some cases we have noted 

their temporarily effective use in Texas. However, we have also seen that opposition 

forces are able to do the same. Has public health learned the lessons of its own political 

naiveté? Has public health learned to “toot its own horn,” and to shout the value of 

community immunity and other public health benefits? Public health, at the state level, 

is in the process of pulling together coalitions to advance public health causes (Morrow 

and Collins, 2004). The political effects of these public health coalitions at the state 

level have yet to be tied to public health outcomes. Using survey methodology is one 

way to measure the effectiveness of coalitions at the state level. Clear typologies of 

coalitions would have to be defined. Then their impact on legislation and on 

administrative decision making would have to be observed and reported. This is not an 

impossible task, and might be valid, even if only a few states were observed for 

comparison. 
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 It would be interesting to see how the impact of the salience of avian influenza, a 

potential focusing event if it even approaches a pandemic, may interact with citizen 

ideology at the state level. Assuming the federal government will again rely on the state 

and local infrastructure to provide vaccine as it is developed, and as the disease 

mutates, the complexity of state immunization programs, and especially their 

interaction with federal authorities, may become increasingly significant as well. 

Again, interviews with key players, physicians, public health administrators, and public 

school nurses may provide insight into how new policy is implemented at the local and 

state levels. To get at the politics of the situation, it may be important to interview 

members of state legislatures directly, or at least their senior staff members, to 

determine which political forces (citizen ideology versus stakeholder influence) are 

impacting their decisions on public health spending for this potential outbreak. 

 Biggs and Helms (2004, 1) created a model of policy mapping “to evaluate the 

problems of policy design facing public health authorities in the new age of 

bioterrorism.” They focus on the reasons for the failure of the smallpox immunization 

initiative which was the first major public health initiative in the era of homeland 

security. They note that the same effort worked well in the military, where the lines of 

authority were clearly drawn. However, the attempt to conduct a “national security 

style mobilization,” (ibid) using the institutional tools and actors of the public health 

domain, failed to consistently accomplish first responder immunization throughout the 

states. Their policy mapping of authority, agency, program, rule, contract, budget, 
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governance levels, and policy sectors might be applied to other initiatives. Such an 

opportunity may arise as avian influenza becomes more widespread. 

 It is hoped that this dissertation will spark further debate and additional research 

in an important area of study for the fields of public administration, political science, 

health care and, most especially, for public health.  
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APPENDIX A 
 

Assumptions of Berry, Ringquist, Fording and Hanson, 1998 

 

Assumption 1: Voters are arrayed on a liberal-conservative ideological continuum, and 
in two-candidate elections they vote for the candidate whose ideology is closest 
to their own. 

 
Assumption 2: On at least some bills legislators’ votes are guided primarily by 

ideology. Moreover, “raters’ can identify a set of bills that accurately reflects 
legislators’ ideology. 

 
Assumption 3: When a seat is open, voters perceive the ideological position of the new 

candidate from the incumbent’s party to be similar to that of the incumbent. 
 
Assumption 4: Voters perceive the ideological position of a challenger to resemble the 

typical ideological position of incumbents from the same party in the same 
state. 

 
Assumption 5: The proportion of voters who prefer the incumbent’s ideology to that of 

a “hypothetical challenger” changes linearly from the proportion of votes 
received by the incumbent at the start of a term to the proportion of votes 
received by the incumbent(or the successor candidate from his or her party) in 
the next election. 

 
Assumption 6: The mean ideological position of the members of a party in a state’s 

legislature is similar to the mean position of the party’s U.S. Representatives 
and Senators. 

 
Assumption 7: The expected ideological position of a governor is equal to the average 

ideological position of state legislators from the same party. 
 
Assumption 8: The governor and the legislative branch have equal power over the 

policy decisions of sate governments. Within the legislature, chambers have 
equal power. 

 
Assumption 9: If parties have the same number of seats in a chamber, their power over 

policy is equal. Otherwise, the majority party controls at least 60% of the 
power. This power grows until the majority has 60% of the seats, when it 
obtains complete policy control. 
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            From Berry, William D., Evan J. Ringquist, Richard C. Fording, Russell L. Hanson. 
1998. “Measuring Citizen and Government Ideology in the American States, 1960-93.” 
American Journal of Political Science 42: 337-340. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

      159



APPENDIX B 
 

Salience 
 

 
 The control variable, SALIENCE, is a measure of the salience of immunization 

issues in each state from 2000 through 2002. A guided news search was conducted on 

Lexis-Nexis using the category of U.S. News. The source list was tallied for each state 

news service. Then a tally was made of news articles per state for “immunization or 

immunizations or vaccination or vaccinations or vaccine or vaccines and not smallpox 

or pox.” Smallpox and pox were eliminated due to the perceived terrorist threat which 

was being addressed at both the national, state and local levels following the incidents 

of September 11, 2001. It was assumed that the news stories about the need for 

smallpox vaccine and the federal program to ensure that all first responders were 

vaccinated against the disease would skew the study results due to their specific nature. 

The number of remaining immunization articles per state was divided by the number of 

news sources per state to create the new variable, SALIENCE. 
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APPENDIX C 
 

Protocol for 50 State Survey 
 

  

 The office of each state immunization program manager was contacted to 

schedule an appointment for the 20 minute interview. If the program director was 

unable to participate in the survey, he/she was asked to designate a senior staff member 

to participate in the survey on his/her behalf. If the program director was unavailable 

for an extended period of time (illness, vacation, etc.), the person left in charge of the 

department was asked to participate in the interview. The interviews were conducted 

using the Earl Survey Research lab in the Texas Tech Department of Political Science, 

and using the WinCATI program to record responses directly into the computer.  

 Although the survey seeks information about which immunization practices are 

being implemented, it also sought the perceptions of the program directors concerning 

the importance and effectiveness of selected immunization practices. The survey 

instrument is also in Appendix C. 

 Project 02572, Comparative Assessment of the Value of Programs that Aim at 

Achieving Higher (Childhood) Vaccination Rates, was approved by the Texas Tech 

University Committee for the Protection of Human Subjects on November 6, 2002. The 

approval was effective from November 1, 2002 through October 31, 2003. Information 

in this preliminary study was used to develop the questionnaire for the 50 state 

immunization officials. The questionnaire and a new protocol were submitted as Project 

02596, Comparative Assessment of the Value of Programs that Aim at Achieving 
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Higher (Childhood) Vaccination Rates. This second phase of the research was approved 

by the same Protection of Human Subjects Committee on December 6, 2002, with 

effective dates of December 1, 2002 through November 30, 2003. Both of the approvals 

were requested and received by Clarke. E. Cochran, PhD, professor and principal 

investigator.  
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Interview Request Letter 
 
Dear Immunization Program Manager: 
  
I am directing a research project for the Center for Public Service at Texas Tech 
University. The project was initiated by Dr. David R. Smith, Co-chairman of the 
Institute of Medicine Committee on Immunization Finance and Chancellor of Texas 
Tech and the Texas Tech Health Sciences Center. 
 
Our research is a comparative analysis of strategies and programs to improve childhood 
immunization rates (especially in birth to age two children). In a previous project now 
published in Texas Medicine, the investigators identified many immunization best 
practices and barriers to their implementation. The present phase of the project will 
look at the extent to which key best practices have been implemented in each of the 50 
states and in the District of Columbia. Most importantly, we will focus on how state 
immunization program managers perceive the effectiveness of these practices. 
Although we must ask certain questions to categorize the separate state programs, our 
purpose is not to gather new descriptive data. The goal is to gain a sense of the opinions 
of the state level directors who play a critical role in the administration of immunization 
policy. We want to know, based on your expertise and experience, which practices you 
feel work best in your state. What do you believe is most effective at raising 
immunization rates?  
 
Questions on the survey will address the following issues: 
• state level registry used (opt-in versus opt-out) and its utility 
• vaccine administration reimbursement rates, focusing on sCHIP and Medicaid  
• first dollar immunization coverage for non-ERISA private health insurance plans 
• immunization coalitions and the efficacy of collaboration 
• utility of AFIX and CASA  
• enforcement of immunization requirements for daycare and Head Start  
• budgetary flexibility during mid-budget cycle  
 
We are contacting you as an official with primary responsibility for program 
implementation in your state. One of my research assistants, Helen Morrow or Jennifer 
Ramirez, will call during the month of April to arrange for an interview. I hope that you  
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will be able to participate, since your perceptions are vital to the credibility of our 
study. The telephone interview will take only about 20 minutes, and we shall be happy 
to schedule it at your convenience. We can promise you confidentiality, as our research 
will not identify interviewees by name or affiliation. Data will only be reported in 
aggregate.  
 
Thank you for your assistance. 
 
Sincerely yours, 
 
Clarke E. Cochran 
Professor and Research Director 
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Questions and Coding for 50 State Immunization Study 
 

Q: q1 
T: 5 
        How important are the following programs or practices to 
        improving immunization rates?  Please rate each one on 
        a five point scale, with 1 meaning "not at all important" 
        and 5 meaning "very important". 
 
 A population-based state registry 
 A state-registry with opt-out enrollment also known as 
  implied consent  
 Increased reimbursement rates for providers 
 More extensive use of immunization coalitions 
 Increased use of AFIX and CASA 
 More rigorous enforcement of immunization requirements 
  for day care and Head Start  
 Universal purchase system 
 
         NOT AT ALL                                  VERY 
         IMPORTANT                                 IMPORTANT 
              |---------|---------|---------|---------| 
              1         2         3         4         5 
 
                              8 DON'T KNOW 
                              9 REFUSE 
 
Q: q2 
T: 5 
        Now I will ask some general questions about reimbursement 
        rates. 
 
        What is the reimbursement rate for physician vaccine 
        administration for your SCHIP program? 
 
 
        ENTER NUMBER:  
 
        88888 DON'T KNOW 
        99999 REFUSE 
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Q: q3 
T: 5 
        What is the reimbursement rate for physician vaccine 
        administration for your Medicaid program? 
 
        ENTER NUMBER:  
 
        88888 DON'T KNOW 
        99999 REFUSE 
 
Q: q4 
T: 5 
        Now I would like to know if you strongly agree, agree,    
 disagree or strongly disagree with the following    
 statements. 
 
  Your SCHIP reimbursement rate for physician vaccine    
  administration is a barrier to full immunization for     
   the SCHIP population  
  Your Medicaid reimbursement rate for physician vaccine    
   administration is a barrier to full immunization for    
   the Medicaid population  
 
        1 Strongly agree 
        2 Agree 
        3 Disagree 
        4 Strongly disagree 
 
        8 DON'T KNOW 
        9 REFUSE 
 
 
Q: q5 
T: 5 
        What percentage increase in SCHIP reimbursement rates would 
        be needed to substantially improve immunization rates in 
        your state? 
 
        IF THEY DON'T KNOW, ASK FOR THEIR BEST ESTIMATE 
 
        ENTER NUMBER:  
 
        888 DON'T KNOW 
        999 REFUSE 
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Q: q6 
T: 5 
        What percentage increase in Medicaid reimbursement rates would 
        be needed to substantially improve immunization rates in 
        your state? 
 
        IF THEY DON'T KNOW, ASK FOR THEIR BEST ESTIMATE 
 
        ENTER NUMBER:  
 
        888 DON'T KNOW 
        999 REFUSE 
 
Q: q7 
T: 5 
        Does your state mandate first dollar immunization coverage 
        for vaccinations on all non-ERISA private health insurance 
        plans? 
 
        1 Yes 
        2 No 
 
        8 DON'T KNOW 
        9 REFUSE 
 
Q: q8 
T: 5 
        How would you characterize your state's enforcement of first 
        dollar immunization coverage?  Would you describe it as... 
 
        1 Very rigorous 
        2 Somewhat rigorous 
        3 NEUTRAL (DO NOT READ) 
        4 Not very rigorous 
        5 Not enforced at all 
 
        8 DON'T KNOW 
        9 REFUSE 
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Q: q9 
T: 5 
        Do you strongly agree, agree, disagree, or strongly disagree 
        with this statement: Lack of first dollar coverage presents 
        a barrier to full immunization for insured patients. 
 
        1 Strongly agree 
        2 Agree 
        3 Disagree 
        4 Strongly disagree 
 
        8 DON'T KNOW 
        9 REFUSE 
 
Q: q10 
T: 5 
        State program directors may develop coalitions with other 
        public and private enterprises to promote full immunization. 
        Please tell me whether your state immunization program 
        routinely works with each one of the following types of 
        organizations to promote full immunization. 
 
 Other state agencies 
 Hospitals and clinics 
 The media 
 The business community 
 Your state medical association 
 Religious and charitable organizations 
 School systems 
 Local governments 
 The pharmaceutical industry 
 The insurance industry 
 Are there any others? 
 
        1 Yes 
        2 No 
 
        8 DON'T KNOW 
        9 REFUSE 
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Q: q10oth 
T: 5 
        RECORD RESPONSE 
 
 
Q: q11 
T: 5 
        Now I will read several statements and I would like to know 
        if you strongly agree, agree, disagree, or strongly disagree 
        with each one. 
 
 Working with other public agencies is important to raising 
  and sustaining immunization rates  
 Working with private industries is important to raising 
  and sustaining immunization rates  
 Working with professional organizations and associations in 
  the medical community is important to raising and     
 sustaining immunization rates 
 The absence of a coalition to support immunization would present 
  a barrier to full immunization  
        
        1 Strongly agree 
        2 Agree 
        3 Disagree 
        4 Strongly disagree 
        8 DON'T KNOW 
        9 REFUSE 
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Q: q12 
T: 5 
        Now I will read three statements about AFIX and CASA and again 
        I would like to know if you strongly agree, agree, disagree, or    
  strongly disagree. 
 
 AFIX and CASA reviews are an effective way of making providers 
  aware of the immunization rates within their own patient    
 populations  
 AFIX and CASA reviews increase immunization rates 
 The lack of required AFIX and CASA reviews for immunization  
  providers is a barrier to full immunization        
 
        1 Strongly agree 
        2 Agree 
        3 Disagree 
        4 Strongly disagree 
 
        8 DON'T KNOW 
        9 REFUSE 
 
 
Q: q13 
T: 5 
        Are *all* public health facilities in your state required to 
        participate in AFIX and CASA reviews? 
 
        1 Yes 
        2 No 
 
        8 DON'T KNOW 
        9 REFUSE 
 
Q: q14 
T: 5 
        Are *all* private physicians who provide immunizations in your 
        state required to participate in AFIX and CASA reviews? 
 
        1 Yes 
        2 No 
 
        8 DON'T KNOW 
        9 REFUSE 
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Q: q15 
T: 5 
        Are private physicians who provide immunizations in your state 
        required to participate in AFIX and CASA reviews if they 
        participate in each of the following? 
 
 VFC? 
 SCHIP? 
 Medicaid? 
 
        1 Yes 
        2 No 
 
        8 DON'T KNOW 
        9 REFUSE 
 
Q: q16 
T: 5 
        How would you characterize the enforcement of the AFIX/CASA 
        requirements?  Would you say it is... 
 
        1 Very rigorous 
        2 Somewhat rigorous 
        3 NEUTRAL (DON'T READ) 
        4 Not very rigorous 
        5 Not enforced at all 
        6 NOT REQUIRED (DON'T READ) 
 
        8 DON'T KNOW 
        9 REFUSE 
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Q: q17 
T: 5 
        How would you characterize the enforcement of immunization 
        requirements for children in Head Start? 
 
        READ CATEGORIES IF NECESSARY 
 
        1 Very rigorous 
        2 Somewhat rigorous 
        3 NEUTRAL (DON'T READ) 
        4 Not very rigorous 
        5 Not enforced at all 
 
        8 DON'T KNOW 
        9 REFUSE 
 
Q: q18 
T: 5 
        How would you characterize the enforcement of immunization 
        requirements for children in day care or other licensed 
        childcare arrangements? 
 
        READ CATEGORIES IF NECESSARY 
 
        1 Very rigorous 
        2 Somewhat rigorous 
        3 NEUTRAL (DON'T READ) 
        4 Not very rigorous 
        5 Not enforced at all 
 
        8 DON'T KNOW 
        9 REFUSE 
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Q: q19 
T: 5 
        For the following statements, I would again like you to tell  me if you strongly  
 agree, agree, disagree, or strongly disagree. 
 
 Our state has the resources to effectively enforce day care 
  immunization requirements  
 Our state has the resources to effectively enforce immunization 
  requirements before entry into Head Start  
 The number of children *not* enrolled in day care or Head Start 
  presents a barrier to full immunization of young children  
 
        1 Strongly agree 
        2 Agree 
        3 Disagree 
        4 Strongly disagree 
 
        8 DON'T KNOW 
        9 REFUSE 
 
Q: q20 
T: 5 
        Does your state have a universal purchase system for vaccines? 
 
        1 Yes 
        2 No 
 
        8 DON'T KNOW 
        9 REFUSE 
 
Q: q21 
T: 5 
        Do you strongly agree, agree, disagree, or strongly disagree 
        with this statement: Lack of a universal purchase system 
        presents a barrier to full immunization. 
 
 
        1 Strongly agree 
        2 Agree 
        3 Disagree 
        4 Strongly disagree 
 
        8 DON'T KNOW 
        9 REFUSE 
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Q: q22a 
T: 5 
        Imagine your agency has to respond to funding demands arising 
        from a new vaccine or a vaccine preventable disease outbreak 
        and you were in mid-budget-cycle.  Please tell me if each of 
    the following is a way in which your agency would respond. 
 
 Petition the legislature or governor for additional funds 
 Obtain additional funding from a pre-existing contingency fund 
 Reduce expenditures in other areas to meet demand 
 Postpone vaccine purchase until the new budget cycle 
 Something else 
 
 
    1 Yes 
    2 No 
 
    8 DON'T KNOW 
    9 REFUSE 
 
Q: q22 
T: 5 
 
        Imagine your agency has to respond to funding demands arising 
        from a new vaccine or a vaccine preventable disease outbreak 
        and you were in mid-budget-cycle.  Which one of the following 
        best describes how your agency would respond? 
 
        1 Petition the legislature or governor for additional funds 
        2 Obtain additional funding from a pre-existing contingency   
 fund 
        3 Reduce expenditures in other areas to meet demand 
        4 Postpone vaccine purchase until the new budget cycle 
        5 Something else 
 
        8 DON'T KNOW 
        9 REFUSE 
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Q: q22oth 
T: 5 
        RECORD RESPONSE 
 
Q: q23 
T: 5 
        Now I will read some statements about your agency's ability 
        to anticipate and pay for unanticipated immunization needs. 
        Please answer with strongly agree, agree, disagree, or 
        strongly disagree. 
 
        Our agency has the funding flexibility to pay for... 
 
 
 new vaccines or new vaccine combinations that arise in 
  mid-budget-cycle  
 additional vaccines needed in response to a non-bioterrorism 
  vaccine preventable disease outbreak that arises  
  in mid-budget-cycle  
 additional vaccines needed in response to a bioterrorism 
  outbreak that arises in mid-budget-cycle  
 
        1 Strongly agree 
        2 Agree 
        3 Disagree 
        4 Strongly disagree 
 
        8 DON'T KNOW 
        9 REFUSE 
 
Q: q23a 
T: 5 
    Does your state have an existing state registry? 
 
    1 Yes 
    2 No 
 
    8 DON'T KNOW 
    9 REFUSE 
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Q: q24 
T: 5 
        Now I will read several descriptions of state immunization 
        registries.  For each one, please tell me whether it describes 
        your state registry or not. 
 
 Your registry is a population based registry (children are 
  entered into registry at birth, within 6-8 weeks) 
 Data from public immunization providers are included in 
  your state registry  
 Data from private immunization providers are included in 
  your state registry  
 Your state registry targets *all* catchment areas in the 
  state [Catchment area: The specific geographic area of    
  health practice population for which your registry is or    
  will be responsible for collecting and managing registry    
  data-- more or less a medical service area] 
 
        1 Yes 
        2 No 
 
        8 DON'T KNOW 
        9 REFUSE 
 
Q: q25 
T: 5 
        In general, which of the following best describes the method 
        of obtaining consent to enter data into your state registry? 
 
        1 Opt-in (required consent) 
        2 Opt-out (implied consent) 
 
        8 DON'T KNOW 
        9 REFUSE 
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Q: q26 
T: 5 
        How often must a parent or guardian give permission for a 
        child's immunization records to be registered? 
 
        1 Only once 
        2 Each time an immunization is received 
        3 Other (SPECIFY) 
 
        8 DON'T KNOW 
        9 REFUSE 
 
Q: q26oth 
T: 5 
   ENTER RESPONSE 
 
Q: q27 
T: 5 
        Are parents or guardians given the opportunity to opt-out of 
        the immunization registry at each of the following times? 
 
 At birth 
 Upon entry into day care or school 
 Before receiving any immunization 
 Upon request to the appropriate agency 
 
        1 Yes 
        2 No 
 
        8 DON'T KNOW 
        9 REFUSE 
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Q: q28 
T: 5 
        Now I will read several statements and I would like to know 
        again if you strongly agree, agree, disagree, or strongly 
        disagree with each one. 
 
 Your state registry helps identify specific populations 
  with exceptionally low immunization rates  
 Your state registry would be useful in the event of 
  a bioterrorism incident  
 Your state registry reduces waste or fraud in the 
  Medicaid or SCHIP programs  
 It is reasonably easy for providers to enter data into 
  the state registry  
 It is reasonably easy for providers to retrieve data 
  from the state registry  
 
        1 Strongly agree 
        2 Agree 
        3 Disagree 
        4 Strongly disagree 
 
        8 DON'T KNOW 
        9 REFUSE 
 
Q: q29 
T: 5 
        Do any of the following make it difficult for providers 
        to enter data into the statewide registry? 
 
 Legal restrictions 
 Technological limitations 
 The cost of data entry 
 Duplication of data entry 
 
        1 Yes 
        2 No 
 
        8 DON'T KNOW 
        9 REFUSE 
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Q: q30 
T: 5 
        Do any of the following make it difficult for providers to 
        retrieve data from the statewide registry? 
 
 Legal restrictions 
 Technological limitations 
 Multiple databases  
 
        1 Yes 
        2 No 
 
        8 DON'T KNOW 
        9 REFUSE 
 
Q: q31 
T: 5 
        Again, please tell me if you strongly agree, agree, disagree, 
        or strongly disagree with the following statements. 
 
 The lack of a population-based state registry presents a barrier 
  to full immunization  
 The lack of an opt-out consent method for your state registry 
  presents a barrier to full immunization  
 
        1 Strongly agree 
        2 Agree 
        3 Disagree 
        4 Strongly disagree 
 
        8 DON'T KNOW 
        9 REFUSE 
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Q: q32 
T: 5 
        Which of the following is the best way to organize    
 immunization registries, in your opinion? 
 
        1 A single national immunization registry 
 
                        OR 
 
        2 A fully operational, population-based, opt-out state     
 registry in every state 
 
        8 DON'T KNOW 
        9 REFUSE 
 
Q: q33 
T: 5 
        How would you characterize the impact of the following    
 programs and policies on immunization rates?  Please tell me whether each one                            
 would have a very negative impact, a negative impact, no impact, a positive 
 impact, or a very positive impact. 
 
 A population-based state registry 
 A state-registry with opt-out enrollment also know as 
  implied consent  
 A 50% increase in physician reimbursement rates for 
  vaccine administration  
 More extensive coalitions to promote and to sustain immunization 
 Mandatory AFIX and CASA participation for all providers 
  on immunization rates  
 More rigorous enforcement of immunization requirements for 
  day care and Head Start participants  
 A universal purchase system 
 
        1 Very negative impact 
        2 Negative impact 
        3 No impact 
        4 Positive impact 
        5 Very positive impact 
 
        8 DON'T KNOW 
        9 REFUSE 
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Q: q34 
T: 5 
        Now just a couple of questions about you.  How many years 
        have you served in your current position? 
 
        IF LESS THAN ONE YEAR, ENTER 0 
 
        ENTER NUMBER:  
        88 DON'T KNOW 
        99 REFUSE 
 
Q: q35 
T: 5 
        Including yourself, about how many full-time equivalent 
        paid staff does your state immunization program employ? 
 
        ENTER NUMBER:  
 
        888 DON'T KNOW 
        999 REFUSE 
 
Q: q36 
T: 5 
        What is the approximate amount of your immunization  
 program's operating budget for the last fiscal 
        year? 
 
        ENTER IN MILLIONS (FOR $250M ENTER 250, for 750,000 
                       ENTER .75) 
 
        ENTER NUMBER:  
 
        888 DON'T KNOW 
        999 REFUSE 
 
Q: qid 
T: 5 
        Please enter your assigned interviewer number:  
 
 501 = Helen 
 502 = Jennifer 
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APPENDIX D 
 

Protocol for Texas Interviews 
 
 

 
 Names of potential interviewees were suggested by immunization study team 

members at Texas Tech and by those interviewed early in the process. Names were not 

randomly selected. There is a strong bias toward those who are supportive of childhood 

immunizations. Subjects are current and former government immunization officials and 

private practitioners or trade association representatives with responsibility for and/or 

special experience in childhood immunization implementation. 

 Interviews were conducted by telephone (three in person) following a standard 

interview protocol. The primary objectives were: (1) confirming the presence in Texas of 

barriers to high rates of immunization identified in the research literature; (2) identifying 

“best practices;” and (3) obtaining recommendations for program changes in Texas. The 

interviews lasted 30 minutes to 1 hour, with no other cost to the subject. 

 The final phase of the research involved a protocol of interviews of experts in the 

immunization field in Texas. Project 03068, Comparative Assessment of the Value of 

Programs that Aim at Achieving Higher (Childhood) Vaccination Rates, was approved by 

the Texas Tech University Committee for the Protection of Human Subjects on March 

18, 2003, with effective dates of March 1, 2003 through February 28, 2004. 
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Interview Request Letter for Texas Experts 
 
Dear ____________: 
 
I am directing a research project for the Center for Public Service at Texas Tech 
University. The project was initiated by Dr. David R. Smith, Co-chairman of the 
Institute of Medicine Committee on Immunization Finance and Chancellor of Texas 
Tech and the Texas Tech Health Sciences Center. 
 
Our research is a comparative analysis of strategies and programs to improve childhood 
immunization rates (especially in birth to age two children). Our intention is to better 
understand the immunization situation in Texas, barriers to immunization success, and 
ways to improve immunization rates. Our research design calls for us to interview state 
and local health officials with crucial immunization program responsibilities. We are 
requesting an interview with you because of your responsibilities in this respect.  
 
The outcome of our research will be evidence-based recommendations for strategies to 
improve childhood immunization rates in Texas. 
 
One of my research assistants, (insert name), will call you in a few days to arrange for 
an interview. I hope that you will be able to participate, since it is vitally important for 
our research design that we talk to program leaders in Texas. We will need 
approximately one hour for a formal phone interview at your convenience. If it is more 
convenient for you, one of our researchers may be able to interview you in person in 
your office. We can promise you confidentiality, as our research will not identify 
interviewees by name or affiliation. 
 
Thank you for your assistance. 
 
Sincerely yours, 
 
 
 
Clarke E. Cochran 
Professor and Research Director 
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Questions for Texas Immunization Experts 
 
Given your experience with immunization programs at the state and local level in 
Texas, what do you see as the primary obstacle to achieving effective immunization 
levels in Texas? Where are the largest barriers? 
 
We ask that you address questions concerning: 
 
the registration system (opt-in vs. opt-out) 
 
delivery of immunizations by the public sector 
 
delivery of immunizations by the private sector 
. 
public funding of immunizations in the private sector 
 Medicaid HMOs, CHIP 
 
private funding of immunizations 
 HMOs vs. other forms of health insurance 
 Cash 
 
vaccine purchase system 
 
vaccine distribution – availability, storage, management of supply 
 
parent education and parent incentive strategies 
 
physician education and physician incentive strategies 
 
other promotions  -  like Shots Across Texas  
 
cooperation between Texas Department of Health and local authorities 
 
cooperation among local authorities 
 
cooperation between CDC and state and local authorities 
 
 
 
What, if any, are other areas of concern in the provision of immunizations in Texas? 
 
What is the best strategy to approach these concerns?  
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