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“The success or failure of any government in the final analysis must be measured by the 
 well-being of its citizens.” 
      Franklin Delano Roosevelt 
 

Quality management in public administration encompasses more than the performance and 

practice of governance in the provision of services to citizens. The services provided and/or 

impacted by government policies and programs impact the quality of life for individuals and 

communities (Marmot, M. 2000; Mattes, R. & Christie, J. 1997; and Rahael, Phillips, Renwick & 

Sehdev 2000).  Measures of quality of life (QOL) and health-related quality of life (HRQOL) 

may serve as indicators for governments to explore their policies and their contributions to all 

sectors of society.  Studies have found that satisfaction with overall community health care 

affects perceived quality of life through satisfaction with the community at large and satisfaction 

with personal health (Rahtz & Sirgy, 2000).  Community quality of life indicators can facilitate 

the identification and prioritization of goals as well as provide a means of evaluation for 

government and community projects.  In combination with a commitment to an open and 

inclusive process, QOL and HRQOL indicators can provide an information base for citizen 

participation in community planning and actions  (Besleme & Mullin, 2000). 

 
Though government has a unique, and perhaps the ultimate, responsibility for assuring the health 

of citizens, improving the conditions that affect community health and HRQOL requires a broad 
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partnership among several key players and stakeholders.  Government alone cannot resolve the 

issues of concern regarding the health and health-related quality of life.  Assuring the nation’s 

and/or a community’s health and HRQOL requires the collaborative efforts of people and 

organizations in the public and private sectors, as well as alignment of policy and practice of 

government public health agencies at the national, state and local levels  (IOM, November 2002).   

This paper describes a local public/private task force effort that integrates government, multiple 

stakeholders and citizens in designing solutions to improve access to health, and subsequently 

HRQOL, in the community.  “Miami-Dade is a national model in what it takes to get all the 

leaders in the public and private sector around the table at the same time” (Moran, 2003).  As 

countries in the CEE move to a broader base of health care programs and organizations, 

communities may consider adaptation of this model to their unique social and political contexts 

as a means of assuring broad participation by citizens and stakeholders.   

  
INDICATORS OF HEALTH RELATED QUALITY OF LIFE 
  
Several HRQOL survey measures and their associated summary scales have been used with 

success to assess the HRQOL of large segments of the population (HHS 2000).    Numerous 

brief, precise and psychometrically sound instruments measuring HRQOL on an individual level 

have been adopted for widespread use (Kaplan, Dravit & Greenfield 2000).  These measures 

often focus on responses to survey questionnaires regarding health status and/or satisfaction with 

individual health programs and services.  Studies have also addressed the cross-cultural aspects 

of health status and quality of life, including countries in Central and Eastern Europe 

(Staniszewska, Ahmed & Jenkinson 1999; Lakey,  Nicholas, Wolf, Leuner, Corless & Paul-

Simon 2001).   International measurement of health status and quality of life is an important 

focus for research and may provide further data to support the role of health care providers in 
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assessment and intervention to improve quality of life (Lakey, Nicholas, Wolf, Leuner, Corless 

& Paul-Simon, 2001). 

At the community level, generally accepted measures of HRQOL include low birth weight 

births, infant mortality, teenage pregnancy, non-productive days and life expectancy (HHS 

2000).  Developments in social indicators and urban quality research also provide a foundation 

for the utilization of community health care factors for assessing community members’ quality of 

life.   Factors that contribute directly to HRQOL measures such as availability and access to 

health care and preventive services, emergency room utilization for non-emergent care and 

health insurance coverage should be considered in efforts to improve community planning and 

response (CDC April 2000).   

The importance of access to care in facilitating the prevention of disease and the promotion of 

health, both in developing and developed countries has long been recognized (Roemer, 1984), 

and continues to be noted as one of particularly important pathways to improved population 

health  (Mechanic, 2002).  Access to health care is a necessary prerequisite for improvement in 

health outcomes, HRQOL and QOL for all citizens.  Measures of access to care provide an 

important mechanism for evaluating the quality of the nation’s health care system (HHS 2000).  

Public and/or private insurance mechanisms provide a critical means of access to health care 

services; and estimates of the health insurance status are critical to U.S. policymakers concerned 

with issues of access and HRQOL (Rhoades, Vistnes & Cohen 2002).  Rates of uninsurance at 

the national, state and local level provide a key measure of access and serve as an information 

base for strategies to improve HRQOL.  

 
ASSURING ACCESS THROUGH GOVERNMENT AND PRIVATE INSURANCE 
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In most countries, government assures citizen access to health care through a number of 

methods, including national health insurance and social insurance (Anderson 1998).   These 

insurance programs are generally coupled with a national health system that provides health care 

services.  The United States is the only major industrialized country in the world that does not 

provide government sponsored health insurance coverage to all its citizens.   Instead, the United 

States has encouraged the growth of private health insurance and provides government sponsored 

insurance payment for services to public and private health care providers for only two 

population groups through two distinct insurance programs:  Medicare and Medicaid.   

Private health insurance developed slowly in the U.S. until the 1940s when the government 

recognized health care coverage as a part of labor-management negotiations. Employer-based 

insurance programs experienced tremendous growth and the majority of Americans became 

covered by private health care insurance as a benefit associated with their jobs.  Funding of these 

insurance programs was and continues to be by voluntary premium contributions shared by 

employers and employees on a negotiable basis.   

Two major groups of people, however, were not eligible for employer-based insurance packages: 

(1) the elderly who were no longer employed and (2) the poor who were not members of stable 

employee groups.  In 1965, the federal government enacted two public insurance programs to fill 

this gap:  Medicare for the aged and Medicaid for low income populations.   

Medicare is administered by the federal government and is financed through a combination of 

payroll taxes, general federal revenues and premiums. Medicare covers people ages 65 and over 

and those who have been disabled for two or more years.  Medicare has two parts:  Part A, which 

covers hospitalization and home health costs, is provided to every enrollee at no costs.  Part B, 

which covers physician and medical equipment, is provided on a voluntary basis to enrollees 

who chose to pay a monthly premium for the coverage.   
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Medicaid is a joint state and federal government partnership and is financed through federal and 

state general revenues.  Medicaid is administered by the states within broad federal guidelines.  

Each state determines the eligibility and benefits provided to beneficiaries.  Medicaid covers 

mostly low-income children, and under specific circumstances their parents, disabled individuals 

and the elderly.  Almost all elderly Medicaid beneficiaries and about two-fifths of disabled 

Medicaid beneficiaries are also enrolled in Medicare.  Individuals who participate in both 

Medicaid and Medicare are referred to as “dual eligibles.”    For low–income individuals 

enrolled in both programs, Medicaid pays for services that Medicare does not cover – like 

prescription drugs and long-term care (Ku 2003). 

Through the Medicare and Medicaid programs, the U.S. government has become a major payer 

of health care services to both public and private providers.  Prior to 1965 when these programs 

were enacted, 75% of all health care expenditures were private or out of pocket.  By 1999, that 

percentage was reduced to 55% while 45% of total medical expenditures were paid for by the 

government: 32% federal; 13% state/local (HHS 2002).   

In 2001, the majority of Americans (57%) had health insurance as a benefit of their employment.     

Medicaid covered 8% of the population and Medicare covered 13% (Commonwealth Fund 

March 2002).  More than 41 million Americans (15%) do not have health insurance coverage. 

The United States has the highest share of residents facing access problems to health care 

(Schoen, Blendon, DesRoches & Robir 2002) and the lowest percentage of the population with 

government assured health insurance (Anderson & Poullier 1999) in industrialized countries.     

 
THE UNINSURED:  AN INDICATOR OF ACCESS AND EQUITY 

Access to health care services can significantly influence patient use of the health care system, 

and consequently, health outcomes.  One significant measure of the access problem is the 
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proportion of people without health care coverage.  Inequities in health insurance coverage as 

well as inequities in health outcomes for the uninsured have been well documented (Davis 2003). 

Compared to people with health insurance coverage, working-age uninsured people are more 

likely to: 

1. Receive too little medical care and receive it too late 

2. Be sicker and die sooner 

3. Receive poorer care when hospitalized, even after a traumatic injury or heart attack  

(IOM, May 2002) 

Lack of insurance deters access to necessary health services, including preventive care, primary 

care, tertiary care and emergency care.  Disparity in the utilization of health services between the 

insured and the uninsured is found across the full continuum of care.    

Healthy People 2010 is the third in a series of decade-spanning sets of health objectives targeting 

health care disparities and the first in the series to recognize access and insurance coverage as an 

indicator of the nation’s health.  Healthy People objectives are developed by the U.S. 

Department of Health and Human Services (HHS) in collaboration with voluntary and 

professional organizations, businesses, health care providers and individuals.     

The first set of national health targets for 1990 was published in Healthy People: The Surgeon 

General’s Report on Health Promotion and Disease Prevention in 1979.  The second set, 

Healthy People 2000, built upon the first report and developed a framework consisting of three 

broad goals: 1. Increase the span of healthy life for Americans;  2. Reduce health disparities 

among Americans; and  3.  Achieve access to preventive services for all Americans. More than 

300 national objectives were organized into 22 priority areas.  These objectives addressed issues 

such as increasing the delivery of preventive services, improving access to primary care, and 

reducing financial barriers to primary and preventive care.   
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Healthy People 2010 was developed with a broader framework that recognized access across the 

continuum of health care services as important to achieving the goals of eliminating health 

disparities and increasing years of healthy life.  Healthy People 2010 identifies ten leading health 

indicators – one of these indicators is Access to Quality Health Services.   A measure tied to this 

indicator is health care coverage.  As noted previously, in 2001, 15% of Americans did not have 

health insurance .  The target for 2010 is “Reduce to 0 percent that proportion of children and 

adults under 65 without health care coverage.”   

 
STATE AND LOCAL DATA ON THE UNINSURED 

Every state must examine its insurance and uninsurance rates and interpret them in the context of 

population and community characteristics to implement strategies that build on an understanding 

of local factors (HHS 2000).  In 1998, the State of Florida legislature enacted a multi-year 

project to provide a detailed understanding of the issues of uninsurance and coverage across the 

state.  The Florida Health Insurance Survey (1999) found nearly 2 in 10 residents in the State 

(20%) lack health insurance coverage.  Most Floridians (63%) reported having employer-based 

health insurance coverage.  It is important to note, however, that many of the uninsured are 

employed, and some by companies offering health insurance.  Two-thirds (65.2%) of uninsured 

employed Floridians have employers who do not offer health insurance.  More than half of the 

uninsured full-time workers are employed by small business (1-9 employees).  Of those 

uninsured but working in companies that provide health insurance, 15% are not eligible for 

coverage and another 9% report they are eligible but that the employee premium is too high. 

A key finding of the Florida Health Insurance Survey was that the uninsured are heavily 

concentrated in certain regions of the state.  Both the highest number (450,000) and the highest 

rate of uninsurance among the urban counties (24.6%) were experienced in Miami-Dade County.   
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Of these, 61% are employed uninsured at all income levels and 39% are unemployed uninsured.  

Disparity was noted between urban counties as well.  Miami-Dade County’s rate of uninsurance 

was 60% higher than its neighboring urban counties, Broward and Palm Beach.  

Miami-Dade County is also experiencing increased utilization of emergency rooms for non-

urgent care, the endpoint for the uninsured and those with minimal health coverage.  Lacking 

access to primary care, patients often show up in the emergency room far sicker than if they had 

regular access to a doctor or other provider of primary care. This lowers community health 

outcomes and places more financial burdens on the system.  Care provided through emergency 

rooms and other urgent-care facilities is often less effective and more costly (Community Voices 

Miami, 2002). 

 
SOLUTIONS: TURNING TO LOCAL INITIATIVES 

A press release by the American Public Health Association in January 2003 notes “The number 

of Americans with little or no health insurance contributes to the poor state of the nation’s health. 

.…. Widespread lack of coverage affects not only the uninsured and their families, but also the 

communities in which they live.”     

Community-level reform movements have become a significant force on the United States’ 

political landscape (Gates, 2001).  Local communities are addressing HRQOL issues through 

partnerships that bring together healthcare and social service providers, community and business 

leaders, government officials and citizens.  An  opportunity presented by these movements is a 

chance to foster civic responsibility, participation and involvement of multiple stakeholders to 

determine priorities and strategies.  Government, particularly on the local level, must foster 

openness and collaboration across multiple sectors.  Communities are the points of convergence 

for the interests of employers, businesses and academia; the messages of the media, the services 
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of government, including public health agencies and the services of the health care delivery 

system. (IOM, November 2002).  Stakeholder involvement can bring new and innovative ideas 

as well as commitment and support to solutions 

 
COMMUNITY COALITIONS: LESSONS LEARNED  

A number of communities have developed and implemented successful local programs to 

improve access to health care services for the uninsured.  Though each of these programs has 

distinctive characteristics, they share fundamental features: 

• All of the programs are aimed at expanding access to health services for low-income 

uninsured persons who are not eligible for other forms of medical assistance. 

• All of the programs operate by creating organized systems of care for uninsured persons 

that permit services to be provided in a consistent and coordinated manner. 

• All of the programs are governed and operated at the local level 

• All programs rely on a designated funding source, such as a local tax or other local 

contribution, and many programs utilize Medicaid financing strategies to maximize 

available funds 

The public/private partnership local programs work because they: 

• Are governed by local boards and committees who know the communities 

• Are administered by entities that know the communities and have served the local 

population 

• Have benefit plans targeted to the needs of the local population, and 

• Utilize cost structures adapted to the local population's ability and willingness to pay 

(Health Management Associates, 2002). 
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THE MIAMI-DADE COUNTY INITIATIVE:  A MODEL INTEGRATING GOVERNMENT 
AND MULTIPLE STAKEHOLDER CONCERNS FOR HEALTH CARE ACCESS 
 
In an effort to address health care access problems and HRQOL at a local level, Miami-Dade 

County’s Mayor Alex Penelas hosted a Mayor’s Health Care Initiative on February 15, 2002.  

The mission statement of this initiative was “To ensure that residents in Miami-Dade County 

have access to quality, convenient and affordable health care coverage through governmental and 

private partnership and public awareness of available and new programs.”   

Mayor Penelas provided a formal address to the participants in which he noted that “solutions do 

not lie with government alone” and therefore, invited civic, social, business, religious and health 

organizations to be a part of the solution.  He emphasized that long lasting partnerships between 

government and all interested parties need to be developed and maintained. At the close of the 

session, a Mayor’s Health Care Access Task Force was established with membership including 

government officials as well as representatives from business, education, health care providers,  

advocacy groups, faith-based organizations, health care planning, legal and health care 

consumers.  Staff for the Task Force was provided from the Office of the Mayor. 

Initial meetings of the Task Force provided a series of orientation reports and presentations on 

past and current health planning efforts, community resources and service delivery system 

components, and funding sources and allocations.  The Task Force encouraged engagement of 

the public in the early stages by conducting its meetings in various locations through out the 

County including the downtown county government offices, the University of Miami medical 

school, campuses of a local community college (Miami-Dade Community College), the United 

Way of Miami-Dade, the local health council and two local hospitals. Following the orientation 

phase, four committees were established for the purpose of examining specific problems in 

depth.  The four committees were:   
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1) Governance, Planning and Organization  
2) Expanding Coverage for the Working Uninsured 
3) Exploring Coverage Alternatives 
4) Improving our Existing Delivery Systems and Resources 
 

Committee membership further expanded the representation of stakeholder groups. The 

individual committees met between October 2002 and January 2003.  Each of the committees 

held separate public meetings while ongoing full Task Force meetings provided a means of 

sharing information and periodic reports, exploring options under consideration, and deliberating 

the strengths and weakness for the community.  Throughout the process, the Task Force 

encouraged and observed collaboration among Miami-Dade County health care providers and 

health advocacy groups.  In total, 62 open meetings plus a Public Hearing were held over the 

year.   The individual committees presented separate reports  in January 2003 which were then 

integrated into a final report.  The final report, Forging Health Partnerships for Community 

Action, was approved by the full Task Force and presented to the Mayor at a public meeting on 

March 10, 2003. 

 
SUMMARY OF TASK FORCE REPORT 

The Task Force report, Forging Health Partnerships for Community Action, (Health Council of 

South Florida 2003) provided the following “glance” at accomplishments: 

 Brought about meaningful dialogue on the 450,000 uninsured residents of Miami-Dade 
County. 

 
 Incorporated the participation of over 60 community leaders 

 Worked on an aggressive time line to orient its members and provide a common frame of 
reference to assure a data driven decision-making process 

 
 Deliberated in four main committees chaired by community leaders that shared a vision 

for improving access to quality, convenient and affordable health care coverage for all 
Miami-Dade residents 
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 Formulated recommendations based on the insights and counsel of experts at the local, 
state and national levels representing the fields of health planning, insurance, finance and 
service delivery 

 
 Created action steps that build upon the strengths of the existing service delivery system, 

public health, education and research programs, as well as local health planning 
organizations 

 
 Assured the integrity of the existing safety net system while also providing for reductions 

in conflicts of interest, assurance of accountability, and enhanced coordination across the 
full array of service providers 

 
 Promoted improved access to primary and preventative care, developed a public/private 

insurance model for the working uninsured, advanced access to and expansion of existing 
programs, and underscored the importance of achieving revenue maximization 

 
As noted in the points above, the Task Force developed a number of options for expansion of 

health care access and coverage for the uninsured in Miami-Dade County.  Although addressing 

the needs of the uninsured was the primary task, other related and critical topics were explored 

and consensus emerged on “seven overarching themes”: 

1. Reduce the Growing Ranks of Uninsured 
2. Promotion of Wellness 
3. Assurance of Accountability 
4. Revenue Maximization 
5. Building on Existing Programs and Resources 
6. Promotion of Community Collaboration 
7. Eliminate Conflicts of Interests 

 
The role of governance is found in three of the seven overarching themes: assurance of 

accountability; promotion of community collaboration and elimination of conflicts of interests.    

The principles developed by the Governance, Planning and Organization Committee as 

guidelines for the County are presented below.   

Principles for Good Governance: 

• Transparency:  process must be clear, open and accessible 
• Public accountability: to residents and elected officials 
• No conflicts of interest: those who directly or indirectly benefit from the funds cannot 

govern the flow of the funds 
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• Representation and balance:  the governance body should reflect the diversity and 
uniqueness of the community 

• Commitment to quality:  independent monitoring and evaluation to ensure access and 
quality 

• Flexibility and responsiveness:  process must ensure the flexibility to respond to the 
dynamics of changing populations and healthcare needs 

 
Principles for Effective Community Health Systems: 

• Inclusion:  community stakeholders need vehicles for meaningful input 
• Coordination:  avoid overlap and duplication in planning and delivery to maximize the 

efficiency and effectiveness of existing resources 
• Vision:  adherence to a shared community vision 
• Priorities:  realizing that we cannot provide for all the healthcare needs of all our 

residents, the establishment of a participatory process to set local priorities is key 
• Reciprocal accountability:  the success of each component is dependent upon the 

success of every other component; the success of the entire system is dependent upon the 
success of each component. 

 
This Committee proposed the establishment of a Healthcare Coordinating Board (HCB) with 

functions related to Planning and Finance, Community Input (providers and consumers) and 

Monitoring and Evaluation.  These functions form a continuous feedback loop to assure the 

principles of good governance (outlined above) in a changing healthcare environment. 

The Exploring Coverage Alternatives Committee  and the Expanding Coverage for the Working 

Uninsured Committee developed numerous options for expansion of health care coverage.  Most 

of these alternatives were based specifically on the U.S. health care system and call for the 

maximization of revenues that may be derived from state and federal sources.  One option 

focused on local governance and proposed a public/private partnership for insurance based on a 

three way split between employee, employer and the county.  This goal of this public/private 

insurance partnership is to reduce the number of working uninsured by 50,000. 

A key recommendation of the Improving our Existing Delivery Systems and Resources that may 

have transferability was expansion of school health programs.  This committee also discussed 
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workforce issues and information technology improvements necessary for a countywide 

integrated system. 

 
KEY ACTION STEPS 

The comprehensiveness of the report required action steps to be developed in five areas: 
 

1) Media and Community Outreach/Participation 
Steps to identify distribute the Final Report and obtain direct feedback from stakeholder 
groups 
 

2) Health Plan Marketing and Exploration of Alternations 
Steps to work with the Chamber of Commerce and local businesses to implement the 
insurance coverage alternatives for the working uninsured 
 

3) Health Care Coordinating Board Activities 
Steps to form and implement the proposed Health Care Coordinating Board 
 

4) Community-wide Activities 
Steps to coordinate community outreach and education resources, initiate process of  
community benchmarks, and identify means for monitoring and tracking health 
outcomes. 
 

5) Miami-Dade Board of County Commissioners 
Steps to develop reporting system based on benchmarks, monitoring and tracking, to 
develop budget for publicly financed healthcare services and county commitment to 
shared insurance plan, and coordinate auditing system. 

 
The Final Report will be discussed with Board of County Commissioners at  a public 
meeting on March 25, 2003.   
 
 

PUBLIC REACTIONS AND ANTICIPATED IMPACT 

The Task Force has been successful in bringing together stakeholders and establishing a shared 

commitment to improve the HRQOL in the community.  Public reactions have not been fully 

gauged and the full success of the Task Force is dependent on the action steps yet to be taken.  

As the Final Report recognizes, “this is just the beginning of framing the issues and forging new 

partnerships and initiatives that will require further development and refinement over time to 

assure the best use of our limited publicly financed health resources.  While this is an issue 
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affecting all underserved populations nationwide political will must and can be developed at the 

local level.”   

It is the intent and expectation that the recommendations outlined in the Final Report will form 

the basis for a strategic operational plan that is embraced by all community stakeholders and 

serve as a bridge to link the diverse Miami-Dade population into a cohesive and healthy 

community for all residents.  To achieve this intent, strong leadership will be necessary.  Mayor 

Penelas has promised to continue his strong commitment to the mission of the Task Force and its 

recommendations.  Community leaders have also indicated their commitment to the 

recommendations of the report and to participate and support the Action Steps to follow. 

APPLICABILITY OF MODEL FOR NATIONAL AND INTERNATIONAL COMMUNITIES 

No single solution nor a “one size fits all’ approach to quality improvement in public 

administration is possible (Caddy & Vintar, 2002).  This statement is true for both the national 

and international applications.  The role of government as well as the integration of public and 

private health organizations in the health system of each country and in each community will 

vary.  The guiding principles for good governance developed by the Task Force may be applied 

to all community governance structures.  An important key is to identify and include all 

stakeholders whose collaborative efforts can make a difference and to support a process of 

inclusion and openness.    

During the past decade, countries of CEE have implemented health care reforms that shift 

responsibilities from the state to other levels of governance, to the private sector and to 

individuals and families (Kickbush 2002).  The disbursement of responsibility for health care to 

non-government organizations may provide some similarity to the diverse and complex structure 

that exists in the United States.   A recognition and understanding of the potential consequences 

of such a system may allow countries to avoid negative consequences experienced by others.  
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Seeking collaboration of multiple stakeholders throughout the process of change can  establish 

priorities and strategies applicable to the unique characteristics of each community.  Coalitions 

and partnerships can design the most effective and efficient solutions by bringing parties together 

to share resources and stimulate ideas.  It is the role of government to facilitate and support 

stakeholder participation and to work together as a partner with stakeholders to create a better 

community and improve quality of life for citizens. 
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