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Editor’s Forward 
 
 
I want to thank every student and instructor who has contributed to the 
development of the Policy Forum since its modest beginning last year. It was just 
an idea last summer, yet we’ve been able to launch a quality contribution to the 
larger policy discussion in a very short time. The support of the Mills community 
and the Mills Public Policy Program is incredibly precious, and we appreciate you 
all. 
 
While much went into creating the Forum, nothing is as important as the articles 
contained within this inaugural volume. Each of the five alumnae who wrote for 
The Policy Forum: Volume I did so with patience, skill, and enthusiasm for the 
project. I am so thankful for the incredible amount of time and effort each 
contributor spent, and I’m proud that we were able to publish such sophisticated 
work for our debut. Laura, Katharine, Bianca, Ana, and Melissa – you guys are 
awesome. 
 
Of course, Professor Carol Chetkovich, who worked tirelessly on the first volume 
of submissions, deserves special thanks. Not only are we better students because 
of her leadership and instruction within the program, the Policy Forum is a better 
journal because of her careful consideration, commitment to excellence, and 
dedication to its success. None of our goals would be possible without these 
things, so thank you Professor Chetkovich. Your support is so appreciated! 
 
The new semester is upon us and our submissions for Volume II have started to 
roll in. We’ve formed an advisory committee and are breaking new ground as the 
Forum grows. I’m excited to work with the next round of authors, editors, and 
committee members, and can’t wait to see where we are in 2014! 
 
 
Sincerely, 
 
 
Beki McElvain 
Founder and Editor-in-Chief, 2013-2014 
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An Assessment of Oakland City Council’s Mandate to 

Reorganize Human and Recreation Services 

Originally Published October 24, 2013 
 

By Ana Reidy, BA Public Policy, 2012 
 
In January 2012, City of Oakland employees were in a state of uncertainty and 
anxiety after learning that the California Redevelopment Agencies were to be 
dissolved, costing Oakland nearly $29 million. Up to that point, the City of 
Oakland used Redevelopment Agency funding to help support eleven city 
departments and 170 employees. In response to the dissolution, the City fired 50 
employees and City Council mandated that the Department of Human Services 
(DHS) and the Office of Parks and Recreation (OPR) reorganize into a single 
Community Services Department. The City Administrator expressed that the City 
intended for the department reorganization to create operational efficiencies 
meant to enhance service delivery and save money. 

The reorganization was originally set to begin in June 2012. However, as of 
September 2013, the departments remain independent and the City of Oakland 
has not released a formal reorganization plan, leaving employees wondering 
about the fate of their programs and their jobs. Although no details have been 
released about what the reorganization will entail, the 2013-2015 Budget 
confirms that the City will move forward with creating a new Community Services 
Department, which will house both DHS and OPR.[1] 
 
This article is a summary of my assessment completed in May 2012 of the 
proposed reorganization’s effectiveness at enhancing service delivery, and 
recommends strategies that should lead to the best possible outcomes for both 
personnel and the public.  Given that no formal reorganization plan has been 
released, this assessment can help inform the City of Oakland as they determine 
how the new Community Services Department will function.  My assessment 
surveyed organizational change literature and analyzed four case studies of cities 
with department functions similar to what the new merged department would 
have. The case study cities were: 

• Sacramento, CA 
• San Jose, CA 
• Emeryville, CA 
• and Orlando, FL. 
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Anonymous survey data from 14 upper level staff, interviews with personnel, 
direct observations from my time as an intern for both DHS and OPR, and 
government documents were used as the basis to assess Oakland. DHS and OPR 
staff should be re-interviewed or surveyed to determine if their opinions and 
behaviors have changed since May 2012. 
 

Factors of a Successful Reorganization 

Department reorganization is often termed a “merger” or “administrative 
consolidation.” Department reorganization is the consolidation of several offices 
or agencies into a single office where “useless and obsolete offices and agencies 
are abolished, and related functions are grouped under the same departmental 
management.”[2] The predominant literature on organizational change cites 
quality of leadership, level of support, degree of effort, and complementary 
organizational structures to be the strongest indicators of a successful merger. At 
the time this assessment was completed (May 2012), Oakland lacked three of the 
four key indicators of a successful merger. 
 

Quality of Leadership 

Successful mergers have a strong, visible, and committed leader who takes charge 
of the change effort and sees it through to completion[3]. Leaders are most 
successful when they communicate realistic outcomes.[4] Leaders that merge to 
build their own personal empire or merge as a political move are generally 
unsuccessful.[5] The reorganization in Oakland does not have a strong, visible, 
and committed leader because it resulted from a City Council mandate. To date, a 
new director has still not been determined. At the time of my assessment, both 
current Directors were making strides to not overstep their bounds until an 
official director was placed. Both Directors had communicated realistic outcomes 
to their staff, expressing uncertainty of the effects of the reorganization and were 
looking for ways to make the best of the situation. 

Level of Support 

Organizational change literature suggests that successful mergers have strong, 
pervasive support for the reorganization. Opposition to reorganization is 
common and understandable among public officials whose agencies are 
threatened by proposed change.[6] At the time of my assessment, there was not 
strong support for this reorganization from staff from either department. Survey 
data from six OPR and eight DHS upper level staff, showed that only 36 percent 
are in favor of reorganizing. Of those in favor, only half believed it would lead to 
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enhanced service delivery for their clients. Fear, uncertainty, irritation, and anger 
were expressed in interviews. The most common comments were not 
understanding the need for the reorganization, lack of direction from the City 
Administrator, and not agreeing that merging will lead to a meaningful cost-
savings. But despite these feelings, almost all expressed a “let’s make the best of 
it” attitude. 

Degree of Effort 

Banal-Estanol and Seldeslachts explain in the report, “Merger Failures,” that if 
both departments exert effort in the merger, synergies can be realized resulting in 
greater odds of a successful merger.[7] But there can be a temptation to free-ride 
because it is difficult to track and measure effort. For Oakland, given the 
resistance cited above, there was a perception that the merger costs would be 
high. However, OPR and DHS were both driven by the needs of their community 
and had built relationships with the clients and communities they serve. Neither 
department would risk not putting in effort if it meant their clients would suffer. 
 
Organizational Structure 

When pre-merger units share complementary functions (similar philosophical 
underpinnings, similar processes for completing work, and a common knowledge 
base) the more successful the merger will be.[8] When these traits are lacking, 
post merger coordination problems are likely.[9] If the pre-merged departments 
lack common knowledge bases and common operating systems, keeping each 
department structurally separate is recommended. 

Source: City of Oakland 
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At the time of my assessment, DHS and OPR lacked complementary functions 
and common knowledge bases. These departments approached improving quality 
of life for Oakland residents in different ways. OPR achieved this by providing 
opportunities for the community to engage in enriching activities, whereas DHS 
did so by providing tools for self-sufficiency and health. A second key distinction 
is that DHS offered very little direct service in comparison to OPR. DHS funds 
were often “pass-through,” meaning they would fund and monitor other public 
and non-profit agencies to deliver services. The third key distinction was that 
OPR received the majority of its funding from General Funds (58 percent) while 
DHS was primarily funded through grants and parcel taxes (92 percent). Thus, 
DHS was required to produce data-driven results to be accountable. These 
distinctions resulted in very different tasks, priorities, language, and culture.  
 
The case study of Orlando, FL showed that when new leadership added data-
driven, educational enrichment programs to a department that was similar to 
OPR, culture clash and change were something the department struggled with 
and they are still working on, even though the change took place 10 years ago in 
2003. This is significant for Oakland because its own merger lacked quality 
leadership, support for the reorganization, and complementary 
functions/knowledge bases. These deficiencies suggested that reorganizing DHS 
and OPR into a single department would not be successful. The City 
Administrator and City Council were advised to carefully consider whether 
reorganization was something they want to continue to pursue. 
 

Recommendations for Oakland 

Role of Future Leadership 
 
If the City moves forward with the merger plan, the Council should name a new 
director immediately. This director must believe in this change and rally others to 
support the reorganization. To garner support the director needs to emphasize 
the need for the plan, articulate the plan clearly, and include staff in the decision 
making process[10]. The more seriously their recommendations are considered, 
the stronger the support will be for the reorganization. The retention of staff and 
keeping staff in similar lines of work will help to create support for the merger 
and morale high.[11] The new Director will need to be intentional about 
facilitating a cultural shift because OPR and DHS have different tools for 
accomplishing their goals, different knowledge bases, different priorities, and 
different procedures. 
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Streamlining Related Functions 
 
Reorganization, by definition, entails grouping related functions together in order 
to have a more effective use of resources. Departments in the case studies were 
organized based off the populations they served or based off the goals of the 
program. 

Senior Services 

DHS Aging and Adult Services division’s programs and OPR’s senior classes and 
activities at recreation centers should be streamlined into a single division and be 
run through senior centers. All case study cities had senior centers where all older 
adult services were offered. If there are not enough senior centers to fill the need, 
a needs assessment should be done to assess which centers should be designed 
specifically for seniors. 

Disability Services 
 
OPR offers day camps, adaptive sports, and activities led by certified therapeutic 
recreation specialists for people with disabilities through the Inclusion Center. 
DHS, through the Aging and Adult Services division, offers care management, 
referrals, and transportation services to adults with disabilities. These programs 
could be strengthened if Disability Services became its own division. This would 
make it easier to assess if this population’s needs are being met and offer easier 
access to services. 

Youth Services 
 
Both DHS and OPR offer a variety of direct services offered specifically for youth 
that could be streamlined into a single Youth Services division. These services 
include the Summer Food Service Program, the Safe Walk to School Program, 
Youth Sports, the Discovery Center, and Camps. While OPR offers many other 
direct services for youth, these services are tied directly to a facility that offer 
services to the entire community, not just youth. 

Administrative Services 

Administrative Services from both OPR and DHS could be streamlined. The 
merging of these functions is where cost savings is usually observed through the 
elimination of unneeded personnel.  Staff members expressed concern about 
positions being cut from administrative functions, given that the City has been 
cutting these types of positions for several years. It is unclear how many positions 
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can be eliminated from this merged division, given that their combined budget 
was over $85 million dollars. 

Grant-Funding 

The grant funding and management process should be streamlined amongst all 
divisions that currently give out grants or contract out services. Grant funders 
could save time and energy by having a uniform system in place that incorporates 
the best methods for grant funding. This would make it easier for prospective 
grantees to apply for grants without having to learn a new set of procedures each 
time they apply. By widening the potential pool of applicants, the City would be 
ensuring that the best agencies are selected to deliver services. 

Direct Service through Recreation Centers 
 
An interesting feature from the case studies is that almost all direct service was 
provided through recreation centers. DHS could strengthen the direct service 
they offer by running the Summer Food Service program, the Emergency Food 
Distribution program, and the Messenger4Change program through the 
recreation centers. The centralization of direct services in recreation centers 
would help fill programming, make it easy for program users to know where they 
can access services, and help to bring more community members to the centers. 
It is important to note that survey data indicated that the recreation centers are 
struggling with lack of staff to run programming and lack of funds to keep up 
with building maintenance. If all direct service is to be run through the recreation 
centers and senior centers, this issue will need to be addressed. 
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Adopting Each Other’s Systems and Procedures 
 
Organizational change literature indicated that a potential benefit of 
reorganizations is adopting each others’ system and procedures. In the public 
sector, this can happen without merging. Staffers suggested that DHS could 
benefit by adopting revenue generation techniques from OPR. They also 
suggested that OPR could benefit by adopting DHS’ data tracking systems to 
assess which of their programs have the largest impact. This tracking could also 
help OPR receive more grants. It was also strongly emphasized that OPR could 
benefit from DHS management structure. Most of OPR’s management structure 
was eliminated due to budget cuts. 

These recommendations were made in May 2012 to help inform the City of 
Oakland as they created a reorganization plan. Over a year later, DHS and OPR 
remain independent and their staffs have not learned anymore about the 
reorganization plan. The FY 2013-2015 budget indicates there will be a new 
Community Services Department, but both Human Services and Parks & 
Recreation have separate line items.[12] This may suggest that the City adopted 
the recommendation to keep the departments structurally separate in the new 
Community Services Department because of the differences in their 
organizational structure and culture and because most of OPR’s and DHS’ 
current programs could not be streamlined. As the City continues to work out the 
details of the reorganization, they should carefully evaluate the academic 
literature and case studies cited in this analysis to determine the best ways to 
reorganize services and the best ways to garner more support for the process. 
 
 

 

 

 

 

Ana Reidy graduated with honors from Mills College in May 2012. She studied 
Public Policy with an emphasis in Civic Leadership. She currently works for the 
Pacific and Asian Affairs Council (PAAC), an international education non-profit 
in Honolulu, HI. Ana is passionate about advocating for and creating effective 
policies that better serve marginalized communities. She hopes to continue her 
education and pursue this passion.  
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Reentry For Girls: A Path Forward 

Originally Published October 24, 2013 
 

By Melissa K. McDonough, BA 2009/MPP 2010 
 

What does a girl’s experience into and 
through the juvenile justice system look 
like? The story that follows is a 
composite drawn from my research. 
Dana and her father got into an 
argument and he raised his hand as if to 
hit her. She caught his wrist mid-air and 
pushed it away. He immediately called 
the police, who came and arrested her. 
Dana was charged with assault and 
battery and taken to prison. During her 
incarceration, Dana only met with a 
caseworker once. She did not receive 
any special programming or services. 
Upon leaving the facility, a staff person gave Dana a national list of services. List 
in hand, Dana returned to her community. Like Dana, many girls enter the 
juvenile justice system for minor offenses that are often in reaction to adult-
initiated violence. Many incarcerated girls have had more frequent and severe 
experiences of trauma than their male counterparts[1]. The list that Dana 
received when leaving detention—that was her reentry program. Reentry is any 
program or service used to help ease the transition from incarceration back into 
the community. It can be a comprehensive program providing different services 
tailored to an individual girl’s needs, beginning while she’s incarcerated and 
continuing after her release for as long as needed. Or it can be as simple as an 
anger management or drug rehabilitation program she is required to enroll in 
upon release. 
 
At the time of my research (2009), the juvenile corrections youth authority for 
the State of Texas, the Texas Youth Commission (TYC), was reviewing its existing 
policy regarding reentry for girls. The TYC did not have a formal juvenile reentry 
program. Instead, case managers connected juvenile offenders with services on 
an individual basis. The intent was for a case manager to individually assess a 
youth’s needs and then work with her family liaison to locate and connect the 
youth with appropriate services. This posed some equity issues. For example, a 
situation might arise where an overloaded case manager would be unable to 
provide a comprehensive range of services for the youths in his or her charge. 
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Also, in the case of female juveniles, not all case managers were necessarily 
equally knowledgeable about gender-specific issues and programming. Finally, 
when a youth returned to a service-poor community, there were not always 
appropriate services available, as shown in Figure 1. 

FIGURE 1. Sources:  M.K.McDonough, 2009; GIS shapefiles and source data, University of Texas Libraries. 

Additionally, girls’ reentry is an area where there is relatively little research. In 
the absence of data on best practices specific to girls’ reentry, my analysis is 
based upon best practices common to criminal justice programming for reentry, 
juveniles, and girls. These best practices provide the foundation for my 
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recommendation—development of a model girls’ reentry program. Under this 
program, girls will receive services in a timely manner. They will be individually 
assessed, matched with services that target each individual’s unique needs, and 
then connected with those services. Whenever possible these services will be 
community-based so that each girl can continue to receive services upon release 
for as long as necessary. Throughout her time in detention, each girl will be re-
assessed and have her “plan” (i.e. the services she receives) adjusted accordingly. 
This re-assessment can also ensure that she is actually receiving the various 
services before her release date. Upon release, each girl will become an asset to 
her community and be less likely to return to the criminal justice system. Over 
the long-term, the program structure will help ensure independent healthy 
adulthoods for every participant. 

In order to develop a program structure which would lead to these outcomes, 
several steps must be followed: 

1. Decide where the program will be housed within the agency (i.e. the TYC). 
2. Conduct an informal internal survey of all personnel and the girls 

currently within the TYC’s jurisdiction, asking them to list three things 
that work well and three they would change. Use this information to 
develop a program building on existing strengths and accounting for 
weaknesses. 

3. Call counterparts at other girls’ reentry programs and set up a regular 
conference call to share tips and ideas. 

4. Outreach to multiple stakeholders—including nonprofits, service 
providers, other government agencies and churches. Ideally, the TYC will 
coordinate the reentry program with other partners taking on daily 
responsibilities and services. 

5. Acquire gender-specific and culturally appropriate training for all TYC 
staff and personnel by asking other girls’ reentry programs for training 
recommendations. All personnel should be aware of and sensitive to the 
developmental and societal standpoints and issues that may be part of the 
reality of incarcerated girls. 

6. Use best practices as base program criteria[2]. These include assessment 
of and targeting of services to individual offenders, providing aftercare, 
collaborating with the community, providing employment training and/or 
job access, providing education programming, involving the family, and 
using a cognitive-behavioral approach. 

7. Collect data throughout the process from planning to implementation and 
beyond. Without good data, steps 8 and 9 become very difficult. 

8. Schedule assessment. Resist the temptation to put this step off. Many 
funders require programs to include assessment or evaluation 
components. They also help determine what’s working and what may need 
to be adjusted. 
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9. Identify and acquire funding.  There are multiple streams of funding 
available for a girls juvenile reentry program— including those targeted 
towards health issues, juvenile delinquency prevention, and gender 
equity.  Ideally, the TYC would identify funding for its own efforts, and 
work with partner nonprofit and community-based reentry programs to 
secure appropriate support. Additionally, it would ensure adequate 
capacity within the correctional facility itself, on the ground in each girl’s 
home community, and for each reentry program or service. 
 

Using these steps to develop a girls’ reentry program will provide a cost-savings 
to the TYC: For fiscal year 2007, the TYC reported a 56.8% rearrest rate and a 
26.1% reincarceration rate—each offender behind these numbers directly costs 
the state money in terms of police services, detention facilities, contracted care, 
and court costs[3]. Effective reentry reduces recidivism. Several studies looking 
at specific types of juvenile reentry programs (e.g. community-based services, 
restorative justice approaches, mentoring, and wraparound services) all showed a 
reduction in recidivism rates[4]. Of these studies, those that looked at other 
measures such as time lapse before reoffending and type of offense found 
improvements as well. 
 
As mentioned above, without a formal reentry program, approximately 25% of 
girls released by the TYC recidivate and are reincarcerated[5].  This means that 
for every 100 girls released, 25 return into the system and subsequently cost the 
state approximately $1,304,875 per year for services, supervision, housing, 
etc.  Assuming a girls’ reentry program would cost $27.40 per girl per day (i.e. 
$10,000 per girl per year, which is the cost of the most expensive girls’ reentry 
program there is information for) it would cost $1,000,000 to provide reentry 
services for 100 girls per year. As show in the table below, providing a girls’ 
reentry program with low effect would represent an additional cost, but would 
also help reduce the recidivism rate and associated incarceration 
costs.  Comparatively, a highly effective girls’ reentry program would dramatically 
reduce the recidivism rate and associated incarceration costs—resulting in a 
lower total cost (i.e. $1,260,975) than the State is now paying. 
 

Sources: (M.K.McDonough, 2009; Kuttler & Punch, 2007; Bouffard & Bergseth, 2008; Carney & Buttell, 

2003; Chung, Schubert, & Mulvey, 2007;36 Latimer, Dowden, & Muise, 2005; Rodriguez, 2007) 



	   13	  

Even if a girls’ reentry program only cuts recidivism by a fraction, the cost savings 
is multiplied by the other costs that would be avoided, including those associated 
with the police force, the courts, TYC staff and parole officers. Texas has a unique 
opportunity to be a frontrunner in the development of a model reentry program 
for girls. It can build on best practices and the experiences of other pioneering 
programs to forge a new path in juvenile justice. As described, a cohesive reentry 
program can be developed for the state of Texas by keeping some simple goals in 
mind: tailor services to individual needs, begin reentry services and program 
features on day one, and ensure that all personnel are appropriate both culturally 
and with respect to gender. At most, the TYC will have provided a model for the 
nation, created safer communities and helped in the healthy development of 
independent young women. At the very least, by following the steps presented 
here, the TYC will be able to provide invaluable evidence as to what does and 
doesn’t work in girls’ reentry. A true path forward will ensure that “Dana’s” 
experience—no reentry until the day of release and then, only a cursory attempt—
does not continue to be the norm. In this example, a good reentry program would 
have assessed her needs as she entered the juvenile justice system. Based on the 
assessment results, it would have provided her with a mentor to help model 
healthy relationships, taught her conflict management to help her discover 
different ways to rectify differences with others, and connected her and her 
family with therapeutic services to help repair their relationship. These services 
would have remained in place until Dana no longer needed them. Instead of a 
list, she would have a support network of people, services and knowledge. Instead 
of entering her community much the same as she left it, Dana would have 
returned as a healthier young adult. 

 
 
 
 
 
 
 
 
 
 
 
Melissa K. McDonough is a project planner, dividing her time between 
zoning codes and environmental impact reports. She is passionate about using 
qualitative methods to evaluate the consequences of enacted policy and to 
inform the creation of new policy. In her free time, she keeps bees and conducts 
independent research examining the impacts of the economic downturn on 
recent graduates. 
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A Healthy Oakland: Examining The Intersections 

Between Health And Land Use 

Originally Published October 24, 2013 
 

By Laura Flynn, MPP 2012 
 

Health and Our Home 
Step outside and walk around your neighborhood. Take notice of the presence 
and proximity of freeways, vacant lots, housing types, industries, modes of 
transportation, and grocery stores. These are just some examples of factors that 
affect the health of a neighborhood. 
 
Typically, many of us do not immediately connect our everyday surroundings to 
our health. Yet some neighborhoods, such as West Oakland in California, are 
nearly surrounded by highways. Long-term exposure to diesel truck and auto 
emissions increases one’s chances of developing lung cancer and asthma, among 
other cardiovascular and pulmonary complications.[1] 
 
Our surroundings signal the health risks we face. Take Oakland overall: life 
expectancy rates rank the fourth lowest in Alameda County at an average of 79.1 
years of age compared to the county at 81.4 and Piedmont 85.7. Chronic diseases 
such as heart disease (23.8 percent) and cancer (22.1 percent) hold as the leading 
causes of death in Oakland. Major risk factors for heart disease include lack of 
exercise, unhealthy food habits, and obesity. Within the city, the quality of life, 
health, and overall lifespan of residents varies by race, income, and neighborhood 
– with low-income communities of color facing the greatest burden of poor 
health outcomes.[2] 
 
Health and City Planning 
While studies have linked socio-economic factors to health outcomes, there is 
also growing recognition of how the built environment impacts public 
health.[3] The “built environment refers to the human made surroundings that 
provide the setting for human activity, from the largest-scale civic surroundings 
to the smallest personal place.”[4] 
 
Cognizant of the growing cost and burden of chronic illness, some jurisdictions 
are developing policies that explicitly incorporate health into community 
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design.  Some of these policies leverage a jurisdiction’s supreme guiding 
document –  the General Plan – to introduce a stand-alone Health Element or 
integrate public health objectives. Some cities and counties have broadened the 
definition of health beyond preventing  disease and chronic illness to include an 
equity analysis that addresses the disparate health outcomes within their 
communities.[5] 
 
Health and Planning in Oakland 
In response to reports of the growing health disparities within Oakland, in 2010 
the City Council adopted a resolution authorizing the development of a Health 
Element for its General Plan.[6]  Adopting and implementing a Health Element 
requires that we understand the strengths and gaps in Oakland’s General Plan. In 
a report prepared for the Alameda County Public Health Department and 
Oakland City Councilmember at Large Rebecca Kaplan, I created a framework for 
developing a Health Element that examines how health issues are discussed in 
Oakland’s General Plan. Specifically, I analyzed policies within the General Plan 
that promote health. To confine the broad topic of health, I drew on the definition 
of healthy communities from Life and Death from Unnatural Causes: Health 
and Social Inequity in Alameda County and Healthy Planning Policies.[7] The 
report also includes findings from interviews with planners and community 
stakeholders from California cities who have prominently integrated health into 
their planning documents and processes. 
 
Oakland’s General Plan contains ten elements (as seen in Table 1). Some 
elements include data that demonstrate health implications of car-centric 
development within the city, such as the Bicycle Master Plan and the Pedestrian 
Master Plan.  These elements incorporate data on health outcomes from 
increased physical activity, for example. Some elements include explicit health 
statements, such as the Housing Element and the Land Use and Transportation 
Element (LUTE). Overall, all of the elements include numerous goals, objectives, 
policies, and actions that explicitly or implicitly promote health. 
 
However, the General Plan’s elements are not consistent in their promotion of 
public health. Some provide stronger health indicators and data, address equity 
more fully, and contain more comprehensive health promoting policies. But the 
LUTE and other elements lack a definition of community health and an overall 
health strategy, which can act as a general guiding principle. For example, the 
Safety Element addresses numerous topics including providing plans and 
mitigating measures for seismic and geologic hazards, liquefaction, water supply, 
and minimum road widths among other issues. Though the element covers major 
health hazards, it does not have a comprehensive definition of community health 
and health objectives.[8] The LUTE also lacks health data that can draw attention 
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to the prevalence of chronic diseases and other health issues.[9] Table 1 
summarizes the strength of health policies in each element of Oakland’s General 
Plan. 
 

Table 1. Summary of Healthy Policies in Oakland’s General Plan 

While there are many policies within Oakland’s General Plan that do promote 
community health and equity, there is an absence of tracking progress toward 
meeting the policy and implementation recommendations. The Housing Element 
is the only one required to submit an annual progress report. The LUTE 
implementation plan recommends adhering to the state law requirement of 
submitting an Annual General Plan Progress Report. However, according to a 
representative from the California Office of Planning and Research, the law does 
not apply to charter cities such as Oakland. The office also has no record of ever 
receiving a report from Oakland; the city’s planning department confirms this. 
Oakland does produce an annual Sustainable Oakland Report that includes a 
chapter titled, Housing, Land Use and Transportation. However, the chapter is 
only two pages and does not include an assessment of specific policy objectives 
from the General Plan’s LUTE.[10] 
 
Without tools to track progress towards the goals and guiding principles in the 
General Plan, we really have no sense of how development within the city is 
meeting the various visions and policy recommendations. 
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Innovative Healthy Plans: Lessons Learned 
In order to understand the implications and challenges of developing a 
comprehensive and responsive health in planning strategy we can look to early 
adopters in California. I interviewed city planners from four cities that have 
enhanced the role of health in their General Plans. I asked respondents about 
community engagement, evaluative measures, outcomes, implementation 
barriers, and lessons learned. The cities include South Gate, Richmond, and San 
Pablo all of which have a stand-alone Health Element, and San Jose, which 
incorporated health objectives throughout its General Plan (as seen in Table 2). 
 

Table 2. Cities’ Healthy Plans 

 

Every city indicated health issues were primarily identified in community 
engagement workshops. Each city’s plan included innovative health topics unique 
to its community. San Jose prioritized creating urban centers equipped to meet 
the needs of seniors who can no longer drive. In respective cases, stand-alone 
Health Elements became an umbrella for identifying health-promoting policies in 
other elements of the General Plan. 

South Gate and San Pablo’s Health Element included measurable health 
indicators to be tracked over time. Richmond was the only city to include a policy 
of creating a progress report that would incorporate health indicators that assess 
the effectiveness of the city’s policies and programs. Richmond and South Gate 
were the only cities to incorporate health assessments into the approval process 
of new developments in the form of identifying checklists and criteria. Other 
major lessons include: 
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• The General Plan update process is an expensive and intensive multi-year 
endeavor 

• City Council, planning department, and consultants need to be highly invested 
in the process 

• Implementation remains a challenge for city planners with stretched budgets 
and reduced capacity 

• It is still too early to tell if the trend of integrating more comprehensive health 
promoting policies, including a stand-alone Health Element, necessarily 
improves a community’s health outcomes 

Although it is too early to tell if the trend of Health Elements translates into 
improved community health outcomes, adopting implementation tools and 
evaluative measures provide opportunities to assess effectiveness and 
appropriateness of health policies and programs. Other examples of 
implementation and evaluative tools include: 
 
• Health Impact Assessment (HIA) informs public officials and the community 

of the health implications of development and land use policies in order to 
improve health outcomes and mitigate negatives ones[12] 

• Form-Based Codes take into consideration the impact and fit of a 
development project proposal on the character of an area rather than only the 
land uses[13] 

• Oakland’s existing planning checklists and standards include two tools that 
have health implications: the Crime Prevention through Environmental 
Design (CPEN) Checklist and Green Building Standards[14] 

• San Francisco’s Health Development Checklist assesses the health 
implications of new projects – primarily large-scale residential, commercial, 
or mixed-use[15] 

• Annual California General Plan Progress Report informs local legislative 
bodies on the progress of implementation of the General Plan[16] 

• Sustainable Oakland Report highlights major outcomes for the city in a given 
year 

 
What Should Oakland Do? 
While introducing a stand-alone Health Element signals the importance of taking 
into account the public health implications of development, alone it does not 
ensure health outcomes will improve. As analysis of Oakland’s General Plan and 
current planning practices illustrates, implementation is not a guarantee. 
Moreover, the city’s progress towards implementing the General Plan is currently 
unknown. The lack of evaluative measures creates a gap in understanding the 
effectiveness and appropriateness of city’s policies and programs. Thus, the 
backbone of my recommendations is about incorporating evaluative measures. 
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Specific recommendations to improve the linkage between health and land use in 
Oakland are two-fold: 
 
• Maximize current opportunities that can also set the stage for future 

development of a Health Element 
• Utilize a framework for developing a Health Element once resources have 

been secured 
Maximizing current opportunities includes: 
• Working with Oakland’s planning department on developing HIAs and a 

Health Checklist 
• Expanding the Sustainable Oakland Report to include a simple matrix 

assessing progress toward policies in the General Plan, including health 
promoting policies 

• Raising funds, strengthening partnerships, and leveraging resources 
 
Framework recommendations draw on lessons learned from Oakland’s General 
Plan implementation process and cities interviewed.  Figure 1 is a visual 
representation of the framework.   

 
 

 

 

 

 

 

 

 

 

 
 

 
 

Figure 1. Framework for Developing a Health Element 
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The two main objectives are to identify health topics to include in the Health 
Element and ensure its utility. In order to determine priority topics, the city must 
identify and gather data on the existing health conditions and distribution of 
outcomes in the city. The Alameda County Public Health Department (ACPHD), 
the Oakland Unified School District (OUSD), Kaiser Permanente, and 
Community Based Organizations (CBOs) can support data finding efforts. 
Priority topics can inform community workshop topics. In addition, workshops 
provide another opportunity to identify issues community members face. It will 
be important to leverage OUSD and CBOs to enhance community outreach, 
representation, and engagement. Lastly, the city should use the Health Element 
to highlight other health promoting policies in the General Plan to demonstrate a 
comprehensive vision of healthy development and alignment. 

The second objective is to ensure the Health Element is useful and relevant. 
Developing tools such as a healthy development checklist, instituting HIAs, 
and/or adopting form-based codes are ways to expand health considerations in 
the day-to-day practice of approving development projects. This will require 
working with the planning department, community stakeholders and the ACPHD 
to develop manageable tools. In order to ensure the Health Element is relevant, 
identify and track measurable health indicators, policies, and actions. Ongoing 
tracking and reporting provide an assessment of effectiveness and 
appropriateness of city’s policies and programs to improve health outcomes 
equitably. 

Conclusion 

General Plan elements are both implicitly and explicitly about improving the 
quality of life and health of residents within its jurisdiction. A stand-alone Health 
Element provides an opportunity to amplify the importance of evaluating health 
implications linked to development. Moreover, it provides a strategic framework 
for addressing health and equity issues linked to the built environment. It is an 
opportunity to strengthen health considerations in Oakland’s land use planning 
decisions. 

But we must keep in mind that effective implementation is not guaranteed. In 
order to improve community health outcomes, promote a culture of healthy 
living, and mitigate the negative effects of particular kinds of city developments, 
it is important to adopt implementable policies. It is also important to institute 
ongoing evaluation of policies and programs in order to assess the effectiveness 
of improving health outcomes. 
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Note: ACPHD and Oakland have since used a healthy checklist for various 
developments throughout the city. ACPHD is continuing to seek funding to 
support the creation of a Health Element.  
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How can schools be involved in identifying and enrolling uninsured children in 
health care, and how effective can they be? This article examines existing school-
based strategies used to identify uninsured children that are eligible for public 
health coverage and to enroll and retain them in public health care. The case 
analysis identifies common barriers that most strategies face in enrolling 
children, and also defines the transferrable elements from the strategies to 
conclude with best practices that can be adopted and implemented in schools 
across the nation. 

There are too many children in California that are eligible for health coverage but 
that are uninsured. Out of all the uninsured children in California, 71 percent in 
2005 and 79 percent in 2007 were eligible for Medi-Cal, Healthy Families, or 
Healthy Kids.[1] This is a public problem requiring intervention because children 
without access to primary and preventive health care create health costs and risks 
for society and can lead to childhood hospitalizations and deaths.[2] Children 
who fail to receive access to health care cannot achieve their potential in school, 
which limits their future contributions to society. Thus, investing in children’s 
access to health coverage is a long-term investment in society. 
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I focus specifically on school-based strategies for health outreach and enrollment 
because schools are essential access points that connect children, youth, and 
families to educational and social services.[3] Schools are also considered trusted 
institutions that can communicate credibly with families, and have the potential 
to work with parents as they become educated about health care options and 
ultimately complete enrollment for their children. The following school-based 
strategies are models that are financially sustainable for school districts that 
frequently have tight budgets. 
 
• Express Enrollment (EE) utilizes the school lunch program as a gateway to 

identify uninsured children, and uses eligibility information already available 
in School Lunch Application to provide these children with immediate and 
ongoing Medi-Cal coverage.[4] 

• Teachers for Healthy Kids (THK) educates teachers on health care programs 
and gives them outreach and enrollment materials. Teachers serve as a 
conduit of information to parents, and Certified Applicant Assistors (CAAs) 
help families complete the enrollment process either on school sites or over 
the phone.[5] 

• School-Based Health Centers (SBHCs) are located on or near school grounds 
and provide primary care services to students. SBHCs have access to 
uninsured but eligible children, and enroll them through the use of on-site 
CAAs.[6] 

• Children’s Defense Fund (CDF) Texas’ All Healthy Children Campaign: 
Enrollment Cards works with school districts across the state to measure the 
number of uninsured students in every school by adding a health insurance 
question to school enrollment forms. CDF Texas then works with school 
administrators to follow up with uninsured children and educate their parents 
on how to access, utilize, and renew their children’s health coverage.[7] 

• Family Resource Centers are community-based entities, often connected to 
schools, that work to build strong families and communities by providing 
support and services to holistically help families become self-sufficient. They 
work on health through outreach for Medi-Cal and Healthy Families, and 
employ and utilize CAAs for the enrollment process.[8] 

• Children’s Health Access and Medi-Cal Program (CHAMP) utilize CAAs at a 
call center that do the majority of outreach and enrollment for uninsured 
children in LAUSD. CHAMP also uses marketing, phone, and direct mailing 
campaigns to outreach and identity uninsured but eligible children.[9] 

 

The following strategies are not school-based, but are utilized in schools to do 
health care outreach and enrollment. 
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• Certified Application Assistors (CAAs) are certified individuals employed by 
the state of California to help enroll children and families eligible for Medi-
Cal, Healthy Families, and local Healthy Kids programs.[10] 

• Health-e-App (HeA) is an automated web-based application in English and 
Spanish to enroll low-income children and pregnant women into public health 
insurance programs.[11] 

 
My case analysis of existing school-based outreach and enrollment efforts is 
inspired by the collaboration between the American Association of School 
Administrators (AASA) and the Children’s Defense Fund (CDF). The two entities 
are partnering to develop systematic means of enrolling uninsured children in 
health coverage through local schools. 
 
My data gathering consisted of literature and reports on each strategy, as well as 
quantitative data from Managed Risk Medical Insurance Board (MRMIB). I also 
interviewed administrators and experts of Express Enrollment, California family 
resource centers, CHAMP, CAAs, and Health- e-App. In the following section, I 
outline common policy issues and challenges that the strategies face in outreach 
and enrollment. I conclude this article with recommendations of best practices, 
as derived from the analysis of the different models. 
 
The Challenges 
The first challenge I found that strategies commonly face relates to funding. In 
my interviews, experts on SBHCs, family resource centers, and CAAs reported the 
lack of funding as a barrier to doing effective outreach and enrollment. SBHCs 
struggle with the complicated and time-intensive billing process for 
reimbursements for health outreach and enrollment activities, if they even 
qualify for such reimbursement.[12] Due to lack of funding, family resource 
centers struggle with adequate and comprehensive enrollment follow-up with 
families[13] and CAAs are limited in all-encompassing and specialized 
training.[14] 
 
The second challenge is in gaining access into schools. Each strategy needs buy-in 
from the superintendent or principal to actually gain access to the students. THK, 
family resource centers, CAAs (with the exemption of the CHAMP call center), 
and the HeA all have difficulty integrating into schools because their strategies 
are not easily imbedded into the school’s existing routine, culture, and structures. 
For THK, schools and teachers have expressed resistance and reported they 
would like to help in outreach and enrollment efforts, and do not want the 
additional paperwork.[15] Family resource centers have some connections with 
schools, but generally prefer to operate independently so they are not beholden to 
school politics and competing interests.[16] With the exception of the CAA- 
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staffed call center at LAUSD, CAAs generally connect with schools on referral and 
as- needed bases. Otherwise, CAAs find it difficult to gain access into the school 
setting and partner with schools productively.[17] The HeA partners minimally 
with schools, and does school-based outreach through fliers sent to school-based 
organizations that have contact with uninsured children.[18] Schools not only 
need to see the connection between health coverage and school performance, 
they also need to be connected to additional resources in order for them to be 
more engaged in outreach and enrollment. Access into schools is difficult when 
outreach and enrollment strategies are detached, and cannot be easily imbedded 
into the school’s own existing routine and structures. 
 
The application process also posed a barrier to outreach and enrollment. Nearly 
all strategies require the assistance of CAAs to complete actual enrollment, 
revealing that the enrollment process for public coverage is difficult. EE also 
faced logistical challenges in the application process. Multiple levels of 
communication and information sharing were required between the district and 
the Medi-Cal county office, which created delays, complications, and added 
burden to existing school staff.[19]The lack of follow-up implemented into the 
strategies meant that there was no way of ensuring that children have access to 
providers and retain coverage after initial enrollment. Without follow-up in THK, 
access to providers and clinics can be a challenge to newly insured children in 
rural areas and counties without managed care.[20] 
 
Finally, mixed immigration is a challenge that multiple strategies face in outreach 
and enrollment. Misconceptions about children’s eligibility and benefits payback 
posed as barriers that sometimes deterred families with mixed immigration 
statuses from pursuing public coverage for their children. 
 
Some Recommended Solutions 
The following recommendations illustrate what I found to be the best 
transferrable practices that successfully reach, enroll, and retain children in 
health care, developed according to an assessment of effectiveness and efficiency. 
Effectiveness in this case is the ability to reach and enroll uninsured but eligible 
children in public health programs, as well as to provide follow-up to ensure they 
can access providers and retain coverage. Efficiency would be each policy’s ability 
to limit costs relative to benefits, with special consideration for the long-term 
sustainability of each strategy. 

My first recommendation is to implement the CHAMP strategy. CHAMP’s wide-
reaching marketing campaign and CAA-staffed call center is very effective in 
identifying uninsured children, determining their eligibility, following-up with 
families about documents and signature pages needed for enrollment, and 
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completing families’ applications. CHAMP also has a comprehensive post-
enrollment follow-up process to ensure children have access to care and families 
know how to reenroll. CHAMP is very efficient because the benefits of enrollment 
success outweigh the costs of the marketing campaign and the call center. The 
strategy is also sustainably funded by reimbursements from Medicaid 
Administrative Activities (MAA). 

Utilizing SBHCs is another recommended practice for outreach and enrollment. 
SBHCs are moderately effective because they are uniquely positioned to conduct 
outreach and enrollment activities. They are already established resources on 
campus for health issues and have contact with and access to uninsured but 
eligible students. SBHCs involved in health outreach and enrollment have a 
comprehensive process that identifies the uninsured, provides uninsured families 
with education about health coverage options, individually assists families with 
enrollment with the help of CAAs, and connects families to providers. SBHCs 
are moderately efficient because the costs of outreach and enrollment activities 
are outweighed by the benefits of their success. Not only do students benefit, but 
families and the community often also have access to the services provided by 
SBHCs. However, SBHCs are less sustainable because they must complete 
complicated billing processes for reimbursements and their funding streams are 
often short-term, which prevents them from being very efficient. 

My last recommendation is to incorporate health care questions into routine 
school paperwork. This best practice is an adoption of the EE and Enrollment 
Cards strategies, and is moderately effective because it reaches and identifies 
most or all uninsured students through existing school forms. The strategy is also 
successful at getting school buy-in because health care questions are strategically 
and easily incorporated into the school routines of enrollment forms and School 
Lunch Applications (SLAs). Modifying school forms for health outreach and 
enrollment is moderately efficient because the administrative, printing, and staff 
costs are outweighed by the benefits of their effectiveness, school buy-in, and 
minimal additional burden on existing school staff. However, steady funding 
streams and helpful assistance from foundations are required to make utilizing 
school forms for outreach and enrollment sustainable. Because such is needed 
but not always guaranteed, using school forms is only moderately efficient and 
not very efficient. Without steady funding and foundation support, EE experts 
from LAUSD report this strategy and its various levels of communication and 
information sharing required are time-consuming, inefficient, and 
burdensome.[21] 
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Conclusion 
The five school-based strategies that I assess in this case study are: Express 
Enrollment, Teachers for Healthy Kids, School-Based Health Centers, family 
resource centers, and Children’s Health Access and Medi-Cal Program (CHAMP) 
in Los Angeles Unified School District (LAUSD). Additional strategies that are 
not school-based, but are utilized in schools and also included in the case study 
include: Certified Application Assistors and the Health-e-App. From my case 
analysis of these school-based child health outreach and enrollment programs, 
the common barriers that most strategies encounter are around funding, access 
into schools, the application process, follow-up, and mixed immigration. 
 
My recommended transferrable outreach and enrollment strategies are: the 
CHAMP model of marketing and incorporating CAAs into school staff, utilizing 
SBHCs, and incorporating questions about health care into routine school 
paperwork. These strategies are effective in outreach, enrollment, and retention 
of children in public health coverage, while incorporating follow-up to ensure 
children have access to providers after enrollment. These strategies are also 
efficient, and their ability to be effective outweighs their costs of operation. They 
also have potential for long-term sustainability. 
 
In light of recent developments regarding government subsidized health care, I 
would suggest using the listed recommendations to help parents navigate the new 
Health Insurance Marketplace. I would also add targeted outreach to the 
2,236,001 children with pre-existing conditions that now have greater access to 
care, as well as awareness around immunization services that children are now 
eligible for. Through these recommended strategies, schools can be strategic 
partners to identify and enroll uninsured children into coverage and educate 
families on the options and services that are newly available to them. 
 

Author’s Note: Under the Affordable Care Act (otherwise known as 
“Obamacare”), children are eligible for more choices and stronger coverage. 
Open enrollment in ACA’s Health Insurance Marketplace began on October 1, 
making it easy for Californians to compare qualified health plans, get answers 
to questions, find out if they are eligible for lower costs for private insurance or 
health programs like Medicaid and the Children’s Health Insurance Program 
(CHIP), and enroll in coverage. This article is based on an analysis performed 
in 2012, but remains relevant to the question of how to ensure that   families 
with children know their options. Under ACA, health plans can no longer deny 
coverage to children under 19 because of a pre-existing condition, like asthma 
or diabetes. In California, there are about 2,236,001 children with some type of 
pre-existing health condition that have greater access to care because of ACA. 
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Also under ACA, many insurance plans are required to provide coverage for 
preventive health services without a deductible or co-pay. This increases 
children’s access to well-child visits and immunization services. Finally, ACA 
provides $200 million in funding from 2010 to 2013 to address significant and 
pressing capital needs to improve delivery and support expansion of services at 
School-Based Health Centers (SBHCs). In my article, one of my 
recommendations is to use SBHCs to identify and enroll children in coverage, so 
the partnership between ACA and SBHCs is crucial in health outreach and 
enrollment. 
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In recent years California lawmakers have 
pushed for increases in alcohol taxes as a way 
to help close the budget gap.  But these 
proposed measures continue to be defeated in 
the legislature.  This is due, in large part, to 
resistance from the state’s alcohol 
industry.  Currently, California is the biggest 
producer of beer and wine in the United 
States.  In 2012 the state produced 595 
million gallons of wine at a retail value of $22 
billion[1].  That same year, the 363 breweries in the state produced over 687 
million gallons of beer[2].  Opponents of alcohol tax increase proposals argue 
that they are regressive, placing a greater tax burden on lower income 
households, in addition to being very detrimental to the state’s alcohol industry, 
leading to losses in sales and thousands of jobs. 
 
Excise taxes on alcohol have had a long and sometimes contentious history in the 
United States.  The first internal revenue measure to be passed in the United 
States was an excise tax on alcohol in 1791.  In response, Appalachian alcohol 
producers began attacking revenue collectors in what later became known as the 
Whiskey Rebellion[3].  Recent federal tax increases have been rare and 
modest.  The last federal tax increase was in 1990 as part of the Revenue 
Reconciliation Act.  At the state level, tax increases in California have also been 
infrequent.  Before the most recent increase in 1991, taxes on wine hadn’t been 
increased since 1937, beer hadn’t been increased since 1959, and spirits hadn’t 
been increased since 1967 [4].  California’s tax rates on alcohol are well below the 
national averages, having the 29th lowest rate for beer, 43rdlowest for wine, and 
38th lowest for spirits (Tax Foundation, 2013). 
 
In 2009, former Governor Schwarzenegger proposed a “nickel a drink” excise tax 
on beer, wine, and distilled spirits as a tool to help balance the state’s 
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budget.  That year a statewide survey conducted by the Public Policy Institute of 
California found that 85% of voters supported the tax increase[5].  However 
California’s alcohol industry lobbied hard against the proposal and it was 
eventually rejected by lawmakers. 
 
One of the industry’s main arguments against the tax was that lower income 
consumers would be disproportionately affected by the increase, thus making it a 
form of regressive taxation.  However, a majority of the alcohol purchased in the 
state is by a small minority of consumers.  The top 20% of individual alcohol 
purchasers consume 85% of all alcoholic beverages[6].  Therefore the any tax 
increase on alcohol would place the greatest burden on heavy drinkers, and some 
might argue they would appropriately assume a greater share of alcohol-related 
social costs.  Furthermore, alcohol expenditures increase as income increases, 
among both normal and heavy drinkers.  A 2002 study found that only 50% of 
people earning less than $20,000 drink alcohol, compared to 79% of people 
earning $80,000 or more[7]. 
 
How does a tax increase affect sales? 
Opponents of the “nickel a drink” tax have argued that the tax increase would 
result in a 20% decrease in sales and loss of 38,200 jobs.  In order to determine 
how a tax increase would affect sales, you must take into consideration how 
sensitive consumers are to changes in price.  Price elasticity of demand measures 
the responsiveness of quantity demanded for a commodity, like alcohol, as a 
result of a change in price.  The demand for alcohol is considered to be relatively 
inelastic, meaning that changes in price have little effect on overall sales.  A good 
(product) is inelastic if its price elasticity is between 0.00 and -1.0.  In other 
words, demand is inelastic if the percentage change in the amount demanded is 
smaller than the percentage change in price.  The price elasticity for beer is -0.46, 
-0.69 for wine, and -0.80 for spirits[8].  Therefore a 10% increase in price would 
decrease beer sales by 4.6%, wine sales by 6.9%, and spirit sales by 8.0%. 
 
It should be noted that price elasticity for alcohol does vary among different 
groups.  For instance the demand for alcohol among heavy drinkers is less 
responsive to price, with a price elasticity of -0.28[9].  Conversely, the demand 
for alcohol among underage and younger drinkers is very sensitive to changes in 
price, with a price elasticity of -2.24[10].  Advocates often site this responsiveness 
in support of alcohol tax increases.  In fact, a report published by the National 
Bureau of Economic Research found that taxes on alcohol are a very effective 
policy to reduce alcohol consumption among youths and alcohol-related injuries  
and deaths[11]. 
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Beer Institute, 2008; Beverages Information Group, 2009; 
Wagenaar et al., 2009; Wine Institute, 2008 

 

By factoring the price elasticity of alcohol and the percentage change in price, you 
can determine the projected decrease in alcohol sales (CSPI, 2004)[12].  A five-
cent per drink tax increase would constitute a 3.56% increase in the retail price of 
beer, 3.18% increase in the price of wine, and a 2.93% increase in the price of 
spirits.  This increase would result in a decrease of sales of beer by 1.65%, 2.20% 
for wine, and 2.35% for spirits.  Looking at the industry as a whole, a “nickel a 
drink” tax increase would result in a 2.07% decrease in total statewide alcohol 
sales.  This equates to a loss of approximately $175 million in beer sales, $116 
million in wine sales, and $182 million in spirit sales, or a total of $473 million 
for the industry as a whole (See Table 1). 
 
While a notable loss, these amounts are likely to be offset by the expansion of the 
alcohol market in California.  Sales for beer, wine, and spirits have been on the 
rise since the early 1990s[13].  It is likely that higher alcohol taxes will have little 
effect on the profitability of the industry as a whole[14]. 

Table 1 – Change in Consumption and Effect on Sales (2007) 
  

  
Beer Wine Spirits Whole Industry 

Price Elasticity 
-0.46 -0.69 -0.80 

 

Volume 
Consumed (gallons) 

690,542,050 127,285,000  51,813,600 869,640,650 

Sales Revenue 
$10,268,360,284 $5,118,129,850 $7,540,951,344 $22,927,441,478 

     

Increase in Retail 
Price (%) 

3.56% 3.18% 2.93% 3.22% 

Decrease in 
Consumption (%) 

1.65% 2.20% 2.35% 2.07% 

Estimated Loss in 
Sales Revenue 

$175,506,069 $115,996,705 $182,038,775 $473,541,549 
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Furthermore, excise taxes on alcohol are based on volume and not value, and 
therefore have no automatic inflation protection.  The infrequency of alcohol tax 
increases in California has caused the real (inflation adjusted) value of the tax to 
decline substantially[15].  If you adjust for inflation, the $0.20/gallon tax rate for 
wine and beer is worth about $0.12/gallon, in 2013 dollars.  Similarly, the current 
spirits tax rate of $3.30/gallon is worth $1.92/gallon, in 2013 dollars (Bureau of 
Labor Statistics Inflation Calculator).  That means that since 1991, California’s 
alcohol taxes have lost 40% of their original value.  If the proposed “nickel a 
drink” tax increase had been passed, it would have only been reclaiming value 
that has been lost over the years due to inflation. 
 
What about jobs? 
Tax increases ultimately lead to a discussion of job losses. The alcohol industry 
has claimed that the 1991 federal tax increase caused a loss of 60,000 jobs in 
production, distribution, retail and other related fields nationwide[16].  However, 
beer wholesale employment actually increased during that time by 8,000 
jobs.  This includes increases in 1990 and 1992, the years before and after the 
1991 federal tax increase.  There were a small decrease in jobs in 1991, but some 
believe that those could be attributed to innovation and mechanization in the 
industry[17]. 
 
Between 2000 and 2009, alcohol manufacturing and wholesale employment in 
California increased by 25%[18].  Opponents believe that a “nickel a drink” tax 
increase would stifle the growth the industry has seen in recent years, and would 
result in up to 38,200 job losses[19].  The alcohol industry assumes a broad 
ripple effect when conducting job loss estimates.  But by targeting jobs that are 
directly tied to alcohol production and sales, job loss estimates come in much 
lower.  As such, this study focused on the 403,327 jobs reported in 2007 that 
were directly related to alcohol production and sales. 
 
Using an equation developed in collaboration with Mills College Economics 
Professor, Roger Sparks Ph.D., one can measure the change in output per worker 
as a result of the overall change in consumption due to a price increase.  That is, a 
production function can be used to determine the level of output, in gallons, per 
worker.  If you then multiply that number by the overall change in consumption 
levels due to a “nickel a drink” tax increase, you can estimate an approximate 
number of jobs that would be lost as a result of the price increase.  This 
calculation produces an estimate that a five-cent per drink tax increase would 
result in the loss of approximately 1,176 jobs, which equates to about a 0.3% 
reduction in overall alcohol industry employment in California.  These jobs 
correlate to an estimated $26.3 million in lost wages, and $1.2 million in lost 
state income tax revenue.   While $26.3 million may seem like a substantial loss, 
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it is quite small in relation to the $8.5 billion in wages earned by the 403,327 
alcohol industry employees considered in this study.  In truth, an alcohol tax 
increase will likely have only a marginal effect on alcohol industry employment in 
California. 
 
The social costs of alcohol consumption 
In 2005 alcohol-related traffic accidents, disease, and crime cost California 
$19.26 billion, and resulted in additional $33.1 billion in productivity 
losses[20].  Given the sensitivity to price among younger drinkers, an increase in 
alcohol prices could significantly reduce social costs incurred by underage and 
younger drinkers.  Drivers under the age of 22 are 100 times more likely to die in 
fatal automobile accidents[21].  A “nickel a drink” tax could drastically decrease 
these fatalities.  Furthermore, it has been speculated that if alcohol taxes had kept 
pace with inflation since 1951, underage drinking would decline by 24%[22]. 
Would a “nickel a drink” tax be effective? 

Alcohol tax proposals like the “nickel a drink” tax have long been considered a 
useful tool in balancing state budgets and reducing alcohol-related social 
costs.  However, alcohol taxes haven’t been increased in California since 
1991.  While voters have been found largely to support such an increase, alcohol 
taxes have a hard time gaining traction in the state’s legislature.  Alcohol 
producers in California have continued to argue that a tax increase would result 
in significant losses in sales revenue and jobs within the industry. But due to the 
relatively inelastic demand for alcohol in California, sales are only predicted to 
decrease by 2.07%.  This estimated loss in revenue would lead to a relatively low 
number of job losses.  Due to continued growth in the state’s alcohol industry, 
these losses would likely be absorbed by the growth that California’s alcohol 
industry is currently experiencing. 

The debate over alcohol taxes is likely to continue in the years to come.  However, 
it seems that both sides may have overstated the costs and benefits of the tax.  A 
“nickel a drink” will bring in millions of additional tax revenue, but this revenue 
could be construed as merely reclaiming tax revenue lost due to rising 
inflation.   While it has been found that an increase in price could significantly 
lower the rates of underage drinking, overall demand for alcohol is too inelastic 
to have that much of an effect on consumption levels and social costs attributed 
to alcohol abuse.  And because alcohol and cigarette taxes represent about $1 out 
of every $10 earned by the state, a “nickel a drink” will do very little to address 
California’s budget shortfall[23].  Therefore, while a “nickel a drink” will not be 
nearly as detrimental to the state’s alcohol industry as claimed, other types of 
taxes, in combination with spending reductions, would be far more effective in 
balancing the state’s budget. 
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