




CLASS COMPETITION & SCHIP

In fact, most SCHIP children are covered by private health
plans. However, claims about encroaching socialization were
likely grounded as firmly in concern about subsidized coverage for
children in families with incomes two or three times the FPL as in
concern about the development of a system of government-
designed health care. 239 In effect, in the debate about SCHIP's
expansion, references to "socialized medicine" often served as
covers for concern about intensified class competition. More
particularly, such references were grounded in concern that those
at the lower edge of the middle class would be able (with SCHIP
coverage and perhaps other "benefits") to compete more
effectively for a higher place in the socio-economic hierarchy.

One visitor to a blog featuring comments on CHIPRA I
elaborated on the fear of socialism by describing some of the
presumptive dangers of socialism:

The reason I am against this bill is because it is another
example of creeping socialism. Our government is trying to
steal our liberties slowly and we are asleep. If we don't stop
them now, with this bill and with each bill like this they

[S]ocialized medicine [in other nations] has led to lower standards,
longer waits, rationing of care. We've tried, by the way, here in
Washington to have a-to have a major effort, put the federal
government square in the center of health care in 1994, and the
legislation didn't pass. I believe many of the Democrats in Congress
who supported that legislation have learned from the experience. So
instead of pushing to federalize health care all at once, they're pushing
for the same goal through a series of incremental steps. With each step,
they want to bring America closer to a nationalized system where the
government dictates the medical coverage for every citizen.... And we
can now see the strategy [of expanding various health-related
programs] clearly when you analyze the efforts to expand the State
Children's Health Insurance Program-that's the-that's the issue I
was going to talk to you about; SCHIP it's called.

George W. Bush, U.S. Pres., Remarks at 2007 Grocery Manufacturers
Assoc./Food Growth and Free Trade Conf. (Oct. 31, 2007) (transcript available
at http://www.gmabrands.com/news/president-bush-discusses.cftn). And an
editorial in the Atlanta Journal-Constitution explained Congress' failure to
override the veto as a Republican commitment to "hold[] the line against
something called 'socialized medicine."' Cynthia Tucker, Our Opinion: GOP
Will Suffer if Children Lose Health Coverage, ATLANTA J.-CONST. Oct. 21,
2007, at 6B.

239. See Gorin & Moniz, supra note 99.
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will get away with it. Stop going to DC with your hand out.
Each time you do you lose a piece of your freedom.24 °

Such assertions suggest, in effect, that SCHIP's expansion
would constitute a public "handout" that would undermine the
presumptive "freedom" to make one's own choices and therein
design one's own fate. That presumption-that "freedom" eludes
only those who are irresponsible and lazy-reflects the conviction
that social mobility can be enjoyed by those who work hard and
make the right choices. 24 1

South Carolina Senator James DeMint (R) struck a similar note
in criticizing CHIPRA I for extending health care coverage to
families that he deemed middle class.4 2 He expressed particular
concern about the development of a system of "government
controlled health"-a system of health care that he described as
having "prove[n] disastrous in Europe." 243 In Senator DeMint's
view, both "government controlled health" care and state-funded
care for middle-class people deprive people of autonomy and
choice.2 " Interestingly, however, the Senator did not disfavor
governmental health care coverage for poor children.245 But those
who would have become eligible under the CHIPRA bills were, in
Senator DeMint's view, middle class.246 He suggested that such
families might be given tax credits, thus allowing them "to
purchase health plans for their kids that they choose, rather than
being handed a one-size-fits-all Washington-run program., 247

In this way, Senator DeMint sought to preserve choice and
autonomy-values he seemed to view as quintessentially
American-but only for those not burdened by poverty. Middle-
class children and their families, he explained in opposing the
CHIPRA bills, should enjoy "control of their own health care
decisions. 248 In contrast, Senator DeMint supposed, poor children

240. Posting of Mia to H.R. 976, The Children's Health Insurance Program
Reauthorization Act of 2007, http://www.washingtonwatch.com/bills/show/110
_HR 976.html (Oct. 15, 2007, 9:31 EST).

241. These presumptions were reflected in the Horatio Alger myth. See, e.g.,
STANLEY ARONOW1TZ, FALSE PROMISES 141 (1973); Richard Delgado, The
Myth of Upward Mobility, 68 U. PITT L. REV. 835, 879-80 (2007).

242. Jim DeMint, Opinion, A Better Way Forward on Health Care for Poor
Children, CHARLESTON POST AND COURIER, Nov. 2, 2007.

243. Id.
244. Id.
245. Id.
246. Id.
247. Id.
248. Id.
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and their families must sacrifice-or in the nature of their poverty,
had already sacrificed-the right to choice and autonomy.

Two essential assumptions underlie Senator DeMint's critique
of the proposed expansion of SCHIP. Both are widespread among
those who opposed the CHIPRA bills. First is the assumption that
poor people are fundamentally different, as people, from people
who are not poor. Not only are poor people, in the very nature of
poverty, seen as lacking economic, and often political, resources,
they are deemed, as a group, not to have developed the spirit of
autonomous individuality viewed as characterizing the middle
class. Second, and in consequence, is the assumption that those in
poverty are deemed incapable of self-help.

These assumptions supported Senator DeMint's conclusion that
"government controlled health" constitutes a form of charity and
should thus be offered only to those unable to provide for
themselves.2 49 This position harmonizes with a popular American
conception of class as including two basic groups, poor people and
everyone else, 250 and it harmonizes with the institutional decision
to separate SCHIP children from Medicaid children. 25 1 Moreover,
this position undergirded much of the opposition to the expansion
of SCHIP in 2007 and 2008.

Others picked up on the theme of SCHIP as charity. Several
opponents of plans to expand SCHIP suggested, as did Senator

249. Paul Farmer, who believes health care is a basic human right, has
offered a view of "charity medicine" that might be confused with Senator
DeMint's view, but which is, in fact, quite different. Farmer wrote:

The approach of charity further presupposed that there will always be
those who have and those who have not. This may or may not be true,
but, again, there are costs to viewing the problem in this light. In
Pedagogy of the Oppressed, Paulo Freire writes: "In order to have the
continued opportunity to express their 'generosity,' the oppressors must
perpetuate injustice as well. An unjust social order is the permanent
fount of this 'generosity'. . . . Given the twentieth century's marked
tendency toward increasing economic inequity in the face of economic
growth, the future holds plenty of false charity. All the recent chatter
about 'personal responsibility' from 'compassionate conservatives'
erases history in a manner embarrassingly expedient for themselves."

FARMER, PATHOLOGIES OF POWER, supra note 27, at 153-54. Farmer, however,
understands the virtues of "charity medicine." His plea is not to eviscerate
charity, but to offer charity while remembering and revealing the "causes of
excess suffering among the poor." The apparent similarity between Farmer's
claims and those of Senator DeMint is quickly belied by Farmer's conclusion
that "charity medicine" can succeed only if it refrains from blaming the poor for
their poverty. There is, he comments, a world of difference between assuming
that the poor are poor because of "innate shortcomings" and assuming that they
are the victims of "structural violence." Id. at 153-57.

250. SeePartIV.A.1.
251. SeePartIII.A.1.
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DeMint, that those who accept charity must also accept an
understanding of themselves as very poor because they are
incompetent. One blogger, focusing on one of President Bush's
CHIPRA vetoes, assumed that SCHIP constitutes charity and
opined: "Perhaps some of us should take a civics class and learn
about America. We all have to labor for what we want. For those
who need help there are the charities and state programs. ' ' 252 In
short, in this person's view, only those who are both very poor and
unable to "labor for what [they] want" should benefit from
"charities and state programs." The price for accepting such
benefits is the price of absolute social marginality.

b. Must Poor People Sacrifice Liberty and Choice?

That marginality is suggested forcefully in the presumption that
poor people, and especially those who deign to accept charity or
governmental benefits designed to help those in poverty, should
lose the right to enjoy certain privileges.

It should not be surprising that no society is as strongly tied to
the notion of autonomous individuality and as absolutely
committed to the notion of free choice as is the contemporary
United States, and the United States is also not averse to jettisoning
other values (including equality) if those values appear to interfere
with autonomy and choice. It is, thus, not surprising that
segments of society have assumed that governmental health care, if
provided at all, should be limited to those in poverty because poor
people are deemed therein to have shown themselves incapable of
appropriating the life choices that would render them middle class.
These assumptions, taken as a group, limit the very personhood of
people living in poverty.

In consequence-and this is central to the thesis of this
Article-those deemed so poor that they are unlikely to improve
their class status are situated outside the domain of implicit class
competition. This is the very group to which Senator DeMint
would offer "government controlled health" care. This is the
group, read broadly, that might have been eligible for Medicaid,

214but not for SCHIP, in 2007 and 2008. More particularly, those

252. Posting of Dr. Coles to Democrats Begin SCHIP Veto Override
Campaign, http://voices.washingtonpost.com/capitol-briefing/2007/10/democrats
_beginschipvetoove.html (Oct. 3, 2007, 17:05 EST).

253. See FARMER, PATHOLOGIES OF POWER, supra note 27, at 163.
254. At that time, the limited resources available to people living below the

FPL seem likely to preclude their rising in the class hierarchy even if they
received health care coverage from the government. See MICHAEL MARMOT,
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who opposed SCHIP's expansion in 2007 and 2008 seem to have
assumed that no system of "government controlled health" care
(again, to use Senator DeMint's term), created for and offered only
to very poor people, would likely have been adequate to have
cured health conditions, such as obesity, depression, coronary
disease, and diabetes, that disproportionately affect those at the
bottom of the nation's socio-economic hierarchy. 255 These
conditions are likely to remain chronic among people who live in
poverty.

c. Expanding SCHIP to Include People Deemed Middle Class

In short, a disturbing message-one generally not voiced
openly-was implicit in some of the opposition to the CHIPRA
bills. That message, decoded, opposed expanding SCHIP because
that expansion might have posed a threat to the class status of those
in income brackets just above the income-eligibility level for an
expanded SCHIP program.

This message is reflected more or less clearly in a set of
responses from people who opposed SCHIP's expansion. For
instance, one critic of CHIPRA I complained that expanding
SCHIP would offer a "free ride" to one group of people while, at
the same time, "the gov[ernment] is taxing" middle-class people
more heavily than ever. The specific reference was to new, higher
fees for Medicare recipients earning "more than $80,000" a
year.25 6 Others contended that SCHIP's proposed expansion defied

THE STATUS SYNDROME: How SOCIAL STANDING AFFECTS OUR HEALTH AND
LONGEVITY 82-103 (2004). Marmot explains:

If we find health to be related to position in the social hierarchy,
everywhere from British civil servants to baboons, from Swedish
university graduates to average Americans, then is the whole enterprise
of understanding health inequalities with a view to doing something
about it not doomed? The thrust of the previous chapter was to argue
that above the minimum level of resources it is what you have, relative
to others in society, that is crucial for health; and what you have
relative to others is related to your position in the social hierarchy, it
may even define it.

Id. at 83. Later in the book, Marmot suggests that not all hierarchies will have
the same effect on health. He notes the possibility, for instance, that even those
at the bottom of a social hierarchy might be offered a sense of involvement and
thus of autonomy and choice. Id. at 127-28.

255. Id. at 43, 152 (noting the disproportionate presence of diabetes, heart
disease, obesity, and depression among those in "the lower employment
grades").

256. Posting of bermil@gmil.com to Democrats Begin SCHIP Veto Override
Campaign, http://voices.washingtonpost.com/capitol-briefing/2007/10/democrats_
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the American rule that "[w]e all have to labor for what we
want.''257 More simply, others concluded that "[t]his prom'am
expands SCHIP to cover families who do not need it. Period."8

Other opponents of the CHIPRA bills suggested even more
openly that by making some "middle class" people eligible for
SCHIP coverage, the government would undermine the middle
class itself. An editorial in an Ohio newspaper, for instance,
referred to the proposed expansion of SCHIP as an attempt to
recategonze segments of the middle class as "government
dependents.

'" 259

Most CHIPRA critics focused more simply on the unfairness of
providing public health care to people deemed capable of affording
health care or health care coverage. Thus, a visitor to a blog that
included comments about CHIPRA I openly compared her own
situation to that of people who would have been covered under the
terms of the bill26° (and who will in fact be covered under the
SCHIP authorization bill passed in 2009).261 She wrote:

It is ridiculous that a family can have $500,000 in property,
4 kids in private school, 3 newer cars, part-time jobs that
pay $45,000 and get benefits. This is not an example of the
working poor. This is an example of a famil 6 who is better
off than I am BUT I am paying my own way.

Leaving aside this critic's assumptions about the expanded
reach of SCHIP, this comment, by someone calling herself "Mia,"
expresses the concern of many SCHIP opponents who accepted
governmental health care coverage for children in families that
were truly poor but not for children from somewhat better-off
families. It would seem that public health care coverage for

beginschip_vetoove.html (Oct. 3, 2007, 17:04 EST) (commenting that seniors
may be taxed for Medicare participation and asking "why should other people
making $82.500 or more get a free ride").

257. Posting of Dr. Coles, supra note 252.
258. Posting of Steve to Democrats Begin SCHIP Veto Override Campaign,

http://voices.washingtonpost.com/capitol-briefmg/2007/1 0/democratsbegin_
schipvetoove.html (Oct. 3, 2007, 17:22 EST) (commenting that "there are the
leftists who lie and claim that children will be without healthcare. Bull. Lies").
(In the original, the words "do not need it," quoted in the text, are in capital
letters).

259. Fiscal Restraint, supra note 226.
260. The female pronoun is used in reference to this blogger. The name used

suggests that the blogger is female. That may, of course, not have been the case.
261. Children's Health Insurance Program Reauthorization Act of 2009, H.R.

2, 111 th Cong. (2009).
262. Posting of Mia, supra note 240.
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children in families significantly less well off than those deemed
middle class was not worrisome to Mia. Mia seemed to have
believed such families could not "pay[ ] [their] own way." And
perhaps, as well, Mia assumed that such families are so far below
her 26 in the social hierarchy that they did not present significant
competition as she struggled to maintain her own class status.

One reader of a newspaper article that reported on President
Bush's likely veto of CHIPRA II argued that children in families
making 300% of the FPL do not need government help with health
coverage. This reader explained:

If you make $60K a year, you can afford healthcare, even
with 4 kids. You might have to drive a van instead of a
luxurious SUV, but it can be done. The problem here is
those families [sic] priorities. Many of the children
currently uninsured are eligible right now, but their
irresponsible parents don't have them signed up.264

The author ("Twreck")265 focused on the "irresponsib[ility]" of
those who would be covered by an expanded SCHIP program, and
he made two rather different claims. At first, Twreck described the
parents of the children involved as irresponsible in choosing
luxuries (e.g., an SUV) over health coverage. Then, Twreck
switched frames and commented on what he saw as the
irresponsibility of parents whose children were, in fact, eligible for
health care coverage. Twreck characterized the parents of such
children as irresponsible because, in his view, they failed to enroll
their children in the health care programs that were available to
them.

Another reader's comment-this one written as a letter to the
editor of a South Carolina newspaper-described the 2007
CHIPRA bills as a "middle-class vote-buying effort., 266 The writer
explained that SCHIP was "designed to help those in need, not
people who earn more than three times the poverty level income in

263. "Mia" is referred to in the text with the use of a female pronoun. In fact,
however, there is no way to know, through reference to a blog name, the gender
of one who contributes to a blog.

264. Posting of twreck_1I to Bush: No Child Health Bill with Tobacco Tax
Hike, http://www.chron.com/disp/story.mpl/nation/5259744.html. (Oct. 31, 2007,
8:55 CST).

265. This blogger referred to himself or herself as "twreck" with a small "t."
This Article uses a capital "T" to make it easier for readers to recognize the term
as a name, and it refers to this blogger with a male gender term even though
there is no way to know the blogger's gender. In other such cases, a female
gender term may be used.

266. Richard Mahorsky, Letter to the Editor, Democrats Used Boy to Buy
Votes, COLUMBIA STATE, Oct. 25, 2007.
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this country." 267 The same critic then explained that "90 percent of
the news media" is "liberal, strongly support the Democratic
Party[,] ... hate our president and do everything possible to smear
conservatism." 268 The writer took umbrage at the "use" of an
"innocent" child to garner support for legislation presumptively
aimed at helping children, but actually, in the author's view, aimed
at squandering government resources in order to win votes.26 9 in
this, the author portrayed children as both innocents in need of
protection and as a tool for advancing other ("liberal") ends.

d The "Kid Card"

Few of those who opposed the expansion of SCHIP expressly
decried providing health care to children.270  Rather, they
acknowledged children and their needs but then identified other
concerns that outweighed the presumptively laudatory goal of
ensuring that children have access to health care.

An editorial in one Ohio newspaper, published after Congress
failed to override Bush's veto of CHIPRA I, referred openly to
efforts to expand SCHIP as a "shameless effort[] to play the Kid
Card."'2 7' The editorial explained that the vote was actually about
the "proper role and size of government" but that those favoring
the bill attempted to present the central issue as concern for
children.272

One visitor to a Washington Post blog exclaimed: "I'm all for
kids having health care-but this bill [CHIPRA I] is not the
way.' '273 The form of such claims instantiates a long-standing

267. Id. The letter was apparently in response to a story about a twelve-year-
old boy whose statements were in support of expanding SCHIP. Mr. Mahorsky
complained that the "Democrats . . . use[d] and rehearse[d] this boy to make
statements that were in favor of their giveaway bill to people with incomes up to
300 percent of the poverty level." Id.

268. Id.
269. Id.
270. American society and law have long proclaimed deep concern for the

best interests of children. That presumptive concern has often, however, masked
other interests, including those of adults in structuring familial relationships.
Janet L. Dolgin, Suffer the Children: Nostalgia, Contradiction and the New
Reproductive Technologies, 28 ARIZ. ST. L.J. 473, 473-75 (1996).

271. Fiscal Restraint, supra note 226.
272. Id. The author apparently assumed that few people would openly oppose

a program structured to help children.
273. Posting of Policzar to Democrats Begin SCHIP Veto Override Campaign,

http://voices.washingtonpost.com/capitol-briefing/2007/10/democrats begin schip_
veto ove.html. (Oct. 3, 2007, 17:01 EST) (emphasis added.) The critic explained
further that the bill was "one step to socialist health care," which "is going to be
more expensive than what people have now and be worse!" Id,
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pattern in the United States: conflicts between public (ideal) values
and private (actual) values are expressed through reference to the
public ideal which is then qualified in some way. 274 People may
thus acknowledge a public ideal (e.g., a belief that "children are
good" or that "racism is bad") and then amend it with a more
particular claim that limits or even, in fact, eradicates the voiced
"ideal."

Some who opposed the expansion of SCHIP avoided openly
opposing governmentally funded health care for children by
describing SCHIP's recipients as the "middle class."275 Or they
focused on balancing the cost of providing for the health needs of
one vulnerable group (e.g., children) against the needs of another
vulnerable group (e.g., the elderly). A Wall Street Journal editorial,
for instance, commented on the attempt in the House of
Representatives to expand SCHIP coverage at the same time that
Congress was providing less funding for Medicare Advantage
(Medicare's managed care plan):27 6 "Politically, it's ironic that
Democrats are funding free health care for the middle class by
dinging poor seniors." This claim displaced SCHIP's focus on
children's health care with a focus on "health care for the middle-
class."

278

V. CLASS COMPETITION AND THE FUTURE OF A NATIONAL HEALTH

CARE SYSTEM

The responses reviewed in Part IV, taken together, depict a
nation much more sensitive to even small differences in socio-
economic rank than people may generally realize. Section A of this
Part summarizes the significance of class competition in the United
States in light of responses to SCHIP's expansion described in

274. The prototype of the pattern is: "I am not racist, but ......
275. Editorial, The Schip Revelation, WALL ST. J., Aug. 9, 2007, at A12.
276. Id.
277. Id. Yet, interestingly, in July 2008, Congress overrode Bush's veto of

the Medicare Improvements for Patients and Providers Act of 2008 (H.R. 6331).
Among other things, the bill protects Medicare payments to physicians, reduces
funding for Medicare Advantage medical education programs, and requires that
pharmacies distributing pharmaceuticals to Medicare Part D recipients be paid
promptly. Medicare: House, Senate Override Bush Veto of Medicare Legislation
with Rx Language, 6 Pharmaceutical L. & Indus. (BNA) 826 (July 18, 2008). In
the House of Representatives, the vote was 383 to 41. In the Senate, it was 70 to
26. Id.

278. The editorial further distanced itself from the subject of providing health
care for children by focusing on the comparative advantage of providing health
care for the "middle class" and for a group deemed especially vulnerable-poor,
elderly people. The Schip Revelation, supra note 275.
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Part IV. It then broadens the discussion with a view toward
understanding more general responses to the creation of a system
of national health care. Then, Section B suggests a set of factors
that coalesced in the first year of the Obama administration to
move the nation toward the possibility of change.

A. CHIPRA Bills and Class Competition

Traditionally, people in the U.S. have claimed that hard work,
the "right" personal choices, and a good education make for socio-
economic success. 2 79 They expect to be socially mobile and
assume that their children will be better off than they are. 280 Yet, in
fact, social and economic mobility are not common.21l Class
differences are salient and wide. And, on the whole, they have
paralleled health disparities. 282 Rather than becoming narrower,
class differences have grown wider in the United States in the last
half century.283 Even more, as the economic gap between the
middle class and the very rich grew dramatically in the last
decades of the twentieth century and the first decade of the twenty-
first century, the gap between the middle class and the poor did not
change.28

The contradiction between the nation's abiding belief in social
mobility and the reality of its fairly static class system sits at the
center of the American psyche. On the one hand, people tell
themselves and each other that they can and will overcome
economic adversity and that mobility is available to anyone who
tries hard enough; however, they find themselves faced with a
reality in which a pervasive class system limits mobility for most

279. Scott & Leonhardt, supra note 169, at 1. The economic downturn of
2008 may openly challenge such assumptions, at least for a time.

280. See Michael A. Fletcher & Jon Cohen, Hovering Above Poverty,
Grasping for Middle Class, WASH. POST, Aug. 3, 2008, at Al. Fletcher and
Cohen report that about eighty percent of low-wage workers in the U.S. believe
that they will rise in social class, and fifty-nine percent predict that their children
will be better off than they are. Id.

281. Scott & Leonhardt, supra note 169; see also Paul Krugman, The Great
Wealth Transfer, ROLLINGSTONE, Nov. 30, 2006, http://www.rollingstone.com/
politics/story/12699486/paul-krugman-on the.greatwealth transfer [hereinafter
Krugman, Great Wealth Transfer].

282. See MARMOT, supra note 254, at 1 (attempting to show the "remarkable
finding" that "among all [groups of] people, the higher the status in the pecking
order, the healthier they are likely to be").

283. Scott & Leonhardt, supra note 169.
284. Krugman, Great Wealth Transfer, supra note 281. Krugman notes: "The

real divergence in fortunes is between the great majority of Americans and a
very small, extremely wealthy minority." Id.
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people. 285 Indeed, socio-economic mobility in the U.S. is less than
in Canada, and less than in several Scandinavian nations; it is
about the same as in France and Britain, two countries with
monarchial histories and populations that openly assume that class
is important in establishing one's identity and one's place in the
larger scheme of things.28 6

In short, the perseverance of the Horatio Alger myth in the
United States, despite significant evidence to the contrary, may
instill hope (though that hope is often misplaced), but it also
encourages people to focus closely on the symbols and marks of
socio-economic difference as they seek evidence that they can,
indeed, participate in the myth's promises. The task that people
face in assessing their own and others' socio-economic class is
complicated by the common myth-virtually official in
character-that class status, unlike race or ethnicity, is not an
essential part of one's identity within society. Assessing socio-
economic class is also complicated due to shifts over time in, and
some uncertainty about, the signs of socio-economic success. Even
as class differences widen, class position becomes "harder to
read., 287 During much of the twentieth century, high status could
be discerned from one's religion, political party, race, or even
consumption patterns.28 8 By the start of the twenty-first century,
that was less often the case.

Yet, a few transparent signs of class difference have persisted.
They appear in the location of one's residence, in family structure
(with more affluent people tending to have children within
marriage, later in life, and fewer in number than others), and in
health disparities.

289

If the suppositions informing the central thesis of this Article
are correct-that class is crucial and often disguised within the
American socio-political order,290 that health disparities follow
socio-economic rank,2 9 1 and that class competition (though often
framed in other terms) directs responses to socio-political
events292-then opposition to SCHIP's expansion-opposition
forceful enough to preclude the passage of both CHIPRA bills-is
not surprising. And the nation's failure to construct a national

285. Krugman, Great Wealth Transfer, supra note 281; Scott & Leonhardt,
supra note 169.

286. Scott & Leonhardt, supra note 169.
287. Id.
288. Id.
289. Id.
290. See Part IV.A.
291. See MARMOT, supra note 254.
292. See Part IV.A.
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health care system during the twentieth century seems at least as
unsurprising.

B. Is Change Possible?

For a century Americans defeated every important proposal for
a national health care system offering universal or near-universal
health care. That pattern is reflected in the 2007-2008 defeat of the
effort to expand state and federal health care coverage for children
from families with only modest incomes. Nevertheless, new
options emerged in the first year of the Obama administration.
Indeed the reauthorization and expansion of SCHIP in early
2009293 suggested future changes. A "tipping point" for health care
reform appeared on the horizon. 294

First, the economic downturn that rocked the nation beginning
in the fall of 2008 provided a peculiarly apt context for dramatic
political shifts and economic experiments. More specifically,
President Obama made it clear that, in his view, health care reform
was essential, per se,295 and that it could constitute a basic part of
an economic recovery plan. 296

Second, the fate of 47 million people without health care
coverage, many of whom could not afford private insurance, became
emblematic of the nation's failure to create a health care system
adequate to meet the needs of its population.297 Even more, the high
costs and comparative ineffectiveness of the nation's health care
system provided forceful arguments for some change.298

293. Children's Health Insurance Program Reauthorization Act of 2009, H.R.
2, 111 th Cong. (2009).

294. See, e.g., MALCOLM GLADWELL, THE TIPPING POINT: How LITTLE
THINGS CAN MAKE A BIG DIFFERENCE (2000) (popularizing the notion of a
magic point at which significant change occurs).

295. At a December 2008 news conference, President-Elect Obama declared:
"Now, some may ask how at this moment of economic challenge we can afford
to invest in reforming our health care system. And I ask a different question. I
ask, how can we afford not to?" All Things Considered: Staff Had No Idea of
Illinois Scandal (National Public Radio broadcast Dec. 11, 2008).

296. Noam N. Levey, Healthcare an 'Emergency, 'Obama Says, L.A. Times,
Dec. 12, 2008, at A26; Alexandra Marks, Healthcare: Obama Presses Ahead,
CHRISTIAN SCI. MONITOR, Dec. 12, 2008, at 25.

297. See, e.g., Paul Krugman, Health Care Excuses, N.Y. TIMES, Nov. 9,
2007, at A27 (noting that the 47 million people without coverage include
different individuals during any period and that about a third of people in the
U.S. under sixty-five did not have health care coverage at some point in 2006 or
2007).

298. BARLETT & STEELE, supra note 44, at 12-27. Barlett and Steele report,
among many other similar facts, that in 2001 the U.S. spent $4,887 per capita for
health care. In contrast, in that year Canada spent $2,792. Yet the life span in
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Third, there is some, though admittedly not overwhelming,
evidence that Americans-or at least certain groups within the
nation-were becoming more conscious of the class differences
that structure their social universe and thus implicate their social
and personal identities.299 For instance, in 1990 Vincente
Navarro30 0 focused attention on the significance of class, along
with race, in the construction of U.S. society and, in particular, on
the significance of inequalities in class status for the development
of health disparities. 3u A large literature about the correlation
between health disparities, heath care disparities, and socio-
economic inequalities has appeared since that time.30 2

Fourth, states have worked on several fronts to expand health
care access. Under SCHIP, despite some backsliding in the last
five years, states made significant strides in outreach programs and
worked to simplify the process of applying for and enrolling in the
program.30 3 Moreover, in fact, the 11 lt Congress expanded SCHIP
on the model of the CHIPRA bills that were defeated in 2007. And
President Obama signed that legislation.30 4

Yet, expanding SCHIP-and in 2007 and 2008, even that did
not happen-is a long step from creating a national health care
system. Even more, were one to seek a new public health initiative
likely to pass muster with the American people, one offering health
care to children in families with modest incomes would be a good
candidate. But in 2007-2008, Congress was unable to affect that
end. On the other hand, the defeat of the legislation Broposing an
expansion of SCHIP was not a foregone conclusion. 05 Congress

Canada was two and a half years longer than in the United States. Id. at 13. Even
more, the U.S. in the same year spent 205% more per capita on health care than
did Spain. Yet, the life span in Spain was more than two years longer than in the
United States. Id.

299. The search term "socioeconomic status" (or "socio-economic status")
produced 2,161 citations in the LexisNexis Library for the two-month period
that has just passed (January 5, 2010-March 4, 2010). A comparable search for
the same days in 1998 produced 220 citations. (Even though there is a larger
number of total Lexis citations available for 2010 than for 1998, the difference is
suggestive.)

300. Navarro, supra note 27, at 1238.
301. Id.
302. See, e.g., ICHIRO KAWACHI & BRUCE P. KENNEDY, THE HEALTH OF

NATIONS (2002); MARMOT, supra note 254; R.G. WILKINSON, MIND THE GAP:
HIERARCHIES, HEALTH AND HUMAN EVOLUTION (2000); Nancy A. Ross et al.,
Relation Between Income Inequality and Mortality in Canada and in the United
States, 320 BRIT. MED. J. 898 (2000).

303. Eskin & Ranji, supra note 74.
304. Pear, Obama Signs Children 's Health Insurance Bill, supra note 150.
305. Iglehart, supra note 126.
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voted for both bills, though not with large enough margins to
override a presidential veto. In addition, a majority of the public
and most state governors voiced strong support for an expansion of
the SCHIP program.30 6 Moreover, a survey conducted by the
Commonwealth Fund and its Commission on a High Performance
Health System reported in August 2008 that thirty-two percent of
those queried indicated that the nation's health care system
demanded a complete overhaul, and fifty percent indicated that
fundamental changes were in order.30 7

Finally, a fuller awareness of the underlying concerns among
those who opposed universal or near-universal health care
coverage-concerns such as those documented in this Article-
may help in the effort to quell public uneasiness about a major
reform of the nation's health care system. 30 8

VI. CONCLUSION

This Article has aimed to explain the failure to reauthorize and
expand SCHIP in 2007 and 2008 and, in doing so, to suggest one
explanation-grounded in the nation's murky understanding of
class-of both the failure during the twentieth century to construct
a system of universal or near-universal health care coverage and
the volatile debate surrounding health care reform in 2009 and
early 20 10.309

The story of the defeat of the CHIPRA bills contains important
messages about the nation's more general failure to broaden access
to health care. The CHIPRA story was built around the concerns of
those who opposed the creation of a public system of national
health coverage, and, thus, it is unsurprising that the story
suggests-if one reads between its lines-some of the deeper
assumptions that long stalled the development in the United States

306. Id.
307. Reform Proposals: Reports Find Strong Support for Overhaul of U.S.

Health System, Recommends Reforms, Health Care Daily (BNA) (Aug. 7, 2008)
(noting that the Commonwealth Fund surveyed more than 1,000 adults).

308. See, e.g., FARMER, PATHOLOGIES OF POWER, supra note 27; MARMOT,
supra note 254; SUSAN STARR SERED & RUSHIKA FERNANDOPULLE, UNINSURED
IN AMERICA (2005).

309. As this Article goes to press, the Senate is commencing debate on health
care overhaul. Richardo Alonso-Zaldivar, Turbulence Ahead: Senate Opens
Health Care Debate, AP, Nov. 28, 2009. Should a reform package be accepted
by Congress and signed by the President, it is likely that the nation's
understanding of class and the intense class competition considered in this
Article will affect the operation of new programs for delivering health care and
the consequences of those programs for children and their families.
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of a health care system that would provide everyone with access to
health care.

This Article suggests a new explanation for America's long-
term failure to develop a national health care system that would
provide universal or near-universal coverage. The explanation is
intended to supplement, not replace, other explanations. Compared
with the people of many other nations, Americans have long been
both uncomfortable with and anxious about the effort to maintain
class status. In part that is because individuals are perpetually
uncertain about their own status and, even more, about the
implications of class status generally. That uncertainty does not
attend understandings of class status in much of Europe, where
class has long been a transparent dimension of social reality.

In part, Americans' discomfort with competing for class status
follows from their reluctance openly to acknowledge class status
and the competition it spawns. As a result of the uncertainty and
intensity that accompany Americans' efforts to discern the
implications of class, they are hyper-sensitive to symbols and
marks that distinguish gradients in the socio-economic hierarchy.
Among those symbols and marks, 310 the indicia of health status,
always present in a way that is not true even of houses, cars, and
other expensive possessions, are especially powerful. Poor dental
health, extreme obesity, and physical lethargy, even during
childhood, adolescence, and middle age, are some of the signals of
low socio-economic status. Signs of health and ill health provide
particularly powerful indications of class status in the American
context because they are written into people's very bodies. This
Article has suggested that competition for both access to health
care and for the resulting indicia of health undergirded at least
some of the opposition to expanding the SCHIP program and the
nation's reluctance during many decades to construct a system
offering more universal health care coverage. 3 11

310. Class status in the U.S. is indicated by residential geography and by a
host of material items constituting the consumer marketplace. Steinhauer, supra
note 177. Steinhauer reported that a New York Times poll found that over eighty
percent of the American public reported feeling "social pressure to buy high-
priced goods." Id. Even more, Steinhauer reported that Americans were less
concerned with copying "the top tier" than with "simply having a fair share of
the bounty and a chance to carve out a place for themselves in society." Id.

311. An empirical examination of attitudes toward presumed indicia of health
and ill health in the United States is in its early stages. The author expects to
report on the results of that study in a future Article.
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In short, many impediments 312 to the development of nationalhealth care coverage in the United States have been reinforced by
an underlying, largely implicit understanding of class status that
has encouraged widespread anxiety among people in the United
States about sustaining class status. People compete for class
position without quite "seeing" that they do so and, equally
important without knowledge that class mobility is more myth

than fact. The social connotations of health, and the apparent
relevance of health care coverage to the sustenance of good health,
have made competition for both health care and health status
important forms of class competition and important evidence of
success or failure in that endeavor.

The economic downtown that began in 2007 presented an
impetus for health care reform rather than an incubus. Similarly,
the Roosevelt administration's far-reaching social welfare reform
in the 1930s was in part a consequence of economic turmoil. That
turmoil facilitated broad policy innovations.314 That health care
reform was eventually excluded from President Roosevelt's social
welfare package was largely a response by the administration to
the fierce opposition among established medical groups.315 That
opposition has largely disappeared.316

And so change is on the horizon. This shift has been facilitated
by the growing realization that the cost the nation has paid for
curtailing access to health care for millions and millions of people
has its own cost-one that can no longer be sustained. By 2009, a
critical mass of people in the United States was ready to abandon
an almost unrelenting commitment to autonomous individuality for
the sake of the health of the communal whole. Finally, the

312. In turn, and sometimes simultaneously, efforts to construct a system of
national health coverage in the United States have been undermined by the
opposition of special interest groups, including the longstanding antagonism of
establishment medicine to universal or near-universal health coverage and the
concern of employers about the cost to them of universal health coverage. This
was especially of concern in the context of the Clinton plan because that plan
relied on the incorporation of private insurance into the system and the shifting
of often-surprising political affiliations. See Mariner, supra note 21, at 543. But
none of these factors seem completely to explain the startling fact that the
United States pays more-indeed much more-per capita for health care than
any other nation, and yet the U.S. fares badly on almost all comparative
assessments of health. See supra notes 62-68 and accompanying text.

313. Scott & Leonhardt, supra note 169.
314. MAYES, supra note 35, at 19.
315. Id. at 19-21.
316. Indeed, in late 2009, the AMA hailed passage in the House of

Representatives of a bill providing for health care reform. American Medical
Association: AMA Hails House Pssage of Health Reform Bill (H.R. 3962),
AGING & ELDER HEALTH WK., Nov. 29, 2009, at 20.
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actualization of a system of near-universal health care is likely, in
its turn, significantly to reshape the nation's assumptions about
class status-assumptions that for so long reinforced opposition to
health care reform.




