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Thank you, Flora. Good afternoon, everyone. Wonderful to be here. Thank you 
for the kind introduction and the extraordinary opening across our panels today 
and appreciate you including Kaiser Permanente in this initiative.  
 
We’ve talked about this panel reinforcing the primary connection between health 
and mobility, specifically around transit and economic prosperity. The three are 
joined at the hip, and they rise and fall together, as we’re going to talk about. If 
successful, what we all hope to do is to be able to make the case for how 
equitable, accessible mobility is a key determinant of the health of people, and as 
was talked about, also contributes to reducing cost and increasing the 
affordability of access to care, so very important part of implementing the 
aspirations behind the Affordable Care Act.  
 
Secondly, that equitable, accessible mobility is essential to a strong economy and 
the vitality of our communities as economic engines helps make communities 
more competitive, more functional, and third, how equitable, accessible mobility 
is a prerequisite for full participation in our society.  
 
As an interesting observer on mobility, Enrique Penalosa, the former mayor of 
Bogotá, Columbia, spoke about the other day in describing how buses have 
transformed mobility in his community. He says buses and transit are democracy 
in motion because of what they mean for inclusion of everybody in society in the 
economic opportunities, so it is thrilling to see such a high profile federal effort 
with the nonprofit associations and partners that are bringing together this 
partnership is so significant, and together, I know we can do a lot to eliminate 
barriers to transportation particularly for vulnerable populations, those suffering 
with chronic disease and high rights of utilization and particularly to get at what 
was discussed a few minutes ago by a couple of our federal leaders, access to 
food is a primary determinant of health.  
 
Can we get to the grocery store and the farmer’s market? And also for 
community living for seniors, this is all of what creates health in the first place, 
so we need to make sure it’s about access to care, but it’s access to the 



 

determinants of health as a key piece, and how do we make sure we do that in a 
way that supports physical activity in the process so that we’re looking at active 
forms of transportation?  
 
One of the things that we love about transit is that we know that every transit 
trip begins with a walk or a bike ride, and that means that many people who are 
trying to meet their target of 30 minutes a day of moderate to vigorous physical 
activity, 60 minutes for kids, can do it just getting to and from work. Doesn’t 
have to be the club and the exercise and all that. How do we build physical 
activity into our daily life? So that’s a key part of what we want to do, and we 
know we can’t do this alone. None of us can, which is why this collaboration is 
so very, very important and how Therese, as you were talking about the co-
creation – and I want to talk a little bit about that in a minute. 
 
I’ve dedicated most of my professional career to this intersection of healthy 
people, healthy places, and healthy economy. My 22-year-old daughter was 
ribbing me the other day that when she came home with the Institute of 
Medicine report, which suggested that some children born in America today 
after – this is after a century of increasing lifespan by over 30 years, she said, 
“Dad, some children born today are going to live five years less than their 
parents. What have you been doing?” Her finger was on our watch. We’ve spent 
more and more money, almost 20 cents of every dollar on healthcare, and it’s not 
showing up in terms of health outcomes for many Americans. She’s pointing to 
the disconnect that we’re inheriting. Her question is, so Dad, so friends, what’s it 
going to be? What are you passing on to us?  
 
So, as I begin a little bit, talking about this, I want to talk about why Kaiser 
Permanente, a large health and integrated delivery system cares, so you can 
think about this from the perspective of an organization who is structured in a 
way that is the way that many organizations are headed as a result of the 
Affordable Care Act. We’re already headed that way, so we’ll tell you what life is 
like on the other side of that.  
 
So, a lot friends said, “Why after running a business for your – so long, did you 
go move to Oakland and go work for a big company?” And I said this, “Because 
I knew that Kaiser Permanente had finally achieved the top quality provider in 
each of the places we operated. Good. Wonderful. And secondly, that we were 
going to bring in more people through the Affordable Care Act. By the way, 
600,000 people in the last year have come in just to our organization as part of 
that, and I know that many of those members coming through Medicaid are 
more at risk for chronic disease and will have higher utilization than the 



 

members we have now and that our reimbursement will be less for those 
people.” 
 
 So how do you maintain high quality care for more people that are more at risk 
for chronic disease for less money? Sounds like a bit of a train wreck, and I said, 
“I’m in for that because that’s the country. We either figure that out, or we don’t 
have a strong third American century. Nothing less than the thriving of this 
nation is on the other side of how well we do with this investment in healthcare,” 
so Kaiser Permanente, just quickly, about 70 years old, formed in industrial 
America by Henry Kaiser giving a health plan to his employees, extended to 
family, extended to the communities, and then when he settled out, he turned it 
into a nonprofit to make sure that it was always driven by a mission-oriented 
organization.  
 
We have 200,000 employees, so the very first part of it is we have a lot of people 
to get to work at 40 hospitals, 600 primary care and clinics around the country. 
Very first question is how do we get 200,000 people to work every day in a way 
that supports their active transportation, on time, affordably, et cetera? And we 
have just shy of 10 million members, so we have a lot of people to move to 
actually be able to access care and to the theme of this, it’s not only to get to our 
place, but to get to food and physical activity and senior services and worship 
and all the places that actually create health in the first place, so if we’re 
committed to the health of the whole person, spirit, mind, and body, the whole 
person thriving in community, we need to function in a very different way, so 
here is the logic of a large, integrated health system, where we’re offering care 
with 20,000 physicians to 10 million people and coverage, which basically means 
that we’re holding the risk for the health of the population.  
 
We don’t make more money when somebody gets sick. We don’t get paid for 
that. We’re actually at risk for their health, so here’s our logic: we need to 
provide a better experience of care at the best possible cost, and we need to build 
population health at the same time. It is not enough to provide high quality care 
at a good price. We have to be able to improve the health of the population. It is 
incumbent upon us and all of the movement – I was in Idaho last week, talking 
with a traditional – largest provider in the state, who’s grouping up with their 
insurance company. He said we’re about three years away from having the same 
return that we are. Right now, we get paid for treating illness. Within the next 
few years, we’ll have a majority of our care being the opposite direction, so 
here’s the deal – so, a couple thoughts, we’ve done well on our HEDIS measures 
and quality, number one, but let’s talk about what that adds up.  
Really briefly, this is the Bay Area – I’m sorry, I don’t have a pointer. You can see 
the big blue. This is a heat map. Blue is cool, is good. Red is hot, is not so good.  



 

 
This is an obesity map. You can see in the big blue on the left is San Francisco. 
The Golden Gate Bridge is just north of that, across the bay in Marin County, 
more wealthy to the north, Oakland, where I live is on the east, more in the red, 
not surprising you, obesity would be higher in the less affluent areas, et cetera. 
Asthma, not so different, but from a transportation perspective, you can look at 
particulate matter and et cetera in the heart of the city. Depression, to a point that 
was made a little bit earlier, mobility, conviviality, connection with other people 
has everything to do with mental, emotional health, behavioral health, very, very 
important. Diabetes, just the same. You’d say, “Tyler, that’s a population data, of 
course.” No, that’s our member data. ‘Member, top quality provider? Same care, 
same protocol.  
 
Place matters. Your zip code is more important than your genetic code when it 
comes to what really goes on, so how we move to and from place and access 
matters. A lot of people in this room know this, but if we’re talking about what 
are the investments we need to be making, medical care is 10%, so access to care, 
when you’re sick, it might as well be 100%, but it’s only 10% of the equation. We 
could have a conversation about genetics, particularly epigenetics, given that our 
genetic inheritance is changing real time, as we’re learning from epigenetics, but 
it reminds us that the 60% solution is in lifestyle behavior and access to default 
environments that support healthy eating, active living, and human connection 
so that we don’t self medicate through alcohol and other things that are the 
leading causes that drive the 80% that Therese was talking about. So we know 
that those are the risk factors that are behind 80% of the cost in the country and 
our costs in the same, so it asks the question, how will we invest in what creates 
health?  
 
So we made a little map. This is the DC area. Some of our GS folks made for this, 
which is basically reminding us that our membership in the Washington DC area 
basically maps to the DC population, and you can see our primary care centers 
are distributed equally. Now, most people are within 15 minute drive of a 
facility, and that’s great, but a lot of our people either choose not to drive or can’t 
afford to drive or something else, so we have to ask this question, which is how 
are we actually getting people not only to our facilities, but to the other 
determinants of health that we’re describing are equally as important, and we 
know that we have not made equitable transportation investments that make 
that kind of access unique, so now you have – if I’m – if you’re getting my point, 
20% of our economy, in the form of the healthcare sector, is saying we need 
transportation investments that promote equitable mobility because it is key to 
people actually getting healthcare and reducing cost over time, and even with 
our vans and the supports and the partnerships that we have in the community, 



 

we have – you were using some of the numbers before in surveys that some of 
our Medicaid members – we have up to 10% of our Medicaid members that 
missed their appointments miss them because of transportation.  
 
Now, if we start to overlay the disparity conversation, because we know that 
race, ethnicity, income, and other factors are critical to this, we then start to ask, 
“Well, how are we making sure that we have a disproportionate investment in 
communities of a higher disease burden, in this case the heat” – the map is 
showing diabetes with red, higher rates over on the right-hand side and east part 
of the bay – pardon me, of Washington DC, so we get the connection to 
healthcare services and the connection to the determinants of health, both 
equally as important, determinants of health being a bigger lever.  
 
So, people are getting care in new ways, so technology, we’re trying to meet 
people in the – in their community, at work, at school, in worship. We’re trying 
to get people kind of where they are, and our motto behind this is care 
anywhere, care everywhere. In other words, we can meet you with an iPad, with 
the nurse, right at home, et cetera, so look at what’s happening to our primary 
care encounters. If you look at 2003, roughly 98% were all office visits, et cetera, 
and what we’re now – and sorry, the colors are really off on some of this – and 
we’re now pushing half of our visits are not in the office, using technology; 
however – and this is way too busy, but I’m happy to share the slides – but if we 
look at who is still coming and what their particular challenges are, we’re seeing 
that their access to community services, the acuity, and their need to actually 
access for certain forms of treatment is placing an even greater burden on people 
with lower income, vulnerable populations, et cetera, which again drives this 
equity conversation about mobility and what we need to be doing to be able to 
meet that need.  
 
Some of you are familiar with the work of Health Leads, Rebecca Onie and 
others, that are helping organizations like ours address the non-medical and 
social needs of our members. We’re looking at our Medicaid population right 
now. Over 40% of the cost of those members to the system has nothing to do with 
medical care at all, and we’re finding that they’re not getting what they need, 
and we could provide them best of class care, but for want of food, physical 
activity, social supports, they’re not doing better, and we can only do so much 
inside. So, with Health Leads partnership, we’re asking, “Well, what’s limiting?” 
So – and it’s interesting, look down at the bottom bar. Transportation, only about 
10% of people said explicitly transportation, but what they were talking about is 
oh, my kids, my parents, getting to work, getting to food, getting to health. It 
turned out that about 80% of what was behind all the other bars on this chart had 
to do with actual mobility an transportation, so very interesting piece of looking 



 

at some of this data is not showing us that what’s behind much of the challenges 
that people face interacting with the delivery system has to do with mobility in 
the first place and again, sort of fresh data for us.  
 
I want to mention that we’ve made a major commitment, and a number of you in 
this room have joined us in increasing the number of people who are walking or 
rolling for those that either choose to or need to and walkability or rollability, in 
other words, increasing the demand of safe physical activity and creating 
environments that make it easier and safer to be more physically active at the 
same time. We know that it has tremendous health benefits, and I won’t take the 
time to go through them, but starting with walking 30 minutes a day halves 
Alzheimer’s disease. There’s every suggestion that if we get more of seniors 
walking, we can walk our way through much of what is causing dementia and 
others, improve blood pressure, strengthens bones, improves balance. Walking’s 
the single most important thing we can be doing, and of course, riding your bike 
or rolling or dance, whatever you do.  
 
So, in every patient encounter, 10 million members, we are asking a question, 
how many minutes of physical activity are you getting a day and how many 
days a week? In other words, getting at the Surgeon General’s recommendation 
of 30 minutes a day for adults, 60 minutes for kids, so we now put that into our 
electronic medical record. The physician has a brief negotiation or conversation 
with the member about that, and we’re writing walking prescriptions, biking 
prescriptions, walk or bike to work, ride transit, walk to transit prescriptions, 
asking people what they can do to improve their physical activity, and then 
we’re turning around on the other side and working with folks like Smart 
Growth America around complete streets and safe routes to school, national 
partnership, to make sure that we’re creating safe environments to be physically 
active, so both driving demand and the supply, and in getting there, what we’ve 
found is we kind of went from a public awareness campaign and what we were 
doing inside our organization to creating a partnership with over 600 
organizations through Everybody Walk and in partnership with America Walks 
to generate this more as a social movement, and everybody uses the movement 
term these days, but I think what’s unique about – what’s special about 
movement, if we’re going to use that kind of language, is that it’s distributed 
action, just we were thinking about as a result of Selma last weekend, our Civil 
Rights Movement isn’t just about what the great leaders did – they were 
important – but what everybody did to take a stand for civil rights wherever we 
are. That’s what a movement looks like. It’s not something that’s central; it’s 
distributed to people everywhere.  
 



 

Now, there’s something about the partnership of this that I wanted to bring up 
that may relate to the partnership that we’re creating here. We started as it 
walking and walkability. Some people said, “Walking, it’s kind of normal. It’s 
not that exciting on the one level, but why should I lean into waking?” Now, in 
the health sector, I made the case; it’s obvious walking, physical activity is vital 
to improving health upstream from so many chronic diseases and improving 
after invasive procedure from treatments of cancer, et cetera. Get a woman 
walking after breast cancer treatment, 50% faster recovery. It’s incredible what 
physical activity does. Get people up and moving and particularly, build it into 
their life. So health, cost containment if you kind of start 12:00 and go around, 
that wasn’t so difficult to get us engaged and our fellow healthcare providers.  
 
Why should business be involved? Cost containment around workforce wellness. 
Health, but particularly around cost containment is what they were looking at. I 
have a friend who’s the mayor of Oklahoma City, Mick Cornett. Many of you 
know him. I was ribbing him the other day about all this walkable, bikeable 
mixed use stuff. Mick, you’re kinda going red – blue state on us a little bit here. 
What’s the deal? Your red state credentials. He said, “You don’t understand, 
walkable bikeable, vibrant downtown, active transportation is how I am 
attracting the young knowledge worker to come to Oklahoma City, when they 
might otherwise go to Austin or Chicago or Denver, that the economic 
development strategy of this extraordinary leader with a very conservative 
mindset is that active transportation and vibrant motility like this is his economic 
development engine. That’s what he’s in it for.  
 
Academic performance, the head of the National PTA, Mary Pat King, one of – 
one of their leaders, said – pointing directly to academic performance – so the 
point is – and I’ll go around the horn, others – the environmental community, 
Sierra Club’s joining us in part because it’s a way of reducing our carbon 
footprint by people using automobiles, so the – what I’m getting at here is that 
the way we built this collaboration with 600-some partners is to say divergent 
missions, fine. Convergent strategy.  Same thing. Could be the environment, 
could be equity and social justice. It could be economic development, could be 
reducing healthcare cost, but the strategy is the same, so what we’ve done is 
kinda let go a little bit of having to get everybody to bend to our mission or each 
other’s mission and say, “How does this strategy benefit your own case and tie 
this much more closely to it?”  
 
Now finally, with our facilities, Westside Medical Center is one of our new 
facilities in Portland. It’s lead gold. We just made a commitment – some of you 
may have seen it – to buy half of our energy for all of our facilities from wind 
and solar. We’ll be one of the largest green purchasers in the nation, and yet our 



 

transportation costs are a huge part of our carbon footprint, so places like 
Westside are collocated with transit in order to make sure that that becomes part 
of how people come and go to work, and so from the Green Building Council, 
we’re looking at our scores for that building. It’s fabulous. And in another part of 
Portland, where we also are serving, what we’re seeing, the red over here in this 
case is childhood obesity, where we’re looking at many of these neighborhoods 
in the east side of Portland, with higher childhood obesity rates, and when 
projects come up, like the Powell-Division Transit and Development Project, the 
health sector needs to lean into this, both because it means equitable access to 
care and the determinants of health, that it means economic vitality as a 
determinant of health, and it means inclusion in jobs and all the things that make 
for a healthy society, so with equity, I hope if I have not made that point so far, 
that it’s not only about race and ethnicity, but that’s not a bad place to start; it’s 
also about income, that it needs our disproportionate focus around mobility.  
 
It certainly is for us in healthcare, and I know it needs to be in this room. We’re 
looking at applying everything we have from our purchasing power to our 
facilities to our payroll to our investment portfolio as total health, to put behind 
that so it’s not just the grants we’re making to the community. How do we use all 
the assets of our large organization to really drive that and then to also drive the 
kind of policy changes that we know are needed at the local, state, and federal 
level. It’s one of the reasons we’re partnering with Rails-to-Trails and many 
others in the partnership for active transportation to have the conversation in the 
nation.  
 
I was fascinated by their recent poll. They didn’t tell people exactly how much 
we already spend money when they asked the question, but if you had $100 to 
spend on transportation, how would you spend it? 31% of Americans said 
transit, and they said 27% on walk/bike, when currently, it’s 1.5%, so a real 
thought that there is a appetite in the country to move in this direction and that 
what we’re talking about here is great for health. It’s great for the environment. 
It’s great for local economies, and it’s great for our brain. We’ve all been sitting 
there. We may wanna stretch in just a minute because it matters, and I’m really 
looking forward to this conversation. This one runs in fat and saves you money; 
this one runs on money and makes you fat, so let’s take a look at how we can do 
this work together. Thank you for your time. 


