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Continental Breakfast and Interest Pools
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The Robert Wood Johnson
Foundation

“A Look Back at a ook Forward”: Linda Wertheimer
The 1987 Forecast National Public Radio

Wendy Everett
Ian Morrison
Institute for the Future

“News You Can Use” Robert Mittman and
A Forecast Overview: Health Institute for the Future Staff
and Health Care in the Year 2010

Audience Reactions and Summary Jan Morrison
Robert Mittman
Institute for the Future

Coffee Break and Interest Pools

“Health Care Costs: Financial Futures” Matthew Holt
The Future of Health Care Finance Institute for the Future

Laurence Bal&er
Stanford University

Eli Ginzberg
Columbia University

Bruce Vladeck
Mount Sinai School
of Medicine
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12:20 p.m.

1:20 p.m.

1:35 p.m.

2:35 p.m.

“Fast, Cheap, and Effective
(Pick Two)”
Structured Reorganization in Health Care

Political Factors Affecting the Future
of Health Policy
Summary of Morning Sessions

Luncheon and Interest Pools

Medical Technologiés for the 21st Century

“Who Puts the Health in Health Care?”
An Integrated View of Health and the
Patient Experience

Audience Reactions

Marina Pascali
Ian Morrison
Institute for the Future

H. Richard Nesson
Partners Health Care
System

Jason Rosenbluth
Volpe Welte

Bob Blendon
Harvard School of
Public Health

Ian Morrison
Institute for the Future

Charles Wilson
Wendy Everett

Robert Mittman
Institute for the Future

Robert Mittman
Charles Wilson
Institute for the Future

Mary Jane England
Washington Business Group
on Health

Jesse Gruman

Center for the Advancement
of Health

Ellen Stovall
National Coalition for
Cancer Survivorship

Robert Mittman
Institute for the Future
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Ian Morrison
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Bob Blendon
Harvard School of
Public Health

David Sibbet
The Grove Consultants
International

3:25 p.m. Closing Remarks Steve Schroeder

The Robert Wood Johnson
Foundation

3:30 - 5:00 p.m. The Robert Wood Johnson Foundation
25th Anniversary Reception
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James F. Blumstein

Professor Of Law

Vanderbilt University School Of Law
21st Avenue South At Grand
Nashville, TN 37240

Tele: (615) 322-2613

Fax: (615) 322-6631

Naomi Bowman

Director, Human Resources Services

Minnesota Hospital And Healthcare Partnership
Suite 350 South

2550 University Avenue West

St. Paul, MN 55114-1900

Tele: (612) 603-3553

Fax: (612) 659-1477

America Bracho

CEO

Latino Center For Prevention And Action
In Health And Welfare

1518 North Broadway

Santa Ana, CA 92706

Tele: (714) 542-7792

Fax: (714) 542-4853

Patrick R. Brady

Director & Project Consultant
Mid-America Coalition On Health Care Inc.
3406 Broadway

Kansas City, MO 64111

Tele: (816) 753-2107

Fax: (816) 531-0575

Neal Brandes

Program Associate

The Robert Wood Johnson Foundation
Route 1 And College Road East

Post Office Box 2316

Princeton, NJ 08543-2316

Tele: (609) 243-5760

Fax: (609) 987-8746

Estelle Brouwer

Director

Office Of Rural Health & Primary Care
121 East 7th Place

P.O. Box 64975

St. Paul, MN 55164

Tele: (612) 282-6348

Fax: (612) 297-5808

. Chester W. Brown
Baylor College Of Medicine

One Baylor Plaza
Houston, TX 77030
Tele: (713) 798-3994

Fax:

(713) 798-6521

Julienne Brown
Director

Graﬁdparents As Second Parents

180 Eastmont Mall
Oakland, CA 94605
Tele: (510) 567-1163

Fax:

William N. Brownsberger

(510) 568-1098

Research Fellow

* Harvard Medical School
220 Longwood Avenue

Boston, MA 02115

Tele: (617) 727-2000 x2978

Fax:

(617) 727-5761

Peter P. Budetti
Director & Professor

Northwestern University

Institute For Health Services Research
& Policy Studies

629 Noyes Street
Evanston, IL. 60208
Tele: (847) 491-5643

Fax:

(847) 491-2202

Susan J. Bumagin
Consultant

Brandeis University, Heller School

67 Riverside Avenue

Concord, MA 01742-3026

Tele: (508) 371-2014

Fax:

(508) 371-2014

Andrew 1. Burness
President

Burness Communications
7910 Woodmont Avenue, Suite 1340

Bethesda, MD 20814
Tele: (301) 652-1558

Fax:

(301) 654-1589
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Joan Gibson Burnham
Executive Director

The Austin Project

100 N. I-35, H 3500
Austin, TX 78701

Tele: (512) 708-4466
Fax: (512) 708-4468

Robert N. Butler, M.D.
Chairman, CEO & President
Mt. Sinai Medical Center
1216 - 5th Avenue, Suite 552
New York, NY .10029-6574
Tele: (212) 241-4633

Fax: (212) 360-6338

Maureen K. Byrnes

Director, Health & Human Services Program
Pew Charitable Trusts

One Commerce Square

2005 Market Street, Suite 1700
Philadelphia, PA 19103

Tele: (215) 575-4860

Fax: (215) 575-4924

Mary Cain

Research Associate
Institute For The Future
2744 Sand Hill Road
Menlo Park, CA 94025
Tele: (650) 233-9517
Fax: (650) 854-7850

Jane Callahan

Executive Director

Vallejo Community Consortium
P.O. Box 3068

Vallejo, CA 94590

Tele: (707) 648-5230

Fax: (707) 648-5212

James J. Callahan, Jr.

Director

Brandeis University

Florence Heller Graduate School For
Advanced Studies In Social Welfare
P.O.Box 9110

Waltham, MA 02254
"Tele: (617) 736-3876

Fax: (617) 736-3881
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Nass Cannon

Chief Of Staff

Cooper Green Hospital
1515 6th Avenue, South
Birmingham, AL 35233
Tele: (205) 930-3292
Fax: (205) 933-2905

David M. Carlisle

Assistant Professor Of Medicine
University Of California, Los Angeles
B-976 Factor Building

. Los Angeles, CA 90095-1736

Tele: (310) 825-0467
Fax: (310)206-0719

David S. Carver, Ph.D.

Director, Student Counseling
University Of Nebraska Medical Center
600 South 42nd Street

Omaha, NE 68198-4255

Tele: (402) 559-7276

Fax: (402) 559-9671

Frank J. Chaloupka

Associate Professor

University Of Illinois At Chicago
361 Wildwood Drive

North Aurora, IL. 60542

Tele: (630) 801-0829

Fax: (630) 801-8870

Janet Chapin

Associate Director

The American College Of Obstetricians And
Gynecologists

409 12th Street, S.W.

P. O. Box 96920

Washington, DC 20090-6920

Tele: (202) 863-2579

Fax: (202) 848-3917

Thomas W. Chapman
Sr. Assoc. VP For Network Development

The George Washington University Medical Center

2021 K Street, N.-W., Suite 800
Washington, DC 20006

Tele: (202) 530-2351

Fax: (202) 530-2354




e Evan Charney, M.D. Alan B. Cohen
~

| ‘Q} University Of Massachusetts Medical Center Professor Of Health Policy And Management
—~ 45 Commons Drive, Apartment 44 Boston University School Of Management
S Shrewsbury, MA 01545 595 Commonwealth Avenue
) Tele: (508) 869-6100 Boston, MA 02215
o~ Fax: (508) 869-0334 Tele: (617) 353-9222
i - Fax: (617) 353-9227
o Marilyn Chow
- Program Director Sally Colatarci
: The Robert Woed Johnson Foundation Executive Director Of Nursing
\\:, Nurse Leaders Fellowship Program Matheny Home Health Agency
. 1388 Sutter Street, Suite 805 Main Street
s San Francisco, CA 94109 Peapack, NJ 07977
O Tele: (415) 502-7535 Tele: (908) 234-0011 X269
7 Fax: (415) 476-4113 Fax: (908) 719-2137
N
1) David R. Clare Rick Colclasure
= Board Of Trustees Director
\f) The Robert Wood Johnson Foundation City Of Little Rock - Fighting Back
. Route 1 And College Road East City Hall, Room 220W
s Post Office Box 2316 500 West Markham Street
~ Princeton, NJ 08543-2316 Little Rock, AR 72201-1499
(3 Tele: (609) 243-5900 Tele: (501) 399-3424
C) Fax: (609) 243-5894 Fax: (501) 399-3425
@ Richard R. Clayton Helen Cole
. Director Administrative Director
e University Of Kentucky Guadalupe Family Services
@ 1151 Red Mile Road 509 State Street
~ Lexington, KY 40504 Camden, NJ 08102
o Tele: (606) 257-5588 Tele: (609) 365-8081
@, Fax: (606) 257-5592 Fax: (609) 365-8247
i Leighton E. Cluff, M.D. Jack M. Colwill, M.D.
@ Trustee Emeritus Professor & Chair
~ The Robert Wood Johnson Foundation University Of Missouri
S . Route 1 And College Road East : Columbia School Of Medicine
¢ Post Office Box 2316 Medical Sciences Building, M228
. Princeton, NJ 08543-2316 Columbia, MO 65212
J Tele: (609) 243-5900 Tele: (573) 882-1758
O Fax: (609) 243-5894 Fax: (573) 882-9096
Y
\s/ Martin D. Cohen Joseph Conigliaro
O Executive Director Assistant Professor Of Medicine
- Technical Assistance Collaborative University Of Pittsburgh
N One Center Plaza, Suite 310 University Drive C
e Boston, MA. 02108 Pittsburgh, PA 15240
,4\ Tele: (617) 742-5657 Tele: (412) 688-6113
\j‘ Fax: (617) 742-0509 Fax: (412) 688-6916
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Agnes Connolly

Development Director, News
National Public Radio, Inc.

635 Massachusetts Avenue, N.W.
Washington, DC 20001-3753
Tele: (202) 414-2084

Fax: (202) 414-3049

Nelson J. Cooney

Interim President

Community Anti-Drug Coalitions Of America
901 North Pitt Street, Suite 300

Alexandria, VA 22314

Tele: (703) 706-0560

Fax: (703) 706-0565

Richard A. Cooper

Director, Health Policy Institute
Medical College Of Wisconsin Inc.
P.O. Box 26509

8701 Watertown Plank Road
Wilwaukee, WI 53226

Tele: (414) 456-8762

Fax: (414) 266-8444

Stephen B. Corbin

Vice President For Professional Relations
& Institutional Advancement

Oral Health America

3020 Vandever Street

Brookville, MD 20833

Tele: (301) 570-5235

Fax: (301) 570-5265

John Couch

New Media Creative, Inc.
51 Federal Street, Suite 100
San Francisco, CA 94107
Tele: (415) 538-7870

Fax: (415) 538-7874

Ellis M. (Pat) Craig

Research Specialist

Texas Department Of Mental Health And
Mental Retardation

P.O. Box 12668

Austin, TX 78711-2668

Tele: (512) 206-4603

Fax: (512) 206-4899
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Rich Crocker

Director

State Of New Hampshire Department Of Health
And Human Services

115 Pleasant Street;, Annex Building #1
Concord, NH 03301

Tele: (603) 271-7862

Fax: (603)271-4643

Ruth Crowley

Director, Nurse Ministries Network
Beatitudes Center D.O.AR., Inc.
555 West Glendale Avenue
Phoenix, AZ 85021

Tele: (602) 274-5022

Fax: (602) 274-6793

Bruce Cummings

CEO

Blue Hill Memorial Hospital, Inc.
Water Street, P. O. Box 823

Blue Hill, ME 04614

Tele: (207) 374-2836 x2165
Fax: (207) 374-2619

Diana Cypress
Conference Coordinator
Institute For The Future
2744 Sand Hill Road
Menlo Park, CA 94025
Tele: (650) 233-9546
Fax: (650) 854-7850

Timothy P. Daaleman

Assistant Professor.

University Of Kansas School Of Medicine
3901 Rainbow Boulevard

Kansas City, KS 66160

Tele: (913) 588-1949

Fax: (913) 588-1910

Marilyn Dahl

Director

State Of New Jersey Department Of Health
And Senior Services

P. O. Box 360

Trenton, NJ 08625

Tele: (609) 984-2177

Fax: (609)984-5474
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Benson R. Daitz
Professor, Department Of Family
& Community Medicine

University Of New Mexico School Of Medicine

HCS - Family Practice Center, 3rd Floor
Albuquerque, NM 87131-5241

Tele: (505) 272-2165

Fax: (505) 272-8045

Deborah Dameron

Director, Office Of Health Promotion
Vermont Department Of Health

P.O. Box 70, 108 Cherry Street
Burlington, VT 05402

Tele: (802) 863-7330

‘Fax: (802) 651-1634

Gloria H. Danziger

Staff Director, Standing Committee On
Substance Abuse

American Bar Association

740 15th Street, N.W.

Washington, DC 20005

Tele: (202) 662-1784

Fax: (202) 662-1787

Jacqueline E. Darroch

Senior Vice President And V.P. For Research
The Alan Guttmacher Institute

120 Wall Street, #21

New York, NY 10005

Tele: (212) 248-1111

Fax: (212)248-1951

" Mary E. Davey

Assistant Executive Director

Catholic Charities - Diocese Of Metuchen
288 Rues Lane

East Brunswick, NJ 08816

Tele: (908) 257-6677

Fax: (908) 651-2685

Karen Davis

President

The Commonwealth Fund
One East 75th Street

New York, NY 10021-2692
Tele: (212) 606-3825

Fax: (212) 606-3876

Monica Ann De La Paz, M.D.
Assistant Professor Of Ophthalmology
Duke University Eye Center

Box 3802 DUMC

Durham, NC 27710

Tele: (919) 684-3090

Fax: (919) 681-6474

Rheba De Tornyay, Ed.D.

Board Of Trustees

The Robert Wood Johnson Foundation
Route 1 And College Road East

Post Office Box 2316

Princeton, NJ 08543-2316

Tele: (609) 243-5900

Fax: (609) 243-5894

Mitzi Lorraine Dean

CAHSAH (California Association For Health
Services At Home) Foundation

723 S Street

Sacramento, CA 95814-7021

Tele: (916) 443-8055

Fax: (916) 443-0652

Gordon DeFriese

Professor And Director

Cecil G. Sheps Center For Health Services Research
University Of North Carolina

725 Airport Road, Campus Box 7590

Chapel Hill, NC 27595-7590

Tele: (919) 966-7100

Fax: (919) 966-5764

Linda C. Degutis

Assistant Professor

Yale University School Of Medicine
464 Congress Avenue '
New Haven, CT 06519

Tele: (203) 785-3917

Fax: (203) 785-4580

William DeJong ,
Lecturer On Health Communication
Harvard School Of Public Health
677 Huntington Avenue

Boston, MA 02115

Tele: (617) 432-0296

Fax: (617) 432-3755
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Allard E. Dembe

Assistant Professor

University Of Massachusetts Medical Center
55 Lake Avenue North

Worcester, MA 01655

Tele: (508) 856-6162

Fax: (508) 856-5688

Hank Dempsey
Research Associate
Institute For The Future
- 2744 Sand Hill Road
Menlo Park, CA 94025
Tele: (650) 233-9529
Fax: (650) 854-7850

Joan G. Dentler
Project Director

Campus Care Center
1124 East Monroe
Brownsville, TX 78520
Tele: (956) 541-5039
Fax: (956) 550-8968

Terence S. Dermody

Associate Professor, Pediatrics And Microbiology
Vanderbilt University School Of Medicine
D-7235 Medical Center North

Nashville, TN 37232

Tele: (615) 343-9943

Fax: (615) 343-9723

Norman Desbiens

Professor And Chairman

University Of Tennessee College Of Medicine
921 East Third Street, Suite 400

Chattanooga, TN 37379

Tele: (423) 778-2998

Fax: (423) 756-0361

Randolph A. Desonia

Director, Health Policy Studies

National Governor's Association

444 N. Capitol Street, N.-W., Suite 267
Washington, DC 20001 '
Tele: (202) 624-5300

Fax: (202) 624-5313
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Donald F. Dickey

Executive Director

Wellspring Cancer Help Program
P. O. Box 133

Lyme, NH 03768

Tele: (603) 353-4621

Fax: N/A

Janet E. Dickinson

Director Of Community Affairs

Marie H. Katzenbach School For The Deaf
P. O. Box 535

Trenton, NJ 08625-0535

Tele: (609) 530-3114

Fax: (609) 530-5791

Pamela S. Dickson

Senior Program Officer

The Robert Wood Johnson Foundation
Route 1 And College Road East

Post Office Box 2316

Princeton, NJ 08543-2316

Tele: (609) 951-5757

Fax: (609) 987-8746

Joseph R. DiFranza, M.D.
University Of Massachusetts

* 55 Lake Avenue North

Worcester, MA 01655
Tele: (508) 856-5658
Fax: (508) 856-1212

Catherine M. Dunham

Program Director

The Robért Wood Johnson Foundation
Community Health Leadership Program
30 Winter Street, Suite 1005

Boston, MA 02108

Tele: (617) 426-9772

Fax: (617) 451-5838

Thomas B. Dunkel, M.D.
President, Ramsey Medical Society
St. Paul Internists

710 Gallery Building

17 West Exchange Street

St. Paul, MN 55102

Tele: (612) 232-4300

Fax: (612) 232-4325
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Marvin R. Dunn

Director, Graduate Medical Education
American Medical Association

515 North State Street

Chicago, IL 60610

Tele: (312) 464-4395

Fax: (312) 464-5830

Jack C. Ebeler

Health Policy Alternatives, Inc.
1425 Fern Oak Court

McLean, VA 22101

Tele: (202) 737-3390

Fax: (202) 628-3607

Catherine R. Edwards

Executive Director

Texas Medical Association Foundation
401 West 15th Street, Suite 840
Austin, TX 78701

Tele: (512) 370-1665

Fax: (512) 370-1635

Morven S. Edwards
Professor Of Pediatrics
Baylor College Of Medicine
One Baylor Plaza

Houston, TX 77030

Tele: (713) 798-4790

Fax: (713) 798-6407

Martin R. Eichelberger
Children's National Medical Center
111 Michigan Avenue, N.W.
Washington, DC 20010-2970
Tele: (202) 884-2154

Fax: (202) 884-4174

Seth L. Emont, Ph.D.

Senior Program Officer

The Robert Wood Johnson Foundation
Route 1 And College Road East

Post Office Box 2316

Princeton, NJ 08543-2316

Tele: (609) 243-5869

Fax: (609) 987-8746

Dale Engelbert

Communications Assistant

The Robert Wood Johnson Foundation
Route 1 And College Road East

Post Office Box 2316

Princeton, NJ 08543-2316

Tele: (609) 243-5948

Fax: (609) 452-1865

Carolyn L. Engelhard
Health Policy Analyst
University Of Virginia
Box 413, HSC
Charlottesville, VA 22908
Tele: (804) 979-6122
Fax: (804) 979-38390

Mary Jane England

President

Washington Business Group On Health
777 North Capitol Street, N.E., Suite 800
Washington, DC 20002

Tele: (202) 408-9320

Fax: (202) 408-9332

Ruth Enns

Executive Director

Older Adult Social Services (OASIS)
1717 South Chestnut Avenue

Fresno, CA 93702

Tele: (209) 255-8051

Fax: (209) 255-2436

Mary Erikson

Health Data Analysis Section Chief
Wisconsin Center For Health Statistics
P.O. Box 309

Madison, WI 53701-0309

Tele: (608) 266-1644

Fax: (608) 261-6380

Clyde H. Evans, Ph.D.

Association Of American Medical Colleges
2450 N Street, N.-W.

Washington, DC 20037-1127

Tele: (202) 828-0698

Fax: (202) 828-1125
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Wendy Everett, Sc.D.
Director

Institute For The Future
2744 Sand Hill Road
Menlo Park, CA 94025
Tele: (650) 233-9547
Fax: (650) 854-7850

Adolph P. Falcon, M.P.P.

Vice President For Policy And Research
National Coalition Of Hispanic Health
And Human Services Organizations
1501 16th Street, N.W.

Washington, DC 20036

Tele: (202) 797-4341

Fax: (202) 797-4353

Beverly K. Farquhar

Executive Director

National Association Of School Nurses, Inc.
P.O. Box 1300

Scarborough, ME 04070-1300

Tele: (207) 883-2117

Fax: (207) 883-2683

Stephen B. Fawcett
Director & Professor
University Of Kansas
4001 Dole Center
Lawrence, KS 66045
Tele: (913) 864-0533
Fax: (913) 864-5281

Judith Feder

Professor, Public Policy

George Washington University

2233 Wisconsin Avenue, N.W., Suite 525
Washington, DC 20007

Tele: (202) 687-0880

Fax: (202) 687-3110

Alvan R. Feinstein
Sterling Professor Of Medicine & Epidemiology
Yale University School Of Medicine

- P.O. Box 208025

333 Cedar Street, Room I 456-SHM
New Haven, CT 06510

Tele: (203) 785-4145

Fax: (203) 785-5177
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Penny Hollander Feldman
Director -
Visiting Nurse Service Of New York
107 East 70th Street

New York, NY 10021

Tele: (212) 794-6348

Fax: (212) 794-6610

IJ ames P. Firman

President & Chief Executive Officer
The National Council On The Aging
409 3rd Street, S.W., Suite 200
Washington, DC 20024

Tele: (202) 479-6601

Fax: (202) 479-6602

Nancy W. Fishman

Program Associate

The Robert Wood Johnson Foundation
Route 1 And College Road East

Post Office Box 2316 '
Princeton, NJ 08543-2316

Tele: (609) 243-5893

Fax: (609) 987-8746

Dennis Fitzgibbons

Director For Independent Living

Alpha One Center For Independent Living
127 Main Street

South Portland, ME 04106

Tele: (207) 767-2189

Fax: (207) 799-8346

Michael Fleming, M.D., M.P.H.
Director, Center For Addiction Research
& Education Associate Professor
University Of Wisconsin

777 South Mills

Madison, WI 53715

Tele: (608) 263-9953

Fax: (608) 263-5813

Ann Barry Flood, Ph.D.

Professor Of Community & Family Medicine
Dartmouth Medical School

7251 Strasenburgh Hall, Room 316

Hanover, NH 03755

Tele: (603) 650-1874

Fax: (603) 650-1935




Loretta C. Ford, RN, Ed.D.

Dean & Professor Emerita

University Of Rochester School Of Nursing
University Of Rochester Medical Center
Box 703

Rochester, NY 14642

Tele: (352) 748-6785

Fax: N/A

Lachlan Forrow, M.D.

President

The Albert Schweitzer Fellowship, Inc.
330 Brookline Avenue

Boston, MA 02215

Tele: (617) 667-3095

Fax: (617) 667-2751

Lawrence G. Foster

Board Of Trustees

The Robert Wood Johnson Foundation
Route 1 And Coliege Road East

Post Office Box 2316

Princeton, NJ 08543-2316

Tele: (609) 243-5900

Fax: (609) 243-5894

Peter D. Fox

President

PDF Incorporated

8101 Connecticut Avenue, #N-706
Chevy Chase, MD 20815

Tele: (301) 718-1015

Fax: (301) 951-0842

David M. Freed, Ph.D.

Director

Texas Tech University Health Sciences Center
3601 4th Street

Lubbock, TX 79430

Tele: (806) 743-1814

Fax: (806) 743-1147

Deborah A. Freund

Vice Chancellor For Academic Affairs
Indiana University School Of Public
And Environmental Affairs

Harvard Medical School

180 Longwood Avenue

Boston, MA 02115

Tele: (617) 432-0378

Fax: (617) 432-0173

Lex Frieden

Senior Vice President

The Institute For Rehabilitation And Research
1333 Moursund Street

Texas Medical Center

Houston, TX 77030

Tele: (713) 797-5283

Fax: (713) 799-7095

Erin Fuller
Project Director

American Medical Student Association Foundation

1902 Association Drive
Reston, VA 20191

Tele: (703) 620-6600 x209
Fax: (703) 620-5873

Jean Funk

Vice President

Minnesota Institute Of Public Health
2829 Verndale Avenue

Anoka, MN 55303

Tele: (612) 427-5310

Fax: (612) 427-7841

Katherine A. Ganz

Director

State Of New Mexico, New Mexico Health
Policy Commission

435 St. Michael's Drive, Suite A-202
Santa Fe, NM 87505

Tele: (505) 827-7500

Fax: (505) 827-7506

Karen Garavatti
Consultant

Institute For The Future
2744 SandHill Road
Menlo Park, CA 94025
Tele: (650) 854-6322
Fax: (650) 854-7850

Anne K. Gauthier

Associate Director

Alpha Center

1350 Connecticut Avenue, N.W._, Suite 1100
Washington, DC 20036

Tele: (202) 296-1818

Fax: (202) 296-1825
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James R. Gavin, III, M.D., Ph.D.
Board Of Trustees

The Robert Wood Johnson Foundation
Route 1 And College Road East

Post Office Box 2316

Princeton, NJ 08543-2316

Tele: (609) 243-5900

Fax: (609) 243-5894

Barbara Geller
Project Director

City Of New Haven
Office Of The Mayor
165 Church Street
New Haven, CT 06510
Tele: (203) 946-6438
Fax: (203) 946-8587

Michael K. Gemmell

Executive Director

Association Of Schools Of Public Health
1660 L Street, N.-W., Suite 204
Washington, DC 20036

Tele: (202) 296-1099

Fax: (202) 296-1252

Andrea S. Gerstenberger, Sc.D.
Senior Program Officer
California Healthcare Foundation
476 Ninth Street

Oakland, CA 94607

Tele: (510) 238-1040

Fax: (510) 238-1388

Rosemary Gibson

‘Senior Program Officer

The Robert Wood Johnson Foundation
Route 1 And College Road East

Post Office Box 2316

Princeton, NJ 08543-2316

Tele: (609) 243-5970

Fax: (609) 987-8746

Paul B. Ginsburg

President

Center For Studying Health System Change
600 Maryland Avenue, S.W., Suite 550
Washington, DC 20024

Tele: (202) 484-5261

Fax: (202) 484-9258
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Eli Ginzberg R
Director , P
Eisenhower Center For The Conservation N
Of Human Resources !
Columbia University )
475 Riverside Drive, Suite 248 o
New York, NY 10115
Tele: (212) 280-2132 L)
Fax: (212)222-0867 S
Shirley Girouard, Ph.D., RN, FAAN ‘
Vice President, Child Health & Financing -

National Association Of Children's Hospitals -
And Related Institutions
401 Wythe Street

Alexandria, VA 22314
Tele: (703) 684-1355 »
Fax: (703) 684-1589 £

Robert L. Goldenberg, M.D.
Professor And Chairman, Dept. Of Ob/Gyn o
University Of Alabama At Birmingham o
School Of Medicine L
618 S. 20th Street '
Old Hillman Building, Room 560 N '
Birmingham, AL 35294-7333 ‘
Tele: (205) 934-3273 SN
Fax: (205) 934-0914 -

Paul Goldstein i
Associate Professor

University Of Illinois At Chicago
Great Cities Institute, M/C 107 N
322 S. Green Street, -Suite 108 -
Chicago, IL 60607-3502
Tele: (312) 996-8595 N
Fax: (312) 996-8933 ‘

Larry J. Goodman Ny
Medical Director, Cook County Hospital )
Cook County Hospital y
1835 W. Harrison Street, Suite 2205 N
Chicago, IL 60612 -
Tele: (312) 633-7445 {
Fax: (312) 572-3757

Peter Goodwin '

Vice President & Treasurer

The Robert Wood Johnson Foundation
Route 1 And College Road East

Post Office Box 2316 v
Princeton, NJ 08543-2316 b
Tele: (609) 243-5841 _ N
Fax: (609) 452-9564 e
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Leon Gordis
Director

The Johns Hopkins University School Of Medicine
720 Rutland Avenue, Room 107

Baltimore, MD 21205-2196

Tele: (410) 614-1356

Fax: (41) 955-0863

Linda Gorey

Executive Director

Clinica Adelante, Inc.

16551 North Dysart Road, Unit 104A
Surprise, AZ 85374

Tele: (602) 583-3001

Fax: (602) 546-2310

. Michael A. Goze

Program Director

Twin Cities Healthy Nations Program
1530 E. Franklin Avenue
Minneapolis, MN 55404

Tele: (612) 879-1743

Fax: (612) 879-1795

Donna Rae Grande
Director

American Cancer Society, Inc.
Arizona Division, Inc.

1636 North Swan, Suite 151
Tucson, AZ 85712

Tele: (520) 321-7989

Fax: (520) 321-7988

Holly Grason

Associate Scientist, Maternal & Child Health

The Johns Hopkins University School Of Hygiene
And Public Health

624 North Broadway, Room 192

Baltimore, MD 21205

Tele: (410) 502-5243

Fax: (410) 955-2303

Bradford H. Gray

Director

The New York Academy Of Medicine
1216 Fifth Avenue

New York, NY 10029-5293

Tele: (212) 822-7286

Fax: (212) 348-2238

Andrew R. Greene
Chief Executive Officer

Robert Wood Johnson Health System
1 Robert Wood Johnson Place

P. O. Box 2601

New Brunswick, NJ 08903-2601
Tele: (908) 418-8055

Fax: (908) 418-8058

Thomas K. Greenfield, Ph.D
Senior Scientist

Alcohol Research Group

2000 Hearst Avenue, Suite 300
Berkeley, CA

Tele: (510) 642-5208

Fax: (510) 642-7175

Merwyn R. Greenlick

Professor.& Chair

Oregon Health Science University

School Of Medicine

3181 S.W. Sam Jackson Park Road, CB-669
Portland, OR 97201

Tele: (503) 494-8257

Fax: (503) 494-4981

Michael R. Grey, M.D.

Associate Professor Of Clinical Medicine
University Of Connecticut Health Systems
263 Farmington Avenue, UCHC

" Farmington, CT 06030-3935

Tele: (860) 679-4017
Fax: (860) 679-1621

Linda Griego

Board Of Trustees

The Robert Wood Johnson Foundation
Route 1 And College Road East

Post Office Box 2316

Princeton, NJ 08543-2316

Tele: (609) 243-5900

Fax: (609) 243-5894

Glenn Griswold

Health Policy Analyst
Maine Bureau Of Insurance
34 State House Station
Augusta, ME 04333

Tele: (207) 624-8494
Fax: (207) 624-8599
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Jessie Gruman, Ph.D.

Executive Director

Center For The Advancement Of Health
2000 Florida Avenue, N.W., Suite 210
Washington, DC 20009-1231

Tele: (202) 387-2829

Fax: (202) 387-2857

Fernando A. Guerra, M.D., M.P.H.
Director Of Health

San Antonio Metropolitan Health District
332 West Commerce Street, Suite 307
San Antonio, TX 78205-2489

Tele: (210) 207-8731

Fax: (210) 207-8999

Gabriel L. Guerrieri
Executive Director

Genesis Counseling Center Inc.
636 Haddon Avenue
Collingswood, NJ 08108
Tele: (609) 858-9314

Fax: (609) 858-5672

Gary Gunderson

Director

Interfaith Health Program, Carter Center
1 Copenhill

Atlanta, GA 30030

Tele: (404) 614-3757

Fax: (404) 420-5158

Majorie A. Gutman, Ph.D.

Senior Program Officer

The Robert Wood Johnson Foundation
Route 1 And College Road East

Post Office Box 2316

Princeton, NJ 08543-2316

Tele: (609) 243-5960

Fax: (609) 987-8746

David Guttchen
Project Director

Connecticut Partnership For Long-Term Care

450 Capitol Avenue, MS#52LTC
" P. O. Box 341441

Hartford, CT 06134-1441

Tele: (860) 418-6318

Fax: (860) 418-6495
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Mary Ann Hack

Director

Indiana Partnership For Long Term Care
402 W. Washington Street, Room W353
Indianapolis, IN 46204

Tele: (317) 232-1034

Fax: (317) 233-4673

Cynthia Carter Haddock

Professor

University Of Alabama At Birmingham
Webb Building, Room 510

1675 University Boulevard
Birmingham, AL 35294-3361

Tele: (205) 934-1735

Fax: (205) 975-6608

Jack Hadley

Professor

Georgetown University Medical Center
2233 Wisconsin Avenue, NW, Suite 525
Washington, DC 20007

Tele: (202) 687-0880

Fax: (202) 687-3110

Frederic W. Hafferty, Ph.D.
Professor

University Of Minnesota-Duluth
236 School Of Medicine

10 University Drive

Duluth, MN 55812 : B
Tele: (218) 726-8893

Fax: (218) 726-7559

Mark A. Hall

Professor

Wake Forest University School Of Law
Box 7206 Reynolda Station
Winston-Salem, NC 27109-7206

Tele: (910) 758-4476

Fax: (910) 758-4496

Edward J. Halloran
Nurse Educator

University Of North Carolina At Chapel Hill

School Of Nursing

447 Carrington Hall, CB #7460
Chapel Hill, NC 27599

Tele: (919) 966-7207

Fax: (919) 933-3207
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Jennie Chin Hansen
Executive Director

On Lok Senior Health Services
1333 Bush Street

San Francisco, CA 94109-5611
Tele: (415) 292-83880

Fax: (415) 292-8145

Virginia R. Harmon

Deputy, Community Living, Children

And Families

Michigan Department Of Community Health
3423 N. Martin Luther King Jr. Blvd
Lansing, MI 48906

Tele: (517) 3359371

Fax: (517) 335-8560

Diane M. Harper M.D., M.P.H.
Assistant Professor

Dartmouth Hitchcock Medical Center
One Medical Center Drive, HB 7999
Lebanon, NH 03756

Tele: (603) 650-6355

Fax: (603) 650-6333

Christopher E. Harris

Assistant Professor

Children's Hospital Medical Center
3333 Burnet Avenue

Cincinnati, OH 45229-3039

Tele: (513) 636-7964

Fax: (513) 636-4615

T. Reginald Harris, M.D.
CLECO Primary Care Network
808 Schenck Street

Shelby, NC 28150

Tele: (704) 482-1482

Fax: (704) 482-0811

Kathleen C. Harty

Deputy Director

American Medical Association
515 North State Street
Chicago, IL. 60610

Tele: (312) 464-5540

Fax: (312) 464-4111

Susan Hassmiller, Ph.D.

Senior Program Officer

The Robert Wood Johnson Foundation
Route 1 And College Road East

Post Office Box 2316

Princeton, NJ 08543-2316

Tele: (609) 951-5717

Fax: (609) 987-8746

Maxine Hayes, M.D., M.P.H.
Assistant Secretary

Community And Family Health
P. O. Box 47830

Olympia, WA 98504-7830
Tele: (360) 753-7021

Fax: (360) 664-4500

Bobby Heard

National Director .

Mothers Against Drunk Driving

511 East John Carpenter Freeway, Suite 700
Irving, TX 75062

Tele: (214) 744-6233

Fax: (972) 869-2207

Ruby P. Hearn, Ph.D.

Senior Vice President

The Robert Wood Johnson Foundation
Route 1 And College Road East

Post Office Box 2316

Princeton, NJ 08543-2316

_ Tele: (609) 243-5911

Fax: (609) 452-1865

Margaret L. Hegge

Professor And Director

South Dakota State University

South Dakota Colleagues In Caring Project
Box 2218, PC 201C

Brookings, SD 57007-3501

Tele: (605) 688-6738

Fax: (605) 688-6748

Karen K. Hein, M.D.

Executive Director _

Institute Of Medicine

2101 Constitution Avenue, N.W.
Washington, DC 20418

Tele: (202) 334-2177

Fax: (202) 334-1694
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Nancy Heisel, M.D.

Reach Out Project Director
Medalia Medical Center

500 17th Avenue, P.O. Box 34008
Seattle, WA 98122

Tele: (206) 320-8188

Fax: (206) 320-4734

Mark Helfand, M.D.

Director

Oregon Health Sciences University
School Of Medicine

3181 S.W. Sam Jackson Park Road
Portland, OR 97207-3098

Tele: (503) 494-4277

Fax: (503) 494-4551

W. David Helms

President

Alpha Center For Health Planning, Inc.

1350 Connecticut Avenue, N.W., Suite 1100
Washington, DC 20036

Tele: (202) 296-1818

Fax: (202) 296-1825

Rona S. Henry

Senior Financial Officer

The Robert Wood Johnson Foundation
Route 1 And College Road East

Post Office Box 2316

Princeton, NJ 08543-2316

Tele: (609) 243-5853

Fax: (609) 452-9564

Howard H. Hiatt, M.D.
Professor Of Medicine
Harvard Medical School
Brigham & Women's Hospital
775 Francis Street

Boston, MA 02115

Tele: (617) 732-5151

Fax: (617) 732-5344

Gerald B. Hickson

Vice Chairman, Pediatrics

Vanderbilt University School Of Medicine
5028 Medical Center East

Nashville, TN 37232-8555

Tele: (615) 936-2425

Fax: (615) 936-2419
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John C. Higgins-Biddle, Ph.D.
Assistant Professor & Project Director
University Of Connecticut Health Center
263 Farmington Avenue, MC 2940
Farmington, CT 06030-2940

Tele: (860) 679-4867

Fax: (860) 679-1110

Peggy Hill

Professional Research Associate
Prevention Research Center For Family
& Child Health

303 East 17th Avenue, Suite 200
Denver, CO 80203

Tele: (303) 861-1715, xtn 225

Fax: (303) 861-2441

Jay S. Himmelstein

Assistant Chancellor For Health Policy
University Of Massachusetts Medical Center
55 Lake Avenue North

Worcester, MA 01655

Tele: (508) 856-3957

Fax: (508) 856-5688

Deborah Harmon Hines, Ph.D.

Associate Vice Chancellor For School Services
University Of Massachusetts Medical Center
55 Lake Avenue North

Worcester, MA 01655

Tele: (508) 856-2444

Fax: (508) 856-4888

Agnes W. Hinton, Dr.P.H., R.D.
Director

University Of Southern Mississippi -
P.O. Box 5122

Hattiesburg, MS 39406-5122

Tele: (601) 266-5859/5437

Fax: (601) 266-5043

William D. Hobson

Deputy Program Director
University Of Washington

1914 North 34th Street, Suite 400
Seattle, WA 98118

Tele: (206) 616-1506

Fax: (206) 616-1553




John F. Holahan

Director, Health Policy Center
The Urban Institute

2100 M Street, N.W.
Washington, DC 20037 .
Tele: (202) 857-8666

Fax: (202) 223-1149

Anne Marie Holen

SmokeLess States Project Manager
Alaska Native Health Board

4201 Tudor Centre Drive, Suite 105
Anchorage, AK 99508

Tele: (907) 562-6006

Fax: (907) 563-2001

Adam Hollander

New Media Creative, Inc.
51 Federal Street, Suite 100
San Francisco, CA 94107
Tele: (415) 538-7870
Fax: (415) 538-7874

William Hollinshead

Medical Director, Family Health

State Of Rhode Island Department Of Health
3 Capitol Hill, Room 203

Providence, RI 02908

Tele: .(401) 277-2312

Fax: (401) 277-1442

Albert Z. Holloway
Project Medical Director
Gift Of Life Foundation

. 882 Plantation Way

Montgomery, AL 36117
Tele: (334) 272-1820 .
Fax: (334) 272-4614

Shireen Holloway-Hoff

Project Director/Consultant

North Dakota Healthcare Foundation
1830 8th Street, S.W.

Minot, ND 58701

Tele: (701) 838-8062

Fax: (701) 838-5396

Amy Holmen

Executive Producer/Vice President
American Communications Foundation
79 Claire Way

Tiburon, CA 94920

Tele: (415) 922-9558

Fax: (415) 922-2182

Matthew Holt
Director

Institute For The Future
2744 Sand Hill Road
Menlo Park, CA 94025
Tele: (650) 233-9525
Fax: (650) 854-7850

Bonnie Holzer

New Media Creative, Inc.
51 Federal Street, Suite 100
San Francisco, CA 94107
Tele: (415) 538-7870
Fax: (415) 538-7874

Ralph Horn

Assistant Director- Provider Relations
United Mine Workers Of America
Combined Benefit Fund

4455 Connecticut Avenue, N.W.
Washington, DC 20008

Tele: (814) 262-1006

Fax: (814) 262-1001

Susan D. Horn, Ph.D.

Senior Scientist

Institute For Clinical Outcomes Research
2681 Parleys Way, Suite 201

Salt Lake City, UT 84109

Tele: (801) 466-5595

Fax: (801) 466-6685

Courtney W. Houchen, M.D.

Instructor In Medicine

Washington University School Of Medicine
660 South Euclid Avenue

St. Louis, MO 63110

Tele: (314) 362-8940

Fax: (314) 362-8959
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Edward F. Howard

Executive Vice President

The Alliance For Health Reform
1900 L Street, N.-W., Suite 512
Washington, DC 20036

Tele: (202) 466-5626

Fax: (202) 466-6525

Joel D. Howell

Professor Of Internal Medicine

University Of Michigan

1150 W Medical Center Drive, 6312 MSI
Ann Arbor, MI 48109-0604

Tele: (313) 647-4844

Fax: (313) 647-3301

Robert G. Hughes, Ph.D.

Vice President

The Robert Wood Johnson Foundation
Route 1 And College Road East

Post Office Box 2316

Princeton, NJ 08543-2316

Tele: (609) 243-5964

Fax: (609) 987-8746

Judy Hutchison

Co-Chair

Colorado Collaboration On End-Of-Life-Care
250 S. Clermont

Denver, CO 80246

Tele: (303) 315-2558

Fax: (303) 393-7798

John K. Iglehart

Editor

Health Affairs

7500 Old Georgetown Road, Suite 600
Bethesda, MD 20814 -

Tele: (301) 656-7401

Fax: (301) 654-2845

Stephen L. Isaacs

President

The Center For Health And Social Policy
65 Harmon Avenue

Pelham, NY 10803

Tele: (914) 738-7890

Fax: (914) 738-7852

Peter D. Jacobson

Assistant Professor

University Of Michigan

109 South Observatory

Ann Arbor, MI 48109-2029

Tele: (313) 936-0928

Fax: (313) 764-4338 :

Robert Jeddeloh

Director

Allina Health System

5601 Smetana Drive, P. O. Box 9310
Minneapolis, MN 55440-9301
Tele: (612) 992-3907

Fax: (612) 992-3554

Patrick Jeffries

Chairman

OpTx Corporation

100-287 Broadway Avenue

Winnipeg, Manitoba Canada R3C OR9
Tele: (204) 957-3121

Fax: (204)987-8772

Paul S. Jellinek, Ph.D.

Vice President

The Robert Wood Johnson Foundation
Route 1 And College Road East

Post Office Box 2316

Princeton, NJ 08543-2316

Tele: (609) 243-5912

Fax: (609) 951-5708

Penny Jenkins

Project Director

Santa Barbara Fighting Back
P.O. Box 28 '
Santa Barbara, CA 93102-0028
Tele: (805) 963-1433

Fax: (805) 963-4099

Bob Johansen
President

Institute For The Future
2744 Sand Hill Road
Menlo Park, CA 94025
Tele: (650) 233-9519
Fax: (650) 854-7850-
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Jean Johnson-Pawlson

Program Director - Partnerships For Training
George Washington University

School Of Medicine And Health Sciences
2300 Eye Street, N.W., Suite 721
Washington, DC 20037

Tele: (202) 994-1834

Fax: (202) 994-1299

> Claudia L. Johnston

Coordinator, Graduate Programs

Texas A&M University-Corpus Christi
6300 Ocean Drive

Corpus Christi, TX 78412

Tele: (512) 994-2712

Fax: N/A

Judith E. Jones

Clinical Professor
Columbia University
School Of Public Health
60 Haven Avenue, Apt. 1-D
New York, NY 10032
Tele: (212) 304-6415
Fax: (212) 304-6420

Stanley B. Jones

Consultant

George Washington University
P.O. Box 1848
Shepherdstown, WV 25443
Tele: (304) 876-6006

Fax: (304) 876-2705

Judith Miller Jones

Director

National Health Policy Forum
2021 K Street, N.-W., Suite 800
Washington, DC 20006

Tele: (202) 872-1390

Fax: (202) 862-9837

Rosalie A. Kane

Professor And Director

National Long Term Care Resource Center
420 Delaware Street, S.E., D527 Mayo
Minneapolis, MN 55455

Tele: (612) 624-5171

Fax: (612) 624-5434

Phyllis L. Kane

Program Assistant

The Robert Wood Johnson Foundation
Route 1 And College Road East

Post Office Box 2316

Princeton, NJ 08543-2316

Tele: (609) 243-5957

Fax: (609) 987-8746

Frank Karel

Vice President For Communications
The Robert Wood Johnson Foundation
Route 1 And College Road East

Post Office Box 2316

Princeton, NJ 08543-2316

Tele: (609) 243-5923

Fax: (609) 452-1865

Virginia Schiaffino Kasinki

National Federation Of Interfaith Volunteer
Caregivers, Inc.

368 Broadway, Suite 103

Kingston, NY 12401

Tele: (914) 331-1358

Fax: (914) 331-4177

Michael G. Kassis

Deputy Director

State Of California Health And Welfare Agency
818 K Street, Room 500

Sacramento, CA 95814

Tele: (916) 323-8399

Fax: (916) 324-9242

Allan Katz

Consultant

Child Welfare League Of America, Inc.
7925 Winthrope Street

Oakland, CA 94605

Tele: (510) 569-8764

Fax: (510) 569-8458

Steven J. Katz

Assistant Professor

University Of Michigan Medical Center
3116 Taubman Center

Ann Arbor, MI 48109-0376

Tele: (313) 936-4787

Fax: (313) 936-8944
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Ira Kaufman

Director, Information For State Health Policy
University Of Medicine And Dentistry

Of New Jersey

Robert Wood Johnson Medical School

675 Hoes Lane

Piscataway, NJ 08854

Tele: (908) 235-4548

Fax: (908) 235-4569

Nancy J. Kaufman

Vice President

The Robert Wood Johnson Foundation
Route 1 And College Road East

Post Office Box 2316

Princeton, NJ 08543-2316

Tele: (609) 243-5972

Fax: (609) 987-8746

The Honorable Thomas H. Kean
Board Of Trustees

The Robert Wood Johnson Foundation
Route 1 And College Road East

Post Office Box 2316

Princeton, NJ 08543-2316

Tele: (609) 243-5900

Fax: (609) 243-5894

Terrance Keenan

Special Program Consultant

The Robert Wood Johnson Foundation
Route 1 And College Road East

Post Office Box 2316

Princeton, NJ 08543-2316

Tele: (609) 243-5967

Fax: (609) 987-8746 !

Kathy Kelly

Statewide Family Support Coordinator
Department Of Economic Security
1789 W. Jefferson Street

Phoenix, AZ 85005

Tele: (602) 542-6810

Fax: (602) 542-6870

Bruce P. Kennedy, Ed.D
Harvard School Of Public. Health
718 Huntington Avenue

Boston, MA 02115

Tele: (617) 432-0081

Fax: (617) 432-0068
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Loyd Kepferle

Director, Community Programs

University Of Kentucky Center For Rural Health
100 Airport Gardens Road, Suite 10

Hazard, KY 41701

Tele: (606) 439-3557

Fax: (606) 436-8833

Ann M. Kerns

Research Statistician/Program Manager

Maryland Department Of Health And Mental Hygiene
201 West Preston Street

Baltimore, MD 21201

Tele: (410) 767-5945

Fax: (410) 333-7505

Jean Kim ]
Vice Chancellor For Student Affairs
University Of Colorado At Boulder

- Campus Box 31

Boulder, CO 80309-0031
Tele: (303) 492-8477
Fax: (303) 492-3267

David A. Kindig

Professor And Director

Wisconsin Network For Health Policy Research
229 Bradley Memorial

1300 University Avenue

Madison, WI 53706-1532

Tele: (608) 263-6294

Fax: (608) 263-4885

Robert J. Klaus

President

Oral Health America

410 North Michigan Avenue, Suite 352
Chicago, IL 60611

Tele: (312) 836-9900

Fax: (312) 836-9986

Paula Kleinman

Senior Research Associate .
The National Center On Addiction And
Substance Abuse At Columbia University
152 West 57th Street, 12th Floor

New York, NY 10019 -

Tele: (212) 841-5252

Fax: (212) 956-8020
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Janet Kline

Congressional Research Service
101 Independence Avenue, S.E.
Washington, DC 20540

Tele: (202) 707-7371

Fax: (202) 707-3097

Judy Knapp

Executive Director

Minnesota Smoke-Free Coalition
1619 Dayton Avenue, Suite 204B
St. Paul, MN 55104

Tele: (612) 641-1223

Fax: (612) 641-1601

William A. Knaus

Professor & Chairman

University Of Virginia School Of Medicine
Box 600

Charlottesville, VA 22908

Tele: (804) 924-8430

Fax: (804) 924-8437

James R. Knickman, Ph.D.

Vice President

The Robert Wood Johnson Foundation
Route 1 And College Road East

Post Office Box 2316

Princeton, NY 08543-2316

Tele: (609) 243-5959

Fax: (609) 987-8746

Thomas D. Koepsell
Professor And Chairman
University Of Washington
School Of Medicine

P. O. Box 357236

Seattle, WA 98165

Tele: (206) 543-8830
Fax: (206) 543-8525

C. Everett Koop

Senior Scholar

C. Everett Koop Institute

6707 Democracy Boulevard, Suite 107
Bethesda, MD 20817-1129

Tele: (301) 493-6603

Fax: (301) 493-8160

Bob Koplin

New Media Creative, Inc.
51 Federal Street, Suite 100
San Francisco, CA 94107
Tele: (415) 538-7870
Fax: (415) 538-7874

Lauren Kotloff "

Senior Research Associate
Public/Private Ventures

One Commerce Square

2005 Market Street, Suite 900
Philadelphia, PA 19103
Tele: (215) 557-4448

Fax: (215) 557-4469

Anthony R. Kovner

Professor

New York University

Robert F. Wagner Graduate School Of Public Service
600 Tisch Hall, 40 West 4th Street

New York, NY 10012

Tele: (212) 998-7444

Fax: (212) 995-4162

Andrew M. Kramer, M.D.

Research Director

University Of Colorado, Center On Aging
3570 East 12th Avenue, Suite 300
Denver, CO 80206

Tele: (303) 315-6031

Fax: (303) 393-7798

Jan Kreamer

President

The Greater Kansas City Community Foundation
1055 Broadway, Suite 130

Kansas City, MO 64105

Tele: (816) 842-0944

Fax: (816) 842-8079

Keith Krueger

Executive Director

Friends Of The National Library Of Medicine
1555 Connecticut Avenue, N.W., Suite 200
Washington, DC 20036

Tele: (202) 462-0992 X18

Fax: (202) 462-9043
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Harlan M. Krumholz

Co-Director, RWIF Clinical Scholars Program
Yale University School Of Medicine '
333 Cedar Street, Room IE-61 SHM

New Haven, CT 06510
Tele: (203) 785-4148
Fax: (203) 785-4148

Alice F. Kuehn, Ph.D., RN
Associate Professor,
University Of Missouri
Sinclair School Of Nursing
One University Drive
Columbia, MO 65201
Tele: (573) 882-0232

Fax: (573) 884-4544

Jane Norwood Kusiak
Executive Director

Commonwealth Of Virginia

Joint Commission On Health Care
Old City Hall Building, Suite 115
1001 East Broad Street
Richmond, VA 23219

Tele: (804) 786-5445

Fax: (804) 786-5538

Elaina Kyrouz, Ph.D.
Research Manager
Institute For The Future
2744 Sand Hill Road
Menlo Park, CA 94025
Tele: (650) 233-9536
Fax: (650) 854-7850

F. Marc LaForce
Physician-In-Chief
The Genesee Hospital
224 Alexander Street
Rochester, NY 14607
Tele: (716) 263-2236
Fax: (716) 263-3082

John D. Larson

Manager, Treatment & Recovery
Santa Clara County

976 Lenzen Avenue

San Jose, CA 95126

Tele: (408) 299-7280

Fax: (408) 287-3084

Alice L. Larson, CPA, M.S.
Executive Director

Neighborhood Health Care Network
2550 University Avenue West

Suite 416 South

St. Paul, MN 55114-1904

Tele: (612) 603-6050

Fax: (612) 649-0725

Roz D. Lasker, M.D.

Director, Division Of Public Health
The New York Academy Of Medicine
1216 Fifth Avenue, Room 450

New York, NY 10029

Tele: (212) 822-7250

Fax: (212) 363-2652

Philip Latessa

President

Iowa Hospital Education And Research Foundation
100 East Grand Avenue, Suite 100

Des Moines, IA 50309

Tele: (515) 288-1955

Fax: (515) 283-9366

Julia Graham Lear

Director

Making The Grade, George Washington University
1350 Connecticut Avenue, N.W., Suite 505
Washington, DC 20036 '

Tele: (202) 466-3396

Fax: (202) 466-3467

Randy Lee

Area Manager

State Of Arkansas, Department Of Health
503 Walnut ‘ '
Taxarkana, AR 71854

Tele: (870) 773-2108

Fax: (870) 772-2852

Barry M. Lester

Director, Infant Development Center

Women And Infants Hospital Of Rhode Island
101 Dudley Street

Providence, RI 02905-2499

Tele: (401) 453-7640

Fax: (401) 453-7646
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Wenﬂy Levinson, M.D.
Chief, General Internal Medicine

University Of Chicago

5841 S. Maryland Avenue, MC-6098
Chicago, IL 60637

Tele: (773) 702-3045

Fax: (773) 702-3538

Lawrence S. Lewin

Chief Executive Officer

The Lewin Group

9302 Lee Highway, Suite 500
Fairfax, VA 22031

Tele: (703) 218-5500

Fax: (703) 218-5502

Marion Ein Lewin

Senior Staff Officer And Director
Institute Of Medicine .
2101 Constitution Avenue, N.W.
Washington, DC 20418

Tele: (202) 334-1506

Fax: (202) 334-3862

Laurie Lipper

Director

The Children's Partnership

4000 Albemarle Street, N.W., Suite 306
Washington, DC 20016-1851

Tele: (202) 362-5902

~ Fax: (202) 362-3598

Bernard Lo, M.D.

Director, Program In Medical Ethics
University Of California, San Francisco
School Of Medicine

521 Parnassus Avenue, Suite C-126
San Francisco, CA 94143-0903

Tele: (415) 476-5370

Fax: (415) 476-5020

Stephen H. Long

Senior Economist

RAND Corporation

1333 H Street, N.W., Suite 800
Washington, DC 20005

Tele: (202) 296-5000 x5370
Fax: (202) 296-7960

Daniel R. Longo

Associate Professor

University Of Missouri

Columbia School Of Medicine

MA 306 Medical Sciences Building
Columbia, MO 65212

Tele: (573) 882-0642

Fax: (573) 884-6172

Craig T. Love
Research Associate
Brown University
Box G-BH
Providence, RI 02912
Tele: (401) 444-1829
Fax: (401) 444-1850

Harold S. Luft

Director, Institute For Hedlth Policy Studies
University Of California, San Francisco
School Of Medicine )

1388 Sutter Street, 11th Floor .

San Francisco, CA 94109

Tele: (415) 476-5147

Fax: (415) 476-0705

Joanne Lynn

Director

George Washington University
1001 22nd Street, N, W., Suite 820
Washington, DC 20037

Tele: (202) 467-2222

Fax: (202) 467-2271

Matthew G. Madonna
President

American Cancer Society
2929 East Thomas Road
P.O. Box 5377

Phoenix, AZ 85016

Tele: (602) 224-0524
Fax: (602) 381-3096

Melanie Maes

Free To Grow Coordinator

Community Partnership For Child Development
2132 E. Bijou

Colorado Springs, CO 80909

Tele: (719) 635-1536 x272

Fax: (719) 634-8086
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Charles S. Mahan, M.D.

Dean, College Of Public Health

University Of South Florida

13201 Bruce B. Downs Boulevard, MDC 56
Tampa, FL 33612

Tele: (813) 974-6603

Fax: (813) 974-6616

Sandra Mahaniah

Project Coordinator, MSHO
State Of Minnesota
Department Of Human Services
444 Lafayette Road

St. Paul, MN 55155-3854
Tele: (612) 296-1724

Fax: (612) 297-3230

Kevin J. Mahoney

University Of Maryland Center On Aging
HHP Building, Room 1240

College Park, MD 20742

Tele: (301) 405-2549

Fax: (301) 314-2025

Jane F. Mahowald

Executive Director

The Ohio Citizens League For Nursing
2800 Euclid Avenue, Suite 235
Cleveland, OH 44115

Tele: (216) 781-7222

Fax: (216) 664-6984

Troy Mangan

Program Consultant

State Of Minnesota
Department Of Human Services
444 Lafayette Road

St. Paul, MN 55155-3857
Tele: (612) 297-5885

Fax: (612) 282-9922

Thomas W. Mangione
Senior Research Scientist
John Snow, Inc.

44 Farnsworth Street
Boston, MA 02210
Tele: (617) 482-9485
Fax: (617) 482-0617

Carolyn B. Martin

Consultant

American Lung Association Of Sacramento-
Emigrant Trails

1077 Castec Drive

Sacramento, CA 95864

Tele: (916) 489-5293

Fax: (916) 484-6241

E. Jane Martin

Dean & Professor

West Virginia University School Of Nursing
P.O. Box 9600, 6700 HHS

Morgantown, WV 26506-9600

Tele: (304) 293-4831

Fax: (304) 293-6826

Joe Marx

Senior Communications Officer

The Robert Wood Johnson Foundation
Route 1 And College Road East

Post Office Box 2316

Princeton, NJ 08543-2316

Tele: (609) 243-5946

‘Fax: (609) 452-1865

Virginia L. Mason

Executive Director

Family Resource Coalition Of America
200 South Michigan Avenue, 16th Floor
Chicago, IL. 60604

Tele: (312) 341-0900

Fax: (312) 341-9361

Robert J. Master

Chief Medical Officer
Neighborhood Health Plan
C/O CMA, 31 St. James Street
Boston, MA 02116

Tele: (617) 423-0040

Fax: (617) 423-0080

Katie Matlack

Director, Joint Educational Programs
The University Of Texas Medical Branch
At Galveston " -

School Of Nursing

301 University Boulevard

Galveston, TX 77555-1029

Tele: (409) 772-8265

Fax: (409) 737-1530
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Mindy M. Mazur

Executive Director, CareXchange

CareAmerica Health Plans
6300 Canoga Avenue
Woodland Hills, CA 91367
Tele: (818) 228-4012

Fax: (818) 228-5109

Sandra L. McBruyer
Executive Director

United Way Of San Diego County

4438 Ingraham Street, Suite 1
San Diego, CA 92109
Tele: (619) 490-1670
Fax: (619) 490-1676

Nelda McCall
President

Laguna Research Associates, Inc.

1604 Union Street

San Francisco, CA 94123
Tele: (415) 440-0145
Fax: (415) 440-0115

Len McCandliss
President & CEO

Sierra Health Foundation
1321 Garden Highway
Sacramento, CA 95833
Tele: (916) 922-4755
Fax: (916) 922-4024

J. Michael McGinnis
Scholar In Residence
National Academy Of Sciences

2101 Constitution Avenue N.W.

Washington, DC 20418
Tele: (202) 334-2301
Fax: (202) 334-2201

Alice Y. McIntosh
Director, Lung Disease
American Lung Association
1740 Broadway

New York, NY 10019-4374
Tele: (212) 315-8763

Fax: (212) 315-8875

" Katie M. McKnight, Ph.D.

Assistant Professor & Project Director
University Of Illinois At Chicago
College Of Nursing

845 South Damen Avenue, M/C 802
Chicago, IL 60612

Tele: (312) 413-2695

Fax: (312) 996-3239

Catherine G. McLaughlin
Assistant Professor

University Of Michigan Institute For Social Research

109 Observatory Street, M3166, SPH II
Ann Arbor, MI 48109-2029

Tele: (313) 764-9335

Fax: (313) 764-4338

Laurence McMahon

Chief, Division Of General Medicine
University Of Michigan Medical School
3116 Taubman Center

1150 West Medical Center Drive

Ann Arbor, MI 48109-0376

Tele: (313) 936-5216

Fax: (313) 936-8944

Margaret T. McNally

National Director, Project L.LN.C.

Greater New York Hospital Foundation, Inc.
555 West 57th Street

New York, NY 10019

Tele: (212) 246-7100

Fax: (212) 262-6350

Dr. Anne McNamara

Project Manager

Colleagues In Caring

1501 W. Fouritainhead Parkway, Suite 650
Tempe, AZ 85282

Tele: (602) 968-1083

Fax: (602) 967-2029

David R. Mehr, M.D.

Assistant Professor

University Of Missouri

Columbia School Of Medicine

MA 306 Medical Sciences Building
Family & Community Medicine
Columbia, MO 65212

Tele: (573) 882-2190

Fax: (573) 884-6172
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Mark R. Meiners

Associate Professor

University Of Maryland Center On Aging
1240 HHP Building, Valley Drive
College Park, MD 20742

Tele: (301) 405-2532

Fax: (301) 314-2025

Sara E. Melendez, Ed.D.
President

Independent Sector

1828 L Street, NW, Suite 1200
Washington, DC 20036-5107
Tele: (202) 223-8100

Fax: (202) 416-0580

Karen Menichelli

Deputy Director

Benton Foundation

1634 Eye Street, N.W., 12th Floor
Washington, DC 20006

Tele: (202) 638-5770

Fax: (202) 638-5771

James A. Mercharit, M.D., Dr.P.H.
Professor And Head

The University Of Iowa

2700 Sterndley Building

Jowa City, JA 52242

Tele: (319) 335-9233

Fax: (319) 335-9772

Jeffrey C. Merrill
Director, Economic & Policy Research
University Of Pennsylvania
2005 Market Street, Suite 1120
Philadelphia, PA 19103
~ Tele: (215) 665-2880

Fax: (215) 665-2892

Molly K. Mettler

Senior Vice President
Healthwise, Incorporated
2601 N. Bogus Basin Road
Boise, ID 83702

Tele: (208) 331-6910
Fax: (208) 345-1897
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Jack A. Meyer

President

Economic And Social Research Institute
1015 18th Street, N.W., Suite 210
Washington, DC 20036 .

Tele: (202) 833-8877

Fax: (202) 833-8932

Maureen Michael

Program Associate :

The Robert Wood Johnson Foundation
Route 1 And College Road East

Post Office Box 2316

Princeton, NJ 08543-2316

Tele: (609) 243-5966

Fax: (609) 987-8746

David Michaels

Professor .

City University Of New York Medical School
138th Street & Convent Ave., Room J-14
New York, NY 10031

Tele: (212) 650-7785

Fax: (212) 650-7778

Robert H. Miller

Vice Chancellor For Clinical Affairs

Tulane University Medical Center
Otolaryngology SL59, 1430 Tulane Avenue
New Orleans, LA 70112

Tele: (504) 587-7566

Fax: (504) 582-7846

Camille D, Miller

President & Chief Executive Officer
Texas Institute For Health Policy Research
P.O. Box 15587

Austin, TX 78761

Tele: (512) 465-1040

Fax: (512) 453-1267

Doriane C. Miller, M.D.

Vice President

The Robert Wood Johnson Foundation
Route 1 And College Road East

Post Office Box 2316

Princeton, NJ 08543-2316

Tele: (609) 951-5772

Fax: (609) 987-8746
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Marie E. Miller, Ph.D.

Executive Director

Colorado AHEC Program

4200 E. 9th Avenue, Campus Box A096
Denver, CO 80262

Tele: (303) 315-5885

Fax: (303) 315-5886

Nancy M. Mills

Dean

University Of Missouri-Kansas City
School Of Nursing

2220 Holmes

Kansas City, MO 64108

Tele: (816) 235-1752

Fax: (816) 235-1701

Robert Mittman
Director

Institute For The Future
2744 Sand Hill Road
Menlo Park, CA 94025
Tele: (650) 233-9530
Fax: (650) 854-7850

Kathryn C. Montgomery
President

Center For Media Education Inc.
1511 K Street, N.W., Suite 518
Washington, DC 20005

Tele: (202) 628-2620

Fax: (202) 628-2554

Marilyn L. Moon
Senior Fellow

The Urban Institute
2100 M Street, N.W.
Washington, DC 20036
Tele: (202) 857-8691
Fax: (202) 223-1149

Gordon Moore, M.D.

Professor, Ambulatory Care & Prevention
Harvard Medical School

126 Brookline Avenue

Boston, MA 02215

Tele: (617) 421-2747

Fax: (617) 421-3330

Hugo Morales

Executive Director

Radio Bilingue, Inc.

5005 East Belmont Avenue
Fresno, CA 93727

Tele: (209) 455-5757
Fax: (209) 455-5747

Douglas H. Morgan
Assistant Commissioner

New Jersey Department Of Health & Senior Services

50 E. State Street, P. O. Box 363
Trenton, NJ 08625

Tele: (609) 984-5874

Fax: (609) 633-2494

G. Scott Morris
Executive Director
Church Health Center
1210 Peabody Avenue
Memphis, TN 38104
Tele: (901) 272-3853
Fax: (901) 722-8078

Donna L. Morris
Associate Professor
University Of Texas -
School Of Nursing

301 University Boulevard
Galveston, TX 77555-1029
Tele: (409) 772-8301

Fax: (409) 772-3770

Floyd K. Morris

Program Officer

The Robert Wood Johnson Foundation
Route 1 And College Road East

Post Office Box 2316

Princeton, NJ 08543-2316

Tele: (609) 243-5973

Fax: (609) 951-5708

Ian Morrison, Ph.D.
Senior Research Fellow
Institute For The Future
1635 Bay Laurel Drive
Menlo Park, CA 94025
Tele: (650) 324-3345
Fax: (650) 324-8011
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Ann Morse

- Program Manager

National Conference Of State Legislatures
444 North Capitol Street

Washington, DC 20001

Tele: (202) 624-8697

Fax: (202) 737-1069

Charles R. Moseley

Director

Vermont Division Of Developmental Services
103 South Main Street, Weeks Building
Waterbury, VT 05671-1601

Tele: (802) 241-2648

Fax: (802)241-1129

Patricia Dolan Mullen
Professor Of Behavioral Science
University Of Texas

School Of Public Health

P.O. Box 20186

Houston, TX 77225

Tele: (713) 500-9658

Fax: (713) 500-9602

Rose M. Naff

Executive Director

Florida Healthy Kids Corporation
223 South Gadsden Street
Tallahassee, FL. 32301

Tele: (904) 224-5437

Fax: (904) 224-0615

Tomi Nagai-Rothe

Graphic Facilitator

The Grove Consultants International
P. 0. Box 29391

San Francisco, CA 94129-0391
Tele: (415) 561-2500

Fax: (415) 561-2525

Mary R. Nakashian

Vice President

The National Center On Addiction And Substance
Abuse At Columbia University

152 West 57th Street

New York, NY 10019

Tele: (212) 841-5230

Fax: (212) 956-8020
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Richard P. Nathan
Director

Rockefeller Institute
411 State Street
Albany, NY 12203
Tele: (518) 443-5831
Fax: (518) 443-5834

Marco Navarro

Financial Officer

The Robert Wood Johnson Foundation
Route 1 And College Road East

Post Office Box 2316

Princeton, NJ 08543-2316

Tele: (609) 243-5842

Fax: (609) 452-9564

Aubrey Nehring

- Head Start/Early Head Start Director

Audubon Area Community Services, Inc.
1800 West 4th Street, P.O. Box 20004
Owensboro, KY 42304-0004

Tele: (502) 686-1625

Fax: (502) 686-1656

Thomas S. Nesbitt, M.D., M.P.H.

Medical Director, Rural Health,

Telemedicine And Community

UC Davis Medical Center Hospital Alliances
2315 Stockton Boulevard, Sherman ‘Way Building
Sacramento, CA 95817

Tele: (916) 734-5675

Fax: (916) 734-1366

H. Richard Nesson, M.D.
Senior Consultant

Partners HealthCare System, Inc.
Prudential Tower

800 Boylston Street, Suite 1150
Boston, MA 02199

Tele: (617)278-1003

Fax: (617) 278-1047

Paul W. Newacheck

Professor Of Health Policy

University Of California, San Francisco
1388 Sutter Street, Suite 1106

San Francisco, CA 94143-0936

Tele: (415) 476-3896

Fax: (415) 476-0705
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Sandra J. Newman
Interim Director

Johns Hopkins University
Wyman Building

3400 North Charles Street
Baltimore, MD 21218
Tele: (410) 516-4614
Fax: (410) 516-8233

William D. Novelli

President

National Center For Tobacco-Free Kids
1707 L Street, N.-W., Suite 800
Washington, DC 20036

Tele: (202) 296-5469

Fax: (202) 296-5427

James J. O'Connell
President

Boston Health Care For The Homeless Program

729 Massachusetts Avenue
Boston, MA 02118

Tele: (617) 534-7779
Fax: (617) 534-7776

Laurence J. O'Connell, M.D.
President

The Park Ridge Center

211 East Ontario, Suite 800
Chicago, IL. 60611

Tele: (312) 266-9515

Fax: (312) 266-6086

Edward O'Neil

Director

Center For The Health Professions
1388 Sutter Street, Suite 805

San Francisco, CA 94109

Tele: (415) 476-8181

Fax: (415) 476-4113

C. Tracy Orleans, Ph.D.

Senior Program Officer

The Robert Wood Johnson Foundation
Route 1 And College Road East

Post Office Box 2316

Princeton, NJ 08543-2316

Tele: (609) 243-5962

Fax: (609) 987-8746

Jack W. Owen

Board Of Trustees

The Robert Wood Johnson Foundation
Route 1 And College Road East

Post Office Box 2316

Princeton, NJ 08543-2316

Tele: (609) 243-5900

Fax: (609) 243-5894

Judith S. Palfrey, M.D.

Chief, Division Of General Pediatrics
Children's Hospital, Boston

300 Longwood Avenue, Gardner 6th Floor
Boston, MA 02115

Tele: (617) 355-6714

Fax: " (617) 355-7940

Rubens J. Pamies, M.D.
Associate Dean For Student Affairs
Case Western Reserve University
2109 Adelbert Road ’
Cleveland, OH 44106-4920

Tele: (216) 368-3442

Fax: (216) 368-3863

Katherine J. Parker

Assistant Director, Office Of Proposal Management

The Robert Wood Johnson Foundation
Route 1 And College Road East

Post Office Box 2316

Princeton, NJ 08543-2316

Tele: (609) 243-5987

Fax: (609) 987-8845

Marina V. Pascali, Ph.D.
Director

Institute For The Future
2744 Sand Hill Road
Menlo Park, CA 94025
Tele: (650) 854-6322
Fax: (650) 854-7850

Sarah L. Patrick
Director

Idaho State University
Campus Box 8174
Pocatello, ID 83209-8174
Tele: (208) 236-4436
Fax: (208) 236-4074
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Mark V. Pauly

Professor Of Health Care Systems
University Of Pennsylvania

208 Colonial Penn Center

3641 Locust Walk

Philadelphia, PA 19104

Tele: (215) 898-5411

Fax: (215) 573-2157

Thomas J. Pavlak

Director

Public Administration Institute
Fairleigh Dickinson University
1000 River Road

Teaneck, NJ 07666

Tele: (201) 692-7171

Fax: (201) 692-7179

Griselda Payne

The Farmworker Association Of Florida Inc.
815 South Park Avenue

Apopka, FL 32703

Tele: (407) 886-5151

Fax: (407) 886-6644

Cynthia Pearson -

Executive Director

National Women's Health Network, Inc.
514|Tenth Street, N.-W., Suite 400

- Washington, DC 20004

Tele: (202) 347-1140

Fax: (202) 347-1168

Constance M. Pechura

Director, Div. Of Neuroscience & Behavioral Health
National Academy Of Sciences

2101 Constitution Avenue, N.W.

Washington, DC 20418

Tele: (202) 334-3387

Fax: (202) 334-1317

The Rev. Dr. Albert M. Pennybacker
President

National And World Council Of Churches
475 Riverside Drive, Room 880

New York, NY 10115

Tele: (212) 870-3264

Fax: (212) 870-3261
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Michael Pertschuk
Co-Director

Advocacy Institute

1707 L Street, N.W., Suite 400
Washington, DC 20036

Tele: (202) 659-8475

Fax: (202) 966-3747

Mark Petrakis
pARTY/SCIENCE
203-B Morning Sun Avenue

- Mill Valley, CA 94941

Tele: (415) 381-5622
Fax: (415) 381-5639

Katharine S. Pinneo

Director Of Program And Resource Development
Forums Institute For Public Policy

36 Dorann Avenue

Princeton, NJ 08540

Tele: (609) 683-1533

Fax: (609) 924-5993

Stephanie Plaisance

Managing Editor

The Council Of State Governments
P.O. Box 11910

Lexington, KY 40578-1910

Tele: (606) 244-8236

Fax: (606) 244-8001

Jeanette A, Pock

Executive Director

Indiana Communities For Drug-Free Youth, Inc.
39 Boone Village

Zionsville, IN 46077

Tele: .(317) 872-3900

Fax: (317) 873-0993

Laurie E. Powers, Ph.D.

Director, Oregon Self-Determination Project
OHSU Center On Self-Determination '
3608 S.E. Powell Boulevard

Portland, OR

Tele: (503) 232-9154

Fax: (503) 232-6423
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Nancy Presson

Associate Director For Managed Care

San Francisco Department Of Public Health
1380 Howard Street, 5th Floor

San Francisco, CA 94103

Tele: (415) 255-3632

Fax: (415) 255-3567

James Przybilla

Project Director

Mountain States Group
1607 West Jefferson Street
Boise, ID 83702

Tele: (208) 336-5533 x228
Fax: (208) 336-0880

James E. Race, M.D.
President

The C.V. Roman Foundation
302 West Ninth Street, Suite J
Dallas, TX 75208

Tele: (214) 943-3136

Fax: (214) 946-0810

David M. Radosevich

Director, Center Fot Applied Research And Analysis
Stratis Health

2901 Metro Drive, Suite 400

Bloomington, MN 55425-1525

Tele: (612) 853-1814

Fax: (612) 853-8503

Lori Ramos
Director

Centro San Bonifacio
1332 N. Greenview
Chicago, IL 60622
Tele: (773) 252-9098
Fax: (773) 252-9195

Suzanne M. Randolph

University Of Maryland At College Park
College Of Health And Human Resources
1204 Marie Mount Hall

College Park, MD 20742-4345

Tele: (301) 405-3672

Fax: (301) 314-9161

Mary Rapson

Director

Colleagues In Caring

One Dupont Circle, N.W., Suite 530
Washington, DC 20036

Tele: (202) 496-1095

Fax: (202) 496-1093

Edith Rasell

Economist

Economic Policy Institute

1660 L Street, N.-W., Suite 1200
Washington, DC 20036

Tele: (202) 331-5519

Fax: (202) 775-0819

Kenneth A. Rasinski

Senior Research Scientist
National Opinion Research Center
1155 East 60th Street

Chicago, IL. 60637

Tele: (773) 256-6278

Fax: (773) 753-7886

E. Albert Reece, M.D. i
Professor & Chairman, OB/GYN
Temple University School Of Medicine
3401 N. Broad Street

Philadelphia, PA 19140

Tele: (215) 707-3002

Fax: (215) 707-1516

Bob Reha

Executive Producer

High Plains News Service/Western Organization
Of Resource Councils

2401 Montana Avenue, Suite 301

Billings, MT 59101

Tele: (406) 252-9672

Fax: (406) 252-1092

Burton V. Reifler, M.D., M.P.H.
Professor And Chairman

The Bowman Gray School Of Medicine
Wake Forest University .
Medical Center Boulevard
Winston-Salem, NC 27157-1087

Tele: (910) 716-4552

Fax: (910) 716-6830
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Susan C. Reinhard

Deputy Commissioner .

Department Of Health & Senior Services
P. O. Box 360

Trenton, NJ 08625

Tele: (609) 292-7837

Fax: (609) 292-5333

Richard C. Reynolds

Professor Of Medicine

University Of Florida

P.O. Box 100277

Gainesville, FL 32610-0277

Tele: (352) 395-0651

Fax: (352) 338-9884 N

George G. Rhoads, M.D.

Director, New Jersey Graduate Program In
Public Health

University of Medicine and Dentistry

of New Jersey

Robert Wood Johnson Medical School
681 Frelinghuysen Road, Room 234
Piscataway, NJ 08855-1179

Tele: (732) 445-0193

Fax: (732) 445-0784

Dorothy P. Rice

Professor Emerita

University Of California, San Francisco
3333 California Street, Room 340

San Francisco, CA 94118

Tele: (415) 476-2771

Fax: (415) 502-5208

Mary Ridgely

Executive Director
Employment Resources Inc.
1310 Mendota Street, Suite 102
Madison, WI 53714

Tele: (608) 246-3449

Fax: (608) 246-3445

Dorothy Ridings R
President & Chief Executive Officer
Council On Foundations

1828 L Street, N.-W., Suite 300
Washington, DC 20036

Tele: (202) 467-0456

Fax: (202) 785-3926
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Pamela A. Rixe

Manager, Volunteer Program
Medica Health Plans

5601 Smetana Drive
Minnetonka, MN 55343
Tele: (612) 992-3612

Fax: (612) 992-3636

Shawn W. Robinson, M.D.

Assistant Professor Of Medicine

University Of Maryland School Of Medicine
22 S. Greene Street, UMH-N3W77
Baltimore, MD 21201

Tele: (410) 328-3648

Fax: (410) 328-2062

William P. Rodgers
Executive Director
Community Health Care, Inc.
500 West River Drive
Davenport, IA 52801

- Tele: (319) 336-3020

Fax: - (319) 336-3044

Debra J. Rog

Vanderbilt University Institute For Public
Policy Studies _

1609 Connecticut Avenue, N.W., Suite 401
Washington, DC 20009

Tele: (202) 234-1190

Fax: (202) 234-1185

Barbara Rogers

100 Coppermine Road
Princeton, NJ 08540-8603
Tele: (908) 359-3790
Fax: (908) 359-2257

Elizabeth Rolph
Senior Political Scientist
RAND Corporation

1700 Main Street

Santa Monica, CA 90407
Tele: (310) 393-0411
Fax: (310) 393-4818

Norman Rosenberg, M.D.

Trustee Emeritus

The Robert Wood Johnson Foundation
Route 1 And College Road East

Post Office Box 2316

Princeton, NJ 08543-2316

Tele: (609) 243-5900

Fax: (609) 243-5894
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David L. Rosenbloom, Ph.D.
Director

Join Together

441 Stuart Street, 7th Floor
Boston, MA 02116

Tele: (617) 437-1500

Fax: (617)437-9394

Joachim Roski -

Program Director

Allina Health System

5601 Smetana Drive, #80765
Minneapolis, MN 55440-9310
Tele: (612) 992-2614

Fax: (612) 992-3554

Mary Rothchild

Project Director

Minnesota Colleagues In Caring
700 World Trade Center

30 East 7th Street

St. Paul, MN 55101

Tele: (612) 296-9599

Fax: (612) 296-3214

Marguerite Johnson Rountree
Vice President For Program
Rose Community Foundation
600 S. Cherry Street, Suite 1200
Denver, CO 80246

Tele: (303) 398-7407

Fax: (303) 398-7430

Charles Royer
National Program Director

The Robert Wood Johnson Foundation

Urban Initiative

7900 E. Greenlake Drive N.
Seattle, WA 98105

Tele: (206) 522-1592
Fax: (206) 616-7541

Ellen B. Rudy
Dean & Professor
University Of Pittsburgh

"350 Victoria Building

Pittsburgh, PA 15261
Tele: (412) 624-2400
Fax: (412) 624-2401

Rush L. Russell

Senior Program Officer

The Robert Wood Johnson Foundation
Route 1 And College Road East

Post Office Box 2316

Princeton, NJ 08543-2316

Tele: (609) 243-5755

Fax: (609) 951-5708

Martha Ryan

Executive Director

Homeless Prenatal Program
995 Market Street, Suite 1010
San Francisco, CA 94103
Tele: (415) 546-6756

Fax: (415) 546-6756

Mark A. Sachs

Program Director

Sound Partners For Community Health
8730 Georgia Avenue, Suite 408
Silver Spring, MD 20910

Tele: (301) 565-0805

Fax: (301) 565-0808

Paul W. Sanders, M.D.

Associate Professor Of Medicine
University Of Alabama At Birmingham
701 South 19th Street/LHRB 642
Birmingham, AL 35294-0007

Tele: (205) 934-3589

Fax: (205) 975-6288

Julie Sandorf

President

Corporation For Supportive Housing
342 Madison Avenue, Suite 505
New York, NY 10173

Tele: (212) 986-2966

Fax: (212) 986-6552

Fredrick Sandoval
Human Services Planner
City Of Santa Fe

Post Office Box 909

Santa Fe, NM 87504-0909
Tele: (505) 984-6672
Fax: (505) 984-6671
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Lewis G. Sandy, M.D.

Executive Vice President
“The Robert Wood Johnson Foundation
Route 1 And College Road East

Post Office Box 2316 '

Princeton, NJ 08543-2316

Tele: (609) 243-5940

Fax: (609) 243-5894

Leonard Saxe

Brandeis University

415 South Street, MS#035
Waltham, MA 02254
Tele: (617) 736-3952
Fax: (617) 736-3851

Colleen Scanlon

Vice President For Advocacy
Catholic Health Initiatives
1999 Broadway, Suite 2605
Denver, CO 80202

Tele: (303) 312-0693

Fax: (303) 298-9690

Renie Schapiro

Consultant

The Robert Wood Johnson Foundation
4706 Deerpath Road

Middleton, WI 53562

Tele: (608) 836-7557

Fax: (608) 836-4606

Richard M. Scheffler

Professor Of Health Economics
Director, RWJF Scholars Program
University Of California, Berkeley
School Of Public Health

405 Warren Hall

Berkeley, CA 94720-7360

Tele: (510) 642-0565

Fax: (510) 643-2627

Mark Schlesinger

Assoc. Professor Of Public Health
Yale University

304 LEPH

New Haven, CT 06520

Tele: (203) 785-4619

Fax: (203) 785-6287
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Glennon Schlueter

New Media Creative, Inc.
51 Federal Street, Suite 100
San Francisco, CA 94107
Tele: (415) 538-7870

- Fax: (415) 538-7874

Steven A. Schroeder, M.D.

President :
The Robert Wood Johnson Foundation
Route 1 And College Road East

Post Office Box 2316

Princeton, NJ 08543-2316

Tele: (609) 243-5902

Fax: (609) 243-5894

Kathleen E. Schuler

Manager, Demonstration Project

State Of Minnesota Department Of Human Services
444 Layfayette Road

St. Paul, MN 55155-3854

Tele: (612) 297-4668

Fax: (612) 282-9922

Sarah Schulte

Healthy Policy Analyst

State Of Colorado Department Of Health Care Policy
And Financing

1575 Sherman Street, 4th Floor

Denver, CO 80203 '

Tele: (303) 866-3144

Fax: (303) 866-2803

David A. Schwartz
Professor Of Medicine
University Of Iowa
200 Hawkins Drive
TIowa City, IA 52242
Tele: (319) 356-8264
Fax: (319) 356-7147

H. Denman Scott
Associate Dean

Brown University
School Of Medicine
Memorial Hospital

111 Brewster Street
Pawtucket, RI 02860
Tele: (401) 729-3100
Fax: (401) 729-2955
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Walter J. Scott, M.D.

Associate Professor Of Surgery
Creighton University Medical Center
601 North 30th Street, Suite 3740
Omaha, NE 68131

Tele: (402) 280-4138

Fax: (402) 280-4593

David T. Scott, Ph.D.

Associate Professor Psychiatry &
Behavioral Sciences

University Of Washington

Box 357920

Seattle, WA 98195-7920

Tele: (206) 685-7291

Fax: (206) 543-5771

Richard A. Scribner

Researcher

Louisiana State University Medical School
1600 Canal Street, 6th Floor

New Orleans, LA 70112

Tele: (504) 568-6951

Fax: (504) 568-6905

Donna M. Scrutchins

Director, Tobacco-Free Illinois Project
American Heart Association Of Chicago
208 South LaSalle Street, Suite 900
Chicago, IL. 60604

Tele: (312) 346-4675

Fax: (312) 346-7375

Ann Searight

Communications Associate

The Robert Wood Johnson Foundation
Route 1 And College Road East

Post Office Box 2316

Princeton, NJ 08543-2316

Tele: (609) 243-5933

Fax: (609) 452-1865

John R. Seffrin

Chief Executive Officer
American Cancer Society
1599 Clifton Road, N.E.
Atlanta, GA 30324
Tele: (404) 329-7601
Fax: (404) 329-7530

Pauline M. Seitz

Director

Local Initiatives Funding Partners Program
670 Alexander Road

Princeton, NJ 08540

Tele: (609) 275-4128

Fax: (609) 275-4135

Donea L. Shane, Ph.D., RN

Executive Director, New Mexico

Consortium For Nursing Workforce Development
8913 Osuna NE

Albuquerque, NM 87111

Tele: (505) 298-6268

Fax: (505) 294-5419

Lois Shevlin

Program Assistant

The Robert Wood Johnson Foundation
Route 1 And College Road East

Post Office Box 2316

Princeton, NJ 08543-2316

Tele: (609) 243-5913

Fax: (609) 452-1865

Kenneth I. Shine, M.D.
President

Institute Of Medicine

2101 Constitution Avenue, N.W.
Washington, DC 20418

Tele: (202) 334-3300

Fax: (202) 334-3851

Janet Shoeman

Developmental Disability Specialist
Iowa Department Of Human Services
5Sth Floor Hoover State Office Building
Des Moines, IA 50319

Tele: (515) 281-4925

Fax: (515) 281-4597

Jonathan A. Showstack, Ph.D.
Professor

University Of California, San Francisco
1388 Sutter Street, 11th Floor

San Francisco, CA 94109-5427

" Tele: (415) 476-4917

Fax: (415) 476-0705
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Donald L. Shumway

Co-Director

Self-Determination For Persons With
Developmental Disabilities

The Concord Center

10 Ferry Street, Unit 14

Concord, NH -03301-5019

Tele: (603) 228-0602

Fax: (603)228-0615

Annie Lea Shuster

Program Director - Clinical Scholars
University Of Arkansas For Medical Sciences
5800 West 10th Street, Suite 605

Little Rock, AR 72204

Tele: (501) 660-7551

Fax: (501) 660-7543

David Sibbet

President

The Grove Consultants International
P.O. Box 29391

San Francisco, CA 94129-0391
Tele: (415) 561-2500

Fax: (415) 561-2525

J.B. Silvers

Treuhaft Professor Of Management
Case Western Reserve University
454 Sears Library Building
Cleveland, OH 44106-7235

Tele: (216) 368-2143

Fax: (216) 368-6861

Susan N. Smith
President/Executive Director
Sikora Center, Inc.

P.O.Box 4

Camden, NJ 08101

Tele: (609) 963-1312

Fax: (609) 963-2927

Leo Smith

Associate Director Of Finance & Administration
Ounce Of Prevention Fund

122 South Michigan Avenue, Suite 2050
Chicago, IL 60603

Tele: (312) 922-3863

Fax: (312) 922-3337

Terence W. Smith
Administrator
Huntington Hospital
284 Park Avenue
Greenlawn, NY 11740
Tele: (516) 425-5242
Fax: (516) 425-0140

David Barton Smith

Professor And Chairman

Temple University

Department Of Health Administration
Speakman Hall (006-00)
Philadelphia, PA 19104

Tele: (215) 204-8082

Fax: (215) 204-3851

Patricia Smith

Associate Dean & Professor
East Tennessee State University
Box 70664

Johnson City, TN 37604-0664
Tele: (423) 439-7472

Fax: (423) 439-7477

Mark D. Smith, M.D., MBA
President & CEO

California Healthcare Foundation
476 Ninth Street

Oakland, CA 94607

Tele: (510) 238-1040

Fax: (510) 238-1388

Wally R. Smith, MD

Chair, Division Of Quality Health Care
Virginia Commonwealth University
1200 East Broad Street

Richmond, VA 23298

Tele: (804) 828-6938

Fax: (804) 828-4862

Anne Sullivan Smith, Ph.D., RN
Project Director '
University Of Detroit Mercy College
Of Health Professions '
8200 West Outer Drive

Detroit, MI 48219-0900

Tele: (313) 993-6130

Fax: (313) 993-6175
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Patricia Sokol, D.P.A.

Director

Washington Business Group On Health
P.O. Box 2397

Warminster, PA 18974

Tele: (215) 956-2388

Fax: (215) 956-2389

- Stephen A. Somers

President

Center For Health Care Strategies, Inc.
353 Nassau Street

Princeton, NJ 08540

Tele: (609) 279-0700

Fax: (609) 279-0956

~ Judy Sopenski

Executive Director

Stop Teenage Addiction To Tobacco
511 East Columbus Avenue
Springfield, MA 01105

Tele: (413) 732-7828

Fax: (413) 732-4219

Barney Speight

Administrator

Oregon Health Plan Policy & Research
255 Capitol Street NE - 5th Floor
Salem, OR 97310

Tele: (503) 378-2422 x401

Fax: (503) 378-5511

Barbara K. Spring, Ph.D.
Executive Director

Missoula Demonstration Project Inc.
1901 South Higgins Avenue
Missoula, MT 59801

Tele: (406) 728-1613

Fax: (406) 543-7769

Joseph B. Stanford

Assistant Professor

University Of Utah Medical Center
Department Of Family & Preventive Medicine
50 No. Medical Drive, Room 1C26 SOM
Salt Lake City, UT 84132

Tele: (801) 581-7234

Fax: (801) 581-2771

Ann Stanley

Director, Children's Finance

Health & Human Services Commission
4900 N. Lamor Boulevard, 4th Floor
Austin, TX 78751

Tele: (512) 424-6503

Fax: (512) 424-6590

Jacob C. Starks

Executive Director

Interfaith House

3456 West Franklin Boulevard
Chicago, IL 60624

Tele: (773) 533-3107

Fax: (773) 533-9034

David B Starkweather

Professor Emeritus

University Of California, Berkeley
School Of Public Health

405 Warren Hall

Berkeley, CA 94720

Tele: (510) 254-4766

Fax: N/A

Sylvia Sterne, MA

Director, Adolescent And School Health
Louisiana Office Of Public Health
Adolescent School Health Initiative
234 Loyola Avenue, Room 604

New Orleans, LA 70112

Tele: (800) 240-0463

Fax: (504) 568-6185

Beth A. Stevens, Ph.D.

Senior Program Officer

The Robert Wood Johnson Foundation
Route 1 And College Road East

Post Office Box 2316

Princeton, NJ 08543-2316

Tele: (609) 243-5952

Fax: (609) 987-8746

Mary E. Stuart, Sc.D.

Associate Professor

University Of Maryland Baltimore County
513 OId Orchard Road

Baltimore, MD 21229

Tele: (410) 947-2312

Fax: (410) 947-4933
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James R. Tallon

President

United Hospital Fund Of New York
350 Fifth Avenue - 23rd F Loor
New York, NY 10118

Tele: (212) 494-0777

Fax: (212) 494-0830

Paul A. Tarini

Communications Officer

The Robert Wood Johnson Foundation
Route 1 And College Road East

Post Office Box 2316

Princeton, NJ 08543-2316

Tele: (609) 243-5931

Fax: (609) 452-1865

Alvin R. Tarlov, M.D.

Executive Director

The Health Institute

750 Washington Street, NEMC #345
Boston, MA 02111

Tele: (617) 636-8092

Fax: (617) 636-8351

Irene Taylor
Consultant

Institute For The Future
2744 Sand Hill Road
Menlo Park, CA 94025
Tele: (650) 854-6322
Fax: (650) 854-7850

James O. Taylor, M.D.

Chief Medical Officer

East Boston Neighborhood Health
Center Corporation

10 Gove Street

East Boston, MA 02128

Tele: (617) 539-5050

Fax: (617) 539-5025

Helena Temkin-Greener, Ph.D.
Project Director

Community Coalition For Long Term Care

311 Alexander Street, Suite 201
Rochester, NY 14604
Tele: (716) 325-1991
Fax: (716) 325-6396
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William A. Thomson, Ph.D.
Professor

Baylor College Of Medicine
1709 Dryden, Suite 519
Houston, TX 77030

Tele: (713) 798-8200

Fax: (713) 798-8201

Kenneth Thorpe

Professor And Director

Tulane University Medical Center
Institute For Health Services Research
SPH & T™M

1430 Tulane Avenue, SL 29

New Orleans, LA 70112

Tele: (504) 588-5171

Fax: (504) 588-2293

Hans H. Toegel

Deputy Assistant Commissioner
Massachusetts Executive Office Of Health &
Human Services

160 North Washington Street

Boston, MA 02114

Tele: (617) 624-7781

Fax: (617) 624-7577

Kristine Tollestrup

- Research Assistant Professor

University Of New Mexico
2400 Tucker, NE.
Albuquerque, NM 87108
Tele: (505) 272-9555
Fax: (505) 272-4494

Sally Tom, M.S., M.P.A., CNM
Deputy Director

Partnerships For Training

1400 - 16th Street, N.W., Suife 720
Washington, DC 20036

Tele: (202) 483-8896

Fax: (202) 483-8898

Richard Toth

Assistant Director, Office Of Proposal Management

The Robert Wood Johnson Foundation
Route 1 And College Road East

Post Office Box 2316

Princeton, NJ 08543-2316

Tele: (609) 243-5986

Fax: (609) 987-8845
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H. James Towey
President

Commission On Aging With Dignity Inc.
P.O. Box 11180

Tallahassee, FL 32302

Tele: (904) 681-2010

Fax: (904) 681-2481

Ken Trogdon

Executive Director
Commun-I-Care

220 Stoneridge Drive, Suite 402
Columbia, SC 29210

Tele: (800) 763-0059

Fax: (803) 771-4213

Valerie Vargas-Thomas

Program Manager

Confederated Tribes Of Colville Reservation
P.O. Box 150

Nespelem, WA 99155

Tele: (509) 634-8857

Fax: (509) 634-8799

Selwyn M. Vickers

Assistant Professor

University Of Alabama At Birmingham
School Of Medicine

Kracke Building, Room 405

1922 Seventh Avenue South
Birmingham, AL 35294-0007

Tele: (205) 975-8710

Fax: (205) 975-8782

Bruce C. Vladeck

Professor Of Health Policy
Mt. Sinai School Of Medicine
1507 Noyes Drives

Silver Spring, MD 20910
Tele: (301) 589-5057

Fax: (301) 589-5057

Alexander C. Wagenaar
Professor
University Of Minnesota

" 1300 South 2nd Street, Suite 300

Minneapolis, MN 55454
Tele: (612) 624-8370
Fax: (612) 624-0315

William E. Walch

President

Development Communications Associates, Inc.
270 Congress Street, 3rd Floor

Boston, MA 02210

Tele: (617) 542-6355

Fax: (617) 542-1035

Royal D. Walker, Jr.

Associate Director

Institute For Disability Studies

The University Of Southern Mississippi
3825 Ridgewood Road

Jackson, MS 39211

Tele: (601) 982-6261

Fax: (601) 364-2399

S. Travis Wall

Director, Utah Self-Determination Project
State Of Utah Department Of Human Services
120 North 200 West, Suite 411

Salt Lake City, UT 84103

Tele: (801) 538-4211

Fax: (801) 538-4279

William R. Walsh, Jr.

Trustee Emeritus

The Robert Wood Johnson Foundation
Route 1 And College Road East

Post Office Box 2316

Princeton, NJ 08543-2316

Tele: (609) 243-5900

Fax: (609) 243-5894

David Warner

Professor

Lyndon B. Johnson School Of Public Affairs
University Of Texas At Austin

Austin, TX 78713

Tele: (512) 471-4962

Fax: (512) 471-1835

David G. Warnock, M.D.

Director Of Nephrology

University Of Alabama At Birmingham
647 THT

1900 University Boulevard
Birmingham, AL 35294
Tele: (205) 934-3585
Fax: (205) 934-1879
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D.J. Wasson

Principal Assistant To The Commissioner
Kentucky Department Of Insurance
215.West Main Street

Frankfort, KY 40601

Tele: (502) 564-6029

Fax: (502) 564-1453

Lawrence L. Weed, M.D.
President

PKC Corporation

1 Mill Street, Box A-8
Burlington, VT 05401-1530
Tele: (802) 658-5351

Fax: (802) 658-3078

Neil E. Weisfeld

Deputy Executive Director
Medical Society Of New Jersey
2 Princess Road
Lawrenceville, NJ 08648
Tele: (609) 896-1766

Fax: (609) 896-1368

Vicki D. Weisfeld

Senior Communications Officer

The Robert Wood Johnson Foundation
Route 1 And College Road East

Post Office Box 2316

Princeton, NJ 08543-2316

Tele: (609) 243-5926

Fax: (609) 452-1865

Carol S. Weisman, Ph.D.

Professor Of Health Management & Policy
University Of Michigan

109 South Observatory, Room M3138
Ann Arbor, M1 48109

Tele: (313) 647-9347

Fax: (313) 764-4338

Harvey J. Weiss

President

Harvey J. Weiss And Associates Inc.
1201 West Sixth St., Suite C-200
Austin, TX 78703

Tele: (800) 269-4237

Fax: (512) 477-3932
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Carol S. Weissert
Associate Professor
Michigan State University
324 South Kedzie

East Lansing, MI 48824
Tele: (517) 353-3292
Fax: (517) 432-1091 .

William G. Weissert
Professor & Chair
University Of Michigan
School Of Public Health
109 S. Observatory

Ann Arbor, MI 48109-2029
Tele: (313) 764-5433

Fax: (313) 764-4338

Marilyn Vanderpol Wells
Operations Manager

Health Care Center For The Homeless, Inc.

11 North Parramore Avenue
Orlando, FL. 32801

Tele: (407) 428-5751
Fax: (407) 426-6948

Sidney F. Wentz

Board Of Trustees .
The Robert Wood Johnson Foundation
Route 1 And College Road East

Post Office Box 2316

Princeton, NJ 08543-2316

Tele: (609) 243-5900

Fax: (609) 243-5894

John M. Westfall .
Assistant Professor In Family Medicine
University Of Colorado

1180 Clermont Street

Denver, CO 80220

Tele: (303) 584-7921

Fax: (303) 854-0300

Helen Wetherbee

Executive Director

Mississippi Division Of Medicaid
Robert E. Lee Building, Rm 801
239 North Lamar Street

Jackson, MS 39201-1399

Tele: (601) 359-6056

Fax: (601) 359-6048
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Judith Y. Whang

Program Officer

The Robert Wood Johnson Foundation
Route 1 And College Road East

Post Office Box 2316

Princeton, NJ 08543-2316

Tele: (609) 243-5968

Fax: (609) 987-8746

Suzanne White
Project Director

Center For Research In Ambulatory Health

Care Administration, Inc.

104 Inverness Terrace East
Englewood, CO 80112-5306
Tele: (303) 397-7879

Fax: (303) 397-1827

H. Pennington Whiteside
Deputy Director

Smoke-Free Families Program
UAB School Of Medicine

Old Hillman Building, Room 560
Birmingham, AL 35233

Tele: (205) 975-8951

Fax: (205) 975-4411

Grace R. Whitis, Ph.D., RN
Project Director

Delta Health Education Partnership
P.0. Box 910

State University, AR 72467

Tele: (870) 972-3074

Fax: (870) 972-2954

Chris Wickman

New Media Creative, Inc.
51-Federal Street, Suite 100
San Francisco, CA 94107
Tele: (415) 538-7870

Fax: (415) 538-538-7874

Irene Wielawski

Reach Out Program Evaluator

Western Consortium For Public Health
44 Roosevelt Drive

Bedford Hills, NY 10507

Tele: (914) 244-1790

Fax: (914) 244-1916

Nachama L. Wilker

Program Director

Alliance Of Genetic Support Groups, Inc.
36 Wisconsin Circle, Suite 440

Chevy Chase, MD 20815-7015

Tele: (301) 652-5553

Fax: (301) 654-0171

Carol Wilkins

Director, Health, Housing And Integrated
Services Network

Corporation For Supportive Housing
1540 San Pablo Avenue #600

Oakland, CA 94612

Tele: (510) 251-2712

Fax: (510) 251-5954

John W. Williams, Jr., M.D.

University Of Texas Health Science Center
At San Antonio

Ambulatory Care (11C-6)

7400 Merton Minter Boulevard

San Antonio, TX 78284

Tele: (210) 617-5238

Fax: (210) 567-4685

Charles B. Wilson, M.D., M.S.H.A.
Senior Research Fellow

Institute For The Future

2744 Sand Hill Road

Menlo Park, CA 94025

Tele: (650) 233-9527

Fax: (650) 854-7850

Mildred Winter

Executive Director

Parents As Teachers

10176 Corporate Square Drive, Suite 230
St. Louis, MO 63132

Tele: (314) 432-4330

Fax: (314) 432-8963

Richard L. Wittenberg

President & Chief Executive Officer
American Association For World Health, Inc.
1825 K Street N.'W., Suite 1208
Washington, DC 20006

Tele: (202) 466-5883

Fax: (202) 466-5896
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Mark Wolfson

Assistant Professor

University Of Minnesota

1300 South 2nd Street, Suite 300
Minneapolis, MN 55454-1015
Tele: (612) 624-2883

Fax: (612) 624-0315

J. Warren Wood, ITI

Vice President, General Counsel & Secretary
The Robert Wood Johnson Foundation
Route 1 And College Road East

Post Office Box 2316

Princeton, NJ 08543-2316

Tele: (609) 243-5907

Fax: (609) 243-5894

W. Gill Woodall, Ph.D.

Director Of Prevention, CASAA-UNM
Center On Alcoholism, Substance Abuse
And Addictions (CASAA)

2350 Alamo SE

Albuquerque, NM 87106

Tele: (505) 768-0114

Fax: (505) 768-0113

Moses K. Woode, Ph.D.

Associate Dean

University Of Virginia School Of Medicine
Box 446, Health Sciences Center
Charlottesville, VA 22908

Tele: (804) 982-1867

Fax: (804) 982-1917
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Cindy M. Wostrel
Health Education Inc.
P.O. Box 30676

Lincoln, NE 68503-0676
Tele: (402) 477-5220
Fax: (402) 477-8428

Nigel D. Wrangham

Project Director

Oregon Coalition To Reduce Underage Drinking
0245 S.W. Brancroft Street, Suite B

Portland, OR 97201

Tele: (503) 279-9209

Fax: (503) 827-3902

James C. Wyrtzen

Director

Blanton-Peale Graduate Institute
3 West 29th Street

New York, NY 10001

Tele: (212) 725-7850 x124
Fax: (212) 689-3212

Richard A. Yoast, Ph.D.

. Director - Office Of Alcohol And Other Drug Abuse

American Medijcal Association
515 North State Street
Chicago, IL 60610

Tele: (312) 464-4202

Fax: (312) 464-4024

Katherine Yu
Research Associate
Institute For The Future
2744 Sand Hill Road
Menlo Park, CA 94025
Tele: (650) 233-9533
Fax: (650) 854-7850
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LIST OF PARTICIPANTS BY AGENCY AFFILIATION

THE ROBERT WOOD JOHNSON FOUNDATION
25TH ANNIVERSARY CONFERENCE

Piecing Together the Puzzle: The Future of Health and Health Care in America

Grand Hyatt Hotel - Washington, DC
December 11, 1997

Advocacy Institute

Michael Pertschuk
Co-Director

1707 L Street, N.W., Suite 400
Washington, DC 20036

Tele: (202) 659-8475

Fax: (202) 966-3747

The Alan Guttmacher Institute

Jacqueline E. Darroch

Senior Vice President And V.P. For Research
120 Wall Street, #21

New York, NY 10005

Tele: (212) 248-1111

Fax: (212) 248-1951

Alaska Native Health Board
Anne Marie Holen

SmokeLess States Project Manager
4201 Tudor Centre Drive, Suite 105
Anchorage, AK 99508

Tele: (907) 562-6006

Fax: (907) 563-2001

The Albert Schweitzer Fellowship, Inc.
Lachlan Forrow, M.D.

President

330 Brookline Avenue

Boston, MA 02215

Tele: (617) 667-3095

Fax: (617) 667-2751

Alcohol Research Group
Thomas K. Greenfield, Ph.D
Senior Scientist

2000 Hearst Avenue, Suite 300
Berkeley, CA

Tele: (510) 642-5208

Fax: (510) 642-7175

The Alliance For Health Reform
Edward F. Howard

Executive Vice President

1900 L Street, N.W_, Suite 512
Washington, DC 20036

Tele: (202) 466-5626

Fax: (202) 466-6525

Alliance Of Genetic Support Groups,
Inc.

Nachama L. Wilker

Program Director

36 Wisconsin Circle, Suite 440

Chevy Chase, MD 20815-7015

Tele: (301) 652-5553

Fax: (301) 654-0171

Allina Health System

Robert Jeddeloh

Director

5601 Smetana Drive, P. O. Box 9310
Minneapolis, MN 55440-9301

Tele: (612) 992-3907

Fax: (612) 992-3554

Allina Health System
Joachim Roski

Program Director

5601 Smetana Drive, #80765
Minneapolis, MN 55440-9310
Tele: (612) 992-2614

Fax: (612) 992-3554

Alpha Center For Health Planning, Inc.
Anne K. Gauthier

Associate Director

1350 Connecticut Avenue, N.W., Suite 1100
Washington, DC 20036

Tele: (202) 296-1818

Fax: (202) 296-1825
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Alpha Center For Health Planning, Inc.
W. David Helms

President

1350 Connecticut Avenue, N.W., Suite 1100
Washington, DC 20036

Tele: (202) 296-1818

Fax: (202) 296-1825

Alpha One Center For Independent
Living

Dennis Fitzgibbons

Director For Independent Living

127 Main Street

South Portland, ME 04106

Tele: (207) 767-2189

Fax: (207) 799-8346

American Association For World
Health, Inc.

Richard L. Wittenberg

President & Chief Executive Officer
1825 K Street N.W., Suite 1208
Washington, DC 20006

Tele: (202) 466-5883

Fax: (202) 466-5896

American Bar Association

Gloria H. Danziger

Staff Director, Standing Committee On
Substance Abuse

740 15th Street, N.W.

Washington, DC 20005

Tele: (202) 662-1784

Fax: (202) 662-1787

American Cancer Society
Matthew G. Madonna
President

2929 East Thomas Road
P.O. Box 5377

Phoenix, AZ 85016
Tele: (602) 224-0524
Fax: (602) 381-3096

American Cancer Society
John R. Seffrin

Chief Executive Officer
1599 Clifton Road, N.E.
Atlanta, GA 30324

Tele: (404) 329-7601
Fax: (404) 329-7530

Page 46

American Cancer Society
Arizona Division, Inc.
Donna Rae Grande

Director )

1636 North Swan, Suite 151
Tucson, AZ 85712

Tele: (520) 321-7989

Fax: (520) 321-7988

The American College Of Obstetricians And

Gynecologists

Janet Chapin

Associate Director

409 12th Street, S.W., P. O. Box 96920
Washington, DC 20090-6920

Tele: (202) 863-2579

Fax: (202) 848-3917

American Communications Foundation
Amy Holmen

Executive Producer/Vice President

79 Claire Way

Tiburon, CA 94920

Tele: (415) 922-9558

Fax: (415)922-2182

. American Enterprise Institute For

Public Policy Research
Douglas J. Besharov
Resident Scholar

1150 17th Street, N.-W.
Washington, DC 20036
Tele: (202) 862-5904
Fax: (202) 862-5808

American Heart Association Of Chicago
Donna M. Scrutchins

Director, Tobacco-Free Illinois Project

208 South LaSalle Street, Suite 900
Chicago, I 60604

Tele: (312) 346-4675

Fax: (312) 346-7375

American Lung Association
Alice Y. McIntosh

Director, Lung Disease

1740 Broadway

New York, NY 10019-4374
Tele: (212) 315-8763

Fax: (212) 315-8875
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American Lung Association Of Sacramento-
Emigrant Trails

Carolyn B. Martin

Consultant

1077 Castec Drive

Sacramento, CA 95864

Tele: (916) 489-5293

Fax: (916) 484-6241

American Medical Association
Marvin R. Dunn

Director, Graduate Medical Education
515 North State Street

Chicago, IL. 60610

Tele: (312) 464-4395

Fax: (312) 464-5830

Kathleen C. Harty
Deputy Director
515 North State Street

" Chicago, IL 60610

Tele: (312) 464-5540
Fax: (312) 464-4111

Richard A. Yoast, Ph.D.

Director - Office Of Alcohol And Other
Drug Abuse

515 North State Street

Chicago, IL 60610

Tele: (312) 464-4202

Fax: (312) 464-4024

American Medical Student Association
Foundation

Erin Fuller

Project Director

1902 Association Drive

Reston, VA 20191

Tele: (703) 620-6600 x209

Fax: (703) 620-5873

Association Of American Medical
Colleges
Clyde H. Evans, Ph.D.

2450 N Street, N.W.
Washington, DC 20037-1127
Tele: (202) 828-0698

Fax: (202) 828-1125

Association Of Schools Of Public Health
Michael K. Gemmell

Executive Director

1660 L Street, N.W., Suite 204
Washington, DC 20036

Tele: (202) 296-1099

Fax: (202) 296-1252

Audubon Area Community Services, Inc.
Aubrey Nehring

Head Start/Early Head Start Director

1800 West 4th Street

P.O. Box 20004

Owensboro, KY 42304-0004

Tele: (502) 686-1625

Fax: (502) 686-1656

The Austin Project
Joan Gibson Burnham
Executive Director
100 N. 1-35, H 3500
Austin, TX 78701
Tele: (512) 708-4466
Fax: (512) 708-4468

Barker Bi-Coastal Health Consultants
Dianne Barker

Principal

20314 Callon Drive

Topanga, CA 90290

Tele: (310) 455-3698

Fax: (310) 455-9565

Baylor College Of Medicine
Chester W. Brown

One Baylor Plaza

Houston, TX 77030

Tele: (713) 798-3994

Fax: (713) 798-6521

Morven S. Edwards
Professor Of Pediatrics
One Baylor Plaza
Houston, TX 77030
Tele: (713) 798-4790
Fax: (713) 798-6407
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Beatitudes Center D.O.A.R., Inc.
Ruth Crowley

Director, Nurse Ministries Network
555 West Glendale Avenue
Phoenix, AZ 85021

Tele: (602) 274-5022

Fax: (602) 274-6793

Benton Foundation

Karen Menichelli

Deputy Director

1634 Eye Street, N.W., 12th Floor
Washington, DC 20006

Tele: (202) 638-5770

Fax: (202) 638-5771

Blanton-Peale Graduate Institute
James C. Wyrtzen

Director

3 West 29th Street

New York, NY 10001

Tele: (212) 725-7850 x124

Fax: (212) 689-3212

Blue Hill Memorial Hospital, Inc.

Bruce Cummings

CEO

Water Street, P. O. Box 823
Blue Hill, ME 04614

Tele: (207) 374-2836 x2165 .
Fax: (207) 374-2619

Boston Health Care For The Homeless

James J. O'Connell
President .

729 Massachusetts Avenue
Boston, MA 02118

Tele: (617) 534-7779
Fax: (617) 534-7776

Boston University School
Of Management
Alan B. Cohen

Professor Of Health Policy And Management

595 Commonwealth Avenue
Boston, MA 02215

Tele: (617) 353-9222

Fax: (617) 353-9227
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The Bowman Gray School Of Medicine Wake

Forest University

David G. Altman -

Professor

Medical Center Boulevard
Winston-Salem, NC 27157-1063
Tele: (910) 716-9556

Fax: (910) 716-7554

Burton V. Reifler, M.D., M.P.H.
Professor And Chairman

Medical Center Boulevard
Winston-Salem, NC 27157-1087
Tele: (910) 716-4552

Fax: (910) 716-6830

Brandeis University

Stuart H. Altman

Sol C. Chaikin Professor Of National
Health Policy

Heller Graduate School - MS035
Waltham, MA 02254-9110

Tele: (617) 736-3803

Fax: (617) 736-3905

Brandeis University
Leonard Saxe

415 South Street, MS#035
Waltham, MA. 02254
Tele: (617) 736-3952
Fax: (617) 736-3851

Brandeis University, Florence Heller Graduate

School For Advanced Studies
In Social Welfare

James J. Callahan, Jr. .

Director

P.O.Box 9110

Waltham, MA 02254

Tele: (617) 736-3876

Fax: (617) 736-3881

Brandeis University, Heller School
Susan J. Bumagin

Consultant

67 Riverside Avenue

Concord, MA 01742-3026

Tele: (508) 371-2014

Fax: (508) 371-2014
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Brown University
Craig T. Love
Research Associate
Box G-BH
Providence, RI 02912
Tele: (401) 444-1829
Fax: (401) 444-1850

Brown University
School Of Medicine
H. Denman Scott
Associate Dean
Memorial Hospital
111 Brewster Street
Pawtucket, RI 02860
Tele: (401) 729-3100
Fax: (401) 729-2955

Burness Communications

Andrew L. Burness

President

7910 Woodmont Avenue, Suite 1340
Bethesda, MD 20814

Tele: (301) 652-1558

Fax: (301) 654-1589

C. Everett Koop Institute

C. Everett Koop

Senior Scholar

6707 Democracy Boulevard, Suite 107
Bethesda, MD 20817-1129

Tele: (301) 493-6603

Fax: (301) 493-8160

CAHSAH (California Association For Health
Services At Home) Foundation

Mitzi Lorraine Dean

723 S Street

Sacramento, CA 95814-7021

Tele: (916) 443-8055

Fax: (916) 443-0652

California Healthcare Foundation
Andrea S. Gerstenberger, Sc.D.
Senior Program Officer

476 Ninth Street

Qakland, CA 94607

Tele: (510) 238-1040

Fax: (510) 238-1388

California Healthcare Foundation
Mark D. Smith, M.D., MBA
President & CEO

476 Ninth Street

Oakland, CA 94607

Tele: (510) 238-1040

Fax: (510) 238-1388

Campus Care Center
Joan G. Dentler

Project Director

1124 East Monroe
Brownsville, TX 78520
Tele: (956) 541-5039
Fax: (956) 550-8968

CareAmerica Health Plans
Mindy M. Mazur

Executive Director, CareXchange
6300 Canoga Avenue

Woodland Hills, CA 91367
Tele: (818) 228-4012

Fax: (818) 228-5109

Case Western Reserve University
Rubens J. Pamies, M.D.

Associate Dean For Student Affairs
2109 Adelbert Road

Cleveland, OH 44106-4920

Tele: (216) 368-3442

Fax: (216) 368-3863

Case Western Reserve University
I.B. Silvers

Treuhaft Professor Of Management
454 Sears Library Building
Cleveland, OH 44106-7235

Tele: (216) 368-2143

Fax: (216) 368-6861

Catholic Charities-Diocese Of Metuchen

Mary E. Davey

Assistant Executive Director
288 Rues Lane

East Brunswick, NJ 08816
Tele: (908) 257-6677

Fax: (908) 651-2685
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Catholic Health Initiatives
Colleen Scanlon

Vice President For Advocacy
1999 Broadway, Suite 2605

Denver, CO 80202

Tele: (303) 312-0693

Fax: (303) 298-9690

Cecil G. Sheps Center For Health Services
Research

Gordon DeFriese

Professor And Director

University Of North Carolina

725 Airport Road, Campus Box 7590
Chapel Hill, NC 27595-7590

Tele: (919) 966-7100

Fax: (919) 966-5764

The Center For Health And
Saocial Policy

Stephen L. Isaacs

President

65 Harmon Avenue

Pelham, NY 10803

Tele: (914) 738-7890

Fax: (914) 738-7852

Center For Health Care Strategies, Inc.
Stephen A. Somers

President

353 Nassau Street

Princeton, NJ 08540

Tele: (609) 279-0700

Fax: (609) 279-0956

Center For Media Education Inc.
Kathryn C. Montgomery

President

1511 K Street, N.W., Suite 518
Washington, DC 20005

Tele: (202) 628-2620

Fax: (202) 628-2554

Center For Research In Ambulatory
Health Care Administration, Inc.
Suzanne White

Project Director

104 Inverness Terrace East
Englewood, CO 80112-5306

Tele: (303) 397-7879

Fax: (303) 397-1827
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Center For Studying Health System
Change
Paul B. Ginsburg

President

600 Maryland Avenue, S.W., Suite 550
Washington, DC 20024

Tele: (202) 484-5261

Fax: (202) 484-9258

Center For The Advancement Of Health
Jessie Gruman, Ph.D.

Executive Director

2000 Florida Avenue, N.W., Suite 210
Washington, DC 20009-1231

Tele: (202) 387-2829

Fax: (202) 387-2857

Center For The Health Professions
Edward O'Neil

Director

1388 Sutter Street, Suite 805

.San Francisco, CA 94109

Tele: (415) 476-8181
Fax: (415) 476-4113

Center On Alcoholism, Substance
Abuse And Addictions (CASAA)
W. Gill Woodall, Ph.D.

Director Of Prevention, CASAA-UNM
2350 Alamo SE .
Albuquerque, NM 87106

Tele: (505) 768-0114

Fax: (505) 768-0113

Centro San Bonifacio
Lori Ramos '
Director

1332 N. Greenview
Chicago, IL 60622
Tele: (773) 252-9098
Fax: (773) 252-9195

Chicago Health Connection
Rachel Abramson |
Executive Director

3411 West Diversey, Suite 5
Chicago, IL. 60647

Tele: (773) 235-5077

Fax: (773) 384-3904
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Child Welfare League Of America, Inc.
Allan Katz

Consultant

7925 Winthrope Street

Oakland, CA 94605

Tele: (510) 569-8764

Fax: (510) 569-8458

Children's Hospital Medical Center
Christopher E. Harris

Assistant Professor

3333 Burnet Avenue

Cincinnati, OH 45229-3039

Tele: (513) 636-7964

Fax: (513) 636-4615

Children's Hospital, Boston

Judith S. Palfrey, M.D.

Chief, Division Of General Pediatrics

300 Longwood Avenue, Gardner 6th Floor
Boston, MA 02115

Tele: (617) 355-6714

Fax: (617) 355-7940

Children's National Medical Center
Martin R. Eichelberger

111 Michigan Avenue, N.-W.
Washington, DC 20010-2970

Tele: (202) 884-2154

Fax: (202) 884-4174

The Children's Partnership

Laurie Lipper

Director

4000 Albemarle Street, N.W., Suite 306
Washington, DC 20016-1851

Tele: (202) 362-5902

Fax: (202) 362-3598

Church Health Center
G. Scott Morris
Executive Director

1210 Peabody Avenue
Memphis, TN 38104
Tele: (901) 272-3853
Fax: (901) 722-8078

City Of Little Rock - Fighting Back
Rick Colclasure

Director

City Hall, Room 220W

500 West Markham Street

Little Rock, AR 72201-1499

Tele: (501) 399-3424

Fax: (501) 399-3425

City Of New Haven
Office Of The Mayor
Barbara Geller

Project Director

165 Church Street
New Haven, CT 06510
Tele: (203) 946-6438
Fax: (203) 946-8587

City Of Santa Fe
Fredrick Sandoval

Human Services Planner
Post Office Box 909

Santa Fe, NM 87504-0909
Tele: (505) 984-6672
Fax: (505) 984-6671

City University Of New York

Medical School

David Michaels

Professor

138th Street & Convent Ave., Room J-14
New York, NY 10031

Tele: (212) 650-7785

Fax: (212) 650-7778

CLECO Primary Care Network
T. Reginald Harris, M.D.

808 Schenck Street

Shelby, NC 28150

Tele: (704) 482-1482

Fax: (704) 482-0811

Clinica Adelante, Inc.

Linda Gorey

Executive Director

16551 North Dysart Road, Unit 104A
Surprise, AZ 85374

Tele: (602) 583-3001

Fax: (602) 546-2310
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Colleagues In Caring

Dr. Anne McNamara

Project Manager

1501 W. Fountainhead Parkway, Suite 650
Tempe, AZ 85282

Tele: (602).968-1083

Fax: (602) 967-2029

Colleagues In Caring

Mary Rapson

Director

One Dupont Circle, N.W., Suite 530
Washington, DC 20036

Tele: (202) 496-1095

Fax: (202) 496-1093

Colorado AHEC Program

Marie E. Miller, Ph.D.

Executive Director

4200 E. 9th Avenue, Campus Box A096
Denver, CO 80262

Tele: (303) 315-5885

Fax: (303) 315-5886

Colorado Collaboration On
End-Of-Life-Care

Judy Hutchison

Co-Chair

250 S. Clermont

Denver, CO 80246

Tele: (303) 315-2558

Fax: (303) 393-7798

Columbia University
School Of Public Health
~ Judith E. Jones

Clinical Professor
60 Haven Avenue, Apt. 1-D
New York, NY 10032
Tele: (212) 304-6415
Fax: (212) 304-6420

Commission On Aging With
Dignity Inc. .
H. James Towey

President

P.O.Box 11180

Tallahassee, FL 32302

Tele: (904) 681-2010

Fax: (904) 681-2481
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The Commonwealth Fund
Karen Davis

President

One East 75th Street

New York, NY 10021-2692
Tele: (212) 606-3825

Fax: (212) 606-3876

Commonwealth Of Virginia

Joint Commission On Health Care
Jane Norwood Kusiak

Executive Director

0Old City Hall Building, Suite 115
1001 East Broad Street

Richmond, VA 23219

Tele: (804) 786-5445

Fax: (804) 786-5538

Commun-I-Care

Ken Trogdon

Executive Director

220 Stoneridge Drive, Suite 402
Columbia, SC 29210

Tele: (800) 763-0059

Fax: (803) 771-4213

Community And Family Health
Maxine Hayes, M.D., M.P.H.
Assistant Secretary

P. O. Box 47830

Olympia, WA 98504-7830

Tele: (360) 753-7021

Fax: (360) 664-4500

Community Anti-Drug Coalitions
Of America

Nelson J. Cooney

Interim President

901 North Pitt Street, Suite 300
Alexandria, VA 22314

Tele: (703) 706-0560

Fax: (703) 706-0565

The Community Builders, Inc.
Heidi Aronin

Director Of Human Services

95 Berkeley Street, Sth Floor
Boston, MA 02116

Tele: (617) 695-9595

Fax: (617) 695-9805

SIVEOIOIOIVIS.

D

\
A

SIOIPIOLSIS

/s
A



b

O C

y

2O C

)
/

C

AN
s

OCOOCO

O OO0

3

C

SCCO

@

»QC

O OC

Community Coalition For Long-Term
Care
Helena Temkin-Greener, Ph.D.

Project Director

311 Alexander Street, Suite 201
Rochester, NY 14604

Tele: (716) 325-1991

Fax: (716) 325-6396

Community Health Care, Inc.
William P. Rodgers

Executive Director

500 West River Drive
Davenport, IA- 52801

Tele: (319) 336-3020

Fax: (319) 336-3044

Community Partnership For Child

Development
Melanie Maes

Free To Grow Coordinator
2132 E. Bijou

Colorado Springs, CO 80909
Tele: (719) 635-1536 x272
Fax: (719) 634-8086

Confederated Tribes Of Colville
Reservation
Valerie Vargas-Thomas

Program Manager

P.0. Box 150
Nespelem, WA 99155
Tele: (509) 634-8857
Fax: (509) 634-8799

Congressional Research Service
Janet Kline

101 Independence Avenue, S.E.
Washington, DC 20540

Tele: (202) 707-7371

Fax: (202) 707-3097

Connecticut Partnership For Long-Term
Care

David Guttchen

Project Director

450 Capitol Avenue, MS#52LTC
P. 0. Box 341441

Hartford, CT 06134-1441

Tele: (860) 418-6318

Fax: (860) 418-6495

Consortium For Nursing Workforce
Development
Donea L. Shane, Ph.D., RN

Executive Director, New Mexico
8913 Osuna NE

Albuquerque, NM 87111

Tele: (505) 298-6268

Fax: (505) 294-5419

Cook County Hospital

Larry J. Goodman

Medical Director, Cook County Hospital
1835 W. Harrison Street, Suite 2205
Chicago, IL 60612

Tele: (312) 633-7445

Fax: (312) 572-3757

Cooper Green Hospital
Nass Cannon

Chief Of Staff

1515 6th Avenue, South
Birmingham, AL 35233
Tele: (205) 930-3292
Fax: (205) 933-2905

Corporation For Supportive Housing
Julie Sandorf

President

342 Madison Avenue, Suite 505

New York, NY 10173

Tele: (212) 986-2966

Fax: (212) 986-6552

Corporation For Supportive Housing
Carol Wilkins

Director, Health, Housing And Integrated
Services Network

1540 San Pablo Avenue #600

Oakland, CA 94612

Tele: (510)251-2712

Fax: (510) 251-5954

The Council Of State Governments
Stephanie Plaisance

Managing Editor

P.O. Box 11910

Lexington, KY 40578-1910

Tele: (606) 244-8236

Fax: (606) 244-8001
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Council On Foundations
Dorothy Ridings

President & Chief Executive Officer
1828 L Street, N.-W., Suite 300
Washington, DC 20036

Tele: (202) 467-0456 .

Fax: (202) 785-3926

Creighton University Medical Center
Walter J. Scott, M.D.

Associate Professor Of Surgery

601 North 30th Street, Suite 3740
Omaha, NE 68131

Tele: (402) 280-4138

Fax: (402) 280-4593

The C.V. Roman Foundation
James E. Race, M.D.

President

302 West Ninth Street, Suite J
Dallas, TX 75208

Tele: (214) 943-3136

Fax: (214) 946-0810

Dartmouth Hitchcock Medical Center
Diane M. Harper M.D., M.P.H.
Assistant Professor

One Medical Center Drive, HB 7999
Lebanon, NH 03756

Tele: (603) 650-6355

Fax: (603) 650-6333

Dartmouth Medical School

Ann Barry Flood, Ph.D.

Professor Of Community & Family Medicine
7251 Strasenburgh Hall, Room 316
Hanover, NH 03755

Tele: (603) 650-1874

Fax: (603) 650-1935

Delta Health Education Partnership
Grace R. Whitis, Ph.D., RN

Project Director

P.O. Box 910

State University, AR 72467

Tele: (870) 972-3074

Fax: (870) 972-2954
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Department Of Economic Security
Kathy Kelly

Statewide Family Support Coordinator
1789 W. Jefferson Street

Phoenix, AZ 85005

Tele: (602) 542-6810

Fax: (602) 542-6870

Department Of Health & Senior Services .
Susan C. Reinhard :
Deputy Commissioner

P. O. Box 360

Trenton, NJ 08625

Tele: (609) 292-7837

Fax: (609) 292-5333

Development Communications Associates,
Inc.
William E. Walch

President

270 Congress Street, 3rd Floor
Boston, MA 02210

Tele: (617) 542-6355

Fax: (617) 542-1035

The Dole Foundation

N. Jeanne Argoff

Vice President

1819 H Street, N.W., Suite 340
Washington, DC 20006

Tele: (202) 457-0318

Fax: (202) 457-0473

Duke University Eye Center

. Monica Ann De La Paz, M.D.

Assistant Professor Of Ophthalmology
Box 3802 DUMC

Durham, NC 27710

Tele: (919) 684-3090

Fax: (919) 681-6474

East Boston Neighborhood Health Center
Corporation

James O. Taylor, M.D.

Chief Medical Officer

10 Gove Street

East Boston, MA. 02128

Tele: (617) 539-5050

Fax: (617) 539-5025
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Q East Tennessee State University Family Voices
; > Patricia Smith Polly Arango
— Associate Dean & Professor Co-Founder/Director
@ Box 70664 P.O. Box 769
O Johnson City, TN 37604-0664 Algodones, NM 87001 .
S Tele: (423) 439-7472 Tele: (505) 867-2368
L Fax: (423) 439-7477 Fax: (505) 867-6517
O
P Economic And Social Research Institute The Farmworker Association Of
o Jack A. Meyer ' Florida Inc.
@ President Griselda Payne
~ 1015 18th Street, N.'W., Suite 210 815 South Park Avenue
o Washington, DC 20036 Apopka, FL 32703
(N Tele: (202) 833-8877 Tele: (407) 886-5151
O Fax: (202) 833-8932 Fax: (407) 886-6644
O Economic Policy Institute Florida Healthy Kids Corporation
N Edith Rasell Rose M. Naff
L Economist Executive Director
\;\ ] 1660 L Street, N.W., Suite 1200 223 South Gadsden Street
~ Washington, DC 20036 Tallahassee, FL. 32301
<J Tele: (202) 331-5519 Tele: (904) 224-5437
Q Fax: (202) 775-0819 Fax: (904) 224-0615
\ Eisenhower Center For The Forums Institute For Public Policy
O Conservation Of Human Resources Katharine S. Pinneo
o Eli Ginzberg Director Of Program And Resource Development
N Director 36 Dorann Avenue
Q Columbia University Princeton, NJ 08540
~ 475 Riverside Drive, Suite 248 Tele: (609) 683-1533
(/ New York, NY 10115 Fax: (609) 924-5993
C} Tele: (212) 280-2132 .
— Fax: (212) 222-0867 Friends Of The National Library Of
@) Medicine
S Employment Resources Inc. Keith Krueger
; Mary Ridgely -Executive Dm?ctor _
Q) Executive Director 1555 Connecticut Avenue, N.W., Suite 200
) 1310 Mendota Street, Suite 102 Washington, DC 20036
\i'\. Madison, WI 53714 Tele: (202) 462-0992 X18
@ Tele: (608) 246-3449 Fax: (202) 462-9043
O Fax: (608) 246-3445 ’ .
iy Galen Insptute
< Family Resource Coalition Of America Grace-Marie Amett
Cr Virginia L. Mason President
= Executive Director P.O. Box 19080
@ 200 South Michigan Avenue, 16th Floor Alexandria, VA 22314
C\) Chicago, 1L 60604 Tele: (703) 299-8900
N Tele: (312) 341-0900 Fax: (703) 299-0721
@ Fax: (312) 341-9361
7 N
o
7N
O
™
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The Genesee Hospital
F.Marc LaForce
Physician-In-Chief
224 Alexander Street
Rochester, NY 14607
Tele: (716) 263-2236
Fax: (716) 263-3082

Genesis Counseling Center Inc.
Gabriel L. Guerrieri

Executive Director

636 Haddon Avenue
Collingswood, NJ 08108

Tele: (609) 858-9314

Fax: (609) 858-5672

George Washington University

Judith Feder

Professor, Public Policy

2233 Wisconsin Avenue, N.W., Suite 525
Washington, DC 20007

Tele: (202) 687-0880

Fax: (202) 687-3110

George Washington University
Stanley B. Jones

Consultant

P.O. Box 1848
Shepherdstown, WV 25443
Tele: (304) 876-6006

Fax: (304) 876-2705

George Washington University -
Joanne Lynn

Director

1001 22nd Street, N. W., Suite 820
Washington, DC 20037

Tele: (202) 467-2222

Fax: (202) 467-2271

George Washington University Medical
Center
Thomas W. Chapman

Sr. Assoc. VP For Network Development
2021 K Street, N.-W., Suite 800
Washington, DC 20006

Tele: (202) 530-2351

Fax: (202) 530-2354

George Washington University School

Of Medicine And Health Sciences

Jean Johnson-Pawlson

Program Director - Partnerships For Training
2300 Eye Street, N.W., Suite 721
Washington, DC 20037 -

Tele: (202) 994-1834

Fax: (202) 994-1299

Georgetown University Law Center
M. Gregg Bloche

Professor Of Law

600 New Jersey Avenue, NW
Washington, DC 20001

Tele: (202) 662-9123

Fax: (202) 662-9680

Georgetown University Medical Center
Jack Hadley

Professor )

2233 Wisconsin Avenue, N.-W., Suite 525
Washington, DC 20007

Tele: (202) 687-0880

‘Fax: (202) 687-3110

Georgetown University

School Of Nursing

Judith Baigis

Associate Dean For Research & Scholarship
3700 Reservoir Road, N.-W.

P. O. Box 571107

Washington, DC 20007

Tele: (202) 687-5154

Fax: (202) 687-5553

Gift Of Life Foundation
Albert Z. Holloway
Project Medical Director
882 Plantation Way
Montgomery, AL 36117
Tele: (334)272-1820
Fax: (334) 272-4614

Grandparents As Second Parents
Julienne Brown

Director

180 Eastmont Mall

Oakland, CA 94605

Tele: (510) 567-1163

Fax: (510) 568-1098 -
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The Greater Kansas City Community
Foundation
Jan Kreamer

President

1055 Broadway, Suite 130
Kansas City, MO 64105
Tele: (816) 842-0944
Fax: (816) 842-8079

Greater New York Hospital
Foundation, Inc.

Margaret T. McNally

National Director, Project L.LN.C.
555 West 57th Street

New York, NY 10019

Tele: (212) 246-7100

Fax: (212) 262-6350

The Grove Consultants International
David Sibbet

President

P.O. Box 29391

San Francisco, CA 94129-0391

Tele: (415) 561-2500

Fax: (415) 561-2525

Tomi Nagai-Rothe

Graphic Facilitator

P.O. Box 29391

San Francisco, CA 94129-0391
Tele: (415) 561-2500

Fax: (415) 561-2525

Guadalupe Family Services
Helen Cole

" Administrative Director

509 State Street
Camden, NJ 08102
Tele: (609) 365-8081
Fax: (609) 365-8247

Harlem Hospital Center
Barbara Barlow, M.D.

Chief, Pediatric Surgery

506 Lenox Avenue, Room 17103
New York, NY 10037

Tele: (212) 939-4004

Fax: (212) 939-4015

Harvard Medical School
Stephen J. Bergman

Director

220 Longwood Avenue, B1-542-A
Boston, MA 02115

Tele: (617) 527-3404

Fax: (617) 527-3404

Harvard Medical School
William N. Brownsberger
Research Fellow

220 Longwood Avenue
Boston, MA 02115

Tele: (617) 727-2000 x2978
Fax: (617) 727-5761

Harvard Medical School
Howard H. Hiatt, M.D.
Professor Of Medicine
Brigham & Women's Hospital
75 Francis Street

Boston, MA 02115

Tele: (617) 732-5151

Fax: (617) 732-5344

Harvard Medical School

Gordon Moore, M.D.

Proféssor, Ambulatory Care & Prevention
126 Brookline Avenue

Boston, MA 02215

Tele: (617) 421-2747

Fax: (617) 421-3330

Harvard School Of Public Health
Robert Blendon

Professor & Chair

677 Huntington Avenue

Boston, MA 02115

Tele: (617) 432-4502

Fax: (617) 432-0092

William DeJong

Lecturer On Health Communication
677 Huntington Avenue

Boston, MA 02115

Tele: (617) 432-0296

Fax: (617) 432-3755
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Harvard School Of Public Health
Bruce P. Kennedy, Ed.D

718 Huntington Avenue

Boston, MA 02115

Tele: (617) 432-0081

Fax: (617) 432-0068

Harvey J. Weiss And Associates Inc.
Harvey J. Weiss

President )

1201 West Sixth St., Suite C-200
Austin, TX 78703

Tele: (800) 269-4237

Fax: (512) 477-3932

Health & Human Services Commission
Ann Stanley

Director, Children's Finance

4900 N. Lamor Boulevard, 4th Floor
Austin, TX 78751

Tele: (512) 424-6503

Fax: (512) 424-6590

Health Affairs

John K. Iglehart

Editor

7500 Old Georgetown Road, Suite 600
Bethesda, MD 20814

Tele: (301) 656-7401

Fax: (301) 654-2845

Health Care Center For The
Homeless, Inc.

Marilyn Vanderpol Wells
Operations Manager

11 North Parramore Avenue
Orlando, FL. 32801

Tele: (407) 428-5751

Fax: (407) 426-6948

Health Education Inc.
Cindy M. Wostrel

P.O. Box 30676

Lincoln, NE 68503-0676
Tele: (402) 477-5220
Fax: (402) 477-8428
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The Health Institute

Alvin R. Tarlov, M.D.

Executive Director

750 Washington Street, NEMC #345

‘Boston, MA 02111

Tele: (617) 636-8092
Fax: (617) 636-8351

Health Policy Alternatives, Inc.
Jack C. Ebeler

1425 Fern Oak Court

McLean, VA 22101

Tele: (202) 737-3390

Fax: (202) 628-3607

Healthwise, Incorporated
Molly K. Mettler

Senior Vice President

2601 N. Bogus Basin Road
Boise, ID 83702

Tele: (208) 331-6910
Fax: (208) 345-1897

Hershey Medical Center

Michael P. Beachler

Director, Rural Health Policy Center
Penn State College Of Medicine
P.O. Box 850-H162

Hershey, PA 17033-0850

Tele: (717) 531-8325

Fax: (717) 531-5351

High Plains News Service/Western Orgamzatlon

Of Resource Councils

Bob Reha

Executive Producer

2401 Montana Avenue, Suite 301
Billings, MT 59101

Tele: (406) 252-9672

Fax: (406) 252-1092

Homeless Prenatal Program
Martha Ryan

Executive Director

995 Market Street, Suite 1010
San Francisco, CA 94103
Tele: (415) 546-6756

Fax: (415) 546-6756
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Huntington Hospital
Terence W. Smith
Administrator

284 Park Avenue
Greenlawn, NY 11740
Tele: (516) 425-5242
Fax: (516) 425-0140

Idaho State University
Sarah L. Patrick

Director

Campus Box 8174
Pocatello, ID 83209-8174
Tele: (208) 236-4436
Fax: (208) 236-4074

IMPACS

Robert A. Berenson

Director

2233 Wisconsin Avenue, N.-W._, Suite 525
‘Washington, DC 20016

Tele: (202) 686-2727

Fax: (202) 868-2729

Independent Sector

Sara E. Melendez, Ed.D.
President

1828 L Street, N.W., Suite 1200
‘Washington, DC 20036-5107
Tele: (202) 223-8100

Fax: (202) 416-0580

Indiana Communities For Drug-Free
Youth, Inc.
Jeanette A. Pock

Executive Director

39 Boone Village
Zionsville, IN 46077
Tele: (317) 872-3900
Fax: (317) 873-0993

Indiana Partnership For Long Term Care

Mary Ann Hack .
Director

402 W. Washington Street, Room W353
Indianapolis, IN 46204

Tele: (317) 232-1034

Fax: (317) 233-4673

[

Indiana University School Of Public
And Environmental Affairs
Deborah A. Freund

Vice Chancellor For Academic Affairs
Harvard Medical School

180 Longwood Avenue

Boston, MA 02115

Tele: (617) 432-0378

Fax: (617) 432-0173

Institute For Clinical Qutcomes
Research

Susan D. Horn, Ph.D.

Senior Scientist

2681 Parleys Way, Suite 201
Salt Lake City, UT 84109

Tele: (801) 466-5595

Fax: (801) 466-6685

Institute For Disability Studies

Royal D. Walker, Jr.

Associate Director

The University Of Southern Mississippi
3825 Ridgewood Road

Jackson, MS 39211

Tele: (601) 982-6261

Fax: (601) 364-2399

The Institute For Rehabilitation
And Research

Lex Frieden

Senior Vice President

1333 Moursund Street

Texas Medical Center

Houston, TX 77030

Tele: (713) 797-5283

Fax: (713) 799-7095

Institute For The Future
Mary Cain

Research Associate

2744 Sand Hill Road
Menlo Park, CA 94025
Tele: (650) 233-9517
Fax: (650) 854-7850

Diana Cypress
Conference Coordinator
2744 Sand Hill Road
Menlo Park, CA 94025
Tele: (650) 233-9546
Fax: (650) 854-7850
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Institute For The Future
Hank Dempsey

Research Associate

2744 Sand Hill Road
Menlo Park, CA 94025
Tele: (650) 233-9529
Fax: (650) 854-7850

Wendy Everett, Sc.D.
Director

2744 Sand Hill Road
Menlo Park, CA 94025
Tele: (650) 233-9547
Fax: (650) 854-7850

Karen Garavatti
Consultant

2744 Sand Hill Road
Menlo Park, CA 94025
Tele: (650) 854-6322
Fax: . (650) 854-7850

Matthew Holt

Director

2744 Sand Hill Road
Menlo Park, CA 94025
Tele: (650) 233-9525
Fax: (650) 854-7850

Bob Johansen
President

2744 Sand Hill Road
Menlo Park, CA 94025
- Tele: (650) 233-9519
Fax: (650) 854-7850

‘Elaina Kyrouz, Ph.D.
Research Manager

2744 Sand Hill Road
Menlo Park, CA 94025
Tele: (650) 233-9536
Fax: (650) 854-7850

Robert Mittman
Director '

2744 Sand Hill Road
Menlo Park, CA 94025
Tele: (650) 233-9530
Fax: (650) 854-7850
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Institute For The Future
Ian Morrison, Ph.D.
Senior Research Fellow
1635 Bay Laurel Drive
Menlo Park, CA 94025
Tele: (650) 324-3345

~Fax: (650) 324-8011

Marina V. Pascali, Ph.D.
Director

2744 Sand Hill Road
Menlo Park, CA 94025
Tele: (650) 854-6322
Fax: (650) 854-7850

Irene Taylor
Consultant

2744 Sand Hill Road
Menlo Park, CA 94025
Tele: (650) 854-6322
Fax: (650) 854-7850

Charles B. Wilson, M.D., M.S.H.A.

Senior Research Fellow
2744 Sand Hill Road
Menlo Park, CA 94025
Tele: (650) 233-9527
Fax: (650) 854-7850

Katherine Yu
Research Associate
2744 Sand Hill Road
Menlo Park, CA 94025
Tele: (650) 233-9533
Fax: (650) 854-7850

Institute Of Medicine

Clyde J. Behney

Deputy Executive Officer

2101 Constitution Avenue, N.'W.
Washington, DC 20418

Tele: (202) 334-3666 -

Fax: (202) 334-1412

Karen K. Hein, M.D.

Executive Director

2101 Constitution Avenue, N.'W.
Washington, DC 20418

Tele: (202) 334-2177

Fax: ' (202) 334-1694
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Institute Of Medicine

Marion Ein Lewin

Senior Staff Officer And Director
2101 Constitution Avenue, N.W.
Washington, DC 20418

Tele: (202) 334-1506

Fax: (202) 334-3862

Kenneth I. Shine, M.D.

President

2101 Constitution Avenue, N.-W.
Washington, DC 20418

Tele: (202) 334-3300

Fax: (202) 334-3851

Interfaith Health Program
Carter Center

Gary Gunderson

Director

1 Copenhill

Atlanta, GA 30030

Tele: (404) 614-3757

Fax: (404) 420-5158

Interfaith House

Jacob C. Starks

Executive Director

3456 West Franklin Boulevard
Chicago, IL 60624

Tele: (773) 533-3107

Fax: (773) 533-9034

Iowa Department Of Human Services
Janet Shoeman

Developmental Disability Specialist
5th Floor Hoover State Office Building
Des Moines, IA 50319

Tele: (515) 281-4925

Fax: (515) 281-4597

Iowa Hospital Education And
Research Foundation

Philip Latessa

President

100 East Grand Avenue, Suite 100
Des Moines, IA 50309

Tele: (515) 288-1955

Fax: (515) 283-9366

James E. Arnold Consultants, Inc.
James E. Amold

Chairman

530 5th Avenue

New York, NY 10036

Tele: (212) 391-7590

Fax: (212) 944-4444

John Snow, Inc.
Thomas W. Mangione
Senior Research Scientist
44 Farnsworth Street
Boston, MA 02210
Tele: (617) 482-9435
Fax: (617) 482-0617

Johns Hopkins University

Sandra J. Newman

Interim Director

Wyman Building, 3400 North Charles Street
Baltimore, MD 21218

Tele: (410) 516-4614

Fax: (410) 516-8233

The Johns Hopkins University School

Of Hygiene And Public Health

Holly Grason

Associate Scientist, Maternal & Child Health
624 North Broadway, Room 192

Baltimore, MD 21205

Tele: (410) 502-5243

Fax: (410) 955-2303

The John Hopkins University
School Of Medicine

Diane M. Becker, M.P.H, ScD.
Associate Professor, Medicine
1830 East Monument Street 8028
Baltimore, MD 21205

Tele: (410) 955-7781

Fax: (410) 955-0321

The Johns Hopkins University
School Of Medicine

Leon Gordis

Director

720 Rutland Avenue, Room 107
Baltimore, MD 21205-2196
Tele: (410) 614-1356

Fax: (41) 955-0863
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Join Together

David L. Rosenbloom, Ph.D.
Director

441 Stuart Street, 7th Floor
Boston, MA 02116

Tele: (617) 437-1500

Fax: (617) 437-9394

Kentucky Department Of Insurance
D.J. Wasson

Principal Assistant To The Commissioner
215 West Main Street

Frankfort, KY 40601

Tele: (502) 564-6029

Fax: (502) 564-1453

Kentucky SmokeLess States Project
Lynn Carol Birgmann

Director

P. 0. Box 9067

Louisville, KY 40209-0067

Tele: (503) 363-2911 '

Fax: (503) 363-0222

Laguna Research Associates, Inc.
Nelda McCall

President

1604 Union Street

San Francisco, CA 94123

Tele: (415) 440-0145

Fax: (415) 440-0115

Latino Center For Prevention And
Action In Health And Welfare
America: Bracho

CEO

1518 North Broadway

" Santa Ana, CA 92706

Tele: (714) 542-7792

Fax: (714) 542-4853

The Lewin Group

Lawrence S. Lewin

Chief Executive Officer

9302 Lee Highway, Suite 500
Fairfax, VA 22031

Tele: (703) 218-5500

Fax: (703) 218-5502
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Local Initiatives Funding Partners

Pauline M. Seitz
Director

670 Alexander Road
Princeton, NJ 08540
Tele: (609) 275°4128
Fax: (609) 275-4135

Louisiana Alliance To Prevent
Underage Drinking

Sharron Ayers

Project Director

6554 Florida Boulevard, Suite 119
Baton Rouge, LA 70806

Tele: (504) 926-0807

Fax: (504) 926-3842

Louisiana Office Of Public Health

‘Sylvia Sterne, MA

Director, Adolescent And School Health

_Adolescent School Health Initiative

234 Loyola Avenue, Room 604
New Orleans, LA 70112
Tele: (800) 240-0463

Fax: (504) 568-6185

Louisiana State University Medical
School
Richard A. Scribner

Researcher

1600 Canal Street, 6th Floor
New Orleans, LA 70112
Tele: (504) 568-6951

Fax: (504) 568-6905

Lyndon B. Johnson School Of Public
Affairs
David Warner

Professor

University Of Texas At Austin
Austin, TX 78713

Tele: (512) 471-4962

Fax: (512) 471-1835

Maine Bureau Of Insurance
Glenn Griswold

Health Policy Analyst

34 State House Station
Augusta, ME 04333

Tele: (207) 624-8494

Fax: (207) 624-8599
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Making The Grade, George Washington
University
Julia Graham Lear

Director

1350 Connecticut Avenue, N.W., Suite 505
‘Washington, DC 20036

Tele: (202) 466-3396

Fax: (202) 466-3467

Marie H. Katzenbach School
For The Deaf

Janet E. Dickinson

Director Of Community Affairs

P. O. Box 535

Trenton, NJ 08625-0535

Tele: (609) 530-3114

Fax: (609) 530-5791

Maryland Department Of Health
And Mental Hygiene

Ann M. Kerns

Research Statistician/Program Manager
201 West Preston Street
Baltimore, MD 21201

Tele: (410) 767-5945

Fax: (410) 333-7505

Massachusetts Executive Office
Of Health & Human Services
Hans H. Toegel

Deputy Assistant Commissioner
160 North Washington Street
Boston, MA 02114

Tele: (617) 624-7781

Fax: (617) 624-7577

Maternal Child Care Health Center
Judith Berndt-Johnson

Project Director

2415 Mitchell Road

Bedford, IN 47421

Tele: (812) 279-6222

Fax: (812) 279-6349

Matheny Home Health Agency
Sally Colatarci

Director Of Nursing

Main Street

Peapack, NJ 07977

Tele: (908) 234-0011 X269
Fax: (908) 719-2137

Medalia Medical Center

Nancy Heisel, M.D.

Reach Out Project Director

500 17th Avenue, P.O. Box 34008
Seattle, WA 98122

Tele: (206) 320-8188

Fax: (206) 320-4734

Medica Health Plans
Pamela A. Rixe

Manager, Volunteer Program
5601 Smetana Drive
Minnetonka, MN 55343
Tele: (612) 992-3612

Fax: (612) 992-3636

Medical College Of Wisconsin Inc.
Richard A. Cooper

Director, Health Policy Institute

P.O. Box 26509

8701 Watertown Plank Road
Wilwaukee, WI 53226

Tele: (414) 456-8762

Fax: (414) 266-8444

Medical Society Of New Jersey
Neil E. Weisfeld

Deputy Executive Director

2 Princess Road

Lawrenceville, NJ 08648

Tele: (609) 896-1766

Fax: (609) 896-1368

Michigan Department Of Community
Health :

Virginia R. Harmon

Deputy, Community Living, Children And Families

3423 N. Martin Luther King Jr. Blvd.
Lansing, MI 48906

Tele: (517) 335-9371

Fax: (517) 335-8560

Michigan State University

Charles K. Atkin

Professor Of Communication

562 Communication Arts & Sciences Bidg. .
Michigan State University

East Lansing, MI 48824

Tele: (517) 353-3259

Fax: (517)432-1192
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Michigan State University
Carol S. Weissert
Associate Professor

324 South Kedzie

East Lansing, MI 48824
Tele: (517) 353-3292
Fax: (517) 432-1091

Mid-America Coalition On Health
Care Inc.

Patrick R. Brady

Director & Project Consultant

3406 Broadway

Kansas City, MO 64111

Tele: (816) 753-2107

Fax: (816) 531-0575

Minnesota Colleagues In Caring
Mary Rothchild

Project Director

700-World Trade Center

30 East 7th Street

St. Paul, MN 55101

Tele: (612) 296-9599

Fax: (612) 296-3214

Minnesota Hospital And Healthcare
Partnership
Naomi Bowman

Director, Human Resources Services
Suite 350 South

2550 University Avenue West

St. Paul, MN 55114-1900

Tele: (612) 603-3553

Fax: (612) 659-1477

Minnesota Institute Of Public Health
Jean Funk

Vice President

2829 Verndale Avenue

Anoka, MN 55303

Tele: (612) 427-5310

Fax: (612) 427-7841

Minnesota Smoke-Free Coalition
Judy Knapp

" Executive Director
1619 Dayton Avenue, Suite 204B
St. Paul, MN 55104
Tele: (612) 641-1223
Fax: (612) 641-1601
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The Miriam Hospital

David B. Abrams, Ph.D.

Director, Center For Behavorial/Preventive
Medicine

164 Summit Avenue

Providence, RI 02906

Tele: (401) 331-8500

Fax: (401) 331-2453

Mississippi Division Of Medicaid
Helen Wetherbee

Executive Director

Robert E. Lee Building, Rm 801
239 North Lamar Street

Jackson, MS 39201-1399

Tele: (601) 359-6056

Fax: (601) 359-6048

Missoula Demonstration Project Inc.
Barbara K. Spring, Ph.D.

Executive Director

1901 South Higgins Avenue
Missoula, MT 59801

Tele: (406) 728-1613

Fax: (406) 543-7769

Mothers Against Drunk Driving

Bobby Heard

National Director

511 East John Carpenter Freeway, Suite 700
Irving, TX 75062

Tele: (214) 744-6233

Fax: (972) 869-2207

Mountain States Group
James Przybilla

Project Director

1607 West Jefferson Street
Boise, ID 83702

Tele: (208) 336-5533 x228

" Fax: (208) 336-0880

Mt. Sinai Medical Center
Robert N. Butler, M.D.
Chairman, CEO & President
1216 - 5th Avenue, Suite 552
New York, NY 10029-6574
Tele: (212) 241-4633

Fax: (212) 360-6338
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Mt. Sinai School Of Medicine
Bruce C. Vladeck

Professor Of Health Policy
1507 Noyes Drives

Silver Spring, MD 20910
Tele: (301) 589-5057

Fax: (301) 589-5057

National Academy Of Sciences
J. Michael McGinnis

Scholar In Residence

2101 Constitution Avenue N.W.
Washington, DC 20418

Tele: (202) 334-2301

Fax: (202) 334-2201

Constance M. Pechura

Director, Div. Of Neuroscience &
Behavioral Health

2101 Constitution Avenue, N.W.
Washington, DC 20418

Tele: (202) 334-3387

Fax: (202) 334-1317

National And World Council

Of Churches

The Rev. Dr. Albert M. Pennybacker
President :
475 Riverside Drive, Room 880

New York, NY 10115

Tele: (212) 870-3264

Fax: (212) 870-3261

National Association Of Children's Hospitals
And Related Institutions

Shirley Girouard, Ph.D., RN, FAAN

Vice President, Child Health & Financing

401 Wythe Street

Alexandria, VA 22314

Tele: (703) 684-1355

‘Fax: (703) 684-1589

National Association Of School
Nurses, Inc.

Beverly K. Farquhar

Executive Director

P.O. Box 1300

Scarborough, ME 04070-1300
Tele: (207) 883-2117

Fax: (207) 883-2683

National Black Women's Health
Project Inc.

Byllye Y. Avery

Founder

1211 Connecticut Avenue N.W., Suite 310
Washington, DC 20036

Tele: (202) 835-0117

Fax: (202) 833-8790

National Center For Tobacco-Free Kids

- William D. Novelli

President

1707 L Street, N.W., Suite 800
Washington, DC 20036

Tele: (202) 296-5469

Fax: (202) 296-5427

The National Center On Addiction
And Substance Abuse At Columbia
University

Paula Kleinman

Senior Research Associate

152 West 57th Street, 12th Floor
New York, NY 10019

Tele: (212) 841-5252

Fax: (212) 956-8020

The National Center On Addiction

And Substance Abuse. At Columbia
University

Mary R. Nakashian

Vice President

" 152 West 57th Street, 12th Floor

New York, NY 10019
Tele: (212) 841-5230
Fax: (212) 956-8020

National Coalition Of Hispanic Health And
Human Services Organizations

Adolph P. Falcon, M.P.P.

Vice President For Policy And Research

1501 16th Street, N.-W.

‘Washington, DC 20036

Tele: (202) 797-4341

Fax: (202) 797-4353

National Conference Of State Legislatures
Ann Morse

Program Manager

444 North Capitol Street

Washington, DC 20001

Tele: (202) 624-8697

Fax: (202) 737-1069
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The National Council On The Aging
James P. Firman

President & Chief Executive Officer
409 3rd Street, S.W., Suite 200
Washington, DC 20024

Tele: (202) 479-6601

Fax: (202) 479-6602

National Federation Of Interfaith Volunteer
Caregivers, Inc. '
Virginia Schiaffino Kasinki

368 Broadway, Suite 103

Kingston, NY 12401

Tele: (914) 331-1358

Fax: (914) 331-4177

National Governor's Association
Randolph A. Desonia

Director, Health Policy Studies

444 N. Capitol Street, N.-W., Suite 267
Washington, DC 20001

Tele: (202) 624-5300

Fax: (202) 624-5313

National Health Policy Forum
Judith Miller Jones

Director

2021 K Street, N.W., Suite 800
Washington, DC 20006

Tele: (202) 872-1390

Fax: (202) 862-9837

National Long Term Care Resource
Center

Rosalie A. Kane

Professor And Director

420 Delaware Street, S.E., D527 Mayo
Minneapolis, MN 55455

Tele: (612) 624-5171

Fax: (612) 624-5434

National Opinion Research Center
Kenneth A. Rasinski

Senior Research Scientist

1155 East 60th Street

Chicago, IL. 60637

Tele: (773) 256-6278

Fax: (773) 753-7886
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National Public Health And Hospital
Institute :
Dennis P. Andrulis

President

1212 New York Avenue, N.W., Suite 800
Washington, DC 20005

Tele: (202) 408-0229

Fax: (202) 408-0235

National Public Radio, Inc.
Agnes Connolly

Development Director, News

635 Massachusetts Avenue, N.-W.
Washington, DC 20001-3753
Tele: (202) 414-2084

Fax: (202) 414-3049

National Women's Health Network, Inc.
Cynthia Pearson

Executive Director

514 Tenth Street, N.W., Suite 400
Washington, DC 20004

Tele: (202) 347-1140

Fax: (202) 347-1168

Neighborhood Health Care Network

Alice L. Larson, CPA, M..S.

Executive Director

2550 University Avenue West, Suite 416 South
St. Paul, MN 55114-1904

Tele: (612) 603-6050

Fax: (612) 649-0725

Neighborhood Health Plan
Robert J. Master

Chief Medical Officer

C/O CMA, 31 St. James Street
Boston, MA 02116

Tele: (617) 423-0040

Fax: (617) 423-0080

New Jersey Department Of Health & Senior
Services

Douglas H. Morgan

Assistant Commissioner

50 E. State Street, P. O. Box 363

Trenton, NJ 08625

Tele: (609) 984-5874

Fax: (609) 633-2494
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New Media Creative, Inc.
Lawrence Behrs

51 Federal Street, Suite 100
San Francisco, CA 94107
Tele: (415) 538-7870
Fax: (415) 538-7874

John Couch

51 Federal Street, Suite 100
San Francisco, CA 94107
Tele: (415) 538-7870
Fax: (415) 538-7874

Adam Hollander

51 Federal Street, Suite 100
San Francisco, CA 94107
Tele: (415) 538-7870
Fax: (415) 538-7874

Bonnie Holzer

51 Federal Street, Suite 100
San Francisco, CA 94107
Tele: (415) 538-7870
Fax: (415) 538-7874

Bob Koplin

51 Federal Street, Suite 100
San Francisco, CA 94107
Tele: (415) 538-7870
Fax: (415) 538-7874

Glennon Schlueter

51 Federal Street, Suite 100
San Francisco, CA 94107
Tele: (415) 538-7870

Fax: (415) 538-7874

Chris Wickman

51 Federal Street, Suite 100
San Francisco, CA 94107
Tele: (415) 538-7870
Fax: (415) 538-538-7874

The New York Academy Of Medicine
Jeremiah A. Barondess, M.D.

President

1216 Fifth Avenue

New York, NY 10029

Tele: (212) 822-7201

Fax: (212) 996-7826

The New York Academy Of Medicine
Bradford H. Gray

Director

1216 Fifth Avenue

New York, NY 10029-5293

Tele: (212) 822-7286

Fax: (212) 348-2238

Roz D. Lasker, M.D.

Director, Division Of Public Health
1216 Fifth Avenue, Room 450
New York, NY 10029

Tele: (212) 822-7250

Fax: (212) 363-2652

New York University

John Billings

Director, Health Research Program
40 West 4th Street

608 Tisch Hall

New York, NY 10012

Tele: (212) 998-7455

Fax: (212)995-4162

New York Umversxty

Robert F. Wagner Graduate School
Of Public Service

Anthony R. Kovner

Professor

600 Tisch Hall, 40 West 4th Street
New York, NY 10012

Tele: (212) 998-7444

Fax: (212)995-4162

Newark Fighting Back Partnership Inc.
Larry L. Bembry

Executive Director

33 Washington Street, 13th Floor
Newark, NJ 07102

Tele: (973) 242-8200

Fax: (973) 242-8287

North Carolina Foundation For Alternative
Health Programs,

Incorporated

James D. Bernstein

P.O. Box 10245

Raleigh, NC 27605

Tele: (919) 821-9991

Fax: (919) 821-9993
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N
North Dakota Healthcare Foundation On Lok Senior Health Services o
Shireen Holloway-Hoff : Jennie Chin Hansen )
Project Director/Consultant Executive Director -~
1830 8th Street, S.W. 1333 Bush Street o~
Minot, ND 58701 San Francisco, CA 94109-5611 ] )
Tele: (701) 838-8062 . Tele: (415) 292-8880 .
Fax: (701) 838-5396 Fax: (415) 292-8145 e
. j
Northwestern University OpTx Corporation » e
Peter P. Budetti Patrick Jeffries o
Director & Professor Chairman )
Institute For Health Services Research & Policy 100-287 Broadway Avenue 7
Studies, 629 Noyes Street Winnipeg, Manitoba Canada R3C 0R9 \/‘
Evanston, IL 60208 Tele: (204) 957-3121 /\
Tele: (847) 491-5643 Fax: (204) 987-8772 F
Fax: (847) 491-2202 -
Oral Health America -
Office Of Rural Health & Primary Care Stephen B. Corbin - )
Estelle Brouwer ‘ Vice President For Professional Relations /\
Director & Institutional Advancement "
121 East 7th Place, P.O. Box 64975 3020 Vandever Street ' .
St. Paul, MN 55164 Brookville, MD 20833 /‘;‘
Tele: (612) 282-6348 Tele: (301) 570-5235 )
Fax: (612) 297-5808 Fax: (301) 570-5265 . Y
The Ohio Citizens League For Nursing Oral Health America )
Jane F. Mahowald Robert J. Klaus o
Executive Director President ‘ -
2800 Euclid Avenue, Suite 235 410 North Michigan Avenue, Suite 352 L
Cleveland, OH 44115 Chicago, IL 60611 i I
Tele: (216) 781-7222 _ Tele: (312) 836-9900 o
Fax: (216) 664-6984 Fax: (312) 836-9986 o
. _ , .
OHSU Center On Self-Determination Oregon Coalition To Reduce
Laurie E. Powers, Ph.D. Underage Drinking \
Director, Oregon Self-Determination Project Nigel D. Wrangham ' e
3608 S.E. Powell Boulevard Project Director \(:\1
Portland, OR , 0245 S.W. Brancroft Street, Suite B
Tele: (503) 232-9154 Portland, OR 97201 ~
Fax: (503) 232-6423 Tele: (503) 279-9209 -
Fax: (503) 827-3902 O
Older Adult Social Services (OASIS) N
Ruth Enns ) Oregon Health Plan Policy & Research e
Executive Director Barney Speight _ .
1717 South Chestnut Avenue Administrator . o
Fresno, CA 93702 255 Capitol Street NE - 5th Floor -
Tele: (209) 255-8051 Salem, OR 97310 o
Fax: (209) 255-2436 Tele: (503) 378-2422 x401 : _

Fax: (503) 378-5511
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Oregon Health Science University

School Of Medicine )

Merwyn R. Greenlick

Professor & Chair )

3181 S.W. Sam Jackson Park Road, CB-669
Portland, OR 97201

Tele: (503) 494-8257

Fax: (503) 494-4981

Mark Helfand, M.D.

Director

3181 S.W. Sam Jackson Park Road
Portland, OR 97207-3098

Tele: (503) 494-4277

Fax: (503) 494-4551

Ounce Of Prevention Fund
Leo Smith

Associate Director Of Finance & Administration

122 South Michigan Avenue, Suite 2050
Chicago, IL. 60603

Tele: (312) 922-3863

Fax: (312) 922-3337

Parents As Teachers

Mildred Winter

Executive Director

10176 Corporate Square Drive, Suite 230
St. Louis, MO 63132

Tele: (314) 432-4330

Fax: (314) 432-8963

The Park Ridge Center
Laurence J. O'Connell, M.D.
President ,
211 East Ontario, Suite 800
Chicago, IL 60611

Tele: (312) 266-9515

Fax: (312) 266-6086

Partners HealthCare System, Inc.
H. Richard Nesson, M.D.

Senior Consultant

Prudential Tower

800 Boylston Street, Suite 1150
Boston, MA 02199

Tele: (617) 278-1003

Fax: (617) 278-1047

Partnerships For Training

Sally Tom, M.S., M.P.A., CNM
Deputy Director

1400 - 16th Street, N.W., Suite 720
Washington, DC 20036

Tele: (202) 483-8896

Fax: (202) 483-8898

pPARTyY/SCIENCE

Mark Petrakis

203-B Morning Sun Avenue
Mill Valley, CA 94941
Tele: (415) 381-5622

Fax: (415) 381-5639

PDF Incorporated

Peter D. Fox

President

8101 Connecticut Avenue, #N-706
Chevy Chase, MD 20815

Tele: (301) 718-1015

Fax: (301) 951-0842

Pew Charitable Trusts

Maureen K. Byrnes

Director, Health & Human Services Program
One Commerce Square

2005 Market Street, Suite 1700
Philadelphia, PA 19103

Tele: (215) 575-4860

Fax: (215) 575-4924

PKC Corporation
Lawrence L. Weed, M.D.
President

1 Mill Street, Box A-8
Burlington, VT 05401-1530
Tele: (802) 658-5351

Fax: (802) 658-3078

Prevention Research Center For
Family & Child Health

Peggy Hill

Professional Research Associate
303 East 17th Avenue, Suite 200
Denver, CO 80203

Tele: (303) 861-1715, xtn 225
Fax: (303) 861-2441
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Public Administration Institute
Thomas J. Pavlak

Director

Fairleigh Dickinson University
1000 River Road

Teaneck, NJ 07666

Tele: (201) 692-7171

Fax: (201) 692-7179

Public/Private Ventures
Lauren Kotloff

Senior Research Associate
One Commerce Square

2005 Market Street, Suite 900
Philadelphia, PA 19103 -
Tele: (215) 557-4448

Fax: (215) 557-4469

Radio Bilingue, Inc.
Hugo Morales

Executive Director

5005 East Belmont Avenue
Fresno, CA 93727

Tele: (209) 455-5757

Fax: (209) 455-5747

RAND Corporation

Stephen H. Long

Senior Economist

1333 H Street, N.-W., Suite 800
Washington, DC 20005

Tele: (202) 296-5000 x5370
Fax: (202) 296-7960

RAND Corporation
Elizabeth Rolph

Senior Political Scientist
1700 Main Street

Santa Monica, CA 90407
Tele: (310) 393-0411
Fax: (310) 393-4818

The Robert Wood Johnson Foundation
Edward C. Andrews, Jr., M.D.

Board Of Trustees

Route 1 And College Road East

Post Office Box 2316

Princeton, NJ 08543-2316

Tele: (609) 243-5900

Fax: (609) 243-5894
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The Robert Wood Johnson Foundation

Marilyn Aquirre-Molina, Ed.D.
Senior Program Officer

Route 1 And College Road East.

Post Office Box 2316
Princeton, NJ 08543-2316
Tele: (609) 951-5770
Fax: (609) 987-8746

Barbara Matacera Barr

Program Associate

Route 1 And College Road East
Post Office Box 2316
Princeton, NJ 08543-2316
Tele: (609) 951-5782

Fax: (609) 987-8746

Nancy L. Barrand

Senior Program Officer

Route 1 And College Road East
Post Office Box 2316
Princeton, NJ 08543-2316
Tele: (609) 243-5943

Fax: (609) 987-8746

Marian E. Bass

Special Program Officer
Route 1 & College Road East
P. O. Box 2316

Princeton, NJ 08543-2316°
Tele: (609) 243-5974
Fax: (609) 452-1865

Neal Brandes

Program Associate

Route 1 And College Road East
Post Office Box 2316
Princeton, NJ 08543-2316
Tele: (609) 243-5760

Fax: . (609) 987-8746

David R. Clare

Board Of Trustees

Route 1 And College Road East
Post Office Box 2316
Princeton, NJ 08543-2316
Tele: (609) 243-5900

Fax: (609) 243-5894
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. ( : Leighton E. Qluff, M.D.
- Trustee Emeritus
O Route 1 And College Road East
‘:) Post Office Box 2316
- Princeton, NJ 08543-2316
W Tele: (609) 243-5900
C) Fax: (609) 243-5894
O ' Rheba De Tornyay, Ed.D.
@ Board Of Trustees
- Route 1 And College Road East
W Post Office Box 2316
(‘3 Princeton, NJ 08543-2316
T Tele: (609) 243-5900
@ Fax: (609) 243-5894
\,i} Pamela S. Dickson
w Senior Program Officer
N Route 1 And College Road East
>f Post Office Box 2316
N Princeton, NJ 08543-2316
N Tele: (609) 951-5757
~ Fax: (609) 987-8746
),
C/ Seth L. Emont, Ph.D.
~ Senijor Program Officer
9, Route 1 And College Road East
C/ Post Office Box 2316
- Princeton, NJ 08543-2316
@ Tele: (609) 243-5869
@ Fax: (609) 987-8746
Q) Dale Engelbert
7N Communications Assistant
\j Route 1 And College Road East
O Post Office Box 2316
7 Princeton, NJ 08543-2316
~ Tele: (609) 243-5948
@ Fax: (609) 452-1865
\J Nancy W. Fishman
v Program Associate
' ‘ Route 1 And College Road East
V Post Office Box 2316
L Princeton, NJ 08543-2316
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The Robert Wood Johnson Foundation
Lawrence G. Foster

Board Of Trustees

Route 1 And College Road East

Post Office Box 2316

Princeton, NJ 08543-2316

Tele: (609) 243-5900

Fax: (609) 243-5894

James R. Gavin, Il M.D., Ph.D.
Board Of Trustees

Route 1 And College Road East
Post Office Box 2316
Princeton, NJ 08543-2316
Tele: (609) 243-5900

Fax: (609) 243-5894

Rosemary Gibson

Senior Program Officer

Route 1 And College Road East
Post Office Box 2316
Princeton, NJ 08543-2316
Tele: (609) 243-5970

Fax: (609) 987-8746

Peter Goodwin

Vice President & Treasurer
Route 1 And College Road East
Post Office Box 2316
Princeton, NJ 08543-2316
Tele: (609) 243-5841

Fax: (609) 452-9564

Linda Griego

Board Of Trustees

Route 1 And College Road East
Post Office Box 2316
Princeton, NJ 08543-2316
Tele: (609) 243-5900

Fax: (609) 243-5894

Majorie A. Gutman, Ph.D.
Senior Program Officer

Route 1 And College Road East
Post Office Box 2316
Princeton, NJ 08543-2316
Tele: (609) 243-5960

Fax: (609) 987-8746
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The Robert Wood Johnson Foundation
Susan Hassmiller, Ph.D. )
Senior Program Officer

Route 1 And College Road East

Post Office Box 2316

Princeton, NJ 08543-2316

Tele: (609) 951-5717

Fax: (609) 987-8746

Ruby P. Hearn, Ph.D.

Senior Vice President

" Route 1 And College Road East
Post Office Box 2316
Princeton, NJ 08543-2316
Tele: (609) 243-5911

Fax: (609) 452-1865

Rona S. Henry

Senior Financial Officer

Route 1 And College Road East
Post Office Box 2316
Princeton, NJ 08543-2316

Tele: (609) 243-5853

Fax: (609) 452-9564

Robert G. Hughes, Ph.D.

Vice President

Route 1 And College Road East
Post Office Box 2316
Princeton, NJ 08543-2316

Tele: (609) 243-5964

Fax: (609) 987-8746

Paul S. Jellinek, Ph.D.

Vice President

Route 1 And College Road East
Post Office Box 2316
Princeton, NJ 08543-2316
Tele: (609) 243-5912

Fax: (609) 951-5708

Phyllis L. Kane

Program Assistant

Route 1 And College Road East
Post Office Box 2316
Princeton, NJ 08543-2316
Tele: (609) 243-5957

Fax: (609) 987-8746
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The Robert Wood Johnson Foundation
Frank Karel
Vice President For Communications

Route 1 And College Road East
Post Office Box 2316

Princeton, NJ 08543-2316
Tele: (609) 243-5923

Fax: (609) 452-1865

Nancy J. Kaufman

Vice President

Route 1 And College Road East
Post Office Box 2316

Princeton, NJ 08543-2316
Tele: (609) 243-5972

Fax: (609) 987-8746

The Honorable Thomas H. Kean
Board Of Trustees

Route 1 And College Road East
Post Office Box 2316

Princeton, NJ 08543-2316
Tele: (609) 243-5900

Fax: (609) 243-5894

Terrance Keenan

Special Program Consultant
Route 1 And College Road East
Post Office Box 2316

Princeton, NJ 08543-2316
Tele: (609) 243-5967

Fax: (609) 987-8746

James R. Knickman, Ph.D.

Vice President

Route 1 And College Road East
Post Office Box 2316

Princeton, NJ 08543-2316
Tele: (609) 243-5959

Fax: (609) 987-8746

Joe Marx

Senior Communications Officer
Route 1 And College Road East
Post Office Box 2316

Princeton, NJ 08543-2316

Tele: (609) 243-5946

Fax: (609) 452-1865
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The Robert Wood Johnson Foundation
Maureen Michael

Program Associate

Route 1 And College Road East

Post Office Box 2316

Princeton, NJ 08543-2316

Tele: (609) 243-5966

Fax: (609) 987-8746

Doriane C. Miller, M.D.

Vice President

Route 1 And College Road East
Post Office Box 2316
Princeton, NJ 08543-2316
Tele: (609) 951-5772

Fax: (609) 987-8746

Floyd K. Morris

Program Officer

Route 1 And College Road East
Post Office Box 2316
Princeton, NJ 08543-2316
Tele: (609) 243-5973

Fax: (609) 951-5708

Marco Navarro

Financial Officer

Route 1 And College Road East
Post Office Box 2316
Princeton, NJ 08543-2316
Tele: (609) 243-5842 .

Fax: (609) 452-9564

C. Tracy Orleans, Ph.D."

Senior Program Officer

Route 1 And College Road East
Post Office Box 2316
Princeton, NJ 08543-2316
Tele: (609) 243-5962

Fax: (609) 987-8746

Jack W. Owen

Board Of Trustees

Route 1 And College Road East
Post Office Box 2316

Princeton, NJ 08543-2316

Tele: (609) 243-5900

Fax: (609) 243-5894

The Robert Wood Johnson Foundation
Katherine J. Parker
Assistant Director, Office Of Proposal

Management

Route 1 And College Road East
Post Office Box 2316
Princeton, NJ 08543-2316

Tele: (609) 243-5987

Fax: (609) 987-8845

Norman Rosenberg, M.D.
Trustee Emeritus

Route 1 And College Road East
Post Office Box 2316
Princeton, NJ 08543-2316
Tele: (609) 243-5900

Fax: (609) 243-5894

Rush L. Russell

Senior Program Officer

Route 1 And College Road East
Post Office Box 2316
Princeton, NJ 08543-2316
Tele: (609) 243-5755

Fax: (609) 951-5708

Lewis G. Sandy, M.D.
Executive Vice President

Route 1 And College Road East
Post Office Box 2316
Princeton, NJ 08543-2316
Tele: (609) 243-5940

Fax: (609) 243-5894

Renie Schapiro
Consultant

4706 Deerpath Road
Middleton, WI 53562
Tele: (608) 836-7557
Fax: (608) 836-4606

Steven A. Schroeder, M.D.
President

Route 1 And College Road East
Post Office Box 2316
Princeton, NJ 08543-2316
Tele: (609) 243-5902

Fax: (609) 243-5894
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The Robert Wood Johnson Foundation
Ann Searight

Communications Associate

Route 1 And College Road East

Post Office Box 2316

Princeton, NJ 08543-2316

Tele: (609) 243-5933

Fax: (609) 452-1865

Lois Shevlin

Program Assistant

Route 1 And College Road East
Post Office Box 2316
Princeton, NJ 08543-2316
Tele: (609) 243-5913

Fax: (609) 452-1865

Beth A. Stevens, Ph.D.

Senior Program Officer

Route 1 And College Road East
Post Office Box 2316
Princeton, NJ 08543-2316
Tele: (609) 243-5952

Fax: (609) 987-8746

Paul A. Tarini

Communications Officer

Route 1 And College Road East
Post Office Box 2316
Princeton, NJ 08543-2316
Tele: (609) 243-5931

Fax: (609) 452-1865

Richard Toth

Assistant Director, Office Of Proposal
Management

Route 1 And College Road East

Post Office Box 2316

Princeton, NJ 08543-2316

Tele: (609) 243-5986

Fax: (609) 987-8845

William R. Walsh, Jr.

Trustee Emeritus

Route 1 And College Road East
Post Office Box 2316
Princeton, NJ 08543-2316
Tele: (609) 243-5900

Fax: (609) 243-5894
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The Robert Wood Johnson Foundation
Vicki D. Weisfeld
Senior Communications Officer

Route 1 And College Road East
Post Office Box 2316
Princeton, NJ 08543-2316
Tele: (609) 243-5926

Fax: (609) 452-1865

Sidney F. Wentz.

Board Of Trustees

Route 1 And College Road East
Post Office Box 2316
Princeton, NJ 08543-2316
Tele: (609) 243-5900

Fax: (609) 243-5894

Judith Y. Whang

Program Officer

Route 1 And College Road East
Post Office Box 2316
Princeton, NJ 08543-2316
Tele: (609) 243-5968

Fax: (609) 987-8746

J. Warren Wood, III

Vice President, General Counsel & Secretary

Route 1 And College Road East
Post Office Box 2316
Princeton, NJ 08543-2316

. Tele: (609) 243-5907

Fax: (609) 243-5894

The Robert Wood Johnson Foundation
Community Health Leadership Program
Catherine M. Dunham

Program Director

30 Winter Street, Suite 1005

Boston, MA 02108

Tele: (617) 426-9772

Fax: (617) 451-5838

The Robert Wood Johnson Foundation
Executive Nurse Leaders Fellowship

Program
Marilyn Chow
Program Director

“1388 Sutter Street, Suite 805

San Francisco, CA 94109
Tele: (415) 502-7535
Fax: (415) 476-4113




(0

™~
A

> O C

e

' Y YO YOV, OO SOO0O00G00C

P,

/‘Q/:)/\C)

The Robert Wood Johnson Foundation Urban

Initiative

Charles Royer

National Program Director
7900 E. Greenlake Drive N.
Seattle, WA 98105

Tele: (206) 522-1592
Fax: (206) 616-7541

Robert Wood Johnson Health System
Andrew R. Greene

Chief Executive Officer

1 Robert Wood Johnson Place

P. O. Box 2601

New Brunswick, NJ 08903-2601

Tele: (908) 418-8055

Fax: (908) 418-8058

Rockefeller Institute
Richard P. Nathan
Director

411 State Street
Albany, NY 12203
Tele: (518) 443-5831
Fax: (518) 443-5834

Rose Community Foundation
Marguerite Johnson Rountree
Vice President For Program

600 S. Cherry Street, Suite 1200
Denver, CO 80246

Tele: (303) 398-7407

Fax: (303) 398-7430

San Antonio Metropolitan Health
District

Fernando A. Guerra, M.D., M.P.H.
Director Of Health

332 West Commerce Street, Suite 307
San Antonio, TX 78205-2489

Tele: (210) 207-8731

Fax: (210) 207-8999

San Francisco Department Of Public
Health
Nancy Presson

Associate Director For Managed Care
1380 Howard Street, 5th Floor

San Francisco, CA 94103

Tele: (415) 255-3632

Fax: (415) 255-3567

Santa Barbara Fighting Back
Penny Jenkins

Project Director

P.O. Box 28 .

Santa Barbara, CA 93102-0028
Tele: (805) 963-1433

Fax: (805) 963-4099

Santa Clara County
John D. Larson
Manager, Treatment & Recovery

976 Lenzen Avenue

San Jose, CA. 95126
Tele: (408) 299-7280
Fax: (408) 287-3084

Self-Determination For Persons
With Developmental Disabilities
Donald L. Shumway

Co-Director

The Concord Center

10 Ferry Street, Unit 14

Concord, NH 03301-5019

Tele: (603) 228-0602

Fax: (603) 228-0615

Sierra Health Foundation
Len McCandliss

President & CEO

1321 Garden Highway
Sacramento, CA 95833
Tele: (916) 922-4755
Fax: (916) 922-4024

Sikora Center, Inc.

Susan N. Smith
President/Executive Director
P.O.Box 4

Camden, NJ 08101

Tele: (609) 963-1312

Fax: (609) 963-2927

Smoke-Free Families Program
H. Pennington Whiteside

Deputy Director

UAB Schoo! Of Medicine

Old Hillman Building, Room 560
Birmingham, AL 35233

Tele: (205) 975-8951

Fax: (205) 975-4411
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Sound Partners For Community Health
Mark A. Sachs

Program Director

8730 Georgia Avenue, Suite 408

Silver Spring, MD 20910

Tele: (301) 565-0805

Fax: (301) 565-0808

South Dakota State University

Margaret L. Hegge

Professor And Director

South Dakota Colleagues In Caring Project
Box 2218, PC 201C

Brookings, SD 57007-3501

Tele: (605) 688-6738

Fax: (605) 688-6748 s

St. Mary's Health Network

Kathy Barlow

Vice President - Saint Mary's Foundation
1155 West 4th Street, Suite 222

Reno, NV 89503

Tele: (702) 789-3020

Fax: (702) 789-3545

St. Paul Internists

Thomas B. Dunkel, M.D.
President, Ramsey Medical Society
710 Gallery Building

17 West Exchange Street

St. Paul, MN 55102

Tele: (612) 232-4300

Fax: (612)232-4325

Stanford University

School Of Medicine

Laurence C. Baker

Assistant Professor Of Health Research
And Policy

HRP Redwood Building, Room T253
Stanford, CA 94305-5405

Tele: (415) 725-6523

Fax: (415) 723-3786

State Of Arkansas
Department Of Health
Randy Lee

Area Manager

503 Walnut

Taxarkana, AR 71854
Tele: (870) 773-2108
Fax: (870) 772-2852
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State Of California

Health And Welfare Agency
Michael G. Kassis

Deputy Director

818 K Street, Room 500
Sacramento, CA 95814

Tele: (916) 323-8399

Fax: (916) 324-9242

State Of Colorado

Department Of Health Care Policy
And Financing

Sarah Schulte

Healthy Policy Analyst

1575 Sherman Street, 4th Floor
Denver, CO 80203

Tele: (303) 866-3144 ‘
Fax: (303) 866-2803

State Of Minnesota
Department Of Human Services
Sandra Mahaniah

Project Coordinator, MSHO

444 Lafayette Road

St. Paul, MN 55155-3854

Tele: (612) 296-1724

Fax: (612)297-3230

Troy Mangan

Program Consultant

444 Lafayette Road

St. Paul, MN 55155-3857
Tele: (612) 297-5885
Fax: (612) 282-9922

Kathleen E. Schuler

Manager, Demonstration Project
444 Layfayette Road

St. Paul, MN 55155-3854
Tele: (612) 297-4668

Fax: (612) 282-9922

State Of New Hampshire
Department Of Health And
Human Services

Rich Crocker

Director

115 Pleasant Street, Annex Building #1
Concord, NH 03301

Tele: (603) 271-7862

Fax: (603) 271-4643



State Of New Jersey
Department Of Health And
Senior Services

Marilyn Dahl

Director

P. O. Box 360

Trenton, NJ 08625

Tele: (609) 984-2177

Fax: (609) 984-5474

State Of New Mexico

New Mexico Health Policy Commission
Katherine A. Ganz

Director

435 St. Michael's Drive, Suite A-202
Santa Fe, NM 87505

Tele: (505) 827-7500

Fax: (505) 827-7506

State Of Rhode Island
Department Of Health
William Hollinshead

Medical Director, Family Health
3'Capitol Hill, Room 203
Providence, R1 02908

Tele: (401) 277-2312

Fax: (401) 277-1442

State Of Utah

Department Of Human Services

S. Travis Wall

Director, Utah Self-Determination Project
120 North 200 West, Suite 411

Salt Lake City, UT 84103

Tele: (801) 538-4211

Fax: (801) 538-4279

Stone Soup Group

Kathy Allely

Administrative Director

2401 East 42nd Street, Suite 306
Anchorage, AK 99508

Tele: (907) 561-3701

Fax: (907) 562-2409

Stop Teenage Addiction To Tobacco
Judy Sopenski :
Executive Director

511 East Columbus Avenue
Springfield, MA 01105

Tele: (413) 732-7828

Fax: (413) 732-4219

Stratis Health

David M. Radosevich

Director, Center For Applied Research
And Analysis

2901 Metro Drive, Suite 400
Bloomington, MN 55425-1525

Tele: (612) 853-1814

Fax: (612) 853-8503

Technical Assistance Collaborative
Martin D. Cohen

Executive Director

One Center Plaza, Suite 310

Boston, MA 02108

Tele: (617) 742-5657

Fax: (617) 742-0509

Temple University

David Barton Smith

Professor And Chairman

Department Of Health Administration
Speakman Hall (006-00)
Philadelphia, PA 19104

Tele: (215) 204-8082

Fax: (215) 204-3851

Temple University

School Of Medicine

E. Albert Reece, M.D.

Professor & Chairman, OB/GYN
3401 N. Broad Street
Philadelphia, PA 19140

Tele: (215) 707-3002

Fax: (215) 707-1516

Texas A&M University-Corpus Christi
Claudia L. Johnston ‘
Coordinator, Graduate Programs

6300 Ocean Drive

Corpus Christi, TX 78412

Tele: (512) 994-2712

Fax: N/A

Texas Department Of Mental Health
And Mental Retardation

Ellis M. (Pat) Craig

Research Specialist

P.O. Box 12668

Austin, TX 78711-2668

Tele: (512) 206-4603

Fax: (512) 206-4899

Page 77



Texas Institute For Health Policy
Research
Camille D. Miller

President & Chief Executive Officer
P.O. Box 15587

Austin, TX 78761

Tele: (512) 465-1040

Fax: (512) 453-1267

. Texas Medical Association Foundation

- Catherine R. Edwards
Executive Director

401 West 15th Street, Suite 840
Austin, TX 78701

Tele: (512) 370-1665

Fax: (512) 370-1635

Texas Tech University Heafth Sciences
Center
David M. Freed, Ph.D.

Director

3601 4th Street
Lubbock, TX 79430
Tele: (806) 743-1814
Fax: (806) 743-1147

Tulane University Medical Center
Robert H. Miller

Vice Chancellor For Clinical Affairs
Otolaryngology SL59 '
1430 Tulane Avenue

New Orleans, LA 70112

Tele: (504) 587-7566

Fax: (504) 582-7846

Kenneth Thorpe
Professor And Director
Institute For Health Services Research
SPH & T™
1430 Tulane Avenue, SL 29
"New Orleans, LA 70112
Tele: (504) 588-5171
Fax: (504) 588-2293

Twin Cities Healthy Nations Program
Michael A. Goze

Program Director -

1530 E. Franklin Avenue

Minneapolis, MN 55404

Tele: (612) 879-1743

Fax: (612) 879-1795
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UC Davis Medical Center Hospital
Alliances
Thomas S. Nesbitt, M.D., M.P.H.

Medical Directdr, Rural Health,
Telemedicine And Community

2315 Stockton Boulevard, Sherman Way Building

Sacramento, CA 95817
Tele: (916) 734-5675
Fax: (916) 734-1366

United Hospital Fund Of New York
James R. Tallon

President

350 Fifth Avenue - 23rd F Loor

“New York, NY 10118

Tele: (212) 494-0777
Fax: (212) 494-0830

United Mine Workers Of America Combined
Benefit Fund

Ralph Horn
Assistant Director- Provider Relations
4455 Connecticut Avenue, N.W.

" Washington, DC 20008

Tele: (814) 262-1006
Fax: (814) 262-1001

United Way Of San Diego County
Sandra L. McBruyer

Executive Director

4438 Ingraham Street, Suite 1

San Diego, CA 92109

Tele: (619) 490-1670

Fax: (619) 490-1676

University Of Alabama At Birmingham
Cynthia Carter Haddock

Professor

Webb Building, Room 510

1675 University Boulevard

Birmingham, AL 35294-3361

Tele: (205) 934-1735

Fax: (205) 975-6608

University Of Alabama At Birmingham
Paul W. Sanders, M.D.

Associate Professor Of Medicine

701 South 19th Street/LHRB 642
Birmingham, AL 35294-0007

Tele: (205) 934-3589

Fax: -(205) 975-6288
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University Of Alabama At Birmingham
David G. Wamnock, M.D. -

Director Of Nephrology

647 THT, 1900 University Boulevard
Birmingham, AL 35294

Tele: (205) 934-3585

Fax: (205) 934-1879

University Of Alabama At Birmingham School
Of Medicine

Robert L. Goldenberg, M.D.

Professor And Chairman, Dept. Of Ob/Gyn

618 S. 20th Street

Old Hillman Building, Room 560

Birmingham, AL 35294-7333

Tele: (205) 934-3273

Fax: (205) 934-0914

University Of Alabama At Birmingham School
Of Medicine ]

Selwyn M. Vickers

Assistant Professor

Kracke Building, Room 405

1922 Seventh Avenue South

Birmingham, AL 35294-0007

Tele: (205) 975-8710

Fax: (205) 975-8782

University Of Arkansas For Medical
Sciences
Annie Lea Shuster

Program Director - Clinical Scholars
5800 West 10th Street, Suite 605
Little Rock, AR 72204

Tele: (501) 660-7551

Fax: (501) 660-7543

University Of California, Berkeley
Richard M. Scheffler

Professor Of Health Economics
Director, RWIJF Scholars Program
School Of Public Health

405 Warren Hall

Berkeley, CA 94720-7360

Tele: (510) 642-0565

Fax: (510) 643-2627

University Of California, Berkeley
David B Starkweather

Professor Emeritus

School Of Public Health

405 Warren Hall

Berkeley, CA 94720

Tele: (510) 254-4766

Fax: N/A

University Of California, Los Angeles
David M. Carlisle

Assistant Professor Of Medicine

B-976 Factor Building

Los Angeles, CA 90095-1736

Tele: (310) 825-0467

Fax: (310) 206-0719

University Of California, San Francisco
Paul W. Newacheck

Professor Of Health Policy

1388 Sutter Street, Suite 1106

San Francisco, CA 94143-0936

Tele: (415) 476-3896

Fax: (415) 476-0705

Jonathan A. Showstack, Ph.D.
Professor -

1388 Sutter Street, 11th Floor
San Francisco, CA 94109-5427
Tele: (415) 476-4917

Fax: (415) 476-0705

University Of California, San Francisco
Dorothy P. Rice :
Professor Emerita

3333 California Street, Room 340

San Francisco, CA 94118

Tele: (415) 476-2771

Fax: (415) 502-5208

University Of California, San Francisco School
Of Medicine

Bernard Lo, M.D.

Director, Program In Medical Ethics

521 Parnassus Avenue, Suite C-126

San Francisco, CA 94143-0903

Tele: (415) 476-5370 -

Fax: (415) 476-5020
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University Of California, San Francisco School

Of Medicine
Harold S. Luft

Director, Institute For Health Policy Studies

1388 Sutter Street, 11th Floor
San Francisco, CA 94109
Tele: (415) 476-5147

Fax: (415) 476-0705

University Of Chicago

Wendy Levinson, M.D.

‘Chief, General Internal Medicine
5841 S. Maryland Avenue, MC-6098
Chicago, IL 60637

Tele: (773) 702-3045

Fax: (773) 702-3538

University Of Colorado

John M. Westfall

Assistant Professor In Family Medicine
1180 Clermont Street

Denver, CO 80220

Tele: (303) 584-7921

Fax: (303) 854-0300

University Of Colorado At Boulder
Jean Kim

Vice Chancellor For Student Affairs
Campus Box 31

Boulder, CO 80309-0031

Tele: (303) 492-8477

Fax: (303) 492-3267

University Of Colorado

Center On Aging

Andrew M. Kramer, M.D.

Research Director

3570 East 12th Avenue, Suite 300
Denver, CO 80206

Tele: (303) 315-6031

Fax: (303) 393-7798

University Of Connecticut Health
Center
Thomas F. Babor, Ph.D., M.P.H.

Professor And Chair, Department Of Community

Medicine And Health Care

263 Farmington Avenue
Farmington, CT 06030-1410
Tele: (860) 679-3423

Fax: (860) 679-1296
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University Of Connecticut Health
Center

John C. Higgins-Biddle, Ph.D.
Assistant Professor & Project Director
263 Farmington Avenue, MC 2940
Farmington, CT 06030-2940
Tele: (860) 679-4867

Fax: (860) 679-1110

University Of Connecticut Health
Systems

Michael R. Grey, M.D.

Associate Professor Of Clinical Medicine
263 Farmington Avenue, UCHC
Farmington, CT 06030-3935

Tele: (860) 679-4017

Fax: (860) 679-1621

University Of Detroit Mercy College
Of Health Professions

Anne Sullivan Smith, Ph.D., RN
Project Director

8200 West Outer Drive

Detroit, MI 48219-0900

Tele: (313) 993-6130

Fax: (313) 993-6175

University Of Florida
Richard C. Reynolds
Professor Of Medicine

P.O. Box 100277
Gaitnesville, FL 32610-0277
Tele: (352) 395-0651

Fax: (352) 338-9884

University Of Illinois At Chicago
Frank J. Chaloupka

Associate Professor

361 Wildwood Drive

North Aurora, IL 60542

Tele: (630) 801-0829

Fax: (630) 801-8870

University Of Illinois At Chicago
Paul Goldstein

Associate Professor

Great Cities Institute, M/C 107

322 S. Green Street, Suite 108
Chicago, IL 60607-3502

Tele: (312) 996-8595

Fax: (312) 996-8933
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Iowa City, IA 52242
Tele: (319) 356-8264
Fax: (319) 356-7147

@
@ University Of Illinois At Chicago University Of Kentucky
Q College Of Nursing Center For Rural Health
. Katie M. McKnight, Ph.D. Loyd Kepferle-
(‘ Assistant Professor & Project Director Director, Community Programs
O 845 South Damen Avenue, M/C 802 100 Airport Gardens Road, Suite 10
~ Chicago, IL 60612 Hazard, KY 41701
~— Tele: (312) 413-2695 Tele: (606) 439-3557
O Fax: (312) 996-3239 Fax: (606) 436-8833
'7\) University Of Iowa University Of Maryland At College Park College
Q James A. Merchant, M.D., Dr.P.H. Of Health And Human Resources
—~ Professor And Head Suzanne M. Randolph
Q 2700 Sterndiey Building 1204 Marie Mount Hall
D Iowa City, IA 52242 College Park, MD 20742-4345
o Tele: (319) 335-9233 Tele: (301) 405-3672
5 Fax: (319) 335-9772 Fax: (301) 314-9161
\,
O University Of Iowa University Of Maryland Baltimore
- David A. Schwartz County
Q Professor Of Medicine Mary E. Stuart, Sc.D.
U 200 Hawkins Drive Associate Professor

513 Old Orchard Road
Baltimore, MD 21229

Tele: (410) 947-2312

Tele: (913) 864-0533

b Fax: (410) 947-4933
P University Of Kansas
- Stephen B. Fawcett . University Of Maryland
! Director & Professor Center On Aging
Q 4001 Dole Center Kevin J. Mahoney
C‘ Lawrence, KS 66045 1240 HHP Building, Valiey Drive

College Park, MD 20742

(o Fax: (913) 864-5281 Tele: (301) 405-2549

7 Fax: (301) 314-2025

! University Of Kansas

(D School Of Medicine Mark R. Meiners

g\ Timothy P. Daaleman ‘ Associate Professor ‘
Assistant Professor 1240 HHP Building, Valley Drive

Q 3901 Rainbow Boulevard College Park, MD 20742

o Kansas City, KS 66160 Tele: (301) 405-2532

) Tele: (913) 588-1949 ‘ Fax: (301) 314-2025

{ Fax: (913) 588-1910

C\ University Of Maryland
4 University Of Kentucky School Of Medicine

Q Richard R. Clayton Shawn W. Robinson, M.D.

O Director Assistant Professor Of Medicine

1151 Red Mile Road 22 S. Greene Street, UMH-N3W77

(o Lexington, KY 40504 Baltimore, MD 21201

f« Tele: (606) 257-5588 Tele: (410) 328-3648

U Fax: (606) 257-5592 Fax: (410) 328-2062
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University Of Massachusetts
Lois Biener

Senior Research Fellow

100 Morrissey Boulevard
Boston, MA 02125

Tele: (617) 287-7200

Fax: (617) 287-7210

University Of Massachusetts
Joseph R. DiFranza, M.D.

55 Lake Avenue North
Worcester, MA 01655

Tele: (508) 856-5658

Fax: (508) 856-1212

University Of Massachusetts
Medical Center

Evan Charney, M.D.

45 Commons Drive, Apartment 44
Shrewsbury, MA 01545

Tele: (508) 869-6100

Fax: N/A

University Of Massachusetts
Medical Center

Allard E. Dembe

Assistant Professor

55 Lake Avenue North
Worcester, MA 01655

Tele: (508) 856-6162

Fax: (508) 856-5688

Jay S. Himmelstein

Assistant Chancellor For Health Policy
55 Lake Avenue North

Worcester, MA 01655

Tele: (508) 856-3957

Fax: (508) 856-5688

Deborah Harmon Hines, Ph.D.

Associate Vice Chancellor For School Services
55 Lake Avenue North

Worcester, MA 01655

Tele: (508) 856-2444

Fax: (508) 856-4888
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University Of Medicine And Dentistry

Of New Jersey

Robert Wood Johnson Medical School

Ira Kaufman

Director, Information For State Health Policy
675 Hoes Lane

Piscataway, NJ 08854

Tele: (908) 235-4548

Fax: (908) 235-4569

University of Medicine and Dentistry
Of New Jersey

Robert Wood Johnson Medical School
George G. Rhoads, M.D.

Director, New Jersey Graduate Program In
Public Health

681 Frelinghuysen Road, Room 234
Piscataway, NJ 08855-1179

Tele: (732) 445-0193

Fax: (732)445-0784

University Of Michigan

Joel D. Howell

Professor Of Internal Medicine

1150 W Medical Center Drive, 6312 MSI
Ann Arbor, MI 48109-0604

Tele: (313) 647-4844

Fax: (313) 647-3301

University Of Michigan
Peter D. Jacobson

Assistant Professor

109 South Observatory

Ann Arbor, MI 48109-2029

Tele: (313) 936-0928
Fax: (313) 764-4338

Carol S. Weisman, Ph.D.

Professor Of Health Management & Policy
109 South Observatory, Room M3138
Ann Arbor, MI 48109

Tele: (313) 647-9347

Fax: (313) 764-4338

University Of Michigan

Institute For Social Research
Catherine G. McLaughlin

Assistant Professor

109 Observatory Street, M3166, SPH II
Ann Arbor, MI 48109-2029

Tele: (313) 764-9335

Fax: (313) 764-4338
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University Of Michigan Medical Center
Steven J. Katz

Assistant Professor

3116 Taubman Center

Ann Arbor, MI 48109-0376

Tele: (313) 936-4787

Fax: (313) 936-8944

University Of Michigan Medical School
Laurence McMahon

Chief, Division Of General Medicine
3116 Taubman Center

1150 West Medical Center Drive

Ann Arbor, MI 48109-0376

Tele: (313) 936-5216

Fax: (313) 936-8944

University Of Michigan
School Of Public Health
William G. Weissert
Professor & Chair

109 S. Observatory

Ann Arbor, MI 48109-2029
Tele: (313) 764-5433

Fax: (313) 764-4338

University Of Minnesota
Alexander C. Wagenaar

Professor

1300 South 2nd Street, Suite 300
Minneapolis, MN 55454

Tele: (612) 624-8370

Fax: (612) 624-0315

Mark Wolfson

Assistant Professor

1300 South 2nd Street, Suite 300
Minneapolis, MN 55454-1015
Tele: (612) 624-2883

Fax: (612) 624-0315

University Of Minnesota-Duluth
Frederic W. Hafferty, Ph.D.
Professor’

236 School Of Medicine

10 University Drive

Duluth, MN 55812

Tele: (218) 726-8893

Fax: (218) 726-7559

University Of Missouri
Sinclair School Of Nursing
Alice F. Kuehn, Ph.D., RN
Associate Professor

One University Drive
Columbia, MO 65201

Tele: (573) 882-0232

Fax: (573) 884-4544

University Of Missouri-Columbia School Of
Medicine

Jack M. Colwill, M.D.

Professor & Chair

Medical Sciences Building, M228

Columbia, MO 65212

Tele: (573) 882-1758

Fax: (573) 882-9096

Daniel R. Longo

Associate Professor

MA 306 Medical Sciences Building
Columbia, MO 65212

Tele: (573) 882-0642

Fax: (573) 884-6172

David R. Mehr, M.D.

Assistant Professor

MA 306 Medical Sciences Building,
Family & Community Medicine
Columbia, MO 65212

Tele: (573) 882-2190

Fax: (573) 884-6172

University Of Missouri-Kansas City School Of

Nursing

Nancy M. Mills

Dean

2220 Holmes

Kansas City, MO 64108
Tele: (816) 235-1752
Fax: (816) 235-1701

University Of Nebraska Medical Center
David S. Carver, Ph.D.

Director, Student Counseling

600 South 42nd Street

Omaha, NE 68198-4255

Tele: (402) 559-7276

Fax: (402) 559-9671
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University Of New Mexico
Kristine Tollestrup
Research Assistant Professor
2400 Tucker, N.E.
Albuquerque, NM 87108
Tele: (505) 272-9555

Fax: (505) 272-4494

University Of New Mexico

School Of Medicine

Benson R. Daitz

Professor, Department Of Family &
Community Medicine

HCS - Family Practice Center, 3rd Floor
.Albuquerque, NM 87131-5241

Tele: (505) 272-2165

Fax: (505) 272-8045

University Of North Carolina At
Chapel Hill School Of Nursing
Edward J. Halloran

Nurse Educator

447 Carrington Hall, CB #7460
Chapel Hill, NC 27599

Tele: (919) 966-7207

Fax: (919) 933-3207

University Of Pennsylvania
Carolyn H. Asbury

Visiting Professor

408 S. Van Pelt Street
Philadelphia, PA 19146 -
Tele: (215) 731-9546

Fax: (215) 898-0611"

University Of Pennsylvania

Jeffrey C. Merrill

Director, Economic & Policy Research
2005 Market Street, Suite 1120
Philadelphia, PA 19103

Tele: (215) 665-2880

Fax: (215) 665-2892

University Of Pennsylvania
Mark V. Pauly

Professor Of Health Care Systems
208 Colonial Penn Center

3641 Locust Walk

Philadelphia, PA 19104

Tele: (215) 898-5411

Fax: (215) 573-2157

University Of Pittsburgh
Joseph Conigliaro

Assistant Professor Of Medicine
University Drive C

Pittsburgh, PA 15240

Tele: (412) 688-6113

Fax: (412) 688-6916

University Of Pittsburgh
Ellen B. Rudy

Dean & Professor

350 Victoria Building
Pittsburgh, PA 15261
Tele: (412) 624-2400
Fax: (412) 624-2401

University Of Rochester

Nancy M. Bennett, M.D., M.S.

Director, Rochester Center For Community
Health Improvement

C/O Monroe County Health Department
111 Westfall Road, Room 946

Rochester, NY 14692

Tele: (716) 274-6080

Fax: (716)274-6115

University Of Rochester
School Of Nursing

. Loretta C. Ford, RN, Ed.D.

Dean & Professor Emerita

‘University Of Rochester Medical Center

Box 703

Rochester; NY 14642

Tele: (352) 748-6785

Fax: N/A ’

University Of South Florida
Charles S. Mahan, M.D.
Dean, College Of Public Health

13201 Bruce B. Downs Boulevard, MDC 56.

Tampa, FL 33612
Tele: (813) 974-6603
Fax: (813)974-6616

University Of Southern Mississippi
Agnes W. Hinton, Dr.P.H., R.D.
Director

P.O. Box 5122

Hattiesburg, MS 39406-5122

Tele: (601) 266-5859/5437

Fax: (601) 266-5043
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University Of Tennessee
College Of Medicine

Norman Desbiens

Professor And Chairman

921 East Third Street, Suite 400
Chattanooga, TN 37379

Tele: (423) 778-2998

Fax: (423) 756-0361

University Of Texas Health Science Center At
San Antonio

John W. Williams, Jr., M.D.

Ambulatory Care (11C-6)

7400 Merton Minter Boulevard

San Antonio, TX 78284

Tele: (210) 617-5238

Fax: (210) 567-4685

University Of Texas Medical Branch
At Galveston

George M. Bemier, Jr., M.D.

Vice President For Academic Affairs And
Dean Of Medicine

Suite 5.106 Administration Bldg.

301 University Boulevard

Galveston, TX 77555-0133

Tele: (409) 772-4793

Fax: (409) 772-9598

The University Of Texas Medical
Branch At Galveston

School Of Nursing

Katie Matlack -

Director, Joint Educational Programs
301 University Boulevard
Galveston, TX 77555-1029

Tele: (409) 772-8265

Fax: (409) 737-1530

Donna L. Morris

Associate Professor

301 University Boulevard
Galveston, TX 77555-1029
Tele: (409) 772-8301

Fax: (409) 772-3770

University Of Texas

School Of Public Health
Patricia Dolan Mullen
Professor Of Behavioral Science
P.O. Box 20186

Houston, TX 77225

Tele: (713) 500-9658

Fax: (713) 500-9602

University Of Utah Medical Center

Joseph B. Stanford

Assistant Professor

Department Of Family & Preventive Medicine
50 No. Medical Drive, Room 1C26 SOM
Salt Lake City, UT 84132

Tele: (801) 581-7234

Fax: (801) 581-2771

University Of Virginia
Carolyn L. Engelhard
Health Policy Analyst
Box 413, HSC
Charlottesville, VA 22908
Tele: (804) 979-6122
Fax: (804) 979-38390

University Of Virginia
School Of Medicine
William A. Knaus
Professor & Chairman
Box 600

Charlottesville, VA 22908
Tele: (804) 924-8430
Fax: (804) 924-8437

University Of Virginia

School Of Medicine

Moses K. Woode, Ph.D.
Associate Dean

Box 446, Health Sciences Center
Charlottesville, VA 22908

Tele: (804) 982-1867

Fax: (804) 982-1917

University Of Washington
Bobbie Berkowitz

Director

6 Nickerson Street, Suite 300
Seattle, WA 98109-1618
Tele: (206) 616-8410

Fax: (206) 616-8466

University Of Washington
William D. Hobson

Deputy Program Director

1914 North 34th Street, Suite 400
Seattle, WA 98118

Tele: (206) 616-1506

Fax: (206) 616-1553
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University Of Washington
David T. Scott, Ph.D.

Associate Professor Psychiatry &
Behavioral Sciences

Box 357920

Seattle, WA 98195-7920

Tele: (206) 685-7291

Fax: (206) 543-5771

University Of Washington
School Of Medicine
Thomas D. Koepsell
Professor And Chairman

P. 0. Box 357236
Seattle, WA 98165

Tele: (206) 543-8830

Fax: (206) 543-8525

University Of Wisconsin

Michael Fleming, M.D., M.P.H.
Director, Center For Addiction Research
& Education Associate Professor

777 South Mills

Madison, WI 53715

Tele: (608) 263-9953

Fax: (608) 263-5813

The Urban Institute

John F. Holahan

Director, Health Policy Center
2100 M Street, N.W.
Washington, DC 20037
Tele: (202) 857-8666

Fax: (202) 223-1149

Marilyn L. Moon
Senior Fellow

2100 M Street, N.W.
Washington, DC 20036
Tele: (202) 857-8691
Fax: (202) 223-1149

Vallejo Community Consortium
Jane Callahan

Executive Director

P.O. Box 3068

Vallejo, CA 94590

Tele: (707) 648-5230

Fax: (707) 648-5212
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Vanderbilt University Institute For
Public Policy Studies

Debra J. Rog

1609 Connecticut Avenue, N.W., Suite 401
Washington, DC 20009

Tele: (202) 234-1190

Fax: (202) 234-1185

Vanderbilt University
School Of Law

James F. Blumstein

Professor Of Law

21st Avenue South At Grand
Nashville, TN 37240

Tele: (615) 322-2613

Fax: (615) 322-6631

Vanderbilt University

School Of Medicine

Terence S. Dermody

Associate Professor, Pediatrics And Microbiology
D-7235 Medical Center North

Nashville, TN 37232

Tele: (615) 343-9943

Fax: (615) 343-9723

Vanderbilt University
School Of Medicine
Gerald B. Hickson

Vice Chairman, Pediatrics
5028 Medical Center East
Nashville, TN 37232-8555
Tele:  (615) 936-2425
Fax: (615) 936-2419

Vermont Départment Of Health
Deborah Dameron

Director, Office Of Health Promotion
P.O. Box 70, 108 Cherry Street
Burlington, VT 05402

Tele: (802) 863-7330

Fax: (802) 651-1634

Vermont Division Of Developmental
Services
Charles R. Moseley

Director

103 South Main Street, Weeks Building
Waterbury, VT 05671-1601

Tele: (802) 241-2648

Fax: (802) 241-1129
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Virginia Commonwealth University
Wally R. Smith, MD

Chair, Division Of Quality Health Care
1200 East Broad Street

Richmond, VA 23298

Tele: (804) 828-6938

Fax: (804) 828-4862

Visiting Nurse Service Of New York
Penny Hollander Feldman

Director

107 East 70th Street

New York, NY 10021

Tele: (212) 794-6348

Fax: (212) 794-6610

Wake Forest University

School Of Law

Mark A. Hall

Professor

Box 7206 Reynolda Station
Winston-Salem, NC 27109-7206
Tele: (910) 758-4476

Fax:  (910) 758-4496

' Washington Business Group On Health

Mary Jane England

President

777 North Capitol Street, N.E., Suite 800
Washington, DC 20002

Tele: (202) 408-9320

Fax: (202) 408-9332

Washington Business Group On Health
Patricia Sokol, D.P.A.

Director

P.O. Box 2397

Warminster, PA 18974

Tele: (215) 956-2388

Fax: (215) 956-2389

Washington University
School Of Medicine
Courtney W. Houchen, M.D.
Instructor In Medicine

660 South Euclid Avenue
St. Louis, MO 63110

Tele: (314) 362-8940

Fax: (314) 362-8959

Wellspring Cancer Help Program
Donald F. Dickey

Executive Director

P. O. Box 133

Lyme, NH 03768

Tele: (603) 353-4621

Fax: N/A

West Virginia University
Schoeol Of Nursing

E. Jane Martin

Dean & Professor

P.O. Box 9600, 6700 HHS
Morgantown, WV 26506-9600
Tele: (304) 293-4831

Fax: (304) 293-6826

Western Consortium For Public Health
Irene Wielawski

Reach Out Program Evaluator

44 Roosevelt Drive

Bedford Hills, NY 10507

Tele: (914) 244-1790

Fax: (914) 244-1916

Wisconsin Center For Health Statistics
Mary Erikson

Health Data Analysis Section Chief

P.O. Box 309

Madison, WI 53701-0309

Tele: (608) 266-1644

Fax: (608) 261-6380

Wiscor;sin Network For Health Policy
Research
David A. Kindig

- Professor And Director

229 Bradley Memorial
1300 University Avenue
Madison, WI 53706-1532
Tele: (608) 263-6294
Fax: (608) 263-4885

Women And Infants Hospital Of
Rhode Island :
Barry M. Lester

Director, Infant Development Center
101 Dudley Street

Providence, RI 02905-2499

Tele: (401) 453-7640

Fax: (401) 453-7646
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" Yale University

Mark Schlesinger

Assoc. Professor Of Public Health
304 LEPH

New Haven, CT 06520

Tele: (203) 785-4619

Fax: (203) 785-6287

Yale University
School Of Medicine
Linda C. Degutis
Assistant Professor
464 Congress Avenue
New Haven, CT 06519
Tele: (203) 785-3917
Fax: (203) 785-4580

Yale University
School Of Medicine
Alvan R. Feinstein

Sterling Professor Of Medicine & Epidemiology

P.O. Box 208025, 333 Cedar Street
Room I 456-SHM

New Haven, CT 06510
Tele: (203) 785-4145
“ Fax: (203) 785-5177

Zacchaeus Medical Clinic, Inc.

Randi Abramson

1525 7th Street, N.W.
Washington, DC 20001
Tele: (202) 265-2400
Fax: (202) 745-1081

Barbara Rogers

100 Coppermine Road
Princeton, NJ 08540-8603
Tele: (908) 359-3790
Fax:: (908) 359-2257
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Roy Amara, Ph.D.
Senior Research Fellow
Institute for the Future

Roy Amara has recently rejoined the Institute for the Future (IFTF) as a Senior Research Fellow. Since
1990, he has been director of the health care practice at Strategic Decisions Group, an international
management consulting firm. Prior to joining Strategic Decisions Group, he was a founding member,
President, and CEO of IFTF. At the Institute, Roy helped develop the Health Care Outlook Program
jointly with Louis Harris and Associates and the Harvard School of Public Health. Throughout his career,
he has worked with hundreds of organizations in both public and private sectors. His skills include those
of futurist, strategic planner, and decision analyst. During the past decade he has focused his attention
almost exclusively on health care — engaging in a variety of strategy development efforts with managed care
organizations, physician groups, hospitals, medical centers, health insurers, and large employers. Roy has
published widely and has co-authored two books — Looking Ahead at American Health Care (1988) and
Business for an Uncertain Future (1983). He holds a B.S. from M.LT., an M.A. from Harvard University,
and a Ph.D. in electrical engineering from Stanford University.

Mary Cain
Research Associate
Institute for the Future

Mary Cain’s research work with the health care team has focused on forecasting the future health of children
and the elderly, creating an expanded definition of health, and exploring the future of innovations in
medical technology. Mary comes to IFTF directly from a health informatics internship with the Centers for
Disease Control, where she worked on the Information Network for Public Health Officials. She has
worked for a range of health care organizations, from an HIV/AIDS service provider at San Francisco
General Hospital to a case management program for a large medical services organization. She expects to
receive her M.P.H. in Health Policy and Administration with a specialization in aging from the University
of California, Berkeley in May of 1998. Mary graduated from the University of Virginia with a B.A. in
german.

Hank Dempsey
Research Associate .
Institute for the Future

Hank Dempsey is responsible for special projects for the.IFTF’s health care team. In his capacity as the
team’s primary data collector, his responsibilities range over a wide variety of topics, including making team
publications available on the Internet, compiling financial and demographic background data, and
coordinating accuracy analyses of prior year forecasts. Hank’s previous experience centered around
international security and public policy issues. He graduated from U.C. Berkeley with a B.S. in political
science, and then completed a fellowship in public affairs with the Coro Foundation.
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Wendy Everett, Sc.D.
Director
Institute for the Future

Wendy Everett directs IFTF’s health care programs. She has particular expertise in creating innovative
health programs and assessing the scope and value of existing projects. Her past positions include vice
president of Brigham and Women’s Hospital in Boston and co-founder of a medical software company. In
the 1980s, Wendy directed a national demonstration program for The Robert Wood Johnson Foundation.
Following that, she was the Program Director for a national program in health promotion and disease
prevention for the Kaiser Family Foundation. Wendy has served as a consultant to many state and national
philanthropic foundations and was the coordinator of a multi-foundation consortium in AIDS prevention
and evaluation. Wendy serves on several boards, including those of The Sierra Health Foundation,
Planetree, the Health Commons Institute, and several San Francisco Bay Area hospitals. Wendy holds a
B.S. degree in liberal arts and education, another in nursing, and master’s and doctoral degrees in health
policy and management from Harvard University.

Matthew Holt, A.M., M.S.
Director
Institute for the Future

Matthew Holt’s research spans a wide variety of issues focused on the finance and organization of health
care in the industrialized world. He monitors developments in information technology and creates
frameworks and strategies that help constituents deal with the changing market for health care information
systems and electronic commerce. Matthew has led the Health Information Infrastructure Outlook (HIO)
project, a research program that assesses the impact of the current revolution in communications and
information technology on the health care industry. Prior to joining IFTF, Matthew spent three years with

the Comparative Health Care Policy Research Project at Stanford University’s Asia-Pacific Research Center.

Before coming to the United States, Matthew lived in London where he worked as a broker dealing in
Japanese and U.S. Treasury Bond futures. He holds masters degrees in both health services research and
political science from Stanford University.

Elaina Kyrouz, Ph.D.
Research Manager
Institute for the Future

Elaina Kryouz’s research specialty is the future of the 21st century health care consumer and the potential
impact of consumers on the health care system. Her interests include the impact of the “new consumer” on
patient-provider interactions, the impact of changing provider work environments on the quality of care, the
emergence of patient-centered care, the development of new approaches to women’s health care, and the use
of information technology to educate patients, improve continuity of care and reduce costs. Elaina holds a
B.A. in comparative literature from Brown University and M.A. and Ph.D. degrees in Sociology from
Stanford University, with specializations in organizations and social psychology. She recently completed a
two-year post-doctoral fellowship in Health Services Research at the Veterans Affairs/Stanford University
Center for Health Care Evaluations.
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Robert Mittman, M.S.
Director
Institute for the Future

Robert Mittman brings a multidisciplinary perspective to health care forecasting and planning. He assesses
the impacts of managed care, outcomes research, health policy, and advanced technology on the health care
system. His work combines quantitative and qualitative methodologies to look at how the health system
will evolve. Recent projects have included a look at the future of cost and utilization controls across
different 'practice settings, development of cancer care quality measurements, and creation of an index of the
penetration of managed care in different regions of the United States. In the pharmaceutical area, recent
work has included creating strategies for disease management and risk sharing; forecasting the impact on the
industry of different drug insurance coverage scenarios; and estimating the induced demand from a Medicare
drug benefit. Robert works internationally in research and analysis of collaborative technologies,
teleservices, and new media. He specializes in developing innovative approaches to modeling and
forecasting under conditions of little or conflicting data. Robert holds a B.S. degree in electrical
engineering and masters degrees in both computer science and public policy analysis, all from the
University of California, Berkeley. .

| Ian Morrison, Ph.D.

Senior Research Fellow
Institute for the Future

Ian Morrison has written, lectured and consulted on a wide variety of forecasting, strategy, and health care
topics for government, industry, and nonprofit organizations in North America, Europe, and Asia. He is the
former President of IFTF, responsible for leading IFTF’s growth and success from 1990 to 1996. Before
coming to IFTF in 1985, Ian spent seven-years in British Columbia, Canada, in a variety of research,
teaching and consulting positions. Ian is the author of The Second Curve - Managing the Velocity of
Change (1996), and has co-authored several books and chapters, including Future Tense: The Business
Realities of the Next Ten Years (1994); Reforming the System: Containing Health Care Costs in an Era
of Universal Coverage (1992); System in Crisis: The Case for Health Care Reform (1991); Directing the
Clinical Laboratory (1990); and Looking Ahead at American Health Care (1988). Ian is retained by
Andersen Consulting as Chairman of their Health Futures Forum. He holds a graduate degree in urban
planning from the University of Newcastle-upon-Tyne, England; an M.A. in geography from the University
of Edinburgh, Scotland, and an interdisciplinary Ph.D. in urban studies from the University of British
Columbia. He is a member of the corporate Advisory Boards of Bristol-Myers Squibb, Interim HealthCare,
Benelytics, and Interim Services.

Marina Pascali, Ph.D.
Director
Institute for the Future -

Marina Pascali specijalizes in health economics with a focus on institutional relationships and the
organizational structure of health care systems, for both domestic and international programs. Marina has
been the director of the Health Care Outlook project and has recently reported on quality issues in health
care and the future of the health care labor force, with an emphasis on physicians’ changing environments.
Her previous research includes an assessment of California's changing hospital and nursing home markets
and an evaluation of British Columbia's cost control policies on physicians' billing patterns. Marina holds
B.S. and M.S. degrees in microbiology and immunology from McGill University and a Ph.D. in health
services and policy analysis from the University of California, Berkeley.

/
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Gregory Schmid, Ph.D.
Director
Institute for the Future

Greg Schmid is Director of Strategic Planning Services at IFTF as well as the leader of the Corporate
Associates Program, a 20-year-old multiclient study of trends in the U.S. business environment. Greg spent
more than five years with the Federal Reserve Bank of New York, first as an economist and later as chief of
its foreign research divisions. Since joining IFTF in 1974, Greg has worked directly with a number of
large corporations on planning issues that range from building scenarios to developing tailored strategic
plans. Greg is currently working on two large projects: The Future of Money and The Coming
Transformation of Mail. In addition, he has directed studies on California Libraries Facing the 21st
Century and The Future of America’s Research-Intensive Industries. He co-authored the book Future
Tense: Preparing for the Business Realities in the Next Ten Years (1994). Greg received his B.A. degree
in history from Yale University and his Ph.D. in economics from Columbia University. '

Charles Wilson, M.D., M.S.H.A.
.Senior Research Fellow
Institute for the Future

Charlie Wilson joined the health care team as a Senior Research Fellow after a long career as Chairman of
the Department of Neurosurgery and Director of the Brain Tumor Research Center at the University of
California, San Francisco. More recently he served as Director of Tertiary Care Services at UCSF, and
spent a sabbatical year on the future of medical education as Senior Associate to the President of the
University of California. His interests include academic health centers, organization/financing of health care
delivery, and an extended view of health and emerging medical technologies. He maintains an active
neurosurgical practice. Charlie serves on the Board of Directors for UCSF Stanford Health Care and the
National Cancer Advisory Board. He holds a2 medical degree from Tulane University and a master’s degree
in health administration from the University of Colorado.

Katherine Yu
Research Associate
Institute for the Future

Katherine Yu conducts research for IFTF’s health care team, with concentrations on forecasting the future of
hospitals, disease management programs, and health insurance coverage by employers. Her past experience
includes providing lab and manufacturing support at immunodiagnostic and genetic sequencing companies.
She has a B.A. degree in biology and spanish from Smith College. Katherine expects to receive her M.P.H.
degree in health policy and administration from the University of California, Berkeley in May 1998.
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Robert Blendon, Sc.D.

Professor :

Harvard University School of Public Health
John F. Kennedy School of Government

Bob Blendon is currently Professor of Health Policy and Political Analysis in both the Harvard University
School of Public Health and the John F. Kennedy School of Government. He directs the Henry J. Kaiser
National Program on the Public, Health and Social Policy which focuses on understanding public
knowledge, attitudes, and beliefs about major domestic public policy issues. He also co-directs the
Washington Post/Harvard University/Kaiser Family Foundation survey project, which was nominated for a
Pulitzer Prize. Prior to his Harvard appointment, he was senior vice-president at The Robert Wood Johnson

_ Foundation. Bob is a member of the Institute of Medicine and the National Academy of Sciences, on the

editorial board of the Journal of the American Medical Association, on the Board of Trustees of the Johns
Hopkins University School of Medicine, on the Council of Foreign Relations and is past President of the
Association of Health Services Research. He holds an M.B.A. from the School of Business at the
University of Chicago, and a doctoral degree from the School of Public Health of Johns Hopkins
University. T

Carroll Estes, Ph.D.
Professor
University of California, San Francisco

Carroll Estes is Professor of Sociology in the Department of Social and Behavioral Science, School of
Nursing, University of California, San Francisco (UCSF) and Director of the Institute for Health and
Aging. Carroll conducts research on health and aging policy, long-term care, health and economic security
of the aged, and on older women. She is the author of The Aging Enterprise (1979), The Long Term Care
Crisis (1993), co-editor of The Nation’s Health with Philip Lee (1997), co-author of Health Policy &
Nursing with Charlene Harrington (1997), and co-author of Critical Gerontology with Meredith Minkler
(1997). She is past president of Gerontology in Higher Education and is the former national Vice President
of the Older Women’s League. She is also a member of the Institute of Medicine of the National Academy
of Sciences.

Tomi Nagai-Rothe
Graphic Facilitator
The Grove Consultants International

Tomi Nagai-Rothe is a consultant, graphic facilitator, and trainer with The Grove Consultants International.
She works collaboratively with clients to create both real time and virtual meeting spaces, enhanced with
large interactive graphic displays on paper. She is an affiliate of the Institute for the Future and a member
of the Outlook Project Team, investigating the changing needs of organizations in the global business
environment. She has belped develop several Graphic Guides products including the Strategic Visioning
Leader Guides, Fundamentals of Graphic Language Practice Book, The Intercultural Learning Model, and
the Facilitation Video Kit Series. Tomi also works as a group process designer and trainer for the
Fundamentals of Groups Graphics® Workshop and as an instructional materials designer.

Mark Petrakis
Senior Producer
PARTY/SCIENCE

Mark Petrakis brings to media production an extensive professional background in theater, circus, opera,
comedy, and puppetry. His work focuses on the presentation of new and collaborative ideas as forms of
entertainment. A long-time event producer and early developer of websites, he co-produces ANON SALON
<http://www.anonsalon.com>, a legendary live San Francisco culture gathering. As a creative consultant, he
has worked with a wide range of technology companies such as Apple Computer, Broderbund Software,
Kaleida Labs, Living Books, Ameritech, Cunningham Communications, Electric Minds, and PowerTV as
well as advertising agencies such as Jamison, Cawdrey, Benjamin and J. Walter Thompson.
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Jane Sarasohn-Kahn, M.A., M.H.S.A.
Consultant

Jane Sarasohn-Kahn has been a health care economist and management consultant for sixteen years. Jane
focuses on the nexus of health care and technology. She advises on a wide range of issues, including
market research and segmentation, strategic and business planning, health policy analysis, and technology
planning and assessment. Jane has worked with every segment of the health care industry, ranging from
academic medical centers and community hospitals to physician group practices, service providers, insurers
and managed care organizations; telecommunications, information systems and financial services companies,
and public payors including federal, state/regional and local governments in the U.S., Europe and Asia. Jane
holds a B.A. in economics and journalism from the University of Michigan, an M.A. in economics, and an
M.H.S.A. in public health policy and administration. ‘

David Sibbet, M.S.
President
The Grove Consultants International

David Sibbet is president of The Grove Consultants International, an organizational consulting firm he
founded in 1977, helping business, government and public sector organizations collaborate in understanding
complex organizational and environmental dynamics. David is also affiliated with the Institute for the
Future in Menlo Park, co-leading a Groupware Outlook project that is now in its eighth year with more
than two dozen Fortune 500 companies and government agencies. David’s understanding of organizational
process and graphics originally developed over the eight years he was executive director and director of
training for the Coro Foundation in San Francisco in the early 1970’s. He and a Grove Consultants team
facilitated all of the visioning meetings for the conversion of the San Francisco Presidio from an Army base
to a national park, and continues to be centrally involved as a process consultant throughout the transition.
In 1966 he was a Coro Fellow in public affairs in Los Angeles. David holds a B.S. degree in physics and
english from Occidental College in Los Angeles., and an M.S. degree in journalism from Northwestern
University’s Medill School of Journalism.

Humphrey Taylor
Chairman and CEQO
Louis Harris and Associates, Inc.

Humphrey Taylor is the Chairman and CEO of Louis Harris and Associates, Inc. Each year Humphrey
directs many surveys of health care consumers, taxpayers, clinicians, employers and legislators on a broad
range of health care issues, including satisfaction, access, quality, cost and cost-containment policies,
managed care, practice patterns and the role of government in the U.S.A. and other countries. Humphrey has
had overall responsibility for over 4,000 surveys and has personally directed several hundred Surveys in
more than 60 countries for government, corporations and foundations. He is Chairman of the National

‘Council on Public Polls, 2 board member of the Overseas Development Council, a trustee of the Roper

Center, the Royal Society of Medicine Foundation, Inc. and the American Academy of Ophthalmology. He
is a member of the Steering Committee of the National Academy on Aging and on the Advisory Board of
the Cardiovascular Prevention Center at the Harvard School of Public Health.
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CHAPTER 1: INTRODUCTION

o recognize the 25th anniversary
I of its founding, the Robert

Wood Johnson Foundation asked
the Institute for the Future (IFTF) to
create a forecast of the future of health
and health care in America between now
and the year 2010. The purpose of this
forecast is to provide the foundation
grantees, staff and board members with
a description of the critical factors that
will influence health and health care in
the first decade of the 21st century. The
preliminary results of the research are
presented in this document, and will be
summarized at the conference on
December 11, 1997 to commemorate
the Foundation’s anniversary.

In this first report, IFTF singled out the
trends most likely to influence the
course of Americans’ health status, and
the state of the health care delivery
system between now and the year 2005.
The drivers of this system are relatively
stable and predictable during this time
period. Beyond 2005, and through to
2010, the future of health and health
care is much more volatile. To cope with
the set of uncertainties that exist in
these later years, IFTF has created three
different scenarios that describe emerg-
ing visions of health care in this country.
They are titled: Stormy Weather, The
Long and Winding Road, and The
Sunny Side of the Street and are both
described and graphically depicted in
the last chapter of this report. We hope
that the findings of this study will be of
value to community organizations,
hospitals, providers, and researchers in
the long-term planning processes that
support their own visions of the future.

INSTITUTE FOR THE FUTURE

ABOUT THE INSTITUTE FOR:
THE FUTURE

Located at the northern edge of Silicon
Valley in Menlo Park, California, the
Insticute for the Future (IFTF) is an
independent nonprofit research firm that
specializes in long-term forecasting.
Founded in 1968, IFTF has become a
leader in applied research for non-profit
organizations, corporations, industries,
and governments. The Institute has a
cross-disciplinary professional staff that
works internationally, analyzing policy,
forecasting alternative future scenarios,
and identifying markets for new prod-
ucts and next-generation technologies.
IFTF’s Health Care Team is in its
eleventh year of providing health care
data tracking and forecasting, based on
primary research data. Our research
projects focus on emerging trends in the
organization, financing, and delivery of
health care services, technologies, and
products, with an emphasis on public
policy changes as well as the impact of
the private sector markets. The Health
Care Team evaluates the forces that both
drive and resist innovation, and forecast
not only the direction, but the pace of,
change in the health care environment.

IFTF’s cross-disciplinary professional
staff works internationally, analyzing
policy, forecasting alternative future
scenarios, and identifying markets for
new products and next-generation
technologies.

IFTF’s Health Care Team is in its 11th

year of providing health care data
tracking and forecasting, based on
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primary research data. Our research
projects focus on emerging trends in the
organization, financing, and delivery of
health care services, technologies, and
products, with an emphasis on public
policy changes as well as the impact of
the private sector markets. The Health
Care Team evaluates the forces that both
drive and resist innovation, and forecast
not only the direction, but the pace of,
change in the health care environment,
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CHAPTER 2: HEALTH CARE’S DEMAND SIDE: THE FINANCIAL FUTURE

W ill Future Growth Be Like
the Last Five Years or the Last 30?
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The last 30 years in American health
care have seen steady cost increases in
excess of the growth of the rest of the

~ economy: health care’s share of the Gross

Domestic Product (GDP) had gone from
5 percent in 1965 to close to 14 percent
by 1995, as shown in Figure 2—1. But
after growth averaging over 11 percent
between 1960 and 1990 (3 percent
above the nominal growth of the
economy), the growth in health care
costs fell to 6.75 percent between 1991
and 1995, and has been falling each year
since. For the first time in decades,
health care costs appear to be stable as a
share of GDP.! In the next 12 years, the
key question is: will the health sector
grow at the rate of the last five years—
just a little faster than the economy —or
will it resume the trend of the previous
30 years when it grew much faster?

To understand the components of that
cost growth, we need to know where the
money comes from. The United States
has a balanced public-private health care
financing system, with spending fairly
evenly split between government and
the private sector including out-of-
pocket costs and insurance premiums
paid by individuals since the introduc-
tion of Medicare and Medicaid in 1965.
Any growth in overall health care costs
will be a function of the growth in

Chapter 2: Costs Increases in American Health Care

private costs (paid by both employers
and individuals), and public costs.

So far it’s the private sector side that has
experienced the greatest reversal in cost
growth. From 1960 to 1990, private
sector costs grew an average 10.6
percent a year. From 1991 to 1995—in
a period viewed by some as the triumph
of market-based managed care and by
others as the ultimate nadir of cost
shifting from employers to consumers
and government—oprivate sector health
costs fell below the growth rates of the
rest of the economy, averaging under 5
percent growth.?

Many employers have seen actual
decreases in their health care expendi-
tures, some of which happened when
they passed more costs onto employees
by demanding greater contributions in
premiums, forcing higher co-pays and
deductibles, and reducing the number of
people for whom they provided insur-
ance. But the majority of these cost
decreases has resulted from lower
payments to health plans. In particular,
health maintenance organizations
(HMOs) and preferred provider organi-
zations (PPOs) have actively intervened
with care providers to lower costs and
have become the staple form of insur-
ance plan used by most employers (as




opposed to more traditional indemnity
products.

From 1960 to 1990, public spending on
health care grew annually at 13.3
percent, about 3 percent more than in
the private sector. But most of that
difference related to the 1960s and
1970s when Medicare and Medicaid
were expanding fast. In fact the 1991 to
1995 experience is in contrast to the
early 1980s, when costs in the private
sector grew faster than in the public
sector. While recently the private sector
has seen cost growth slow to below 5
percent, the public sector has had
average cost growths of over 9 percent
for the last five years. So the difference
between has widened to nearly 5
percent, indicating that a greater share
of health spending is going to the public
sector, and that the public sector cost
growth is of greater concern for the
future.

While there are several reasons for this
fast growth, a casual observer would
notice that neither of the major public
programs—Medicare and Medicaid—
has been as quick to follow the private
sector’s lead in adopting HMOs or
PPOs. Medicare’s basic infrastructure
supports a fee-for-service cost-reim-
bursement system for virtually all types
of services apart from hospital inpatient
care (which was changed to a per-episode
prospective payment system in 1983).
This may partially explain why public
program cost incteases have not tailed
off as they have in the private sector.
Even if these are not the causative
factors, they encapsulate two underlying
legacies of Medicare and Medicaid—a
typical FFS payment system and the
peripherality of managed care—each of
which will see dramatic changes over the
next 12 years.

But the underlying question remains is

Figure 2-1: Spending under the five-year trend or the 30 year trend
(health care expenditures as a share of GDP)
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whether the future will look more like
the private sector’s experience—health
care cost growth in line with economic
growth—or the public sectot’s experi-
ence of cost growth at 9 per year. The
first possibility continues the recent
five-year trend. The second takes us back
to the high-cost growth of the previous
30 years. Figure 2—2 shows the share of
GDP that would end up being con-
sumed by health care under each
scenario.
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Figure 2-3: Health care cost increases get noticed in recessions
(real changes in health expenditure compared to real changes in

GDP over time)
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INSTITUTE FOR THE FUTURE

THE ISSUES: WHAT IMPACTS
FUTURE COST INCREASES?

THE Economy Is
THE CruciAL DENOMINATOR

Because health expenditures react slowly
to cost-cutting measures, the amount
government and employers spend on
health care goes up much faster than the
rest of the economy in times of reces-
sion. This rise has a noticeable impact
both the share of GDP ##d in the share
of public sector revenues and private
sector profits. Figure 2—3 shows that the
percentage terms, health care costs grew
constantly from 1980 to 1995, but the
economy was less predictable. The gap
in growth of real health care spending
and that of the real GDP was greatest in
recessions and narrowest in economic
booms. Therefore health care costs grow
fast as a share of GDP during recessions
and stay more or less stable in times of
economic expansion. So historically we
are used to health care costs being
regarded as a problem during and
immediately after recessions, while
overall they increase a little faster than
economic growth.

Other reasons also account for this
underlying pattern of slightly faster
growth than GDP. In the next 12 years
(but in the next 12 years on/y) the oft-
mentioned aging population will not
increase enough to become a major
factor in terms of pure age-based
demographic demand. Nevertheless,
several observers believe that after the
experience of the mid-1990s, the
underlying pattern of noticeable cost
growth has come about because the
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experiences and desires of those purchas-
ing health care have changed. Some of
these differences include:

* A more conservative Congress passed a
budget bill aimed in part at cutting
back Medicare expenditures, and
delegating Medicaid decisions to the
states. Managed care options will
expand, quickly and involuntarily for
those in Medicaid, and rather more
slowly for those in Medicare. (It’s
possible that this will cost rather than
save the program money in the short
term.) Other entitlements such as
Social Security are coming under
consideration for future in a political
era when a balanced budget mentality
appears dominant.

slack. Consumers are likely to be
more cost conscious in the future.

More “sophisticated” providers. While
higher health care costs eventually
mean higher provider incomes, the
last five years have clearly communi-
cated the message to all in health care
that cost-containment and doing
more with less are what payers want.
In this equation, specific individuals
may be rewarded for reducing costs.
So despite the myriad pressures to
increase costs, at least some providers
have an incentive to reduce costs—a
situation that didn’t really exist five
years ago—and all are absolutely
aware of those pressures.

Private (and some public sector) employers
have successfully maneuvered a
majority of their wotkforce into

While these factors indicate that a
slowing of the underlying growth in

health care costs has taken place, several

traditional factors ensure that cost-

HMO and PPO benefit products.
They’ve also either prodded health
plans (intermediaries) into more
aggressive cost containment efforts
with providers, or have increasingly
purchased coverage from plans that
have taken that stance. Given that
employers now know they have
influence over costs, they are not
likely to loosen that control.

o Consumers experienced a steady
decrease in their share of overall
health spending from 1960 to 1990.
But with a combination of fewer
employers offering insurance and, of
those who do, more demanding
ptemium contributions and increased
deductibles and co-pays, consumer
are picking up more of the financial

Chapter 2: Cost Increases in American Health Care

inflation will not die easily. For instance:

¢ ‘The vast majority of providers are

reimbursed on some type of a FFS
basis. FFS medicine stimulates
increased use of services as opposed to
capitation, the most extreme form of
managed care payment. Although
pure FFS is eroding, most forms of
provider reimbursement still encour-
age more utilization of services, rather
than less.

New (and usually more expensive)
medical technologies are becoming
available all the time, and use of these
technologies and procedures tends to
spread fast whether or not they are
cost-effective.
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* The number of both high-cost (e.g.

supply-driven demand demonstrated
by Fuchs and others in the 1970s is
still in evidence.?

physicians) and low-cost employees in
the system grew at an annual average
rate of 2.65 percent from 1980 to
1995. That's 1.5 percent more than

THE FORECAST: REAL COST

C) population growth, yet overall wage GROWTH AT 1 PERCENT
C rates have remained roughly constant.
6 So as more resources go to health care There are good reasons to believe that

employment, it appears that the the dramatic growth rate of the last 30

‘D years has been broken. But there are still
‘ o sufficient factors to warrant suspicion
C that the experience of the private
C Figure 2—4: Projection of future health care spending seCtor_.a reduction .m costs rates below
- (health care expenditures in nominal dollars and as a share of GDP) economic growth—in the past five years
O is unlikely to be replicated across the
'J To.ta.l nominal expenditures Total NHE as percent system. Overall we forecast that health
(trillions of dollars) of GDP N .
- care expenditures during the next 12
O 3.0 16 .
years are likely to grow at 6.4 percent
0 25 annually—equivalent to just under 1
O percent more than monetary GDP
"\w 2.0 Nominal health care growth. If this is correct, Figure 2—4
- expenditures :
, 15 NHE £ GDP shows that health care, which currently
: — ercent 0 .

Q P consumes 14 percent of GDP, will be at
@ 1.0 15.25 percent in 10 years and just over
@ 15.6 percent in 2010. Within that
C\ 5 steady growth, the differential between

- 0 I L 13 private sector and public sector rates of

hY
C.J 1995 2000 2005 2010 cost growth will narrow.
O Source; IFTF

Why will the gap between private- and

public-sector growth narrow? So far
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Figure 2-5: DSH spending explodes in the early 1990s
(billions of dollars)
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much of the private sector’s gains have
come at the expense of consumers, the
public sector, and providers. For in-
stance, there are relatively fewer people
insured by their own or their family’s
employers now than these were 10 years
ago. The increase in the number of
working uninsured and the fact that
most employers are demanding greater
contributions towatd insurance costs
means that more pressure is put on
safety net providers, such as public
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hospitals and inner-city academic
medical centers. Consequently, they’ve
been in worsening financial health, and
the amount of compensation the govern-
ment has paid out in disproportionate
share payments (DSH) made to hospitals
that deliver a higher-than-average
amount of uncompensated care reflects
this (Figure 2-5). Similarly the Medicaid
expansion of the late 1980s added about
10 million people to the program at a
time when fewer people were receiving
coverage from employers.

Furthermore, the mainstream Medicare
and Medicaid programs have either
experienced cost shifting from private
insurers, or simply haven’t shared as

* greatly in the productivity improve-
ments providers, especially hospitals,
have experienced over the last few years.
Figure 2—6 shows that the cost reduc-

tions have resulted in disproportionately

high benefits to private payers, at the
expense of public payers.

Figure 2-6: Medicare gets a worse deal in the 1990s
(Average annual per capita growth in Medicare and private health
insurance spending in hospitals)
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We don’t believe that this discrepancy
between public and private costs can
continue at the 5 percent differential
seen to date in the 1990s. It looks like
these gains for the private sector at the
public sector’s expense are mostly a one
time gain, and the gap is now starting to
narrow.

Evidence of this reversal is accumulat-

ing. Already, due mostly to poor mar-
gins among health plans and increased
utilization in pharmaceuticals and
physician services, we see private
insurance premiums increasing between
3 percent and 8 percent in 1998.
Meanwhile, the increases in excess of 10
percent seen in Medicare and Medicaid
costs during the early 1990s have slowed
in 1996-1997 to 8 percent and less than
5 percent respectively. The 1997
balanced budget legislation attempts to
put an overall cap on growth of Medi-
care costs at G percent for the period
from 1998-2002, which should cause a
further reduction in overall public sector
cost increases. This reduction in Medi-
care spending should put more pressure
on providers, which will in turn try to
transfer their costs to the private sector.

We forecast that private sector costs will
move closer to the 3 percent to 6 percent
range over the next seven to 12 years,
and public sector costs will end up in
the 6 percent to 9 percent range. Hence
our forecast of overall costs averaging
6.4 percent per year.

Why will costs stay in that range rather
than go much higher, even back to the
30 year trend? On the private side,
employers and others now understand

SN
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Figure 2-7: Share of costs borne by government, employers
and consumers
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that they don’t have to simply accept
large cost increases year after year.
Meanwhile, the Medicare legislation
passed recently appears to be the most
comprehensive attempt yet to imple-
ment cost-containment effort across the
entire program, rather than simply
squeezing one part of the Medicare cost
balloon and letting it bulge out else-
where.!

Nonetheless, given the greater pressures
on the Medicare and Medicaid program,
and the traditional ability of providers
to take advantage of their comparative
inflexibility, we think that although cost
growth will slow, government’s share of
all health care expenditures will increase
rapidly. Forecasting the rate of public
and private sector growth rates, the
government’s share of spending (exc/ud-
ing the government as employer) will
increase from around 46.75 percent
today to closer to 47.5 percent in 2002
when the current Medicare budget is
due to finish, and to as much as 52

percent by 2010.]

The consumer is the other source of
increased expenditure since across the
board the consumer will be paying more
for health care. Currently out-of-pocket
costs (direct spending on medical
services) are $182 billion a year, or about
18 percent of total health care expendi-
tures. In addition, individuals pay $62.5
billion in private insurance premiums,
either for their primary insurance, as a
contribution to what their employer
provides or for Medigap coverage.®
Combined, these account for 25 percent
of total health care spending. Because of
the reduction in scope of benefits,
increased consumer demand for over-
the-counter (OTC) medical products and
complementary services (such as chiro-
practic cate), and the slightly higher
growth rate of individual health insur-
ance versus group insurance, we forecast
that this share of total spending will rise
to as much as 28 percent by 2002. After
that, growth in the public sector will
absorb some of the increase and it will
fall back to 26.5 percent by 2010. But
for the next five years health care
spending will rise as a share of consumer
incomes.

Compared to today, in 10 years employ-
ers will be paying a smaller share of
overall costs, while government and

consumers will be paying more (Figure
2-7).
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THE SIGNIFICANCE OF OUR
COST FORECAST FOR THE
REST OF OUR 12-YEAR-
OUTLOOK

We broadly agree with forecasts from
Ken Thorpe and others who suggest that
the health care cost problem is not going
to go away. The nominal rate of health
care cost growth for the period 1992-
2010 will be at about 6.5 percent, or 1
percent over GDP as opposed to 3
percent over GDP for the period 1960 to
1990. But we believe (with some
temerity) that because of this relatively
slower growth, cost containment, which
has been the central issue of health care
policy in the public sector for the last 30
years and in the private sector for at least
the last five, may not be the dominant
issue for the next 12 years. This period
up to 2010 is likely to be a hiatus, given
the impact of the soon to be retiring
baby boomers in the years between 2010
and 2030.

WILDCARDS:
POSSIBLE COST DERAILERS

* Risk selection sinks Medicare savings:
Choice Plus ends up as cream-
skimming medical savinigs accounts,
Physician Sponsored Networks, and
HMOs increase on a noticeable scale.

e Cost-reduction strategies in fast-
growing parts of Medicare such as
Skilled Nursing Facilities, home
health and outpatient services don’t
work or are counterproductive in that
they create fast-growing exceptions.
Those rapidly growing programs are
joined by other new programs like

Chapter 2: Cost Increases in American Health Care

telemedicine, which are equally
expensive.

Cost shifting to providers and public
payers causes a collapse of the safety
net forcing large influxes of federal
funding to several inner-city areas in
a mass scale replay of Los Angeles

1995.

The next recession is deeper than
usual, requiring more setvices, and
hence a greater share of government
revenue and GDP to be spent on
health care, while taxes and other
revenues go down,

“The weapons are taken out of
managed care’s hands.” A combina-
tion of legal and regulatory restric-
tions on health plans, such as “any
willing provider” laws, bans on
capitation, and utilization review, tilt
negotiating power back towards
providers.

The provider surplus, plus aggressive

. HMOs, plus Medicare actually

sticking to 6 percent cost increases
and Medicaid getting tougher, keep
costs below our forecast and below.
4.5 percent. As a consequence, health
care shrinks as a share of GDP.

The technology revolution increases
the rate of economic growth. Health
care shrinks as a share of GDP
because GDP grows so quickly.

No one can profitably deliver home
care services in the next three years,
leading to a crisis of underfunding in
the home care industry.
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ENDNOTES

! Since the mid-1980s the underlying
trend has been for the economy to grow
at an annual clip of 5.5 percent in
nominal terms (2.5 percent real growth
and 3 percent inflation). Thus for health
costs to maintain their share of GDP
they would have to grow at an average
annual rate of 5.5 percent in nominal
terms.

2 i.e. less than 5.5 percent, the average
growth of the economy in nominal
terms (not adjusted for inflation).

> V.R. Fuchs & M.]J. Kramer Determi-
nants of Expenditure for Physicians Services
in V.R. Fuchs The Health Economy,
Harvard University Press 1986

4 Medicaid, too, appears to be growing

more slowly. However, as Medicaid costs .

grow fastest during recessions and the
recent falls in Medicaid cost-growth
(e.g. to below 4 percent in 1996) have
come during an economic expansion, we
forecast Medicaid growth to remain at
about 8 percent.
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% This does not include the government’s
spending as an employer. We count that
spending as private health insurance (as
does HCFA in some versions of the
NHE) and believe that it will increase at
the rate of private spending. In 1995
government spending on insurance for
federal, state and local government
employees amounted to roughly $58
billion of the $242 billion spent by
employers on pfivate health insurance in
1995. If this were to be counted as part
of government health expenditures it
would mean that the government
accounted for 52 percent of health
expenditures in 1995.

¢ This does not include $16 billion paid
as premiums by individuals for Part B of
Medicare, which are included in our
Medicare numbers.
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CHAPTER 3: THE FUTURE OF HEALTH INSURANCE

A History of Mixed Models

The American health insurance system
developed out of a need for hospitals and
physicians to make their product
affordable to ordinary people. Health
insurance first became a reality for
Americans in the 1930s with the
creation of specialized health insurance
companies, the Blue Cross and Blue
Shield plans. The system was given a
boost when health insurance became an
employment benefit during and after
WWII, and when Medicare (for the
elderly) and Medicaid (for the poor) were
created in 1965. It was this indemnity-
based system of mixed public and
private insurance sources that consti-
tuted the mainstream of American
health care until the early 1980s. Only
in some regions, notably in the West,
were any substantial number of people
enrolled in the prepaid health plans that
were later called Health Maintenance
organizations (HMO:s).

During the 1970s and 1980s, a series of

legislative and court decisions enabled
the growth of selective contracting.
Selective contracting allowed insurance
plans, which came to be known as
Preferred Provider Organizations (PPOs)
and HMOs, to contract with networks of
providers. The plans could arrange the
contracts at a predetermined price and
reimburse providers for their services in

a number of different ways, still includ-
ing (but not limited to) a traditional fee-
for-service model. Generally, the Medi-
care and Medicaid programs were not
included in these arrangements during
the 1970s and 1980s.

By the early 1990s the cost advantages
that HMOs and PPOs afforded employ-
ers were so great that most large em-
ployers, such as public employers like
California Public Employees Retirement
System (CalPers), moved their employ-
ees to this type of insurance arrange-
ment. This caused a rapid growth in the
numbers of people enrolled in HMOs
and PPOs, and later in hybrid models
like Point of Service (POS) programs. By

1995, most companies had moved their

workers away from indemnity plans, and

by 1997 more than 65 million people

were enrolled in HMO plans (Figures

3—1 and 3-2).
|
\
\

Meanwhile, moving employees into
managed care plans was not employers’
only response to rising health care costs.
They also offered fewer employees
insurance, particularly those with lower
education levels. The proportion of
nonelderly who had employment-based
insurance fell from 69.2 percent in 1987
to 63.5 percent in 1993 (Figure 3-3).!
Insurance coverage stayed at this level to

Chapter 3: The Future of Health Insurance




Figure 3—1. HMO membership takes off in the 1990s
(Number of HMO enrollees in millions)
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Figure 3-2. Type of plan that covered most employees of companies
with 100+ workers
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the present despite the large number of
new jobs created during the 1992-1997
economic expansion. This erosion of
health insurance as an employee benefit
has been particularly severe for those
with no more than a high school educa-
tion (Figure 3—4).

What has changed over the last few
years is the number of people who are
uninsured—a number which typically
increases during recessions and decreases
during economic expansions—now
appears to be increasing during expan-
sions. This increase suggests that, in this
current expansion, any income effect
(people buying insurance as a result of
higher incomes or employers offering
health insurance benefits as a result of a
tighter labor marker) or price effect
(people buying more health insurance
when it becomes relatively cheaper) is
being outweighed by:

a) structural shifts away from employers
offering insurance, such as more part-
time workers and more workers in
smaller fiems (Figure 3-5)

b) the sharp decline in health insurance
provided by small businesses (Figure
3—6), which already offered less
health insurance compared to larger
firms (Figure 3—7). Part of this
change has been that many small
business jobs are now in the service
sector where employers offer fewer
benefits than in the manufacturing
sector.

¢) the underlying price effect, that is,
employers and individuals dropping
insurance coverage because of increas-
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ing costs in comparison to real wages,

[ ) Figure 3-3. Employment based insurance is falling...... which are still below the 1989 level.
| . (Perc,er_1t of nonelderly adults with employer-sponsored
| health insurance) So the plight of the uninsured, which
L Percent has been a focus of Health policy
O 70 throughout the century and led to the
C\, \ creation of Medicare and Medicaid, will
C 68 remain unresolved if current trends
\) 66 \ persist. The numbers of uninsured
(J \ people have been growing fairly steadily
O 64 N——" and are at 42 million people. This
| '> 62 - correlates to approximately 15 percent of
< o | | | the population being uninsured at any

one time, and 7 to 9 percent being

B 1987 1989 1991 1993 1995 uninsured for a year or more. Although
C Source: EBRI analysis of GPS data there is some dispute over the ;alcula-
C tion?, it appears that the rate of the
g uninsured has recently been rising by

R about 750,000 per year, a growth rate of
C‘ 2 percent as compared to overall popula-
C ;Zglgreugt_z;‘ .tll'l.e.cajg(cjllf; ’: the least educated who've borne tion growth of 1 percent. However, the
O (Percent of full time male workers with health benefits by absolute m_m‘lber of unmsu.red increased
g educational attainment) about 2 million a year during the 1990-
. 1992 recession.

(\ High schoo! dropouts W 1979
O High school graduates 1NR L1 1992 THE Issues: How WiLL PeopLE

~, RECEIVE HEALTH INSURANCE?

‘ Some college

Cj College graduates Some of the factors determining how

All workers people receive health insurance over the

next 12 years are predictable. Most
Percent people will have their insurance paid for
Source: J. Sneddon Little, New England Economic Review, 1995 by the same source it comes from now. |

An assessment of the sources of health

insurance for Americans (Figure 3-8)

shows that in 1995 about 155 million |
individuals, o just under 60 percent of

Americans, received private health

insurance from their employer or

purchased it themselves (20 million or 7

percent). Of the remainder, 30 million

(11 percent) are in the Medicaid pro-

gram, some 38 million (14 percent) are
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Figure 3-5. The flexible workforce is growing quickly
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Figure 3—6. Small business drops health benefits
(Percent of employees at firms of >100 receiving health benefits
from their employer over time)
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Figure 6-7. Few small business employees find insurance at work. . . . or anywhere else

(Source of insurance coverage by size of employer 1993)
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Figure 3-8: Sources of health insurance for Americans over time

percent) have no health insurance and
rely on self-pay, county and local
programs, or charity.

For the next five years we know who the
Medicare population will be; any future
policy changes related to eligibility will

Millions
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== Employer-based
— Medicare
|
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Source: IFTF, using data from HCFA, EBRI! and CPS

not kick in until late in the next decade.
In the near future, employment-based
insurance will remain the predominant
form of insurance for most people under
65. There will be a continuing group of
Medicaid recipients and uninsured, but
their numbers can not be known for

OO

i

B

OOCOD

certain. The major categories of Medi-
care, Medicaid, uninsured and private
health insurance will remain the core
sources of coverage, or lack thereof.

However, the question is not only, From
which source do people receive health
insurance? We must also ask, What
form does that insurance take? During
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WHAT'S BEHIND MEDICAID’S GROWTH?

The Medicaid program has grown in both size and complexity since its
inception in 1965.2 The program now accounts for some 15 percent of all
health care spending ($150 billion in 1995) and covers some 36 million
people, primarily with four major types of coverage: 1. acute medical
insurance coverage; 2. coverage for the disabled, including residential care
for the long-term mentally disabled; 3. long-term care for the poor elderly
{those who have “spent down” to poverty level and need nursing home
care); and 4. state Medicaid programs paying the Medicare Part B insurance
premiums for poor elderly and disabled (known as dual eligibles).

Sixty-five percent of those enrolled in Medicaid are in the first category,
and 65 percent of the money is spent on the 35 percent in the last three
categories. As that spending tends fo fall outside of the traditional acute
care model, it is difficult to include in managed care programs.

A series of legislated eligibility expansions in the late 1980s, followed by
the 1990-1992 recession, increased the numbers of people covered by
Medicaid from 23 million in 1987 to 36 million in 1996. Currently, about
30 million people use Medicaid as their primary source of health insurance
(our model counts the dual eligibles in the Medicare numbers). Federal
legislation in 1996 gave states far more freedom to alter Medicaid plans,
both in terms of implementing new benefit arrangements, and in changing
eligibility levels. Meanwhile several states, notably Tennessee, had dlready
moved their Medicaid population into managed care programs. Most
 other states have announced an intention to do the same, and we forecast
that about 60 percent of Medicaid recipients will be in managed care plans
. by 2005, although they will account for only 35 percent of spending.

The 1997 Balanced Budget Act also gave the states funding fo increase the
number of children covered by health insurance. States may use these
funds fo increase Medicaid eligibility levels for children or they may create
separoté’chﬂd health programs.

Chapter 3: The Future of Health Insurance

the last few years, most people with
employer-based insurance have moved
from indemnity plans into a variety of
more complex models, including several
types of open-panel HMOs and PPOs.
The shift from indemnity to PPO and
HMO models will continue, with the
shift accelerating in the public pro-
grams.

Contrary to popular opinion, the growth
in PPOs and HMOs was not primarily a
result of an increase in the number of
members of traditional staff and group
mode] health plans, such as Kaiser
Permanente or Harvard Community
Health Plan. Instead, the growth came
from IPA-based HMOs that developed
new contracting arrangements with
community providers and intermediary
organizations, such as medical societies
(Figure 6-9). In other words, the
delivery system used by the new inter-
mediaries was the same one that the
Blue Cross, Blue Shield and traditional
indemnity systems had been using all
along.

In the mid 1990s, the Medicare and
Medicaid programs began seeing HMO
enrollee increases, as some state govern-
ments forced Medicaid recipients to join
HMO:s and it became more attractive for
private-sector health plans to recruit
senior citizens.into specialized HMOs.
This “Medicare risk contracting” was
increasingly profitable for commercial
health plans, particularly in areas where
Medicare’s average costs were high. For
each member enrolled, HMOs were
reimbursed 95 percent of the average
costs in a particular county—a reim-
bursement policy that encouraged the
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recruitment of seniors in high-cost
matkets such as Los Angeles, Miami and
New York City. Membership of seniors
in risk-contracting HMOs grew from 4
percent at the end of 1989 to 6 percent
at the end of 1994, to over 11 percent in
December 1996, and we anticipate that
it will be at 15 percent by the beginning

Figure 3-9. It's been the IPAs that have grown fastest
(HMO enroliment growth split by IPA & network models versus
group and staff models)
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Figure 3-10. Enroliment growth in Medicare risk (TEFRA) HMOs
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of 1998 (Figure 6-10). After 1998,
Medicare recipients will be allowed to
join other types of insurance programs
such as PPOs, under the new Choices +
program.

" Two major issues then, have influenced

our forecast for health insurance. One is
the sonrce of insurance. Those payers will
remain fairly constant. The other is the
type of insurance. Although we estimate
that the numbers enrolled in the
classically defined products—indemnity,
PPO and HMO—the distinction
between different types of HMOs,
PPOs, POSs and all the rest of the
players in the alphabet soup is becoming
irrelevant. Continued innovation in the
benefit plans’ contractual arrangements
will rapidly erode the distinction
between the classic gatekeeper HMOs,
PPOs, POSs, and other models of
managed care.

THE ForEcASsT: THE SOURCE OF
INSURANCE—WHERE ARE THE
PEoPLE?

PRIVATE INSURANCE

The economic trends downward in the
numbers of people with employment-
based insurance and upward in the
numbers with Medicaid (and the
uninsured), will remain consistent over
the next 10 years. The numbers receiv-
ing health insurance from employers
will decrease, as a proportion of overall
s population, at 1 petcent every five years
from about 59 percent in 1997 to about
55.5 percent in 2010 (Figure 3—11).

Chapter 3: The Future of Health Insurance




Figure 3-11. Future sources of health insurance for Americans
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Source: IFTF, based on data and projections from HCFA, Urban Institute, Lewin Inc. & CBO

MEDICcARE

Meanwhile, the population insured
through Medicare will increase at a rate a
little greater than the rate of overall
population growth, from just under 38
million (14.2 percent) to 45 million in
2007 (15.5 percent) and 49 million in
2010 (16.8 percent). While there will be
growth in the numbers of elderly, the
fastest growing segment of the Medicare
population is now the disabled, which is
growing at 6 percent annually. Consider-
ing that no changes to eligibility were
made in 1997, a policy that is unlikely to
change during the next several years, we
think that Medicare will continue to cover
people over 65 years of age, at least until
2010. There are now 34 million Ameri-
cans over 65 and there will be 40 million
in 2010. The significant growth in the
population over 65 years old, owing to the
baby boom after World War IT will begin
in 2010, and continue until 2040,

Chapter 3: The Future of Health Insurance

MEbpicaip

There are now about 30 million Ameri-
cans (11.5 percent) who use Medicaid as
their primary insurance. That number
does not include the nearly 6 million
people who are eligible both for private
insurance and for the Medicare program.
It also ignores an estimated 6 million
additional people who are eligible for
the Medicaid program but are not
enrolled in it—we classify these people
among the uninsured. The rate of
growth of the Medicaid population
depends on both federal and state
government policy and the economy,
and is notoriously difficult to forecast.
However, we do not forecast a substan-
tial expansion in Medicaid eligibility
other than for some children covered
under Kiddiecare.

Projections based on demographic
patterns over the next 10 years, particu-
larly the aging of the population, means
that there will be a fall in the growth
rate of the core populations Medicaid
serves (such as mothers with children).
We estimate that Medicaid will grow
from 30 million to 34 million by 2010,°
remaining consistent at around 11.5
percent of the population. Several factors
could inflate this forecast, including a
faster uptake of children into Medicaid
under Kiddiecare, or a severe recession
that would cause an expansion in the
ranks of the poor. However, states now
freed from federal mandates could
tighten eligibility requirements, which
would reduce the number of people
served.
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THE UNINSURED

The uninsured will still constitute a
sizable proportion of Americans, but our
core forecast is that they will continue to
be about 15 percent of the population.
Although ascertaining the number of
uninsured is problematic, their number
appeats to be increasing at about
750,000 people per year. Because health
insurance costs have dropped in the past
three years, we project that, assuming a
generally tight labor market, the
underlying trend will fall over the next
five years (although a likely recession
may keep the average growth at
750,000).

There will also-be a modest impact on
Medicaid as between 1.5 million and 2
million children receive coverage over
the next five years through the
Kiddiecare provision of the 1997

Balanced Budget Act; (10 million of the .

uninsured are under 18 years of age). In
total we forecast that by 2002 the
uninsured will increase from its current

Figure 3-12. The future is much more of the present
(Type of insurance coverage for the insured)
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42 million to around 44 million. After
2002 the average rate of increase will
decline partly because of the shifting age
structure in the population. Lack of
insurance is most common among
people aged 18 to 34 years, and most of
the baby boomers will be aged 40 to 60
years by then. Overall, we estimate that
the underlying rate of uninsurance will
fall to closer to additional 500,000 per
year through to 2010. We estimate that,
in 2007, 16 percent of Americans (46.4
million) will be uninsured, a percentage
that will rise to 16.1 percent or 47.9
million in 2010.

The important factor in these projec-
tions is the proportion of the population
that is uninsured at any one time. About
half the number uninsured at any one
time (i.e. the often quoted 42 million)
will be uninsured for a year or more, and
twice that number will be uninsured at
some time over a two-year period.
Furthermore the period of time it rakes
for the population to progress through
the cycle of going from insured to
uninsured and back to uninsured again
shortens during recessions and hence has
greater political impact then.

WHAT TYPE OF INSURANCE WILL
PeopLE HavE?

While the distinction between indem-
nity, PPO, and HMO is breaking down,
the numbers making the move toward
managed care have been counted by the
increase in HMO membership, and
that’s how it will be forecast throughout
the near future. Figure 3-11 shows the
change in type of insurance coverage
enjoyed by the insured over the next 12




years.

Among those with private insurance,
HMO membership has been growing at
about 7 percent each year during the
1990s and we expect that rate to remain
constant out to 2002, and then drop to 5
percent from 2002-2007, and to 4
percent after 2007. Indemnity programs
will increasingly turn into PPOs, and
PPO membership will increase to about
60 million by 2002, but then it will
decline to below 50 million as PPO
members increasingly move into HMOs.
However, the distinctions between these
products will be hard to discern by then.

Meanwhile, Medicare and Medicaid
HMO enrollment is likely to grow
considerably faster (Figure 3—13). Our
estimate is that Medicare Risk enroll-
ment will continue to grow at a consis-
tent rate of about 90,000 insured lives a
month, a trend that will result in about
25 percent of seniors being in Medicare
Risk HMOs by 2002—nearly doubling
the present amount—and about 33

Figure 3-13. HMOs move from mainstream to majority
(Percent of Americans in HMOs by source of insurance)
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percent by 2007.° The variety of man-
aged care plans offered by the private
sector to these seniors will increase to
include POS and even PPOs. Most of
the rest of the Medicare population will
remain in the FES program, but a small
minority may choose alternatives, such
as Medicare Savings Accounts (MSA) or
buying private indemnity plans. Medic-
aid HMO enrollment will happen much
faster, as the recipients will be-givenrno
choice and will not need to be sold
membership one-by-one. We project
that virtually all the nondisabled adults
and children in the program will be
moved into HMOs by 2002. This
process has already started, and despite
some false starts, within five years it
should be nearly complete with as many
as 63 percent of the recipients in
HMOs.’

The overall forecast is that HMOs will
cement their position as the dominant
form of health insurance product over
the next decade. PPOs will have some
durability as an indemnity-like insut-
ance product, particularly within the
upper echelons of the employee popula-
tion. Pure indemnity will decline
rapidly in importance remaining viable
only in the Medicare program and for a
tiny percentage of the employed.

But the real importance behind these
distinctions in health insurance models
will fade by the early years of next
century. For those insurers that remain,
the two key issues will evolve into:

e The components of the benefit
packages, in terms of the insured’s
obligations like coinsurance,
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deductibles, and copayments.

¢ The way in which insurance plans
reimburse the providers

We look at the second question, pro-
vider reimbursement in Chapter 4,
Delivery of Care. The first issue, benefits
packages and insureds’ obligations, is
somewhat clearer, and will reflect the
underlying tiering that is developing
among consumers in the population as a
whole (see Chapter 8, Consumer Influ-
ences). Three types of insurance models
are likely to develop, based on the
employment status and wealth of the
participants:

e High-echelon indemnity or PPO, includ-
ing traditional Medicare. These will
remain traditional programs with
high deductibles and coinsurance,
copayments, and free choice of
providers.

¢ HMO derivative benefits: Most Ameri-
cans will have excellent benefits in
terms of low or no deductibles, and
low copayments (the current HMO
standard), if they stay within the
provider network and work through
their plans’ referral processes (be it
from gatekeeper physician, or nurse
to a specialist). The option to self-
refer to other providers will be
covered in general, but at a lower
percentage of reimbursement with
higher copayments and most likely
higher coinsurance.

o The low tier, which will include most
Medicaid enrollees, will face a more
restrictive set of provider choices, but

Chapter 3: The Future of Health Insurance

with better access to them than

they’ve experienced in the traditional
program. The providers for this group
will also be dealing with most of the
uninsured. There will also be contin-
ued but limited efforts to help
uninsured individuals and small
groups buy into these lower-tier
plans. The outcome of the Kiddiecare
legislation in many states will be a
similar plan or buy-in to Medicaid.

Again, to see how these factors will
translate into reimbursement and affect
the provider system, see Chapter 4,
Part B.

WILDCARDS:

* A severe recession increases the
uninsured and Medicaid populations
by 75 percent each.

¢ Universal health insurance legislation
is enacted reducing the number of
uninsured to nearly zero.

¢ Health insurance premiums become a
taxable benefit; employers stop
providing coverage and abandon the
market as purchasers.

e MSAs, vouchers for Medicare, and
other individual-based buying
becomes a significant force, changing
the group nature of the insurance
market,

* HMO enrollment growth in either
Medicare or the commercial market
may slow substantially or even
decline due to legislative, market, or
other pressures.




* A national health insurance system is
adopted; private sector insurance is
eliminated.

ENDNOTES

! EBRI analysis of 1987-96 CPS
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? For example, the two main surveys
used to calculate this number, the CPS
and the NHIS, count uninsured children
in different ways. They also count
veterans who potentially could use VA
hospitals differently. In another example
of the mystique around this number, the
questionnaire was changed in the 1995
CPS which led to an apparently large
rise in the number of people receiving
coverage at work while the undetlying
trend and many other surveys were
revealing the opposite

3 In fact the expansion in eligibility of
the Medicaid program in the late 1980s,
which saw the population covered by
that program grow from about 19
million to closer to 30 million, had
some impact on keeping the number of
uninsured lower than it would otherwise
have been. Few of these new Medicaid
recipients had been previously unin-
sured, in fact most of them had previ-
ously been insured by an employer, but
it did make a one-time impact on the
underlying trend of uninsurance.

4 Until the 1996 legislation it was
necessary to receive a waiver from the
Federal government to make substantial
changes. Several waivers were granted
including that which allowed Tennessee

to introduce the TennCare managed care

program for Medicaid recipients and the
uninsured.

5 There’s somie controversy over forecast-
ing Medicaid enrollment. CBO esti-
mates annual Medicaid growth of 2.7
percent. The Urban Institute reworked
the Congressional Budget Office (CBO)
number in 1997 and established to our
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satisfaction that CBO had overestimated
the growth in the core Medicaid popula-
tions of AFDC moms and kids and the
disabled. They projected a 1.6 percent

OO0 0s

&

annual growth rate which we’ve used
here.

&

¢ This is much lower than several other
estimates including CBOs. But it is
revised up from our 1995 projection
which had HMO growth stalling in
Medicare at around 25 percent. The
upward revision takes into account
future leveling of the AAPC rates, the
abolition of the 50/50 rule, the upward
boost to rural AAPCC rates and the PSN
legislation which will make it easier to

\\
@

set up the infrastructure to enroll seniors
in smaller markets. The one major brake

1O O

enrolling healthy seniors a good deal less

C/l on Medicare risk is the likely institution
~ of risk adjustment for government paid
~ premiums after 2000, which could make

\

profitable than it is now. In any event,

OO

HMO penetration will not approach

- that seen in the employer market. See
IFTF’s 1995 report, Medicare & Medic-
aid Managed Care for a full discussion of

N

OOOCO(

our projection.

7 This includes pre-paid health plans and
HMOs, but not primary care case-
management which we regard as an

)
.

addendum to the regular fee-for service
program
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CHAPTER 4: DELIVERY OF CARE

Main Themes of

the Future Delivery System

The mixture of physicians, hospitals,
and other providers that makes up the
American health care delivery system
has never been a well-organized entity.
We are a few years into what we pet-
ceive will be 15 to 20 years of profound
change in the way health care providers
are organized. This period of change
will occupy all of our forecast period up
to 2010, and the outcome of those
changes will be of profound importance
for the future well beyond 2010. That
outcome is uncertain, in that no one can
state precisely what kinds of organiza-
tional models will deliver most of the
care in the future, or who will control
how that care is provided. Although,
patients will be involved in all stages,
both as active agents and as passive
recipients of change, most of the action
will be driven externally by employers,
governments, and health insurers, with
various players in the system trying to
create organizations that will survive
and even profit in the future. Several key
backdrops underlie this system:

o Continued organizational change. A
combination of the demands of
employers, the rise of managed care,
the recommendations of consultants,
and the infusion of Wall Street
capital into the health care system
has led to a desire for new models of

INSTITUTE FOR THE FUTURE

health care delivery, and current
providers are trying to make sure that
they will be in the game for the long
term. Consequently, there has been a
rash of mergers, acquisitions, and new
initiatives in and among all sectors of
the market. This activity has been as
prevalent among nonprofit organiza-
tions as it has been among their Wall
Street-funded brethren. It presages a
slow transition from a world of inde-
pendent entities to one of more corpo-
rate systems. Between here and there
have been—and will be—many false
starts, poor investment decisions, and
organizational disasters.

The role of intermediaries. Health care
plans, disease management companies,
case managers, and other management
organizations will become much more
important in directing patients to
providers and in intervening and
directing the activities of both care
providers and patients. There is a
possibility that providers will attempt
to get around the intermediaries and go
directly to such end-payers as employ-
ers or Medicare. There is also a possi-
bility that, as patients become more
engaged in their care, they will influ-
ence the behavior of these intermediar-
ies as well as that of their providers.

Chapter 4: Delivery of Care




» An overcapacity of hospitals and a surplus of
physicians. America has far more hospital
beds than it uses, and many physicians
are working at much lower efficiency
levels than they could. Whether or not
this situation is a surplus to some
normative “need,” the overall market
effect is that providers increasingly will
be working in a buyer’s market rather
than the seller’s market that has existed
for the past six decades.

o Comtrol over medical management will be
the main arena of inter-organizational
conflict in the medium-term future.
Physicians and providers have lost
substantial organizational, financial,
and clinical control to health plans and
payers, but they have also been
working to build systems to win back
some of that control. The control over
medical management will be the
central arena in which this power
struggle plays out. The shift in locus of
decision-making away from individual
clinicians to other entities will con-
tinue. The question is how far and how
fast that shift will go, and what
combination of “others”—including
those “others” internal to the provid-
ers’ organization—will direct.

Assuming these four major medical
management decision-making themes—
overcapacity in the system, continued
change among all organizations, the
evolving role of the intermediary, and the
control of medical management—this
chapter forecasts the future roles of
intermediaries, the new models of
reimbursement to providers and care
organizations, and the structure of
service-delivery organizations.
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A. INTERMEDIARIES

BAackGROUND: THE CONVERGENCE OF
OrPEN NETWORKS AND THE DEATH OF
VERTICAL INTEGRATION

The last 15 years has produced a dramatic
change in the commercial insurance
market and the beginning of a similar
change in the Medicare and Medicaid
systems. Health maintenance organiza-
tions (HMOs), preferred provider organi-
zations (PPOs), and point of service (POS)
plans, which restrict patient access to
physicians and services through financial
incentives and gatekeepers, have become
the dominant form of health insurance for
employees and their families. Similarly
restrictive plans have been able to increase
enrollment in Medicaid and even in
Medicare. However, most enrollment
growth has not been in the classic prepaid
health plans—the staff and group model
HMOs—but rather in IPA-based HMOs
that use mainstream community physi-
cians and hospitals.

This pattern surprised many observers
who thought that, when the shift to
HMOs came, the cohesiveness and
internal controls of group and staff plans
would give them a competitive advantage
over the IPA models. However, the ability
of IPA models to control provider costs
has meant that there has been no competi-
tive advantage for the staff model HMOs.
Access to the same providers that patients
were already seeing has been the IPA
models’ biggest weapon in selling their
products, and this shift has significantly
changed what most pundits thought the
managed care landscape was going to look
like (Figure 4-1).
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Figure 4—1. Managed Competition: How It Was Supposed to Be:

Integjré;iqd / Integ raié‘d
System System.

World of:

e  comperition between vertically integrated systems
* exclusive relationships

* empowered consumers

How It Really Is:

Health Health Health Health
Plan |<€4—P Plan ~4¢—»| Plan |<4—P| Plan

World of:

*  horizontally integrated delivery systems
*  nonexclusive relationships

* competition among plans and providers
*  confused consumers

Source: IFTF
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Virtually all HMOs—with the notable
exception of Kaiser Permanernte and the
few other group- and staff-model
HMOs—use the same provider networks
and pay providers a mix of discounted
fee-for-service and partial forms of
capitation. Moreover, as health plans
have widened their networks and
developed point-of-service plans and
direct patient referrals to specialists,
their HMO products are becoming
increasingly similar to the products of
PPO:s.

Issues: Now THAT WE ARE ALL
IN MaNaGeD CARE, WHAT ARE WE
GoinG 1o Do?

Most intermediaries offer 2 mix of
insurance products that provide more or
less the same physician networks and
similar medical management tech-
niques. They compete on the basis of
price to employers, customer service,
and benefits to individual enrollees,
particularly in the Medicare market.
Most of the savings they have gained
were achieved by cutting reimbursement
rates to providers, and those cuts have
gone about as far as they can for the
short term. These plans are coming
under three new types of pressure:

¢ While intermediaries have been

successful in cutting costs, the
savings have been achieved by
onetime reductions in reimbursement
rates. Meanwhile, utilization rates are
rising across the board, particularly as
these plans have added new providers
to their rosters, included different
types of populations in their member-
ship (such as Medicare recipients),
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and added new products such as POS.
In the latter part of 1996 and
through 1997, the “medical loss
ratios” (i.e., how much money was
passed on to providers) of many
publicly traded HMOs began to
increase. Yet cutting back on product
offerings is not an option, as their
employer customers are demanding
more, not less, variety and choice
among provider networks.

¢ Employers, the government, and
accreditation agencies such as NCQA
are demanding proof of quality
performance. Given their lack of
provider differentiation, it is very
hard for health plans to demonstrate
quality, particularly quality as
compared to that provided by a
competitor.

o It is also increasingly difficult for
health plans to avoid a commitment
to treat high-risk populations, both
because of such legislation as
Kennedy/Kassebaum and because
often they are getting a large enough
share in any one market that they
cannot avoid treating the sicker
segments of the community. If
insurers cannot avoid expensive cases,
their only option is to manage their
care in a more cost-effective manner
without cutting quality. How to do this
is a new adventure for virtually every
plan in America.

As patients from every venue enter
managed care, the question becomes
which intermediary model is best suited
to resolve the issues of cost, quality, and
care management. The attempt to find
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such models is a key driver for the future
of health plans and for health care
generally.

FORECAST: INTERMEDIARIES
MuLTiPLY IN TYPE

What types of intermediaries will
patients use? For the insured segment of
the population, the mix of indemnity to
HMO plans will reverse over this next
12-year period. For those on Medicaid,
indemnity Medicaid will become man-
aged care Medicaid, perhaps with slightly
better access to providers. The uninsured
will rely on the same network of safety
net providers who survive with a mixture
of state and local funding.

The net result of this forecast is that
enrollment in HMOs will increase from
27 percent to 47 percent by 2007
(Figure 4-2). Combined enrollment in
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Figure 4-2. Managed Care Takes Over From “Unmanaged Care”
(Number of Americans, in millions, in HMOs and PPOs versus FFS and
uninsured over time)
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HMOs and PPOs will cover just over
two-thirds of the entire American
population. Only the uninsured, a little
over half of Medicare recipients, and a
few upper-echelon employees, (those in
our “high-end fee-for-service broker”
category), will be outside their number.

While this growth progresses, the
intermediary marketplace will evolve
into a mixture of different health-plan
models, most of which will spend the
next 5 to 8 years in a constant flurry of
consolidation, experimentation and
restructuring. Several dominant strate-
gies will emerge by 2005. Most inter-
mediaries will adopt one or more of
these strategies, depending on the
geography, philosophy, and availability
of organized providers:

o The case manager intermediary. The case
manager intermediary divides a
population into the well and the sick,
and permits the well to have free
access to virtually all of its loosely
organized provider network. Its
primary focus is the aggressive
medical management of the sick,
often parsed out by disease state. It
uses a mixture of provider organiza-
tions and relies on the development of
information systems to track the
activities of its loosely organized
provider network. The intermediary

~spends much of its energy in directing
the activities of providers and sick
patients. Providers are reimbursed in a
multitude of ways, usually on a fee-per-
episode, but must meet or exceed
several stipulated specifications regard-
ing costs, quality, and patients’ satisfac-
tion in order to keep their contracts.
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o The provider partner intermediary. The
provider partner allows providers to
be responsible for the medical
management of the enrollees, and
takes on for itself responsibilities for
customer setvice to members, for
marketing its providers’ services, and
for redistributing risk among its
providers. The health plan relies on
the use of various risk-sharing
vehicles to pay providers, including
full and partial capitation, satisfaction
incentives, and customer-retention
patterns. The intermediary rigorously
audits providers to ensure that they
manage patients to an agreed upon
standard, but relies on the clinicians
to develop protocols and demand-
management techniques. This model
operates successfully only with large
provider organizations, and most
intermediaries run this type of model
in one region and the case manager
model in others.

Figure 4-3. The “Fee-For-Service Brokers” Will Lose Their Dominance
(Percent of population in each insurance model)
Where we are in 1997 Where we’ll be in 2007

Direct to
provider

Direct to
provider

Provider
partner

Case
manager

. manager

Source: IFTF
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The high end fee-for-service broker. For
upper-echelon Americans, the
remnants of the old fee-for-service
system will offer indemnity insurance
products or PPOs with very rich
benefits and less rigorous utilization
controls. Although these plans are
unable to compete directly with the
more aggressive “case-managers” or
“provider partners” on price, they are
able to select better risks in their
enrollee population and charge
relatively high premiums for good
customer service and access to high-
tech and complementary care.
Meanwhile, a slight majority of
Medicare recipients remains in the
fee-for-service system, which provides
access to a provider network that
looks just like this one.

Direct to provider plan. In a minority of
cases, large employers in rural
markets and a couple of big employer
coalitions ate able to bypass the major
plans and set up their own adminis-
trative systems that allow them to
contract directly with providers. The
providers are asked to take most of
the downside risk from these arrange-
ments and to provide medical
management and population care to
enrollees. Essentially, the intermedi-
ary functions here are shared by
employer and provider alike. After
1999, Medicare will permit provider
service networks (PSNs) to accept risk
directly, bypassing health plans. The
financial solvency of this sector will not
be strong for the first few years, but by
2005 a small, but important, portion of
the market will be contracting directly
with employers.

—
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* The low-tier safery-net funding recipients.

Most of the Medicaid population and
some of the indigent will end up in a
provider-partner or a case-manage-
ment HMO; but some of them— and
the majority of the uninsured —will

- end up with in a “No intermediary,
No luck” scenario with limited access
to care despite the best efforts of
safety-net providers.

B. REIMBURSEMENT MODELS:
BETWEEN FINANCE AND
DELIVERY

BACKGROUND

For patients with either Medicare or
private insurance coverage, reimburse-
ment for physicians and hospitals was
fee-for-service until the 1980s, when

Medicare introduced a prospective
payment system (Disease Related Group
or DGR) for hospital inpatient services.
As a consequence, the introduction of
DRGs led to the early movement of
Medicare inpatients from inpatient
status to outpatient facilities owned by
the hospital and for which additional
fees for service could be charged.

In an effort to control the cost of health
benefits for employees, many employers
and employer coalitions moved to
HMOs or other managed-care insurance
products. Insurers, except in staff-group
model HMOs, began to “push risk” to
the providers, either capitating physi-
cians only (partial capitation) while
paying hospitals a discounted per diem,
or capitating physicians (or physician-
hospital organizations) for all required

Figure 4—4. How Physicians Get Paid in 1997
(Percent of patients coming with various payment techniques)

Percent of patients by type of payer

Percent of managed care

patients by reimbursement

Uninsured (9%)

FFS Medicaid
(10%)

Managed care

Source: HCO Physicians Survey 1997

I
(36%) -

Capitation for all services
(all physicians and hospitals) (10%)

Capltatlon for physician’s.

own services only (17%)

Discount FFS with a w1thhold/r|sk pool
(30%)

Discount FFS (44%)
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services (global capitation). S
Figure 4-5. How HMOs Pay Their Doctors and Hospitals M
(Proportion of HMO reimbursement for different services paid by various When we naively asked a Boston /\
methods) colleague why the HMO membership )
Primary Care Physicans (n=575) rate in Massachusetts was the same as in - o)
Capitation . California, yet the utilization rates in )
California for all services were so much N
Fee for service lower, he replied: “We have lots of \/\
Other managed care in Boston,; it’s just fee-for- !
RVS service managed care.” The numbers in B
Salary Figures 4—4 and 4-5 confirm that -
o 10 20 30 20 50 60 theory; the spread of managed care has ~
Percent not meant a significant spread of /\
capitation. L
Specialty Care Physicans (n=575) ’j)
Fee for service DD S In fact, only about 1 in 10 dollars paid ™
o il i ] out by HMOs is in the form of global N
Capitation capitation—the classic Southern Califor-
RVS nian model that was developed in the )
Other late 1980s. Although capitation is &
Salary spreading outside of Southern California, (/;ﬁ)
0 10 20 30 40 50 60 it is usually only used for primary care \\
Percent services. Aggressive HMOs have reduced =
fee-for-service payments to specialists )
Hospital Services (n=575) and hospitals and placed money in risk %
) pools that primary care doctors may —~
Per diem rate share if their overall utilization and | -
Fee for service referral rates are below a specified level. L
DRG The net result has been a transfer of o
Capitation resources from hospitals and specialists /':T,
Other to primary care physicians and health -
plans without much global capitation S
0 10 20 P:rgent 40 50 60 occurring (Figure 4-6). .
Source: Interstudy, using 1995 data The culmination of this arrangement has ',; ~
Nos Inrsicy change 1 suveydeston 1907 s 0ol 90 ey 18 ST e cha many of the organizaionsl
models that hospitals and physicians S
have designed over the past few years oo
have not been successful because they
were designed to treat capitated lives. \
Even the Southern Californian providers ) ;
found that some health plans did not
want to pass the risk (and possibly the @
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Figure 4-6. How Premium Payments Get Divided Up: The
FFS world versus the HMO world

$160 PMPM
__ — $150 PMPM
. Profit ($10)° . ]
Drugs ($10) R T
' e 7 “Profit ($3
Briingicarels26) L ($ -
Drugs ($10

Hospital ($70)

PPO lite
Source: IFTF

Rima I are ($506)

Hospital ($50)

Aggressive HMO

C
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profits) on to the providers, and those
providers who did accept global capita-
tion found that the rates they were paid
were restricted by the plans. When
providers tried to resist those rate

decreases, their market power was less
than they had hoped.

IssUES

While mixed reimbursement methods
for physicians, such as discounted fee-
for-service, withholds, and partial
capitation on the physicians’ side, and
DRGs and per diems on the hospital
side remain the norm, they all provide
incentives for more utilization. The
health plans counteract this by attempt-
ing to control utilization externally.
Although increases in utilization are still
a significant problem for payers, the
payers have not responded by passing
that risk off in the form of capitation.

INSTITUTE FOR THE FUTURE

There appear to be three reasons for this:

* Health plans that were successful in
managing risk could be more profit-
able than those that pass it on in the
form of capitation.

¢ Providers generally are not organized
well enough to be able to take on the
risk-bearing function of capitation
and have little incentive to so orga-
nize in a world where fee-for-service
predominates.

* Patients and consumer groups fear
that capitated providers may with-
hold necessary care, although they
fear that fee-for-service encourages
providers to overtreat in equal

numbers. Several highly visible court
cases have fueled this “backlash.”

The question for the future is whether
this situation will change, and what the
current flood of people into HMOs will
mean for reimbursement to providers.
The type of payment will have a great
impact not only on providers’ behavior
but also on how providers organize.

ForecasT

It is likely that neither global capitation
nor discounted fee-for-service is sustain-
able in the long run. Fee-for-service is
inherently inflationary; and capitation
raises fears of under-treatment among
patients and consumers. We believe that
eventually a new way of paying provid-
ers will emerge, but for the next 10
years we will see develop a version of the
current system that will shift toward
more capitation because of the flood of
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Figure 4-7. Fee-for-service will fade, but capitation is not its only successor

(Share of physicians’ revenue coming from different reimbursement schemes)

Percent
100

Performance-based

Full capitation

g Partial capitation

Discounted FFS

1997 2002 2007 2010
Source: IFTF; based on IFTF, Louis Harris & Associates, Interstudy and AMA data

Episodic prepayment, APGs

Discounted FFS withholding

FFS (including Medicare FFS)

people into HMOs. Global capitation
will most likely double in prominence as
the number of HMO recipients increases;
but it will never cover much more than
10 percent of patients. Meanwhile,
Medicare will start to introduce episodic
prepayment for many of its components,
including outpatient care, and will
increasingly replace the cutrent fee-for-
service system. Figure 4—7 presents a
forecast of how reimbursement dollars
will flow to physicians for their care.

Out of this mixture a separate type of
reimbursement will develop. Plans and
intermediaries will devise reimbursement
systems that give providers incentives to
deliver care in a manner that improves
quality, customer satisfaction, patient
tenure in the plan, and outcomes, as well
as productivity and cost effectiveness. We
dub this system “performance-based”

Chapter 4: Delivery of Care

reimbursement, as payments will depend
on the provider’s performance on a string
of relevant algorithms. By the latter part of
the next decade, this system will be the
single most important way of paying
provider organizations, although the old
methods will still be a prominent part of
the system.

C. CARE DELIVERY
ORGANIZATIONS FOR

THE NEXT DECADE

BACKGROUND

The chaotic upheaval of the American
health care system that started in the
early-1990s is driven by several forces. The
most important of them is the search for
stability: individual physicians and smaller
organizations have looked to the large
hospitals and health plans to buffer them
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through tough times. Larger groups and
hospitals have allied and merged with
each other in an attempt to develop
bargaining power against the health
plans, which have also been merging to
amass bargaining power over providers.
There have also been attempts to change
organizational structures and processes
in order to make patient-care manage-
ment more effective, but so far that goal
has been elusive.

Several types of provider groups have
looked to for-profit companies to access
capital, although the investor-owned
sector is a small, barely growing minor-
ity of hospitals (about 14 percent) and
an even smaller minority of physicians.
It does not appear yet that there is
anything fundamentally different about
the way for-profit groups are behaving,
except that the largest for-profit hospital
chain, Columbia/HCA, is backpedaling
from its national “strategy” in the light
of the ongoing government investiga-
tion into its Medicare billing practices.
However, there is investment money
available for people trying to create new
types of provider service organizations,
many of them focused on disease
management or specialty care.

[ssuEs

Through all the activity of the past
several years, most physicians who were
independent have stayed independent
and most hospitals have joined systems
more in name than in terms of substan-
tially changing their organization and
governance. But the driving pressures of
reimbursement reductions and the
certainty that the challenges of tomor-

row will be different from those of
yesterday is driving continued reinven-
tion in every provider organization.
What changes this reinvention might
produce are less certain than ever, and at
present, several models exist in stages
that range from planning to decomposi-
tion. They include:

o Vertical integration. A combination of
provider plan and health plan, usually
developing in an altered form of staff
HMO (e.g., Lovelace Health System
in New Mexico).

o Horizontal integration. A combination
of several similar organizations, such as
independent hospitals, in one system
(e.g., Catholic Healthcare West, Promina
in Atlanta).

 Integrated delivery systems or networks. A
combination of physicians with hospital
services and other types of delivery
systems in one organization, typically

- by hospitals purchasing physician
practices, but sometimes by physicians
acquiring hospitals (e.g., Advocate EHS
in Chicago, Mullikin Medical Centers
in Southern California)

o Virtnal integration. A combination of
various care-delivery services pro-
vided by separate organizations that
offer services under contract to each
other and are organized seamlessly (no
good examples yet!).

* Niche players. Single specialty organi-
zations that provide a defined service,
€ither as a subcontractor directly to a
plan (e.g., MedCath in cardiology,
MD Anderson Cancer Center).

Chapter 4: Delivery of Care




The dominant issue for delivery organi-

zations is which model will prove

flexible, resilient, and profitable enough

to survive the turbulent decade ahead.
Intermediaries and end-payers will
demand not only cost-effective and

efficient processes, but also the ability to
manage patients and coordinate among a

range of institutions over the care
continuum.

ForecasT

We do not believe that any one organi-
zational form will emerge by 2005 to
replace the individual practitioner and
large teaching/community hospital

model that dominated medical care from
the 1930s to the early 1990s. In order to

satisfy the demands of intermediaries
and patients, there will be several
different types of organizations using
various models, each of which will
provide a substantial percentage of care
in at least some regions of the country.

During the late 1990s, versions of all of

these models are being built with more

or less aggressive intentions by entrepre-

neurial physicians and business people.
They include:

o ‘The hospital-centered system. The series
of large hospital mergers in the mid
1990s were intended to create a
model that provides all services in a
metropolitan area across a range of
facilities. The range includes inpa-
tient, outpatient, diagné)st‘ic, and
ancillary facilities, as well as physi-
cian multispecialty clinics, usually

owned by or closely aligned with the

system. These systems will employ
many clinicians, either directly or
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under a contractual umbrella. Many
of the systems will be based around
academic medical centers, which will
have problems making the transition
to this more comprehensive approach,
particularly in their relations with
their faculty and with the physician
practices they will acquire. Funda-
mentally, their primary problem is
their organizational origin as inpa-
tient care centers. The cultural inertia
of the principle underlying the
former system, which demanded to
“fill those beds,” will cause many to
falter. Nonetheless, in many areas of
the country the large capital reserves
of these systems and their significant
presence in the market will ensure
their survival. This is particularly
true where their brand name (e.g.,
Johns Hopkins) is sufficient to ensure
their presence in intermediaries’
networks.

The virtual physician group cooperative is
one evolved form of the independent
practitioner association (IPA)—the
most common current organizational
form for physicians. Although they
originally were thought of as a
transitional model on the path to
“real” medical groups, IPAs will
continue to be an important factor
until 2005 and beyond. Their ability
to use information technology and
their contractual flexibility to
coordinate services will enable virtual
groups to enter into contracts with
several health plans. In many cases,
the “real” medical groups at the core
of these networks will be neither
large nor cohesive. The organization
will be created from independent
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C physicians with a natural set of
1'\) referrals, on-call coverage, and clinical
B respect for each. A management
- services organization (MSO) will help
C them make contracts with plans for
B business, with hospitals and other
O providers for services, and often will
= help them assume risk. The MSO
- } management will also help to identify
¢ and negotiate with providers whose
). utilization or quality is inadequate.
B - IPAs will remain as an umbrella

PN

organization for these physicians, and
within them there is a range of
activity, including attempts to build
groups. Nonetheless, almost all
small-group and individual physi-
cians will find that, as a contracting
vehicle, the virtual group will provide
them with a substantial proportion of
their patient revenue stream.

® The corporate PPM (physician practice
management corporation). The trail of
for-profit physician practice manage-
ment companies to Wall Street that
started in the early 1990s will
continue into the next decade. The
main growth in this area has and will
come from the PPMs that accumulate
existing smaller practices, purchasing
physician groups abandoned by
former staff- and group-model
HMOs. While pressures from Wall
Street will cause many of those
corporations to fail, several will
develop a common platform across
their groups that is similar to the
mix of corporate and franchise-
owned operations seen in other
industries. Considering the adminis-
trative inefficiency of most physi-
cians’ practices, there is no reason
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that these economies of scale should
not show some savings. Achieving
greater returns than that may prove
troublesome over the longer term.

The single specialty carve out. In some
specific disease areas, single specialty
groups and networks of specialists will
market their services either directly to
payers or to other providers such as
hospital-based systems or
multispecialty groups that need
particular expertise. A proliferation of
networks will provide specialty disease
management services for cancer, cardio-
vascular disease, nephrology, and AIDS,
among others. Some multispecialty
groups that do not have sufficient
volume will refer their patients in
some disease categories because they
cannot support nearly as large a
specialty panel as can a single-
specialty network. Patients needing
specialty care will appreciate being
able to go to these networks, which
usually will allow them a wide choice
of physicians. Some of these organiza-
tions will provide all comprehensive
specialty services in a particular
specialty area, such as cancer treat-
ment, whereas others will provide
niche support services, such as patient
monitoring and education, that are
used in combination with services
provided by other organizations.

The remnants. Changing an 80-year-
old health care system that has spent
the last 30 years supported by
government subsidies is not going to
be accomplished quickly. Some of the
independent hospitals, such as
profitable community hospitals in
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some suburbs and cash-strapped
public hospitals in inner cities or
rural areas, will not find partners or
be incorporated into a bigger system.
Many of the remaining individual
and small-group practice doctors will
still be doing what they have always
done until their retirement. In that
regard, much of the present system
will remain in the health care system
of the future.

D. MEDICAL MANAGEMENT:
THE NEW ARENA OF ACTIVITY

BackGrRoOUND: FrRoM MANAGED
CARE 10 MaNAGING CARE

While all of these arrangements on the
intermediary side, the reimbursement
scene, and in provider realignment are
continuing, the numbers of people
employed in the health care industry,
the volume of procedures, and the
utilization of pharmaceuticals continue
to increase as new technologies are
introduced. At the same time, consum-
ers and physicians in tandem frustrate
the attempts of case managers to reduce
utilization severely. Meanwhile, the
health care industry has been rocked by
the realization that it is the care of the
sick that is expensive. Serious attempts
are now being made to manage (and
establish routines for) the care of the
chronically ill in the expectation that
this effort will save money overall,
particularly in substituting preventative
maintenance for adverse acute events,
This is called disease management.

As a consequence of the inability of
health plans to control providers and the
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projected potential of disease manage-
ment, control over the management of
medical care will continue to develop as
the key arena of activity—and conflict—
in health care into the middle of the
next decade.

Issues: A New IDEa MAKES
SENSE AND TROUBLE

Medical management—active manage-
ment over the full care of patients and
populations— is currently applied
sporadically if at all. The main issue is to
what extent medical management will
spread and become more comprehen-
sively applied. In some respects this
movement is taking the health care
system from a state of managed care to
one of “managing care.” That active
management component involves not
only changing how physicians and .
clinicians manage patients, but also how
health systems monitor and look after
patients during the rest of their lives,
including how much they encourage and
support self-care.

The issue of medical management
involves to some extent at least five
parties; health plans, providers, employ-
ers, patients (and their representative
associations), and the government. All of
these groups are wrestling over are
decisions surrounding the creation of
clinical pathways and protocols, specifi-
cally, what should be done and what
should be measured. The intermediaries
and providers are most concerned with
control over adherence to those pathways
and protocols; that is, who ensures that
they are adhered to and how. The main
arena of conflict will concern who
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enforces the behavior of patients and
clinicians: will it be the intermediaries
or provider organizations?

Still, the main question for the health
care system is how much of the care
delivered is actively managed. That
question will be broken down in two
steps that will categorize the population
by their health status. How important
will the management of disease states be
for the acutely sick and chronically ill,
and how much impact will demand
management have on the generally well?

Beyond the impact this question will
have on the system for health care and
health, the most important question
behind the all the protocols, the process
management changes, and the disease-
specific approaches is whether they will
make any difference to cost, care quality,
and outcomes in the long term.

ForecasT: MEDICAL MANAGEMENT
FOR THE CHRONICALLY SICK

Conflicts about deciding which treat-
ment parameters will apply to whom
will stay increasingly visible as a
political issue during the next decade.
States and the federal government will
continue to be involved in legislating
lengths of stay for particular procedures,
and occasionally will demand minimum
staffing levels and mixes in different
types of medical facilities as well. In the
meanwhile, intermediaries and provider
organizations will slowly but steadily
defer to the greater legal and moral
authority of specialty societies, govern-
ment agencies and patient associations
to create guidelines. Instead of design-

ing proprietary guidelines, they will
concentrate on developing the power to
impose general guidelines.

Neither plans nor provider organizations
clearly dominate or appropriate the role
of controlling utilization. For instance
the “provider partner” strategy men-
tioned earlier essentially assumes that
providers will take on that role, whereas
in the “centralized case manager”
strategy the intermediary keeps that
role. In either event, the prerogative of
medical management shifts away from
the independent physicians, and both
internal managers, working as part of a
clinical team within provider organiza-
tions, and external managers, working
for intermediaries, assume increasing
authority over physicians and patients in
three areas:

* Managing physicians and physicians’
organizations adherence to protocols,
guidelines, and pathways to ensure
consistent application of best prac-
tices.

¢ Creating systems that extend care
pathways across the continuum of
care to all facilities where patients
receive care; the evolution of current
case management. '

* Managing patients’ compliance with
their treatment regimens, particularly
in the case of pharmaceutical use, and
educating and motivating them to
better self-care.

Whereas there remains great variation in
medical practice patterns in the 1990s,
the spread of guidelines will have a
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significant impact on medical practice
and patient management for the chroni-
cally ill by 2005, and a sporadic but
discernible effect on practice variation
by 2010. Most chronically ill patients
will be under some type of disease
management program within the next
10 years, and there will be hints of
possibility of measurable improvements
in outcomes. The use of demand man-
agement by advice nurses in contact
with patients using the telephone and
the Internet will be commonplace by
2005. However, the continual struggle
over who controls patients’ and physi-
cians’ behavior between the intermediat-
ies and providers, and among and within
the different provider organizations, will
not resolved by 2010.

There will be ample evidence by 2005
that individual programs of patient
management for the more severely
chronically ill patients improve their
health outcomes in the short term,
deliver more consistent and higher
quality care, and save a small amount of
money over a population. However,
there will be no clear evidence that
overall cost savings are realized system-
wide by the development of these
programs, and their impact on the
overall costs of American health care
will be hard to ascertain.

ENDNOTES
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PHYSICIANS IN GROUP PRACTICE

uring the past 30 years, there
has been an explosion in the

total number of physicians in
group practices, with an increase
from 28,000 in 1965 to 210,000 in
1995—- more than three times faster
than growth in the overall physician
population. What still surprises many
peop|e, however, is that more than
40 percent of all office-based physi-
cians still deliver care in individual
practices. Furthermore, only 40 per-
cent of office-based physicians are
in group practices of three or more
and, of these, about 70 percent are
actually in small, three- to six-doctor
practices. To be effective in contract-
ing and managing a contracting en-
vironment, a practice of that size is
probably too small.

Despite all the press coverage and
expectations, only 50,000 office-
based physicians are in multispecialty
groups of more than 100 members—

the type of group best suited to ac-
cept global capitation. That is fewer
than 13 percent of all office-based
physicians and less than 10 percent
of the market of physicians deliver-
ing patient care. Most physicians
have not reorganized into large
multispecialty group practices to
counterbalance the forces of consoli-
dating health plans.

Younger physicians, however, are more
interested in group practices and other
employment opportunities than they
are in setting up their own individual
practice. In a comparison of age-
matched California physicians with less
than 9 years in practice, the rate of
practice ownership declined from 53.3
percent in 1991 to 42.4 percent in
1996." Overall, between 1983 and
1995, employed physicians increased
from 25 percent to 45.4 percent of all
practicing physicians 2

Figure 4-8. More physicians and many more group physicians

(Number of physicians in group practice)
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Source: IFTF, based on AMA data

) IFTF forecast
| range for groups

2005 2010

INSTITUTE FOR THE FUTURE

Of this new influx of physicians into
employee positions, most are joining
existing group practices - they are not
starting their own groups. These young
physicians are looking for security. They
will continue to swell the ranks of
group physicians, but it will take time
before they alter the overall physician
demographics.

The growth of group practice will not
be driven purely by the influx of new
physicians, but they will certainly be
the greatest influential force. Our
core forecast projects that the per-
centage of patient care physicians in
group practice after their residency
training will increase from 46 per-
cent in 1996 to between 57 percent
and 62 percent in 2005 and reach
between 63 percent and 67 percent
by 2010 (Figure 4-8). This forecast
assumes that there is no change in
the current number of residenfs, and
that all physicians retire at the same
rate, regardless of whether they are
in an individual, a two-doctor, or @
group practice. The lower estimate
assumes that all new patient care
physicians will enter group practice
and that the number of hospital staff
does not increase substantially but
rather is consistently replaced. The
upper estimate further assumes that
10 percent of physicians in individual
and two-doctor practices join group
practices over the next seven years.

A historic shift will therefore occur in
the next 3 to 8 years that will place
the majority of patient care physi-
cians in groups. However, a substan-
tial minority of physicians (150,000
to 200,000) will continue operating
in solo and two-physician practices
through to 2005 and are likely to
continue practicing that way in the
more rural areas.
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WHAT HAPPENS TO HOSPITALS? B
N
The death of the hospital2 =
.
To borrow from Mark Twain, reports of the demise of American hospitals have been Iy
much exaggerated. But the growth in numbers of beds stopped in the early 1980s @

slightly before the move of Medicare Part A to the DRG-based prospective payment -~
system. Since then, reimbursement and medical technology have been pushing care out

of inpatient seftings. Beds have closed, from a high of slightly over 1 million in 1983 to
below 900,000 in 1995 {Figure 4-9). -

»

N
Figure 4-9. Hospital beds are slowly disappearing N
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But the rate at which inpatient bed-use has declined, has been much faster than their B
rate of closure and hospitals themselves have closed at a very slow rate, somewhere —~
between 30 and 80 a year, from a high of 5,800 in 1980. Despite all the rhetoric =
about the surplus of hospitals not much has changed, and in 1995 there were sill e
5,200. - O
The survival of so many hospitals during what has been regarded as an unfriendly era 'R
for them is partly because facilities and beds have been converted to day-surgery and - O
23-hour stays, and staff time has been converted from inpatient to outpatient care. But .
it's also because closing beds and, particularly, hospitals themselves is very difficult for ‘,
a variety of business, political and social reasons. So since the early 1980s hospital ‘
occupancy has fallen quite rapidly across the country, fo an average of 62 percent in '
1995 (Figure 4-10). e
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O Figure 4-10. Occupancy has also been falling consistently
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C In the mid-1990s, even those areas that have previously been excep-

v tions to that pattern have started to experience it. For instance, occu-
‘ C pancy in New York City fell from the high 90 percents to the 80 per-
O cents in 1996 o 1997. Whereas some parts of California had seen
C occupancy below 50 percent by the mid-1990s. Meanwhile, the level of
e activity on the outpatient side and the increased needs of the compara-
1 O tively sicker patients left in inpatient beds have meant a significant
O increase in staff per bed over the last 15 years (Figure 4-11).

C

fi Figure 4—11. Sicker patients and fewer beds means more staff
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But rather than there being merely a relative increase in the ratio of employees to
beds because beds were closing and those remaining in them needed more intensive
treatment, there has been an actual increase in total hospital employees (Figure 4-12).

Figure 4—12. But there are also more staff in total
(FTEs in community hospitals)

Millions
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So overall the future of hospitals is murky. A combination of technological advances,
managed care and Medicare reimbursement policy? means that the underlying demand
for inpatient services will continue to fall. However, the community hospitals appear to
be weathering the storms of the early 1990s by venturing into other services and re-
engineering their inpatient delivery side in a way that's allowed them to become more
profitable in the mid-1990s. Average operating margins for nonteaching hospitals rose from
2.7 percentin 1990 to 4 percentin 1994.

Their larger brothers, the academic medical centers, are applying the same tactics—
operating margins for integrated academic medical centers went up from 0.43 percent
in 1990 to 2.50 percent in 1994.3 They've also been getting subsidies from the government,
including DSH (disproportionate share payments), that have maintained their profitability
over recentyears. Furthermore all hospitals are getting a greater share of their revenues
from outpatient care and other services, and many p|an to become more heavi|y involved
in those services by making the leap from hospital to “hedlth system.”
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Issues for the Future of Hospitals

Despite the last 15 years of downsizing, pressures from Medicare, the growth of HMOs
and other aggressive health plans that have cut hospital days for their members, more
than 35 percent of the health care dollar is spent on hospital services. That's a little
more than the 34 percent they represented in 1960, but down from the high of 41.5
percentin 1980. Moreover, hospitals also remain a big chunk of the health care landscape,
in that they are the biggest employers in health care and usually major employers in their
communities.

/
Among health care institutions, hospitals enjoy the greatest ease in raising and refaining
capital. The increased number of for-profit hospitals, even though they still only account for
14 percent of all hospitals, has made for even greater access to capital. Hospitals and
hospital-centered systems have been deploying this capital by buying physician practices, ll
types of ancillary providers, and each other, over the last five years. But in the next 10
years some fundamental questions about hospitals will be answered. Most of them con-
cern organization and ownership:

*  The for-profit, nonprofit divide. Of U.S. hospitals 3,100 remain nonprofit with another
1,350 being publicly owned, usually by counties (Figure 4-13).4 But the rise of the big
for-profit chains, notably Columbia/HCA, which consolidated several smaller for-profit
chains between 1993 and 1996, showed some market advantages for investor-owned
hospitals. Consequently, several nonprofits began fo convert to for-profit status—usually
by selling out to Columbia. Only nine converted in the decade from 1983-1993, but
93 converted in 1994-1995. A combination of more aggressive regulatory scrutiny by
attorneys general in several states, and some bad publicity about Columbia, slowed the
trend in 1996. Currently Columbia has reversed its aggressive strategy of acquiring
and converting nonprofits, and the trend toward for-profit status appears fo be slowing.
But the valuation Wall Street has put on investor-owned hospitals is so much greater
than the amount nonprofits can raise to buy them?, that the incentives o become for-
profit will remain strong. So this issue is not going away.

* The fax status of hospitals. Though only a small minority of hospitals are for-profit,
several studies have shown that most nonprofits act like for-profits in several ways, with
only marginal differences in their costs, the amount of charity care they deliver, and the
way they deliver services. Furthermore, the fact that nonprofit hospitals (many of which
own for-profit subsidiaries) advertise on TV, compete aggressively with each other, and
otherwise look much like any other corporation is increasingly attracting polificians’
attention. Given the tax advantages state governments bestow upon nonprofis, might this

090000000000 ~-~-0~
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status be withdrawn or amended in the future? n

* The prevalence of hospital systems. Many hospitals have announced or activated

plans to become part of a larger system, even in the nonprofit sector. Usually this
means a hospital entering some form of dlliance with others; these arrangements vary
from a nominal offiliation to full blown mergers of assets—although most are starting M
with the former. Some 445 nonprofit hospitals were involved in some form of merger f"ﬁ
and acquisition in 1995 alone®, yet most hospitals behave independently. Even in .
“merged” systems there are often different boards and competing interests that don't -
look like a typical corporate organization. Some hospitals are taking an alternate track -
and staying independent. How prevalent will these systems be in the future, and what O
will they look like? )
: | -
*  Which services will be under the hospital umbrella? The early 1990s saw hospitals \
trying fo get info the business of offering physician services. But now most faculty /\
practices have been “integrated”—with success akin to Stalinist collectivization—and
\ many hospitals are suffering financial trouble with the private physicians’ practices o
they’ve bought. Will we see a return to these “hedlth systems” offering only traditional ™
hospital services {possibly including employing hospitalists but not primary care -
physicians)? Or will they be a base for truly integrated care delivery? And if they ‘\
manage fo create the latter, will they take the opportunity of Medicare PSN legislation N
to bypass health plans and sell insurance directly to individuals and employers?
)
~
Figure 4-13. There Are More For-Profits, But Not That Many More ,'ﬁ\/
(For-profit hospitals as a share of all community hospitals) !
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O * The future of the academic medical center. Over the course of the
C last 30 years, academic medical centers have increasingly delivered
_

major amounts of routine care, in addition to serving in their roles as

a_—
N/

centers of specialized tertiary care, teaching and research. In fact they
have used their care services as revenue-generators that subsidize their
medical schools. They've also expanded their residency programs, both

SO

in their home-base hospitals and at other teaching hospitals in their
regions. But this expansion is under attack on multiple fronts. Medicare,

.

which subsidizes graduate medical education (GME) fo the tune of

‘J about $80,000 per residency place per year is planning to reduce
O those subsidies by 25 percent over the next five years. Further, while
O Medicare has been willing to pay the premium that academic centers
O charge fo cover their generally sicker patient mix, private health plans
( have become increasingly reticent to do so—and have played AMCs off
g ~ against each other as suppliers of “big-ticket” procedures. As a result
‘J academic centers are redesigning themselves. Many have merged with
b cross-town rivals to cut competition in specialty services. Others have
C developed regional health networks. Still others have struggled with a
C worse paying patient mix and reduced state and local funding; and
D several are being spun off by their owners (usually universities) to other
nonprofit or for-profit organizations. What will these battleships of the
"? medical care system look like in the future? Will they be flexible enough
‘,’) to still play a role in health care service provision?
K
O Besides the issues of ownership and organization, there are a couple of
C broader issues about the future of hospitals.
D) * How many hospitals, how many beds2 We've seen a steady decline
® in the number of hospitals and beds. But declining faster is the number
C of occupied beds as more and more procedures move outside the
O inpatient ward. So how many hospitals and beds will there be to serve
O the presumably sicker patients occupying them?
L) *  How much money and will it matter? Since 1985 a smaller share of
O overall health care spending has gone to pay for hospital services each
J} year (apart from one blip upward in 1990). The money instead has
O flowed info home health care, skilled nursing facilities, ambulatory
O surgery centers, and all the other facilities that have accepted the
'j exodus of patients. Part of that flow is inevitable as technology allows

~
./
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less invasive procedures. But part has to do with the intricacies of Medicare financing,

which has rewarded early discharges from hospitals to SNFs and home health visits.
Now that Medicare is getting serious about the cost explosion in these areas, and O
private health insurers are increasingly putting providers at risk for a continuum of -~
services, it may make sense for hospitals to keep patients in hospitals a little longer if it o
prevents other expenses later. But the bigger question behind this is, If we're moving to
a system of more integrated patient care, does hospital spending per se matter as a -
separate category®’ B
~
Forecast N
Given the complexity of the issues around hospitals, as well as their increasingly : -
intertwined relationships with the rest of the health care delivery world (see Chapter 7), .
not all of these issues will resolve themselves in the next 10 years. Generally we do not )
expect radical change in terms of either mass hospital closures or significantly less S
money spent on inpatient services; this will be more a period of gradual attrition. But -
eventually the number and organization of hospitals will look quite different. o
Hospitals and beds will continue to close, but at not much faster than the slow pace 9
we're currently seeing. Beds will close a little faster than hospitals, with occupancy rates )
falling faster still. Most activity will come in the rest of this century and then early in the ~
next decade. For example, hospitals will close beds at a faster rate in the next five /s\
years (our forecast is about 2 percent of all beds closing each year from a 1997 level L
of 810,000) than they will thereafter. By 2002 there'll be roughly 735,000 beds and
there'll still be more than 670,000 in 2010 (Figure 4-14). Hospitals themselves will -
N
Figure 4—14. Hospital beds are slowly disappearing o
(Total beds in community hospitals) ‘ .
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close much more slowly. Even if they close at twice the rate at which they’ve been
closing for the last 15 years, there will still be 4,300 hospitals in the year 2010; the
actual number will probably be closer to 4,500. Part of this reflects the difficulty of
closing facilities, and part of it reflects a fransformation of many to smaller, more
patient-centered facilities. Hospitals will still perform most of their activities without
using their inpatient beds. However, in the very long run, many hospital systems will
hang on to their bed licenses waiting for the baby boomers to supply the demand for
inpatient care out beyond 2015.

In terms of ownership, about 1,000 hospitals will remain city-, county- or state-owned
(down from 1,300 now) and around 2,400 will be traditional independent nonprofits
(mostly community- or religion-based). The tax status of nonprofits will come info
debate, but it is unlikely to be changed significantly. A minority (about 300 over 10
years) will convert to for-profit status in order to gain better access to capital, leaving
about 25 percent of hospitals {1,100) for-profit by the year 2010. But most hospitals
will stay nonprofit because of their religious mission, increased scrutiny from regulators
about those conversions, and (eventually) waning interest from Wall Street in investing
capital in an industry that cannot easily create fast earnings growth.

Tracking hospitals’ membership in systems is very complex, and several different
definitions of “hospital system” will make the rounds over the next few years. But AHA
will likely count individual hospitals, and their owners will at least try to make them
look independent and community-based. So the official figures will look something like the

Figure 7-15. Hospital Spending—still a big deal, but proportionately falling slowly
(Spending on hospital services 1980-2010 in dollars and as percent of all health
spending)
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Department of Labor’s counting of “firms” and “establishments”—where one firm can -
encompass many establishments. It's likely that around 35 percent of hospitals are {:\'/\
currently in a multi-hospital system that shares a common overseeing board, if not a -
common ownership. This will likely increase quickly to 60 percent by 2002. As this :
happens there'll be continual increases in the sizes of various systems, particularly on a ()
regional basis. However, by the time the merger and consolidation wave plays out, it's 0
likely that several will have fallen apart, and the number of hospitals in systems will be &
back down to 50 percent or lower by 2007. But the maijority of the systems that exist ‘: N
after 2005 will be more real and more corporate. In those systems a single manage-
ment structure will have final authority over the activities of all its hospital facilities— -
including the autherity to close them down. O
™

A similar pattern will play out as hospitals move into other services. Most will continue ‘:’f\
to be in the business of ancillary services such as providing home health care. Most l:\\‘
: hospitals retain arms’ length relationships with other services, especially those provided 7
by physicians. A minority of the systems will become successful long-term employers of )
virtually all their doctors. Most will get into looser relationships with virtual medical .
groups, single specialty groups and work with individual physicians. The pattern will £
vary greatly depending on the region, with more successful hospital-based integration ~
with physicians in the Midwest and South than in the West or Northeast, but with )
intense variations within regions. It|l be those successful integrated systems in regions \,';f;
outside of the large metropolitan areas in the West and Northeast that'll have the best B
chance of successfully starting PSNs, and then going direct to provide insurance 9
coverage to employers—becoming the truly vertically integrated system. But the N
hospital-based system of going direct to employers will remain a minority, even in N
regions where hospitals remain dominant compared to medical groups and health .
plans. \
Academic medical centers will continue to face financial pressure from all angles. In )
response, they will continue o merge, or at least find ways to reduce local and regional 'y
competition in tertiary and quaternary care and extreme sub-specialty procedures like O
transplants. They will face slow but steady reductions in their Medicare GME subsidies ("
and will increasingly be forced to withdraw residents from other teaching hospitals. The
problem of uncompensated care will increase, and the margins earned on Medicare ‘_ﬁ
(especially for outpatient services) will decrease. But the political strength of the major «
AMCs means that they will continue fo receive reimbursement from Medicare that %
reflects their sicker patient mix. It's unlikely that many will take any option other than e
merging clinical services with their similar neighbors, but some may look to enter for- -
profit chains, and the possibility of severe downsizing or even bankruptcy will exist for b
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O a few. Those that are in the public sector and have the worst payer mix
C inner-city area) are the most likely not to survive.

(D
'

{high HMO penetration in their region while being situated in a poor

C In terms of overall spending—their share of the health economy—

D hospital services will stabilize at approximately 32 percent of health

O spending after 2002. A fairly sharp spending drop in the late 1990s,

~ will come as a combination of more aggressive health plans and the
‘:’, new Medicare reimbufsements squeeze the rate of spending increase.
D But since the early 1980s, hospital costs have increased at just under

> 1% less than growth in total national health spending and we expect
C that pattern to resume by the early part of next decade. Total spending
@ will increase from around $380 billion in 1997 to closer to $490 billion

in 2002 and $650 billion in 2007. By 2010 hospital spending will be
about 31 percent of NHE, but the distinction between hospital services

@ and other classifications becomes increasingly irrelevant, and some
O care is reinfegrated into hospital facilities from homes and other
O facilities.
= But the underlying change in fechnology—especially interventions and
Q' pharmaceuticals that reduce LOS and admissions—means that inpatient
C days drop continually. That's the main story for hospital services over
) the next 13 years—as it has been for the last 13.
C

Wildcards

* PSNs and direct-to-employer sirategies work and take up consider-

C able market share.

Q .

' * New epidemics and new diseases require more hospital beds.
C

* Hospitals become supplier parts of truly integrated systems. Their
management close facilities and beds quickly. The supply of inpatient
beds reaches market equilibrium by 2005.
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Endnotes

' AHA Hospital definitions defines a community hospitals as “all
nonfederal short-term general and other special hospitals”. This in-
cludes academic medical centers, for-profit hospitals, and state and
local government hospitals that match the category. It excludes Federal
hospitals, long-term hospitals, hospital units of institutions, psychiatric
hospitals, and several other specialized long stay hospitals.

2U. Rienhardt, Spending more through cost control: Our obsessive
quest to gut the hospital Health Affairs {Summer 1996) vol 15 no 2

3 AAMC Databook, 1997. This number comes from AAMC analysis of
AHA data Independent AMCs margins went from 1.6% to 2 % over the
same period. For all hospitals total margins (which include DSH pay-
ments and investment income were on average about 1.5% higher.

41995 data from AHA Hospital Statistics 1996

5 Richard Johnson Nonprofit hospitals: Bargain Prices? letter to Health
Affairs July/Aug. 1997 vol. 16. no 4 describes why conversions make
sense from Wall Street's perspective

¢ . Hollis Strategic and Economic Factors in the Hospital Conversion
Process Health Affairs March/April 1997 vol. 16, no 2

7 CBO clearly doesn’t think so and has declined fo make projections on
hospital speriding in its 1997 forecast
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CHAPTER 5: THE HEALTH CARE WORK FORCE

F uture Supply and Opportunities
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Despite unending speculation about the
evolving structure of healch care ser-
vices, there has been little fundamental
change in the way health professionals
are organized and the way they interact
with each other. For physicians, the
number and variety of contractual
arrangements has increased significantly,
as has the oversight from intermediaries
in terms of utilization review. But there
has been little change in the way most
physicians practice medicine. Further-
more, physicians remain the central
figures in American health care with
nonphysician providers poised to play a
more critical part in the delivery of
health care services, bt as yet unable to
significantly penetrate the system.
Although nurses, physician assistants
and other health care providers may
possess skills that appear to be well-
suited to the demands of an environ-
ment with a greater focus on cost
containment and managing health
behaviors, their roles have been limited
by their small numbers and the still-
significant clout of the medical profes-
sion. However, changes in the relative
supply and emerging roles of new
providers may alter the landscape more
drastically over the next 10-15 years
than has occurred in the last 30 years.
These changes will, in many ways,
determine how quickly and in what way

new service delivery forms develop in
the future.

PHYSICIANS

Roughly 170,000 physicians are cur-
rently in medical training, with 16,000
new students graduating from medical
school every year (Figure 5-1). Adding
international medical graduates (IMGs)
to this equation, the physician pipeline
is spewing out close to 23,000 physi-
cians from residency and fellowship
programs every year. Given that ap-
proximately 75 percent of IMGs remain
to practice in the U.S. and that 7
percent of physicians choose administra-
tive and research careers, an estimated
19,500 new physicians enter patient care
each year. Over the next decade, the
number of retirees is expected to
increase from an estimated 8,000 to
13,000 annually, leaving a net annual
increase of between 11,000 and 6,000 in
the number of practicing physicians.

Assuming there is no change in the
current production of physicians, and
barring significant immigration or other
policy changes, this influx will increase
the supply of nonfederal patient care
physicians from 450,000 to 600,000 by
2010 or 219 physicians (excluding
residents and interns) per 100,000

Chapter 5: The Health Care Work Force




Figure 5—1. Physicians in the Pipeline N
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Source: IFTF; Association of American Medical Colleges, 1997; American Medical Association, 1996

population (Figure 5-2). Assuming
historical patterns of specialty choice, in
which 70 percent of trainees enter
specialties, the specialist-to-population
ratio is expected to reach 152 per
100,000 population in 2010, while the
generalist physician-to-population will
remain stable at 67 per 100,000.

WHy So Many Docs?

Over the last 25 years, the patient care
physician-to-population ratio has in-
creased 65 percent from 115 to 190
physicians per 100,000 population, with
specialists increasing from 56 to 123 per
100,000 population. Several factors have
contributed to growth in physician
supply. In 1970, amid dire predictions of
a physician shortage, the federal govern-
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ment provided financial incentives to
medical schools to expand their capacity
and foster the immigration of physicians
trained in foreign medical schools.
Between 1970 and 1994, the number of
medical students educated in the U.S.
grew by 65 percent and the number of
residents increased by approximately 100
percent. However, when the shortage
threat dissipated, not all policies were
adjusted accordingly. From 1988 to
1994, although the annual number of
U.S. medical school graduates remained
flat, the number of residency positions
increased by more than 80 percent. As a
result, there ate now 1.45 first-year
residency positions for every U.S. medical
graduate. The excess positions have been
filled by IMGs, 75 percent of whom
remain to practice in the U.S.
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Do We Neep ALL THESE
PHysicians?

Even the American Medical Association
(AMA), that stalwart defender of
physician autonomy, has recognized that
the U.S. faces an excess supply of
physicians (patticularly of specialists,
and especially in urban areas), and
agreed that the unfettered production of
more physicians is not the solution.

How does the supply of physicians
compare to the projected needs of the
population? Pooling results of four
different requirement models, the
Council on Graduate Medical Education

Figure 5-2. In Excess: Physician Supply and Estimated Requirement
(Including residents and interns)
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Source: [FTF; Bureau of Health Professions; American Medical Association;

Council on Graduate Medical Education
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INSTITUTE FOR THE FUTURE

(COGME) estimates that in the year
2000, the U.S. will need 145-185
physicians providing patient care per
100,000 population: 60-80 generalists
and 85-105 specialists (Table 5-1).
Looking out further, requirements for all
physicians will increase moderately,
reaching between 150-190 per 100,000
population in 2010. Each of these
models assumes varying levels of
managed care penetration (between 20
percent and 66 percent), various general-
ist-to-specialist staffing ratios (based on
staff and group model HMOs, which
vary from 88:50 to 56:81) and current
patterns of utilization.

The main differences in the projected
requirements are for specialists, as each
model assumes a slightly different
competitive environment in the future.
However, even the highest estimates of
specialist demand lie well below the
projected supply of 152 per 100,000.
The situation for primary care physicians
is a little less clear. The number of
generalist patient care physicians is
expected to remain stable at 67 per
100,000, a number sufficient in some
scenarios but inadequate in others. With
some specialists providing more primary
care (see below) and the slowdown in
primary care as a gatekeeper in managed
care, we forecast an adequate supply of
primary care providers through to 2010.

The apparent oversupply of physicians
prompts questions regarding the
appropriateness of current medical
education policy, particularly at the
graduate level. Many advocate that the
number of residents trained in the U.S.
should be reduced to give preference to

Chapter 5: The Health Care Work Force




Table 5-1. Projected Physician Supply and Requirements for Specialists and Generalists, 2000-2010

Year 2000 Year 2010
Supply Requirement Supply Requirement
All Physicians 203 145-185 219 150-190
Generalists 63 60-80 67 60-80
Specialists 140 85—-105 152 90-110

Source: IFTF and Council on Graduate Medical Education

U.S. medical graduates. The Pew Health
Professions Commission has gone even
turther, recommending the closure of 20
percent to 25 percent of the nation’s
medical schools. But even if drastic
changes are made today to reduce the
number of new entrants, and new
regulations make it more difficult for
foreign medical graduates to practice in
the U.S., many of the physicians who
will supply the future U.S. market are
already in the pipeline. Medical training
takes so long that any changes in either
medical education or policy will not be
felt in the market for at least another
decade.

Too MANY SPECIALISTS

In addition to being in excess supply,
there is an uneven distribution of U.S.
physicians by specialty. Despite the shift
to more outpatient care and the empha-
sis HMOs have placed on the role of the
primary care physician as gatekeeper,
primary care doctors still represent
roughly the same percentage of all
physicians as they did back in 1970—44
percent. In fact, if we remove the
primary care subspecialties and consider
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just general primary care, the percent of
primary care physicians has actually
declined from 43.2 petcent in 1970 to
37.5 percent in 1994. Why? Because, as
Figure 5-3 shows, the money still goes
to specialists.

But the excess supply of specialists is
now being felt by young physicians who
are finding it more difficult to find full-
time jobs in their chosen specialties. As
news of these market pressures filters
through to graduating students, there is
some evidence of an emerging trend
toward generalist training. For the first
time since 1987, just over half of all
serior medical students entered residen-
cies in family practice, internal medi-
cine, or pediatrics in 1995, increasing to
54 percent in 1996. Even if this proves
to be the beginning of a trend and not
just.a small blip, it will still take
decades for this new ratio to be reflected
in the population of actively practicing
physicians. First, it will take 3 to 5 years
for these physicians to complete their
training and begin practicing. Second,
they will be entering a relatively large
workforce where only 37.5 petrcent of
practicing physicians are currently in
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Figure 5-3. Median Net Income
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general primary care.

Although the proportion of physicians
trained as general practitioners is un-
likely to affect the proportion of primary
care providers in the near future, more
physicians (that is more specialists) are
likely to be providing primary care. In a
1997 survey of physicians conducted by
Louis Harris & Associates, nearly half of
specialists reported spending at least 25
petcent of their time providing primary
care and 22 percent of specialists said
they will be providing more primary
care in the future. Even though special-
ists are not flocking to formal retraining
programs, they are following the

market’s prompting. The share of all
physicians self-reporting as primary care
providers was a full 16 percent higher in
the 1997 survey than in the 1994 survey
(46 percent versus 30 percent)—and we
know this is not due to 2 large increase
in the number of primary care physi-
cians being trained.

The excess supply of physicians in 2010
will be primarily among specialists and
predominantly in the medical and
surgical specialties. The tragedy here
will be twofold: Not only will there be a
national underuse of highly-skilled
individuals, but the money expended for
a large portion of their training will
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have come out of the public purse.
Basically, this is a waste of valuable
resources whichever perspective one
assumes.

There is however, the glimmer of a silver
lining here. The excess supply of
specialists may nudge some physicians
to practice as clinical investigators,
filling the ranks of a depleted cadre of
physicians engaged in clinical research
and the conduct of clinical trials. Others
may assume new roles within chronic
disease management organizations. As the
number of Americans suffering from
chronic disease increases, these organiza-
tions will assume total care for defined
populations of patients with diabetes,
congestive heart failure, and cancer and
they will seek highly-trained specialists to
develop and manage their programs.

Poor GEoGRAPHIC DiISTRIBUTION

Apart from the uneven distribution of
physicians across specialties, there is also
a geographic maldistribution of physi-
cians across the country, with the
greatest concentrations in large metro-
politan areas. Per capita physician
density parallels the size of regional and
urban populations. As with any other
professional, the cultural and social
advantages of metropolitan areas make
them highly desirable living locations.
And those with the best climates tend to
have the highest physician densities.
The more specialized the physician, the
more pronounced is the maldistribution.
For specialists, the opportunity to work
in a large medical center and interact
with colleagues is a critical advantage.
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The issue for individuals living in areas
with low physician-density is access.
Not only may the closest physician be
located several hours away, but her
practice may be so busy that she cannot
take on additional patients. For many
people, these are effective barriers to
obtaining necessary medical care in a
reasonable amount of time. In the
absence of timely medical attention,
their health suffers accordingly.

Financial incentives have had a very
limited affect in attracting physicians to
rural areas where the professional
isolation, long working hours (especially
for on-call duties) and cultural isolation
have acted as strong deterrents. In fact,
the number of areas in the U.S. with
physician shortages is greater now than
it was 30 years ago. The most successful
efforts to retain physicians have actually
relocated graduate medical education
training to these underserved communi-
ties. Once trained in these areas, physi-
cians are more likely to stay and prac-
tice, regardless of whete they went to
medical school. Medicare’s decision to
reimburse physicians for rural
telemedicine consults will lead to
greater use of this technology and will,
to a certain extent, combat the profes-
sional isolation of a rural practice.
However, the social and cultural isola-
tion will continue to deter physicians
from locating in rural areas and the
medical access problems faced by these
communities will remain unresolved in
2010.

Not A Lot oF DIvERSITY

In addition to the uneven distribution of
physicians across specialties and geo-
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graphic areas, ethnic minorities are
poorly represented in the medical
profession. Nationally, African Ameri-
cans represent 12.6 percent of the
general population but only 3 percent of
physicians; Hispanics represent 10
petcent of the general population and
only 4.6 percent of physicians. The
racial and ethnic maldistribution is even
more stunning in regions with diverse
populations. For example, in California,
Hispanics constitute 26 percent of the
general population but only 4 percent of
practicing physicians.

Because of cultural and language
differences, underrepresented minorities
prefer to, and when possible do, obtain
care from physicians with similar
backgrounds. These physicians in turn
play a major role in providing care to
minorities, especially to those residing
in low-income, underserved communi-
ties. If the physician workforce does not
mirror the ethnic and racial diversity-of
the population to be served, it is more
likely that minority populations will not
have access to essential health care
services. In the absence of significant
policy change directed at recruiting
minority physicians, their
underrepresentation in the medical
profession will continue and will be
further exacerbated in regions where
minorities are becoming a greater
proportion of the general population.

New RoLEs For DocTors

THE NEw INPATIENT SPECIALIST

There are two new and emerging roles for
physicians in the health care arena. The

Chapter 5: The Health Care Work Force

first is the “hospitalist” or “intensivist.”
These physicians work full time in the
hospital, providing all of the care to the
inpatients of office-based physicians.
They are distinct from the radiologist,
anesthesiologist and pathologist who
also work full time in the hospital. Most
hospitalists are general internists, 10
petcent to 15 percent are critical care
doctors (hence the term “intensivists”)
and between 5 percent to 10 percent are
family practitioners and emergency
room physicians.

Hospitalists are perceived to be more
efficient than office-based physicians,
not only because of their greater famil-
iarity with the inner workings of the
institution but also because they are
more capable of effectively managing
inpatient care. Because they are con-
stantly in the hospital, they are able to
monitor patients more closely, which
leads not only to the ordering of fewer
tests, but also to better patient out-
comes. Furthermore, because hospitalists
have the authority to discharge, patients
do not have to wait for their physicians
to conduct their morning or evening
rounds— they can be discharged at any
time, which leads to higher patient
satisfaction and shorter lengths-of-stay.

There is some question regarding the
continuity of care that is provided when
the oversight for patients’ health is
transferred among providers. In one
sense, transferring the care of a patient
to a hospitalist is akin to referring a
patient to a specialist—and all of the
questions regarding continuity of care
that are raised with specialists also apply
to the hospitalist. What is new, however,




is the movement of this phenomenon
into the arena of general hospital care
and the transfer of authority for the
patient from the primary physician to
the hospitalist.

There are an estimated 1,500-2,000
hospitalists currently providing inpa-
tient hospital care. Assuming that the
average hospitalist can care for 15-20
patients at any one time, and consider-
ing the need for on-call duties and time-
off, it is estimated that the smallest
functioning unit will be four hospitalists
caring for approximately 50 inpatients.
Over the next 15 years, the greater
efficiencies of the hospitalist will lead to
increases in their employment in
hospitals with at least 80 medical beds
and expansion into skilled nursing
facilities. It is estimated that close to
100 percent of nonsurgical inpatients
will be cared for by the hospitalist by
2005.

THE MEepicaL MANAGER

The second new training path for
physicians is the one that leads to the
business-savvy MD. Frustrated with
their diminished autonomy in a man-
aged care environment, and intent on
keeping an upper hand, many physicians
are retraining, either in business schools
or in health care administration, and
seeking employment managing other
physicians. It is difficult to quantify the
exact number of physicians seeking this
form of retraining since many opt to
pursue this avenue through correspon-
dence courses. However, as HMOs and
pharmaceutical companies enter the
medical management aretia, they will be
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seeking physicians administrators who
not only understand the health issues,
but who also have the business acumen
to manage their colleagues and their
patients. The demand for these dual-
trained doctors will increase as those
who try to alter physician behavior
realize that the best way to do that is to
employ someone who is respected by
physicians—and nothing beats a
colleague.

NURSES

In many ways the nursing profession is
the most qualified to respond to current
changes in the health system. Nurses’
training focuses more on the behavioral
and preventive aspects of health than
does that of physicians. Their skills are
increasingly in demand in an environ-
ment that is moving toward more
outpatient care and requires its health
care providers to function as teams and
assume managerial responsibilities.

REGISTERED NURSES

Registered nurses (RNs) are the largest
single group of health care providers in
the U.S., numbering over 2.2 million,
with hospitals being their primaty place
of employment. As the role of the acute-
care hospital takes a back seat to other
venues of care, one might predict that
RNSs’ primary place of employment will
disappear. However, despite the substan-
tial rise in outpatient activity, two-
thirds of RNs continue to work in the
hospital setting. This ratio has remained
steady over the last 15 years with only a
slight decline since 1992. In fact, Linda
Aiken has shown that although total
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Table 5-2. Projected RN Requirements by Employment Setting, 1995-2010

Total Hospitals  Nursing  Ambulatory Public/ Nursing Other

Homes Care Community Health  Education
1995 1,800,000 1,171,500 117,900 126,500 285,300 39,200 60,100
2000  1969,000 1,231,800 128,200 134,200 364,300 37,800 72,500
2005 2,095,000 1,305,200 138,000 142,600 387,200 41,500 80,200
2010 2,232,000 1,386,100 152,600 150,700 411,000 45,500 87,400
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Projections by Division of Nursing, BHPr, MRSA, USDMMS, March 1996

hospital employment of all nursing
personnel has declined, the number of
full-time equivalent (FTE) hospital RNs
actually increased between 1984 and
1994 by 27.6 percent, increasing the
RN-to-patient ratio by 29.4 percent.
When adjusted for case-mix severity, the
ratio increased by only 0.3 percent,
indicating that the increases in RN
hospital employment barely kept pace
with the increased case-mix severity.
Other hospital nursing staff, such as
licensed practical nurses (LPNs) and
nursing aides, have been reduced in
absolute terms, suggesting that the
staff-to-patient ratios for these nurses
have not kept pace with the increased
case-mix severity. RNs are providing
more of the care for a sicker population
of patients.

Alchough the average age of the nursing
workforce is increasing and is likely to
lead to greater numbers of retirees in the
future, over the next 15 years it is highly
unlikely that the current annual gradu-
ating cohorts of 95,000 RNs will
continue to be absorbed in the hospital
secting. The Bureau of Health Profes-

sions’ division of nursing projects that
the staffing requirements for FTE RNs
will increase by 18 percent in both
hospitals and ambulatory care settings
by 2010 (Table 5-2). But new employ-
ment opportunities will increasingly be
found in nursing homes, clinics and
community health settings. Require-
ments for full-time equivalent RINs are
projected to increase by 30 percent in
nursing homes and 44 percent in
community health settings between now
and 2010.

The future supply of RN is expected to
be sufficient to respond to these in-
creased demands although, as with the
physician workforce, it will require a
shift in training away from hospital skill
sets toward more appropriate primary
care settings, nursing homes and skilled
nursing facilities (Figure 5-4). There
will be some downsizing in the hospital
sector. We are forecasting a 17 percent
drop in the number of hospital beds
between now and 2010 and the closure
of 13 percent of hospitals. This will
certainly affect work force employment
to some extent. But we are not forecast-
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Figure 5—4. Projected Supply of

RNs, 1995-2020
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ing a wholesale closure of large numbers
of hospitals and an open hospital must
be staffed whether it has half of a wing
or a whole wing open.

NURSE PRACTITIONERS

The nurse practitioner (NP) is a regis-
tered nurse who works as a primary
health care provider, focusing on health
promotion and disease prevention, as
well as the diagnosis and management of
acute and chronic diseases. Unlike RN,
90 percent of NPs work in eutpatient
settings, one-third of which are private
practices or HMOs. Although only nine
states permit NPs to practice indepen-
dently of physicians, over two-thirds of
NPs have primary responsibility for a
specific group of patients within either a
team or panel situation. Mote than 85
percent have the authority to prescribe
pharmacologic agents. One in 10 has
hospital admitting privileges and one in
three has hospital discharge privileges.
In some circumstances, NPs function as
physician substitutes, while in others
they serve as complements, providing
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health prevention, education and
counseling.

There are approximately 50,000 nurses
with NP training, of whom 25,000 are
actually practicing as NPs. In the late
1980s and early 1990s, the expectation
that there would be insufficient numbers
of primary care providers fueled an
increase in both the number and capac-
ity of NP training programs. Approxi-
mately 40 percent of currently practic-
ing NPs deliver primary care and 80
percent of graduates are specializing in
this area.

The future supply of NPs will undoubt-
edly increase as the demand for their
services grows and the number of train-
ing programs increases. Based on current
training capacity, there will be at least
2,000 graduates every year. Conserva-
tively, 55,000 NPs will be practicing by
the year 2010. If there is sufficient
demand, a portion of the 25,000 nurses
who are trained but not practicing as NPs
may reenter the profession. In conjunc-
tion with an increase in the number of
training positions, this could swell the
ranks of practicing NPs to over 80,000 in
2010.

PHYSICIAN ASSISTANTS

Physician assistants (PA) are health care
professionals licensed to practice medi-
cine under a physician’s supervision. This
new category of health care professional
emerged in the 1960s, partly in response
to the supply of experienced hospital
corpsmen and combat medics returning
from Vietnam and looking for work. In
1970, there were only 237 practicing
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PAs. Between 1990 and 1995, the
number of new graduates increased 80
percent from 1,195 to 2,139. There are
now approximately 30,000 PAs in
clinical practice. Approximately 5,000
students are enrolled in PA programs,
with 2,500 graduates annually, a class
size which has more than doubled since

1990.

PAs’ precise scope of practice varies
across the country according to each
state’s medical practice act. They all
require physician supervision but in
some states this supervision must be on-
site and in others it can be provided
from a distance. PAs provide basic
health care services that, 20-30 years
ago, were provided by the physicians
themselves—and in many cases still are.
These tasks may include taking medical
histories and petforming physical
examinations; ordering and interpreting
lab tests; diagnosing and treating
illnesses; assisting in surgery; prescrib-
ing or dispensing medication; and
counseling patients. PAs can legally
prescribe drugs in 39 states.

Approximately 43 percent of PAs” work
is in primary care settings, but there is a
steady increase in surgical
subspecialization in which only 22
percent of all PAs currently work.
Roughly one-third of PAs are employed
in hospital settings, 40 percent in
physician offices, 10 percent in clinics, 7
percent in HMOs and the rest in
nursing homes, correctional institutions
and federal agencies.

In 1995, eight out of every 10 PA
graduates were employed as PAs in less

than a year. The growth in PA jobs is
projected to increase by 23 percent
between 1994 and 2005—9 percent
faster than the overall U.S. job-growth
rate. Based on current training capacity,
it is projected that at least 68,000 PAs
will be in practice by the year 2010.

FUTURE EMPLOYMENT

In this cost-cutting era, health plans,
hospital systems, and medical groups are
looking at diverse combinations of
providers as part of their cost control
strategies. The roles of many health
professionals overlap to a certain extent
but the scopes of practice for nurses and
PAs most closely resemble that of
physicians. To what extent will
nonphysician personnel be employed in
the future and in what capacity?

Staff and group model HMOs, which
have the greatest incentive to employ
the most efficient mix of personnel,
exhibit great variation in their employ-
ment of nonphysicians, ranging from a
low of zero to a high of 67 per 100,000
enrollees. It’s therefore difficult to
forecast future requirements with any
certainty based on expected growth in
managed care. There is evidence that
some staff model HMO:s are using
nonphysician providers as substitutes for
primary care physicians, but this
practice is not widespread.

Large multispecialty group practices and
physician groups that are heavily
capitated are another source of employ-
ment for NPs and PAs. The correlation
with size suggests that smaller practices
are unable to take advantage of the cost-
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savings offered by nonphysicién provid- may also make health plans skittish o
ers. Furthermore, even though studies about using them more aggressively in N
indicate that nonphysician providers cost-cutting efforts. Finally, the salaries -~
increase physician productivity and of nonphysician providers are approach- o
incomes, professional resistance certainly ing those of newly trained physicians. )
affects physicians’ decisions. As an Although these income gains are the 5
example, physicians are more likely to results of hard-won battles, in an era of N
employ PAs (who cannet function physician glut and quality conscious- \
independent of physician oversight) than ness, medical groups and hospitals may
NPs. prefer to hire a newly trained physician 5

over an NP or PA. )

In the short term, the greatest impedi- - \
ment to wholesale use and integration of Overall, we expect to see greater but \
nonphysician personnel into provider sporadic use of nonphysician providers
networks is lack of supply. If all large in the next 10 years. NPs with extensive .
multispecialty group practices restruc- primary care experience will compete -
tured with a ratio of one NP or PA for with general practitioners in select ~<
every two physicians (which some markets. Many physicians will still not -
capitated primary care groups are be working with nonphysician providers L
aiming to do), there would not be in 2010. ™
sufficient personnel to staff them. If -
training programs were expanded /\
sufficiently now, it is possible that by s
2010 the supply of nonphysician )
providers could increase to fulfill the (0
demand. \

~
However, beyond the supply issues there :
are several barriers to the widespread -
involvement of nonphysicians as direct- -
care providers. First, state laws some- /
what arbitrarily limic the care that
nonphysician providers may give by =
restricting pharmaceutical prescribing, 5
requiring on-site supervision, and
requiring case-by-case physician ap- :
proval of services that are ordered. 7/3
Organized medicine has a strong o
incentive to lobby and maintain such 0
restrictions. Second, the perception of -
lower-quality care, regardless of its ‘
merit, not only limits consumer demand
for access to nonphysician providers but D
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CHAPTER 6: THE FUTURE OF HEALTH CARE

New medical technologies are one of the
key driving forces in health care. From
its unscientific roots in the 19th century,
medical technology has made great
strides in verifying the germ theory,
creating aseptic surgical technique,
discovering antibiotics, developing
anesthesia, and imaging the inside of the
body. The impacts have been huge,
improving public health, extending
lifespans, saving lives, and heightening
quality of life. Cost impacts have been
equally huge, especially in the United
States, where new medical technologies
are enthusiastically embraced as they
become available.

Here we examine eight medical tech-
nologies that will affect patient care over
the next decade. We describe the
technology, then discuss the magnitude
and areas of impact, as well as the
barriers to change (where applicable).
We’ve excluded some of the leading-
edge developments that, because of the
long lead time to bring them to market
will result in new technologies beyond
our 10-year time frame. The technolo-
gies we focus on here are:

* Ratjonal drug design

¢ Imaging

* Minimally invasive surgery

¢ Genetic mapping and testing

Chapter 6: Forecast of Medical Technologies §

F orecast of Medical Technologies

Gene therapy
® Vaccines

Blood substitutes
¢ Xenotransplantation

Even after a medical technology or
technique has been discovered, devel-
oped, approved, and commercialized, it
may take years for it to be disseminated
widely. In many clinical areas, state-of-
the-art knowledge takes years to be
widely adopted in community practice.
We conclude with a discussion and
forecast of the process of procedural
technology transfer in health care.

1. RATIONAL DRUG DESIGN

Most drugs on the market today have
been discovered in random screens of
naturally occurring products or from
analog development programs. Once a
time-consuming manual process, today’s
robotic systems can screen up to halfa
million compounds in a year’s time. This
method of random trial and error is
inefficient: of 10,000 agents tested,
1,000 typically show bioactivity, 100 are
worth investigating, 10 go to clinical
trials, and only one reaches patients on
the market. Most current pharmaceuti-
cals were chanced upon after years of this
research by trial and error. Occasionally,
researchers came across something that

67



ADDITIONAL TECHNOLOGIES

e conducted a number of expert interviews to identify

technologies that would have the largest impact over

the next decade. In addition to the eight described in
this report, the experts identified others. We excluded these
techologies from deeper consideration because although they will

have a significant impact on the health industry, it will be smaller

and emerge at a later time. These include:

* ablative techniques
e artificial livers
* cloning

¢ DNA sequencing/diagnostics  ®
¢ functional neural stimulation

* joint replacement

* pain control

e regional perfusion

* tissue sealants
treatments for drug-
resistant disease strains
* virtual reality systems

was not only safe for human use, but also
beneficial. The chemicals identified from
these experiments were discovered as
they existed in nature. Happily, we are
no longer just searching randomly in
nature to find therapeutic chemicals.
Now scientists are designing thousands
every day.

Rational drug design is the development
of new chemical or molecular entities by
looking at the physical structure and
chemical composition of a target—a
molecular receptor or enzyme—and
designing drugs that bind to these sites,
turning the targets on or off. Drug
designers use physical chemistry to
identify qualities of a specific agent that
creates a pathology; once identified,
designers attempt to intervene in a
known chain of events at a particular
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point with a specific method. Designers
use several strategies and methods:

o Structure-based design. The central
assumption of structure-based design
is that good inhibitors must be
complementary to their target
receptor. The two-step process begins
by determining the structure of
receptors and then solving the 3D
jigsaw puzzle of matching molecular
structures using specially developed
computer programs.

o Molecular modeling. This technique
looks at the physical structute of a
receptor and creates the model of a
compatible chemical entity using
computer imaging. This can be done
with incredible precision, down to
the level of DNA coding. With the
help of computed chemical algo-
rithms, designers can build (first
virtually on the computer, then “wet”
in the lab) the molecule of perfect
chemical fit.

o Virtnal veality modeling. 'This is a form
of computer-enhanced molecular
modeling. It includes features such as
a force feedback handle that allows
tactile manipulation of a three-
dimensional image, of the candidate
molecule model’s orientation.

o Combinatorial chemistry. This tech-
nique allows drug researchers to
produce quickly as many as several
million structurally related com-
pounds, which are then screened to
find those that are bioactive and
possibly have therapeutic value. The
chemical attributes of these molecules




are known and the chemists working
with them expect certain biological
activity. With the development of
more reliable and rapid screening
tests, thousands of related chemicals
can be tested in parallel processes for
reactivity with a complement of
human antibodies on a mass scale.

Rational drug design will shorten the
discovery process. New chemical and
molecular entities will get to clinical
trials faster as the random and unpre-
dictable time for discovering a com-
pound by chance is replaced by these
more predictable design processes, ones
based on the structure and complexity of
the pathogen.

Because there may be fewer complete
reject entities, rational drug design will
result in a problem of excess: too many
new chemical entities and not encugh
resources to test them all. Priotitization
and stratification of candidate products
will be an important area of concern.

THE PACE oF CHANGE IN DrRUG DESIGN
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MAGNITUDE AND AREAS OF IMPACT

Rational drug design will have impacts
in a number of therapeutic areas. Chief
candidates are:

o Neurologic and mental disease. Drugs are
being created that fit the receptors for
various neurotransmitters, potentially
modifying nerve activity and influ-
encing the function of the nervous
system. This happens in different
areas of the nervous system where
neurological and mental pathology |
are manifested. |

o Antiviral therapies. Protease inhibitors
designed to combat viral disease will
be an important area of development.
Every virus uses proteases to chop
proteins into amino acids, which the
virus then uses as building blocks.
Targeting and inhibiting these
enzymes could lead to the creation of
the first truly effective antivirus. In

' the next 10 years, rational drug
design will create antiviral therapies
to combat diseases like HIV, encepha-
litis, measles, and influenza.

KEy BARRIERS

One of the key driving forces behind
rational drug design has been the

he pharmaceutical and biotechnology industries have increasing power and ease of computer

enthusiastically adopted the techniques of rational drug use. These techniques and processes are

design. Five years ago, few pharmaceutical companies highly information-intensive. The pace

were heavily invested in rational drug design. Today, entire biotechnol- of their adoption is regulated, in part, by
ogy companies have been formed primarily to carry out structure-based the availability of research teams that
design, and most major pharmaceutical companies have structure and combine knowledge of biochemiscry

computational groups as part of their drug discovery effort. In five with that of computer technolpgy.

years, rational drug design will yield a rich crop of new candidate

molecules for clinical trials. As researchers seek to combat more

complex pathogens, they will need to

Chapter 6: Forecast of Medical Technologies




UNNATURAL NATURAL PRODUCTS

ntibiotics that are in current clinical use are compounds made
by antibiotic-producing bacteria and fungi—researchers have
ccepted the natural products that nature provided. Now,

using recombinant DNA technology, “unnatural” natural products can
be produced by combinatorial biosynthesis using genetically altered
strains of a bacterium such as Streptomyces. Instead of isolating and
testing a single natural product, thousands of novel biosynthetic mol-
ecules, a new class of antibiotics, can be obtained and screened. One
such product may prove to be a powerful neuroregenerative agent that
could be used in conditions such as Parkinson’s disease, multiple
sclerosis, Alzheimer’s disease and stroke.

DRUG-PRODUCING ANIMALS

ransgenic animals can be engineered to produce proteins
that act as drugs. These living drug factories can be grown
from animal embryos injected with human DNA.
Transgenic animals can be cloned, and an entire herd can be
created in a single generation. A transgenic ewe can produce
milk containing an anti-enzyme, and its use in treating asthmatics
is now in clinical trials. A transgenic drug industry has been born
as yet another product of biotechnology.

develop drugs that interact with their
targets in more specific ways. With
increased specificity and complexity will
come increased costs in developing the
proper new chemical entity.

Drug design can indeed create an
embarrassment of riches in terms of
screened candidate compounds. Much
progress will need to be made in evalu-
ating and prioritizing the candidates.
Because rationally designed drugs can be
mass-produced and do not depend on
outdated technologies for discovery and
production, the utility of any new drug
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will be determined by its cost-effective-
ness in clinical trials.

2. IMAGING

Imaging technologies present an
enhanced visual display of tissues, organ
systems and their functions. They reveal
the structural and functional aspects of
organs, allowing clinicians to localize
specific functions or conditions in a
noninvasive way.

Imaging has four elements: capturing
the energy aimed at the area of interest;
detecting or receiving that reflected or
refracted energy; analyzing the data with
computers; and displaying that data
with technology that allows the clinician
to view and interpret the information.
Advances are taking place in each of
these areas that will open up new
functions for imaging technologies.

o Energy sources currently used for
imaging include X-rays, ultrasound,
electron beams, magnets, and radio
frequencies. There is a constant trade-
off in the energy sources used: On one
hand, the more powerful the energy
source, the more deeply it can
penetrate and the more detail it can
reveal in the image. On the other
hand, powerful beams can injure
tissues and organ systems. The same
ultrasound energy that reveals “baby’s
first picture” to expectant parents also
can, at a higher energy level, smash
kidney stones in an
electrolithotripter. Energy source
technology is advancing as scientists
find ways to more narrowly focus an
energy beam to avoid damage to
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adjacent tissue. Research also is being
conducted on alternate energy sources,
such as thermal differences, in order to
minimize residual damage.

*  Derector technology is advancing along
two dimensions. First, digital detec-
tors benefit from the trends in micro-
electronics toward smaller and smaller
features on devices. The resolution of
those detectors is improving con-
stantly. The first commercially
available “megapixel” (able to detect
an image that comprises a grid of
1,000 by 1,000 pixels, discrete
elements of the image) detector
became available more than a decade
ago. By 2005, detectors that can
resolve 6,000 by 6,000 pixels will
become available. Second, there are
advances in radio contrast media.
These are chemicals that, when
introduced in the body, enhance the
contrast of an image in specific ways,
for example by highlighting areas of
malignant tissues or tissue abnormali-
ties with more blood flow. Work is

o0~ ~~0080

MiNi-MRIs AND MRNs

n important trend in MRI technology is the design of
increasingly smaller scanners with much lower capital and
perating costs. The key: smaller and less costly magnets.
Mini-MRI units will be available for dedicated uses in orthopedics,
neurology and mammography.

MRN (magnetic resonance neurography) can identify the site
of damage fo a peripheral nerve by detecting increased
signals at sites of nerve entrapment and trauma. It can also
visualize the process of peripheral nerve degeneration and
regeneration, the first imaging modality to do so.

proceeding on contrast media that
have organ, tissue and cellular
specificities.

o Analysis of the images is the next
function experiencing rapid advances.
Computer analysis of the masses of
data from high-resolution detectors
gets faster and better with increases
in raw computing power. Break-
throughs in algorithms and tech-
niques, such as neural networks, will
speed the conversion from two-
dimensional to three-dimensional
images, improve pattern recognition
through better detection of edges and
other features of images, and ease the
manipulation and enhancement of
digital images.

» Display technologies are getting bigger,
faster, and cheaper. There is spillover
from a range of applications that
require high-quality images for
medical imaging. Improvements
include larger displays, higher
resolution, richer, more meaningful
contrasts, and “deeper” color.

MAGNITUDE AND AREAS OF IMPACT

These advances are combining in several
areas. Electron-beam computed tomography
(CT) scanning (in contrast to conven-
tional CT scanning that uses X-ray
beams) offers substantial improvements
over old technologies. It will allow for
rapid acquisition of an image, reducing
the discomfort patients experience from
remaining immobile for the duration of
a conventional CT scan. While this
technology can detect calcium in the
wall of the coronary artery showing

Chapter 6: Forecast of Medical Technologies



PosiTRON EMissiON TOMOGRAPHY

ositron emission tomography (PET) was developed and applied

clinically to the central nervous system for the diagnosis of

epilepsy and brain tumors. It became the gold standard for
defermining myocardial viability and myocardial blood flow, but it
found only limited application to other organ systems. Within the last
five years the introduction of multislice imaging, 3 mm. resolution and
3D resolution has revolutionized the field and made whole-body
imaging one of the most exciting developments in imaging for the
diagnosis of metastatic and recurrent cancer. For recurrent cancer of
the head and neck, a notoriously difficult area to image using current
technology, PET has shown an accuracy of greater than 95 per-
cent in detecting recurrent disease. Although it is being used to
stage many cancers, because the current technique uses glucose
uptake as the marker, this highly sensitive detector lacks specific-
ity. Within the next decade tumor-specific marker molecules will
be labeled with positron emitters to provide more specificity, at
which point whole-body PET scanning will be faster, less expen-
sive, more widely available, and the most accurate and rapid
means of detecting cancer that has spread beyond the primary
site or has recurred.

atherosclerosis, it does not show whether
there is narrowing of the blood vessel.
With the development of new contrast
agents, electron-beam CT will be able to
show visuals of the arteries themselves,
making this technology competitive
with magnetic resonance imaging
(MRI), although MRI has the additional
value of showing blood flow.

Harmonic imaging will overcome a
number of barriers in ultrasonography.
About one-third of all patients are
“difficult to image,” which means that a
patient’s body wall anatomy, for a
variety of reasons, is difficult to “see”
through. Specifically, someone who is
obese, or extremely muscular, or some-
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one with narrow rib spacing is often

difficult to image. Smokers and those
who have had radiation therapy can also
fall into this category for cardiac imag-
ing, and for OB/GYN a variety of
impediments of the abdomen can cause
difficulty. Harmonic imaging improves
the quality of images in these patients.
Ultrasound generally works as follows:
sound waves are transmitted into the
body at a relatively low frequency and
are detected by a receiver that is tuned
to the same frequency. In harmonic
imaging, the receiver is tuned to a
higher frequency than the transmitter,
so that the clinician detects the harmon-
ics, or the frequency-multiples of the
echoes, that are produced inside the
body itself. Higher frequency waves
produce images with better resolution.
Applications of harmonic imaging
include better prediction of heart attacks
by allowing the clinician to visualize
blood flow through the myocardium.

Functional imaging, which provides
information about how a tissue- or
organ-system is operating, will go far
beyond the capabilities of conventional
magnetic resonance imaging (MRI),
computed tomography (CT), and
ultrasonography, which now provide
only stractural information about tissues
and organ systems. Positron emission
tomography (PET) has long been
capable of metabolic imaging—detect-
ing patterns of energy use in the body.
High resolution PET will allow pin-
point accuracy in these images, which
will render many invasive diagnostic
procedures, such as surgical biopsy,
obsolete. Functional MRI is used to
determine location of neurological
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b functions, such as memory and reason- ics, however, will limit some of the

0) ing, in the brain, giving us the first look application of them. Historically,

) at how the brain works. Future applica- imaging technologies have been addi-

tions of functional MRI will be in the tive—new technologies do not replace

oy study of disease and the body’s response old ones, but rather supplement their

C' to treatment, for example, changes in use. In a cost-constrained health system

® the pattern of neural activity in the however, more restraint will be exercised
brains of schizophrenic patients under on the use of new imaging systems.

® treatment with new drugs. Comprehensive analyses of cost-effec-

@ tiveness, including the full life-cycle

() Because developments in computing cost of the equipment, will become

® power have increased image display commuonplace.
speed and improved the quality and

® content of digital data, image-guided 3. MINIMALLY INVASIVE

} o surgery is becoming a mainstream SURGERY
® procedure. Image-guided surgery is a
® new kind of minimally invasive surgical Also called minimal or limited-access

intervention. It improves on endoscopic surgery, this technological advance was

o and endovascular surgical methods by made possible by the introduction of

o allowing the clinician to see a computed fiber optic technology, miniaturization

) functional image superimposed with the of improved instruments and devices,
surgical instrument location and other image digitization, navigational systems

, relevant information. The current for vascular catheters and, a sudden

S combination of near-real-time imaging awareness that image-guided surgery

o with functional mapping will improve was the wave of the future. Early

® to real-time, high-contrast, and high- examples of minimally invasive surgery
spatial-resolution images. were arthroscopic meniscectomy,

endovascular obliteration of intracranial

)
S

O Overall, imaging technologies will aneurysms, and laparoscopic cholecystec-
O improve the diagnostic process im- tomy. More recent innovations are
mensely. Clinicians will use these image-guided brain surgery, minimal
| .\ technologies to look at the form and access major cardiac operations, and the
C function of organs that were once endovascular placement of grafts for
XD examined only by surgery, decreasing abdominal aneurysms. Over the same
O the need for invasive diagnostic proce- period of time, open surgery biopsy has
- dures. been replaced by fine-needle aspiration
'J . of many tumors, gaining general
( KEY BARRIERS acceptance for tumors of the breast and
‘: thyroid gland.

There are few barriers to the develop-

ment of new imaging technologies, The movement toward minimally
which benefit from the continual invasive surgery has promoted the
progress of computing power. Econom- proliferation of ambulatory surgicenters.
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The consequent major reduction in the
volume of surgical procedures performed
in hospital facilities achieved a remark-
able reduction in the length of stay as
patients having procedures previously
requiring hospitalization enjoyed more
rapid recovery and return to full activity
because of the lowered morbidity of less
invasive operations. Overall dramatic
cost savings have been achieved. In areas
where minimally invasive procedures
have replaced their more disruptive
antecedents, short-term as well as long-
term outcomes have been the same or, in
most examples, better with a high level
of patient acceptance and satisfaction. In
the case of invasive procedures, less is
better.

MAGNITUDE AND AREAS OF IMPACT

To begin at the top, brain surgery has
been a major beneficiary of image-
guided technology. Operations requiring
access to areas of the brain beneath the
surface are conducted using navigational
systems and image guidance via limited
openings in the skull. Even more
dramatic has been the impact of
endovascular surgery, the creation of a
group of innovative interventional
radiologists. Using current technology-
—digitized image guidance, catheter
navigational systems, and an array of
implantable materials—endovascular
surgeons can treat almost all intracranial
aneurysms and many arteriovenous
fistulas. Further, subsequent open
surgical procedures can be facilitated by
preoperative reduction of blood flow to
tumors and congenital arteriovenous
malformations.

$8as el Chapter 6: Forecast of Medical Technologies

Endovascular surgery has advanced and
matured rapidly in the past decade. The
practitioners of the art fall into three
broad categories with limited overlap.
The first, interventional
neuroradiologists, deal with vascular
pathology of the brain and spinal cord.
In addition to the procedures described
earlier, these neurointerventionalists can
lyse blood clots in cerebral arteries and
veins, dilute intracranial arteries nat-
rowed by pathologic vasospasm, and
open partially or completely occluded
arteriosclerotic arteries that restrict
blood flow to the brain.

The second and largest group of
endovascular interventionalists are
cardiologists whose major procedure is
coronary angioplasty. With advances in
intravascular stent technology and the
introduction of pharmaceuticals that
inhibit the principal cause of
restenosis—post-angioplasty prolifera-
tion of subendothelial smooth muscle in
the arterial wall—percutaneous
angioplasty will further reduce the
indications for open operations for
coronary artery bypass grafting. Cardiac
interventionalists can also correct cardiac
arthythmias, treat selected cardiac valve
disotders, and using improved technol-
ogy close congenital septal defects.

Laparoscopy has truly revolutionized the
practice of abdominal surgery for
procedures on the gastrointestinal tract
and female organs. The most recent
addition to the laparoscopic surgeon’s
growing list of operations is bilateral
adrenalectomy. Further advances will
incorporate telepresence technology
(which allows a surgeon to remotely
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operate), robotics, and 3D imaging.
Technological advances are proceeding
with unprecedented speed, placing
pressures on practicing general and
gynecologic surgeons to seek either
additional training or drift into obsoles-
cence with out-of-date skills.

Future refinements in minimally
invasive surgery will expand the present
scope and range of procedures. New
arthroscopic procedures, wider use of
image guidance in operations on the
head and neck, and innovations in
limited access procedures for spinal and
thoracic diseases are evolving; within the
next five years they will be accepted
practice. These advances will be aided by
interventional MRI, currently used for
liver and kidney biopsy, with its shorter
acquisition time and 3D capability.
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THE ETHICS OF GENETIC TESTING

hen the importance and future ramifications of genetic

testing became clear, a number of panels were convened

to look at the technical, social, and ethical issues. The
Task Force on Genetic Testing was created by the National Institutes of
Health-Department of Energy Working Group on Ethical, Legal and
Social Implications of Human Genome Research o make recommenda-
tions to “ensure the development of safe and effective genetic tests, their
delivery in laboratories of assured quality, and their appropriate use by
health care providers and consumers.” The task force called on the
Secretary of Health and Human Services to establish the Advisory
Committee on Genetic Testing and to apply “stringent scrutiny” when a
test can predict future inherited disease in healthy or apparently healthy
people, is likely to be used for that purpose, and when no confirming
test is available. The National Center for Human Genome Research has
set aside funds for consideration of ethical, legal and social implications
of human genome research in which genetic testing has the central role.

Vo s

—_—— -

INSTITUTE FOR THE FUTURE

For patients with acute stroke,
interventional MRI will be a major
addition to the surgical process: pharma-
cologic brain protection will extend the
viability of an ischemic brain, prompt
transfer to a dedicated MRI facility will
allow immediate assessment of brain
viability and blood flow, and when
appropriate, occluded vessels can be
opened by endovascular intervention
under MRI guidance. By the year 2010,
large population centers will have
“vascular institutes” that are serviced by
emergency transportation networks.
Vascular institutes will facilitate rapid
movement of heart attack, stroke and
other acute vascular-accident victims to
an institute staffed around-the-clock by
endovascular surgeons who can prevent
the death and disability that current
technologies cannot. Current gaps in
ancillary pharmaceuticals will be closed
by products emerging from the biotech
industry. The development of stent
graphs that can be used in cervical
vessels and at branchings will extend
their application at sites currently
beyond the reach of endovascular
technology.

4. GENETIC MAPPING
AND TESTING

Until recently, most genetic tests have
been used to detect rare and singular
conditions. Many of these single-gene
disorders become clinically apparent in
infancy and childhood, whereas others,
such as Huntington’s disease and
polycystic kidney disease, are of adult
onset. Genetic tests were used to
detect carrier states and for prenatal
counseling.

Chapter 6: Forecast of Medical Technologies
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The special field of clinical genetics
evolved from observation of familial
occurrence of inherited disorders to use
of the tools of human molecular genet-
ics. Genetic tests have become available
for more common and more complex
diseases, many with onset in later life.
With the identification of cancer-
susceptibility genes and of genes leading
to several neurogenetic disorders,
including Alzheimer’s disease, the
Human Genome Project provided the
engine that propelled the rapid identifi-
cation of a wide range of genes that can
cause complex diseases such as diabetes,
cancer and heart disease. These gene
discoveries provided the basis for genetic
susceptibility testing, i.e., recognition of
a predisposition to disease, and with it
unprecedented opportunities to inter-
vene with strategies for prevention,
avoidance, or modification of the
predisposed condition. Abruptly, clinical
genetics assumed a role whose impor-
tance was only imagined a decade ago.

No scientific discipline is as fast-paced
today as medical genetics. It seems that
each week one or more disease-associated
genes are identified and added to the
genomic database to fuel a parallel
growth of diagnostic and screening tests.
To date clinical tests have been devel-
oped for use in almost 500 human
genetic disorders, a number that will
continue to grow in the flurry of activity
to complete the mapping of the human
genome.

The National Cancer Institute has
established three primary goals with
regard to genetic testing: identification
of every major human gene that predis-
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poses individuals to cancer; clinical
application of these discoveries to
persons at risk; and identification and
remedial attention to psychosocial,
ethical and legal issues associated with
inherited susceptibility. A secondary
goal is developing an informatics system
to collect, store, analyze, and integrate
cancer-related molecular data with
epidemiologic and clinical data.

MAGNITUDE AND AREAS OF [MPACT

Genetic-susceptibility testing for breast,
colon and prostate cancer is moving into
clinical reality, and in each instance the
hereditary pattern of disease provided
the initial search for the identification of
the critical gene or genes.

More complex genetic disorders, such as
childhood asthma and late-onset
Alzheimer’s disease, suggest either a
polygenic inheritance, in which more
than one gene is responsible for the
disease in a given individual, or genetic
heterogeneity, in which different
combinations of genes produce the same
condition in different individuals. Of
even greater complexity are the condi-
tions currently being studied in the
emerging field of neurogenetics, where
genes that increase susceptibility to
schizophrenia, manic-depressive illness,
and depression are studied to find out
how they interact with non-genetic
factors, e.g., environmental, to trigger
the onset of the recognized disease state.
In these psychiatric disorders, identifica-
tion of the identified genes may give
clues for designing pharmacologic
interventions, and the discovery of
genetic susceptibility provides the basis
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for initiating preventive measures
whether through pharmacologic means
or counseling. The new term
“genometrics” has been applied to the
discovery of a gene or genes responsible
for a trait and defining precisely the trait
controlled by each gene involved in
complex multifactorial illnesses.

Within a few years, our present methods
of genetic analysis, sophisticated though
they are, will be viewed as time-consum-
ing, labot-intensive, expensive and
limited in scope and application. New
technology will use microchips designed
to interrogate DNA or RNA samples for
sequence or expression information. The
chemicals for these microchips can be
synthesized cheaply, rapidly and effi-
ciently using the synthetic methods
borrowed from the semiconductor
industry. Using fluorescent methods for
detection of DNA and RNA targets,
hybridization will occur in a special
chamber, and the resulting signals will
be detected by scanning microscopy in a
matter of minutes. Current applications
of this microchip technology will
revolutionize the fields of diagnostics
and genomics. Within five years cancer
tissue can be analyzed for differences in
gene expression, and in another five
years specific therapies can be assigned
to individuals with identified cancer
genotypes. Tumors of a particular type
will be classified by genotypic profile,
and once classified, perhaps even
individualized, treatment will be quite
specifically administered. Applied to
genetic testing, microchip technology
will have predictive power for disease
and disease predisposition that is almost
unimaginable.

KEY BARRIERS

Practicing clinicians, generalists and
specialists alike, lack the education and
knowledge base to practice genomic
medicine. Genetic testing, particularly
predisposition genetic testing for late-
onset disorders in adults, requires a
multidisciplinary approach. Persons
seeking such testing need appropriate
pre-test education and genetic counsel-
ing and post-test follow up care. Before
testing is done, individuals must be
informed that other factors, genetic and
nongenetic, may influence onset and
severity of the condition, and that in
many situations testing is probabilistic
rather than deterministic. Potential
consequences must be understood as
must the inability to guarantee confi-
dentiality despite all safeguards and
legislative protections.

Genetic testing has a predictable future
based on technological potential. This
potential could be constrained, delayed
or lost entirely by several possible
developments: the desire in prenatal
testing to enhance specific attributes of
offspring; technology advancing too
rapidly for rational assimilation and
application because of understaffed
clinical genetics workforce; premature
availability of self-administered testing
kits as a consequence of unregulated
commercial interests; and ethical
roadblocks imposed because of misuse of
genetic information contrary to public
policy, e.g., sterilization of individuals
afflicted by a serious heritable disease to
prevent genetic transmission to off-

spring.
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With proper safeguards, genetic testing only affects somatic cells, the kinds that )
will revolutionize prevention and are neither sperm nor egg.* N
treatment of many conditions and N \\
diseases, but without these safeguards, Cutrrent methods for gene therapy use -
the possibilities for mass confusion, directly harvested cells, cultured cell )
misapplication, discrimination, and lines, genetically modified cell lines and &
lawful or unlawful commercial exploita- viral vectors, such as modified ,ri\
tion are sobering. retroviruses or adenoviruses. In the ex \/
vivo approach, cells from specific tissues o
5. GENE THERAPY are removed, cultured and exposed to B
viral or non-viral vectors ot DNA ™
Two years ago a blue ribbon panel of containing the gene of interest. Follow- :
experts sharply criticized the rush to ing insertion of the genes into these \/‘
initiate clinical trials of gene therapy cells, they are re-administered to the »
before having an adequate scientific base. patient. In the 7z vivo approach, viral or )
The consequence was a slowdown in non-viral vectors or simply “naked ~
clinical applications and a return to basic DNA” are directly administered to /\
‘research in several critical areas: better patients by various routes. A third L
vectors or delivery vehicles to ferry approach involves the encapsulation of )
corrective genes into target cells; more gene-modified cells and the reversible 2
precise targeting of genes to specific sites introduction of an encapsulated cell -
and tissues; and enhancement of gene structute into the human body.? -
expression following entry into the target »
cell. A challenge for genetic researchers is to !
develop methods that discriminately ~
Nevertheless, revolutionary advances in deliver enough genetic material to the ;;
gene therapy are preparing medicine for right cells. Most gene vectors in current -
an epochal shift to an era in which genes use are disabled mouse retroviruses. -
will be delivered routinely to cure or Retroviral vectors offer the most promis- o
alleviate an array of inherited and ing prospect for the transfer of useful %\
acquired diseases. Gene therapy can be gene sequences into defective tumor cells f\
defined as “a therapeutic technique in since they target only dividing cells and .
which a functioning gene is inserted into have the potential of long-term expres- 9
targeted cells of a patient to correct an sion. They are considered safe and N
inborn error or to provide the cell with a effective gene delivery vehicles and are /\
new function.” The successful delivery attractive because they are designed to o
and insertion of a functioning gene leads specifically enter cells and express their D
to the expression of a therapeutic protein genes there. Retroviruses splice copies of %
of some kind that will supplement or their genes into the chromosomes of the ~
replace a defective gene or treat the cells they invade, and the integrated /\
effects of acquired diseases like cancer. gene is then passed on to future genera-
Somatic gene therapy, discussed here, tions of cells. Since cell entry by a O
O
!
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retrovirus occurs only when cells are
actively dividing, this feature is ex-
ploited in rapidly dividing cells such as
bone marrow, but is not suitable for
other tissues such as muscle and lung.
Unfortunately, retroviruses are some-
what indiscriminate and have been
known to deposit their genes into the
chromosomes of a variety of cell types,
prompting research into vira] envelope
alteration in hope of increasing target
specificity. The specificity of the enve-
lope—how the vector is “packaged”—
ensures the appropriate receptors are
triggered.

Other viral vectors are also being
explored. These include adeno and
adeno-associated viruses, herpes viruses,
alpha viruses, vaccina virus, and poxvi-
ruses. Each virus has a potential thera-
peutic niche established by its attributes
and behavior. The next most commonly
used vector after retrovirus is the
adenovirus, a DNA virus, which, though
capable of entering dividing as well as
nondividing cells, has produced disap-
pointing results. Adeno-associated
viruses appeal because they cause no
known diseases in humans and they
integrate their genes into human
chromosomes. But because they are
small, they may not be able to accom-
modate large genes. Herpes viruses do
not integrate their genes into the host’s
DNA but they are attracted to neurons
and may be useful in neurological
therapies.

Liposomes are yet another potential
vector under examination. These
synthetic lipid bubbles can be designed
to harbor plasmids—stable loops of

DNA that multiply naturally within
bacteria—in which original genes have
been replaced by those intended to be
therapeutic. A synthetic liposome-like
vector, the lipoplex, can bind firmly to
cell surfaces and insert its DNA package
into cells at a significant rate. Mixing
lipoplexes with DNA has since become a
standard technique for inserting genes
into cultured cells.

Alchough currently undeveloped for
clinical use, two new viral-based vector
systems hold out the possibility of
advancing toward the ideal delivery
system for directly supplying cells with
healthy copies of missing or defective
genes. Both systems have the capacity to
alter quiescent cells such as the mature
stem cells that generate the immune
system. These viral vectors, HIV and
simian virus 40 (SV40), share the
preceding characteristics. Although HIV
is a human pathogen whose use will be
restricted at Jeast initially to advanced
cancers, origin from a human source may
confer an advantage. SV40, an adenovi-
rus, can be rendered harmless, is capable
of infecting several resting and dividing
cell types, is easy to manipulate, stable
and non-immunogenic. In short, one
wonders why SV40 has been ignored.
Clearly this vector is not ready yet for
clinical trials and some safety concerns
are unresolved. Still, SV40 appears to be
as benign as any available viral vector
and has the added attribute of being
directly injectable into target tissues.
Some investigators foresee the develop-
ment of hybrid vectors that build on the
best features of viral and nonviral
vectors.

Chapter 6: Forecast of Medical Technologies




MAGNITUDE AND AREAS OF IMPACT

Scientists are currently debating
whether gene therapy has definitively
improved the health of the more than
2,000 patients in clinical trials world-
wide. Current clinical trials are investi-
gating the genetic treatment of several
cancers and genetic diseases such as
cystic fibrosis. Gene therapy has suc-
ceeded in treating the symptoms of
patients with hypercholesterolemia, and
severa] children with severe combined
immunodeficiency diseases are surviving
as a direct result of treatment.

One of the most significant develop-
ments in this field is the application of
this methodology to gene marking in
the study of the biology of cancer. Close
to 1.4 million Americans will be newly
diagnosed with cancer this year alone
and the treatments currently available—
surgery, radiation therapy and chemo-
therapy—cannot cure 50 percent of
them. Although gene therapy was
originally targeted toward single-gene
deficiency diseases that are recessive and
relatively rare, about 75 percent to 80
percent of the current clinical trials now
focus on cancer.

For treating cancer, a variety of ap-
proaches are being attempted. Some
involve imparting cancer cells with
genes that give rise to toxic molecules.
When these genes are expressed, the
resulting proteins then kill the cancer
cells. Genetic marking of marrow cells
used in similar ex vivo therapies allows
physicians to monitor the effects of
different cancer purging methods.
Another research focus is on the correc-
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tion or compensation for acquired
genetic mutations, particularly of the
oft-mutated tumor suppressor gene p33.
Yet another field of cancer reseatch is in
immunotherapy. Immunotherapeutic
research designs target how tumors
evade detection and attack by the
immune system, how they spread away
from their sites of origin, how they gain
a new blood supply and how they
accomplish other feats that allow them
to endure and spread.

A different form of genetic marking is
used in immunotherapy, also called
vaccine therapy. Immunotherapeutic
vaccinations tag cancer cells with certain
genes that make them more visible to
the immune system. One method being
widely tested involves modifying a
patient’s cancer cells with genes encod-
ing cytokines—the communication
proteins of the immune system’s B and
T cells—to draw an attack from the
immune system. Unfortunately, this
method will only benefit patients with
robust immune systems and not those
with advanced cancer.

KEY BARRIERS

Despite encouraging results, the field
awaits answers to many unresolved
questions. An area where enormous
progress has been made, but where
much more is needed, is developing
gene delivery vectors. Virus-based
vectors have been the most efficient for
inserting genes into cells in the labora-
tory, but in clinical applications the
results have in some cases been short-
lived, and there have been unwanted
side-effects.
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In addition, the field needs to develop
animal medels to test the biological and
clinical efficacy of the new vectors and
procedures. As a result, gene therapy
may take longer to reach patients than
originally predicted. Furthermore, the
progress of gene therapy depends on
adequate technical, financial and
training resources, and demands close
interaction between academics, clini-
cians and private-sector companies.

Private companies are playing a critical
role in promoting the development of
technology. They have millions of
dollars at risk: they have to choose
technologies, knowing that the ulti-
marely successful approaches are likely
to require complex assemblies of new
chemical tools and procedures. For
industry, a necessary incentive is the
award of exclusive protection of innova-
tive breakthroughs. However, gene
therapy can be viewed as the product of
an assembly line, and limited access to
enabling technologies—such as vec-
tors—because of time-consuming and
expensive licensing processes, could lead
to prohibitive commercial burdens
which would delay progress in the field.

In June 1997, there were 180 clinical
studies involving gene therapy, of which
134 protocols involved new drug
applications, with the majority intended
for patients with cancer. The same
advisory group that in 1995 accused the
scientific community of overselling the
present benefits of gene therapy, stressed
its extraordinary potential for the long-
term treatment of human disease. The
lack of more efficient gene vectors was
singled out as the major bartier to

attaining better clinical results.?

With the intense ongoing activity in
vector development, within 10 years a
number of efficient gene delivery
systems will be in clinical use. Vectors
that have both site- and cell-type
specificities will deliver genes to treat a
wide range of conditions in most, if not,
all organs. The potential of using genes
and gene products in novel strategies is
an incredibly powerful incentive to
pursue gene therapy as the equal of the
future’s most effective therapeutic
modalities.

6. VACCINES

€€ The advances in technology have allowed
the beginning of an understanding of the
regulation of the physiology of bacteria which
parasitize and sicken mammalian hosts,
They also have given insights into the
marvelously diverse molecular strategies used
by these organisms to circumvent the host’s
nonspecific defenses and immune recognition,
and have highlighted the difficulties
associated with the development of vaccines to
prevent bacterial infection. Opportunities to
change the course of diseases by immunological
means ave becoming increasingly evident. The
intellectual excitement of the study of
bacterial disease in concert with immunology
and cell biology has never been greater and
holds vast promise in ameliorating the human
suffering due to infections diseases. 9y —Dr.

Gotschlich, JAMA, 1997

Since Jenner conferred smallpox immu-
nity with inoculations of cowpox in the
early 19th century, vaccines have been
administered globally as preventive
measures for acute diseases (such as
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diphtheria, smallpox, and whooping

cough) and have been used to avoid
acute infection by creating a low-level
immune response that will remain as
acquired immunity. In the history of
public health, vaccines have proven to be
among the most effective disease
prevention tools. Some diseases, such as
smallpox, polio, measles, have been
eradicated or brought under control
through mass vaccination programs.

Current use of vaccines includes any
preparation intended for active immuni-
zation of the recipient. Until recently,
vaccines were prophylactic—their sole
objective was preventing a specific
infectious disease. They were, therefore,
directed against the causative infectious
agent. Lately, vaccines have been used
against noninfectious diseases. Patients
with certain cancers have been vacci-
nated either prophylactically to prevent
the emergence of micrometastatic
tumors or therapeutically to boost their
immunologic cytotoxic response to the
tumot.

Vaccines can have preventive and
therapeutic uses. Preventive vaccines
allow a vaccinated individual to develop
immunologic responses that prevent or
modulate subsequent infection or
disease. Recently developed therapeutic
vaccines use new recombinant DNA
technology to provide genetic therapy to
patients who already have a disease. The
key to using this technology is specific-
ity for tumor cells.

The application of molecular biology to
the identification of virulent genes has
led to a fundamental understanding of
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the pathogenesis of virulent microbes.
‘With the molecular tools of the new
genetics, the genes responsible for the
organism’s virulence can be identified
and isolated. The molecular genetic
definition of virulence has exciting and
highly promising implications for
vaccines. Given the side-effects of
antibiotics, including the emergence of
resistant bacteria, novel strategies for
controlling infectious diseases are
evolving. One of the most promising
strategies, that of using molecular
microbiology and whole gene sequenc-
ing to develop candidate vaccines, will
be the wider use of gene-specific vac-
cines.?

Recent therapeutic vaccines are designed
to attack certain chronic infections.
Early cancer vaccines had few successes,
but with the new knowledge and
technology ushered in by molecular
biology and medicine, and recombinant
DNA technology, anti-cancer vaccines
are gaining increasing attention. This
resurgence of interest in therapeutic
vaccines reflects a new and broadened
understanding of the immune system
and its elements.

Vaccines have been effective in treating
melanomas and renal cell carcinomas,
two cancers that are unique in their
responsiveness to the immune system.
Vaccine therapies for cancer that stimu-
late the immune system and don’t
involve surgery, radiation, or cytotoxic-
ity could become the least traumatic
mode of treatment for selected cancer
patients. A vaccine can activate the
immune system by delivering a tumor
antigen or by eliciting a nonspecific
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immune system response. A nonspecific
response would simply boost the activity
of the immune system, resulting in
greater overall immune activity.

MAGNITUDE AND AREA OF IMPACT

Prophylactic vaccination to prevent
cancers caused by viruses would prevent
an estimated 850,000 cases of cancer
each year, roughly 11 percent of the
global cancer burden: examples of these
viruses and their secondary cancers are
Epstein-Barr virus and nasopharyngeal
cancer, human papilloma virus (HPV)
and cancer of the cervix, and hepatitis B
virus and primary liver cancer. Because
cervical cancer is diagnosed in 16,000
women in the U.S. each year, the impact
of a vaccine for HPV will be substantial.
In addition, a live attenuated HIV
vaccine may be a realistic projection by
2005 (or even sooner).

A novel new vaccine against rotavirus, a
major cause of childhood diarrheal
disease mortality in developing coun-
tries, causing an estimated 600,000
deaths worldwide each year, is a live oral
rotavirus vaccine. Incorporation of this
vaccine into routine immunization could
reduce severe rotavirus gastroenteritis by
90 percent.

Could some diseases currently believed
to have a noninfectious cause be the
direct consequence of an infection by an
unidentified or unrecognized agent? If
the recent connection of H. pylori
infection to gastric carcinoma and
lymphoma and the putative role of
infectious prions with Alzheimer’s
disease are the prelude to the future, the
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answer is a resounding “yes.” Among
immediate candidates for such an
etiologic connection are other cancers
and rheumatoid arthritis. By the year
2010, prophylactic and therapeutic
vaccines will compete with rational drug
design for airtime,

KEy BARRIERS

Advances in vaccine development are
contingent upon the same obstacles that
must also be overcome in gene therapy:
delivering enough of the immune
system trigger and to the right cells.
Vector development to increase the
efficacy of delivery is what vaccine
departments at most major pharmaceu-
tical companies are working on now.

Human-subject clinical trials for HIV
vaccines will undoubtedly be controver-
sial and politically charged. Traditional
approaches to vaccine development, such
as “whole killed” or attenuated virus
methods, raise special safety concerns
with HIV; since a faulty vaccine that
actually infects a recipient would have
lethal consequences. HIV vaccine
research goals may focus on a product
that can inhibit progression to disease,
or lower viral load in infected persons
instead of preventing actual infection.

7. ARTIFICIAL BLOOD

Blood transfusions are given for two
reasons: to increase oxygen-carrying
capacity and to restote intravascular
volume. Intravascular volume can be
restored by other fluids, such as crystal-
loids and colloids, which are free from
the risks of transmitting an infectious




agent. Thus, increasing oxygen-carrying
capacity is rapidly becoming the so/e
indication for blood transfusions, which
in most cases is done by administering
packed red blood cells. The only major
risk of blood transfusion, assuming the
absence of human error in the pre-
transfusion process, is transmission of an
infectious agent that has eluded detec-
tion by the battery of screening tests
currently performed before a unit of
blood is cleared for use. The principal
concerns are the HIV and hepatitis
viruses capable of producing fatal or
crippling diseases for which no effective
treatment currently exists. Availability
of donated blood in the U.S. does not
pose a problem, infrequent temporary
shortages being geographically restricted
and short-lived.

Historically, the armed services have
tried to develop artificial blood for
military use under wartime conditions
and in natural disasters. The features of
an ideal blood substitute would be ready
availability, safety, long shelf life,
efficacy, and compatibility across all
blood types. Interest in artificial blood
peaked in the 1980s because of the
seriousness of transfusion transmission of
HIV and hepatitis infections.

MAGNITUDE AND AREAS OF IMPACT

Hemoglobin-free fluids carrying dis- .
solved oxygen have been approved for
clinical use, but because of their inabil-
ity to achieve desired oxygenation of
tissues, these products have found
limited use in practice.

Hemoglobin-containing products have
been produced using outdated human
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blood or bovine blood. A serious draw-
back of these hemoglobin products was
kidney damage caused by the splitting
of hemoglobin into agents which were
shown to damage the kidneys. Human
hemoglobin can be chemically stabilized
to avoid this splitting, and refined blood
substitutes based on human hemoglobin
are now in advanced clinical trials. The
obvious problems are the supply of
outdated blood and the risk, although
reduced, of disease transmission.

A new company, Somatogen, has
produced a recombinant hemoglobin
using E. co/i. The recombinant hemoglo-
bin acts like human hemoglobin, and
the synthetic process can be pro-
grammed to produce a product with an
ideal oxygen-release curve. The recombi-
nant hemoglobin, like stabilized human
hemoglobin, has a half-life of 24 houts.
FDA approval of stabilized human and
synthetic hemoglobin products should
have a satisfactory blood substitute
widely available by the year 2000.
Further refinements of synthetic hemo-
globin molecules will lead to a near-
ideal substitute for blood by 2010. This
fluid will have a shelf-life of one year or
greater, obviate the need for cross-
match, that is, be a “universal” source of
blood, and carry no risk of infection.
Such a preduct will be used routinely for
cardiac bypass procedures and renal
dialysis, as well as for transfusion.

8. XENOTRANSPLANTATION

Xenotransplantation—the transplanta-
tion of cells, tissues and whole organs
from one species to ariother—had its
modern beginning in the early 1960s
with the transplantation of kidneys from
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chimpanzees to six human patients. But
these xenotransplants, and later other
grafts of solid organs across species,
succumbed to immune rejection after
brief periods of normal function in the
new host. In contrast, allotransplanta-
tion—transplantation within species—
of bone marrow and solid organs from
related and unrelated human donors has
become highly successful because of
satisfactory, although less-than-ideal,
means of avoiding immune rejection,
principally by using immunosuppressive
drugs and avoiding major
histoincompatiblities to the extent
possible.

MAGNITUDE AND AREAS OF IMPACT

The number of patients meeting strict
criteria for receiving transplants of
kidneys, lungs, livers and hearts cur-
rently exceeds the supply of suitable
donor organs. In the last 10 years, the
number of solid organ allotransplants
has increased slightly more than 50
percent with the greatest increase being
in lung transplants. Over the same span
of time, the number of names on the
wait list for all organs reached 50,000 at
the end of 1996, and 3,500 potential
recipients died while awaiting a suitable
donor organ. Median waiting times in
1997 approach one year for livers, more
than one year for lungs and more than
two years for kidneys. In 1997 nearly
20,000 organ transplants are projected:
11,500 kidneys, 4,000 livers, 1,000
pancreases, 2,000 hearts and 750 lungs.
Availability of a suitable donor organ
poses a particular problem for infants
and children because of organ size, and
for ethnic minorities because of a lack of

suitably matched donors.
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As indications for organ transplantation
have broadened, wait lists grown, and
waiting times for suitable human organs
lengthened, research on
xenotransplantation has accelerated
using the new knowledge and methods
of molecular genetics, transplantation
biology, genetic engineering and
transgenic technology. Current
xenotransplantation research is focused
on the pig because of its size and
favorable biologic factors. The basic
strategies fall in two areas: combined
transplantation of bone marrow and the
solid organ; and modification of the
animal serving as the source of the
organ. Both strategies are designed to
avoid acute rejection. Combined trans-
plantation, considered 2 high risk but an
equally high reward strategy, depends on
first successfully grafting the foreign
bone marrow into the patient, thus
permitting later successful transplanta-
tion of the solid organ. The strategy
more likely to be successful is genetic
modification of the pig using transgenic
technology. Introduction of a new gene
requires 14 months, but this time will
be shortened in the future. The short-
term goal will be to use organs from
modified pig donors to bridge a human
recipient for a matter of months while
awaiting a suitable human organ, and
this may be possible within the next two
years. The use of pig organs as bridges
will teach critical lessons essential to the
creation of transgenic pigs whose organs
can be transplanted for permanent
replacement, an ideal that should be
attained within 10 years. Humans are
presently living with xenotransplants of
nervous tissue mechanically transplanted
to the brain for the treatment of
Parkinson’s disease, so the feasibility of



organ xedotransplantation is not far-
fetched.

Transplantation of organs has been one
of the great medical advances of the
century and the one modality that treats
a chronic disease successfully by replac-
ing the diseased organ. The present
limitation of solid organ transplantation
is the availability of donor organs, and
for both social and economic reasons,
current wait lists do not reflect the true
need for organ transplants in our
population. The applications of
xenotransplantion go beyond eliminat-
ing the wait lists for solid organs as they
are now used. Chronic conditions, such
as diabetes and Parkinson’s disease, can
be successfully treated with
xenotransplants, and xenotransplants of
cells and tissues can be used to transfer
genes and their gene products for the
treatment of genetic diseases, such as
hemophilia, and acquired conditions,
such as cancer. Pediatric organ trans-
plants could be used in the treatment of
congenital heart disease and as a prophy-
lactic measure in the patient with
Wilm’s disease. The potential is incred-

ible.
KEY BARRIERS AND INDICATORS

The principal scientific concern relates
to animal-to-human disease transmis-
sion. The pig is known to harbor a
retrovirus, but there is no known
transmission of any infection or disease
from pig to human. In theory, any
infectious agent could be bred out of the
donor animal, but the threat of disease
cannot be dismissed entirely nor can the
successful treatment of a transmitted
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infection be assured. Preliminary
vaccination of the organ recipient is a
feasible option that could confer addi-
tional protection. Another concern is
excessive inbreeding, and one goal of
creating herds of pig donors is to use as
little inbreeding as possible.

Two issues will need to be addressed: the
economic consequences of applying a
new technology on a scale that today
would seem to be vast but which is not
precisely predictable: and the ethical and
public policy implications of resource
allocation and equity.

TRANSFER OF PROCEDURAL
TECHNOLOGIES

Procedural technology refers to the
acquisition of a skill, which implies a
proficiency that comes from training.
Procedure in this sense is the act,
method or manner of carrying out some
process, such as laparoscopic surgery or
coronary angioplasty. Skill, therefore, is
to be distinguished from knowledge,
which is a state of understanding or
knowing. The means by which one
acquires knowledge and skill are very
different. The acquisition of knowledge
has a theoretical base, for instance, adult
learning, that is very different from the
theory and practice of acquiring a
particular skill. Procedural technology
further involves a manual component
that is missing in the acquisition of
knowledge. The point here is that
learning about a procedure (knowledge-
based) is very different from acquiring
the competence to perform the proce-

dure (skill-based).
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Technology transfer refers to transferring
(teaching) a skill-based procedure from
the originator or teacher f0 a practitio-
ner, who is otherwise qualified, but
lacking the skill required to perform the
procedure at some defined level of
competence. In the field of medicine, a
person who has mastered the skill, but is
unlicensed to apply it in the practice of
medicine (e.g., an employee of a surgical
device manufacturer), may serve as the
teacher.

THE PasTt

Technological procedural innovations
were, for the most part, few, modest,
usually incremental and introduced
slowly until the very recent past. In fact,
three technologies either initiated or
facilitated most subsequent procedural
advances: the operating microscope,
fiberoptic endoscopes, and image-guided
intravascular catheters. Judged by the
technical complexities of many current
procedures, earlier technologies are
relatively simple in concept, design and
application, and, consequently, they
were more easily learned with a short
but steep learning curve. Beginning
competence often required little more
than observing the procedure, learning
the fundamentals, perhaps practicing on a
suitable laboratory animal cadaver and
then incorporating the procedure into
clinical practice. The fundamentals
underlying the procedure, indications
for its use, and complications were
learned through print, didactic lecture,
or both, and in certain courses of
instruction this material was presented
and learned at a distance, for instance via
teleconference, audiotape, or videotape.

THE PRESENT

Newly introduced procedural technol-
ogy is learned, but not necessarily
mastered, during the course of graduate
medical education, the level of compe-
tence attained by the trainee being
related to the volume of cases, the
educational environment, and the
quality of instruction. Added, or higher
level, competencies are often learned in
structured postgraduate fellowships and
only rarely as an apprenticeship in a
nonacademic setting.

The much larger problem is the diffi-
culty of transferring procedural technol-
ogy to the two-plus generations of
practicing physicians who are otherwise
qualified, but lacking this particular
skill and who want to add the procedure
to their practice repertoire. Opportuni-
ties for learning to perform the proce-
dure can be structured, such as a course,
or unstructured, such as visiting a center

as an observer, or watching or assisting a

colleague in performing the procedure.

The great majority of courses are
sponsored by professional societies,
either as part of national professional
meetings or as free-standing courses; the
former one-half to one-day long and the
latter one day or more (typically a
weekend). Commercial courses are
offered by device manufacturers for the
sole purpose of promoting products, like
surgical drills, or instrumentation for
percutaneous spinal disk removal. Rarely
and usually only in courses offered in
academic medical centers is proficiency
either measured or required for certifica-
tions that state that the course was
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completed. The new learners attain
competence on their own, but learning
in this way may take too many cases,
with poor outcomes often eluding
quality assurance surveillance. Sadly,
when the volume of cases is low, the
learner may never achieve an acceptable
level of competence.

The present situation regarding proce-
dural technology transfer is worsening
for two principal reasons: first, an
explosion of image-guidance technolo-
gies, device miniaturization, computer-
based systems and new devices, such as
intravascular stents; and second, an
oversupply of specialists eager to gain
competitive advantage over colleagues
by having the “latest and best,” usually
less invasive, technology.

THE FUTURE

Academic medical centers, in which
almost all procedural technologies are
conceived, developed and refined
(laparoscopic cholecystectomy being a
stunning exception), have been caught
off guard in two respects. First, the rapid
changes in procedural technology were
unanticipated, and second, the culture in
academic medical centers has placed a
much higher value on traditional bench
science than on procedural aspects of
medical care, and engagement in
postgraduate and continuing medical
education has been valued even less.

As we enter the next century, increas-
ingly residents will learn to develop
complex procedural skills in laboratories
equipped with virtual reality technol-
ogy. Surgical procedures will be planned
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and simulated in a work space environ-
ment, incorporating robotic-assisted
techniques when needed. In effect,
learning will take place in a virtual
system, and experience in this environ-
ment will precede real-life experience
that places patients at risk from poorly
planned and executed procedures. The

- outcome will be a graduating resident

who has incorporated a new learning
paradigm and who at the same time
enters practice with a higher level of
skill and a template for future learning
of newly introduced technologies. These
same learning laboratories will have
developed and validated methodologies
for measuring and testing critical
technical skills before awarding a
certificate of competence, as opposed to
the certificate of course completion of
yesteryear. If airlines can train and
certify pilots in a virtual reality setting,
surely surgeons can, too.

The greater challenge is in procedural
technology transfer to practicing
physicians. Introductory courses will be
offered by professional societies and by
manufacturers, but increasingly a public
desiring access to the latest procedural
advances will demand not only access
but also proof of the operator’s compe-
tence by some voluntary or mandatory
certification: the new consumer wants
both access and assured quality. By
2010, academic medical centers and
many large teaching hospitals will have
suites of laboratories for training, testing
and certifying physicians in training as
well as physicians in practice. Stations
equipped with virtual reality simula-
tions will be available, and these same
laboratories will use distance learning
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technologies to augment and comple-
ment laboratory-based learning of
particular skills. Funding for these
futuristic laboratories will be provided
in part by manufacturers, by managed
care organizations that have decided to
limit performance of a procedure to
propetly certified physicians, by the
learners themselves, and in many
instances by grants from federal and
private agencies.

Over the next decade, as centers for
tertiary and quaternary medicine and
surgery become more clearly defined as
serving a defined population of patients
who require high-end care, national
decisions will be made regarding which

. of the new technologies should be

transferred to practicing specialists in
the community and which should
remain in a major center because of the
complexity of the procedure, the
infrastructure required to support it, or
the relative infrequency of the condi-
tions for which the procedure is indi-
cated. An increasing demand for quality
care will reduce, and by 2010, largely
eliminate from community practice,
most of the high-risk and low-volume
procedures, because their consequence is
not only care that too often leads to
costly complications, but care that also
fails the test of acceptable outcomes
required by a newly empowered and
demanding consumer.
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CHAPTER 7: INFORMATION TECHNOLOGY

W ill Health Care Join the Information Age?

Over the next decade, health care in the microprocessors and lasers, and the
United States will at last be dramatically consistent cost reduction in both data
affected by the revolution in communi- processing and computer memory.
cations and information technology that Indeed, most businesses in the U.S. are
has been in process for the last 15 years. now filled with networked computer
Most information technologies, which technologies (Figures 7—1 and 7-2),

have become a familiar part of the

which have migrated into households in

business landscape, are outgrowths of the past five years (Figure 7-3).

the increased power and reduced costs of

Figure 7-1. More and More PCs in the Workforce
(Percent of workforce using Personal Computers)

Percent
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Source: IFTF; U.S. Bureau of Labor Statistics

Figure 7-2. Percent of PCs connected to local area
networks (LANSs)
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Figure 7-3. Technologies in the Home Take Off
(Percentage of U.S. households with . . .)

VCR

Answering machine
Compact disc (CD) player %
Computer
Cellular phone
Voice mail service
Fax machine

Laser disc player

Source: IFTF; Louis Harris & Associates
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Although spending on information
technology will grow to as much as $18
billion by 1998,! the health cate indus-
try has lagged behind others in adopting
technology-enabled processes, and has
not experienced the dramatic changes in
practices seen in finance, retail, distribu-
tion and other industries. No health care
company has used technology to change
the way of doing business as dramati-
cally as WalMart has changed retailing,
for instance, or Charles Schwab trans-
formed securities brokering. But it’s
clear that changes in information
technology will continue to be one, if
not the, prime catalyst of health care
change over the next 10 years. Can we
then expect a shift toward:the prevalence
of automated customer service, elec-
tronic information exchange and real-
time data analysis that’s commonplace in
those other industries? Meanwhile, as
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health care tries to assimilate-ecurtently—

available technologies, new types of
information technology, and uses for it,
are emerging at a rapid and increasing
pace. How will health care adapt to
incotporating a host of new technologies
over the next decade?

There are two key parts to the answers:
the technology and how health care will
use the technology. First, it’s useful to
understand the underlying technologies
that will emerge from the cutting edge
in other industries and enjoy mass
diffusion by 2010. The second is to
understand which aspects of health care
will be most affected by the technolo-
gies.

BASE TECHNOLOGIES

All of the applications and new processes that
will change health care’s use of information
depend on developments in base technolo-
gies. The most important underlying
technologies are listed below, with brief
explanations of what they do and what
developments are likely.

*  Microprocessors. The “brain” within
computers that executes their func-
tions. Moore’s Law suggests that, as
has been true for 30 years, micropro-
cessors will continue to double in
power every 18 to 24 months. This
means that by the end of the next
decade, personal computers will have
a processing capacity some 30 times
faster than they do today, and power-
ful processors will be found in
virtually every manufactured product
including clothes, furniture and
buildings, as well as cars and con-
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sumer electronics. Medical devices
and information systems will also
benefit from increased processing
power.

Data storage. Enabled by the develop-
ment in the late 1980s of the com-
munications laser—the key to both
compact disks and large-capacity

optical storage systems—data storage ¢ Information appliances. The most

capacity has fallen in price to the
point where technology planners
believe that it will soon be nearly
free. Consequently very large data
sets, such as entire film outputs from
years of MRI use, can be captured and
stored. Those files are then accessible
for searching, processing and analysis.

Software tools. Software is the instruc- .

tion that enables processors to
perform their tasks. Programming
software has been a specialized
operation, but increasingly the tools
to create software are simpler and
more fault-resistant. The ease with
which World Wide Web pages can
now be created by amateurs, where,
just five years ago it took training in
computer programming just to use

the Internet, is a raste of this shift. In )

the future, object-oriented software
will potentially eliminate the need to
write code, allowing computer
operators to change applications.

Nerworking and data compression.
Networks that enable information
transfer between computers have
exploded in prevalence and utility.
With a combination of higher

bandwidth networks, and new J

techniques in compressing data so
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that more information can be saved in
the same amount of computer
storage, larger amounts of dara will
be transferred at higher speeds among
more users. Health care providers,
especially radiologists and others
working together on large-image
files, will benefit from this trend.

common information appliance is the
computer, but increasingly the
components and functions of comput-
ers will appear in telephones, televi-
sions, and other hand-held devices.
The class and number of information
appliances will accelerate dramati-
cally.

Intelligent agents are software programs
that find and retrieve information
over a network that is likely to be
helpful to an end user, even though
the user doesn’t know where it’s
coming from. Current intelligent
agents are somewhat crude, but over
the next few years their filtering and
retrieval ability will increase dramati-
cally.

Security and encryption. The transmis-
sion of medical and financial informa-
tion will depend on the full distribu-
tion of encryption technologies that
enable secure transmission of data.
The underlying technology for
encryption is fast developing, but the
procedures ensuring that all transmis-
sions are secure will be difficult to
implement.

Internet and the World Wide Web.
Although the Internet as we know it
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have failed, particularly on the clinical
information systems side; the planned
exchange of information over dedicated
local networks (like the Community
Health Information Networks [CHIN
of the early 1990s) also went nowhere
despite much effort. The next decade
will see much greater change than in the
last. But we need to be clear what we’re
defining.

Information systems in health care are
used for administrative, clinical, and
financial purposes. Most systems have
elements of all three activities, but
administrative and financial transactions
are already much more automated than
most clinical ones. For example, about
half of all claims are sent electronically,
whereas well under 5 percent of physi-
cians use computers to record clinical

Figure 7-4. Electronic health care claims pick up the pace
(Percentage of electronic claims by source)

Percent
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information for an average patient. A
similar difference exists among hospitals
using computer systems to automate
their admission and registration, but
paper charts to record nursing activities.
The adoption of electronic transactions
varies dramatically by sector for the
same type of transactions, with physi-
cians’ offices typically being the least
automated (Figure 7-4).

Given that information systems will be
used to convert health care from record-
ing on paper to recording with elec-
trons—but at a different rate depending
on the activity and organizations—there
are some key questions: How fast will
the diffusion of different types of
technologies be? What kind of organiza-
tions will use what type of technologies
and for what purposes? Who'll pay for
them and who'll benefit? While there
will be no part of the health care system
that doesn’t see change caused or
enabled by information technology, we
believe that four major areas will see the
most impact.

THE FORECAST: FOUR BIG IT
DEALS IN HEALTH CARE

Although health care will use informa-

tion technology in a variety of ways, we
think the most important impacts will

be in four main areas:

® process management systems
¢ clinical information interfaces

¢ data analysis, and

* telehealth and remote monitoring

Chapter 7: Information Technology
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Figure 7-5. Which clinical functions do physicians perform with computers?
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be input only once. That information
system would close the loop back from
the patient to the physician, pharmacist
and case manager, allowing medical
management in real time (rather than
retrospectively). This ideal would
require ubiquitous use of information
technology. But as Figure 10-5 shows,
by 1997—more than 10 years into the
PC revolution—few physicians use
computers in their everyday clinical
practice, and even those few do so
irregularly.

Nonetheless, many of the components
that would support an EMR, such as
databases, networks, and computers, are
being put into place. Meanwhile the
past few years have seen the develop-
ment of sophisticated software tools that
support clinical practice. What has been
missing to jumpstart the EMR is an
easily useable interface that helps
clinicians get information into and out

INSTITUTE FOR THE FUTURE

of computer systems as fast as they can |
into paper, or that at least gives them a
payoff for investing in the system’s use.

Over the next decade, ubiquitous
information appliances, sophisticated
decision support systems and voice
recognition will create interfaces with
computing systems that are much more
clinician-friendly. Consequently, we’re
likely to see more input of clinical
observations into electronic databases,
and more information being fed back
from these systems to clinicians at the
point of care. The clinicians’ interface
will link to most areas of health infor-
mation systems, but will follow a close
codevelopment with aspects of clinical
databases and analytical tools. So we will

be moving incrementally closer to an
EMR.

The rate of change toward prevalent use
of the EMR will depend on the econom-
ics driving the adoption of these sys-
tems, which currently can cost up to
$50,000 per clinician. While the price
of the systems will fall, the majority of
the actual cost of their introduction is in
the implementation and education
required. Currently the initial training
alone is estimated to be at least 48 hours
per physician.? Of course there are
advantages of using electronic medical
records that are also measurable in cost
terms, including faster access to data,
lower rates of re-testing (in the case of
when original results couldn’t be found)
and often more accurate care (as in the
case of fewer adverse drug reactions).*

Both the increased importance of
nonphysician clinicians and the fact that
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younger physicians have greater experi-
ence with computers will drive this
increased use of clinical information
technology. Many health care organiza-
tions are also developing into an eco-
nomic size and type that gives them the
financial and management resources to
automate clinical activities, and many
organizations have announced plans to
implement clinical information systems
for clinician use. Their reasons are partly
because of pressure from intermediaries
and end-payers for better reporting, and
because of a belief that improving the
clinical process will give them a com-
petitive advantage in the future. The
economic value of automating the
clinical process will drive its adoption
particularly in reimbursement environ-
ments that reward lower costs, such as
capitation.

In order to encourage physicians to use
this technology, more effort will focus
on finding ways to educate and encour-
age physicians to change their behavior.
The pursuit of that goal will lead to
greater study of the clinical decision-
making process as a whole and how best
to use information technology to
influence decisions at the time they are
made.

However the dissemination of clinical
information systems into the daily
practice of clinicians will be a slow
process. Clinicians will start to use
computers more as part of their regular
work, including accessing and recording
patient information, usually in a hybrid
papet/computer approach. But the ideal
of the EMR will not come about so
easily. A number of other information
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systems challenges (such as the year
2000 problem) distracting organiza-
tions, a lack of capital, and continued
resistance from clinicians will mean that
only a low percentage of physicians and
clinicians will be conducting their
practice using fully computerized
medical records until later in the next

decade.

Within the move toward information
systems that clinicians can integrate into
their daily work, two models are devel-
oping for the future EMR. One will
focus on giving clinicians access to
clinical information, such as lab results,
transcripts, and demographic data, that’s
currently already available over informa-
tion networks. These systems will accept
physicians input in any way they can,
including voice, handwriting scans, and
free text. These systems will concentrate
on presenting as much relevant data to
the clinician as possible, and getting this
implementation widespread quickly.

The other approach will also tty to
provide this data but will go the extra
mile to have physicians input their notes
in a structured format, either using
check boxes or menus, or allowing them
to type and use natural language
processing technology to codify and
assign values to their words. The idea is
to capture and analyze their clinical
assessment of patients, as that’s where
much of the most valuable information
resides. The codifying of that clinical
assessment will allow better analysis for
outcomes studies, provider profiling,
and eventually, assessing the value of
interventions in close to real time—
potentially changing the model of how
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information about clinical practice is
disseminated. This model demands far
more involvement from clinicians and
more resoutces from their organizations,
and will probably diffuse more slowly.
After next decade, these EMRs may
include expert-systems that support
clinicians’ decision-making, and incor-
porate many of the analytical tools now
being developed on the database side
discussed in Area 3 below.

AREA 3. DAaTA ANALYSIS AND
OuTcoMES ASSESSMENT

The analysis of all types of health care
data is a growth industry. In the next
few years, more data will be collected
from diverse input sources, including
clinicians, patients, other clinical data
sources, and administrative and claims
data systems. We are already seeing
improvements in the ability of databases
and data-warehouses to store and link
disparate data streams; likewise, the
ability of analysts to visualize and
deconstruct complex data sets is improv-
ing. Both data-mining and database
design will improve dramatically in the
coming decade, but the most important
aspect of this technology will be sophis-
ticated data manipulation. Two related
trends in data manipulation are likely to
emerge from this core technology, both
involving attempts to better understand
the impact of clinical interventions and
in particular how clinical interventions
affect outcomes.

Shorter term, a great deal of effort will
be aimed at pulling clinical information
from what are largely administrative
data sets. A new group of sophisticated
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“data jockeys” will give plans and
providers the tools to learn much more
about patients’ clinical outcomes from
particular interventions. This trend will
lead to:

* Better decision support for internal
and competitive analysis, which will
be aided by irnprove\d computing that
allows 3D visualization of complex
data sets.

* Better understanding of patients’
likelihood of future illness.

* The ability to adjust payments to
plans depending on the relative risk
of illness of an enrolled population.
This “risk adjustment” will be based
in part on a much wider use of
patients’ self-assessment to under-
stand their own health status.

Medicare will start to use risk adjust-
ment algorithms to change the amount
it reimburses health plans after 2000, at
which point the importance of data
analysis will increase. Those attempting
to understand the costs of care for their
patients with different acuity levels
won't merely be seeing theoretical
savings down the road, but will instead
have to manage the care they deliver in
order to receive those savings. So we
expect dramatic growth in this type of
analysis—data mining is now being
used by retail companies, computer
marketers and professional basketball
teams—in medical care by the year
2002.

Longer term, more codified and
analyzable clinical data will be available




directly recorded from the clinician and
patient interface. The data will probably
include patients’ genetic information
and will enable not only greater under-
standing about patients’ experiences and
outcomes, but provide a better tracking
of who—both clinicians and patients—
is performing well or badly. The emer-
gence of online analytical processing
(OLAP) will enable analysis in close to
real-time of the key questions, such as
what was the result of a particular
intervention. This is in contrast to the
retrospective analysis that’s (partially)
done today, and will be an addition to
(as well as an advance on) the analysis
based on data mining of administrative
data sets described in the previous
paragraph. However, analytical process-
ing of clinical data will not be more
than a fringe activity until a majority of
clinicians are using electronic medical
records. That'll take several years and
not be prevalent until well after 2005

Figure 7-6. Technology in households is mostly for the wealthy and

educated

(Percentage of U.S. households with PCs by education and income)

Total

By income
<$15K
$15-35K
$35-75K
$75K+

By education
<High school
High school
Some college

Source: IFTF; Louis Harris & Associates
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Some of this data analysis will be made
publicly available through regulatory
agencies, and bodies like the National
Committee on Quality Assurance
(NCQA) which accredits health plans;
consequently the ability of more organi-
zations and individuals to access infor-
mation about the type and quality of
care provided will increase later in the
next decade.

AReA 4: TELEHEALTH: REMOTE
Care, ComBINING CASE
MANAGEMENT, PATIENT
INFORMATION SYSTEMS, AND
REMOTE MONITORING

In the longer term, the impact of all
these technologies will be greatest on
patient care. There are three main trends
that will converge in their use of
interconnecting technologies to provide
remote care. The trends are case manage-
ment, patient information systems and
remote telemetry.

CASE MANAGEMENT GETS
AUTOMATED

Plans and providers will use automated
techniques to case manage patients.
Most use of case management will
concentrate on the process of disease-
state or chronic-care management.
Disease management organizations,
whether providers or intermediaries, will
use protocols, clinical information,
software and infrastructure that have
been developed to support that process.
The protocols will make use of math-
ematical models that assess appropriate
treatment for specific conditions and
data collected on individual patients.
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The data will be manipulated both to
improve the treatment options of the
individual patients and to add to larger
databases. Case managers will use
medical records and protocols to track
and assess treatment patterns, and the
growth of call centers will help deliver
that information to patients.

EMPOWERED PATIENTS GET
“INFOMATED”

Some of the same technologies that
providers will use for medical manage-
ment will also impact patients indepen-
dently. Patients will use them for a
variety of health information activities
that will include shared decision-
making, psycho-social support groups,
disease-specific information research,
physician and provider assessment,
information about alternative medicine,
and patient self-care support tools, such
as software that tracks diet and treat-
ment regimens. Patient empowerment
via information-gathering will center
around the use of Internet and other use
of online services, interactive voice
response, CD-ROMs, and video and
television, including video-on-demand
over cable and satellite networks.

Most of the activity already happening
in this area has been patient-inspired
and somewhat anarchic in nature. That
won’t change anytime soon; but there
will be significant entry of plans,
providers and other actors into this arena
who will try to impose a more struc-
tured use of information sources so that
they can guide and track the treatment
of their patients.

One problem we foresee is that the
chronically ill and elderly tend not to
have the necessary technology in their
homes. Figure 7—6 shows that while 46
percent of American households had
computers in 1997, they were much
more likely to be in households with
higher incomes and better educations,
(and therefore lower ages and better
health status). Our forecast is that by the
year 2000, 50 percent to 55 percent of
American households will have appli-
ances with processing power equivalent
to a PC, and that by 2005, 65 percent to
70 percent will have them. So there’s
also a significant possibility that
America’s information have-nots will
not get access to the services associated
with these technologies. 1996 surveys of
Internet use’ show that fewer than 5
percent of Internet users were 55 or
older (27 percent of Americans are in
that age category). Further, in 1996 16
percent of Americans over 65 had home
computers, but only 6 percent of those
over 65 had accessed online services, and
that share was even lower for the 55- to

64-year-olds.

This will be an area of public policy
contention in the next few years, and
possibly of some market activity, as
manufacturers get the capacity to use
Internet-like services into lower cost
devices such as network computers,
game machines and televisions, and
these become affordable for everyone. If
these appliances can be used for access-
ing online information, there’s no reason
to believe that they won’t be nearly as
common as color TV, with more than 95
percent of households having the
processing and communications power
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of a current top-end PC by sometime
not long after 2005.

SENSORS BOOST REMOTE TELEMETRY

The final piece of the puzzle needed for
remote care to really take off is the
monitoring function that connects the
case managers to the patients. While
education and self-care is a necessary
component that will be facilitated by
information technology, clinical assess-
ment of patients has to this point
required that they be at a medical
facility or attended to in their own
homes by expensive labor. But a new
type of technology is becoming available
that will enable a revolution in remote
care because it will provide the capacity
for remote telemetry. The technology is
the sensor, which converts anialog (real-
life) signals into digital format, which
computer systems can understand and
therefore report on and react to.

The sensors that are being created for
automobiles, video cameras, dnd all
manner of other electronics, will become
cheap enough to drive their adoption in
medical devices. Examples of how
sensors may be used in remote telemetry
include: monitoring vital signs with
wireless heart monitors; the integration
of digital signal creation by wireless (or
intermittently wired) respiratory meters,
blood pressure cuffs, blood glucose
monitors, and the like, with patient,
plan or provider information systems;
and alerts from pharmaceutical dispens-
ers that a needed pill hasn’t been taken.
At the back end of all these devices will
be a link into the software for disease
management or provider information
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organizations that will analyze, report
and react to abnormal results, or the
absence of them. This in turn should
ensure appropriate follow up (for
instance a visit from a nurse) in more
cases, and better use of resources.

Inventing new ways of getting these
technologies and the networks to
support them into homes and smaller
medical facilities will be an area of focus
over the next ten years. But it’ll be one
in which health care can ride on the
back of other industries, notably entet-
tainment. As well as the pursuit of
monitoring the chronically ill, who tend
to be high resource users, similar
technologies will be used for patient
self-monitoring, including reporting
results back using phone or computer—
typically for those with less severe -
chronic conditions. For instance, lab
testing will become increasingly decen-
tralized. Advances in self-diagnosis
using small, portable testing devices and
immune assays will also be increasingly
important. An example might be the
“smart toilet,” a very simple-to-use
device that tests for problems in the
digestive-system. Results from these
devices will be captured in computer
systems and monitored in a similar way
to the more active telemetry.

CONCLUSION

The four ateas we’ve described are not
the only aspects of information technol-
ogy that will impact health care.® But
the four areas we've defined—process
management systems, clinical informa-
tion interfaces, data analysis, and remote
monitoring—are dominant themes that
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will encapsulate a great deal of the
change that information technology will
bring health care. But it will not be an
equal progression. The advent of
electronic commerce will transform
administrative processes in the next few
years, and the new ways of administra-
tion will be ubiquitous by 2007. While
great strides will have been made in
other areas, the use of information
systems by clinicians as an integral part
of their work—the key vision of the
electronic medical record—will only
develop in the latter part of the next
decade, and will not be complete by
2010. However, the use of information
systems will change the patient role and
the case manager intermediary role in
the next 10 years. Patients will become
more informed and involved in their
own care plans, and those responsible for
medical management will use I'T
extensively to assess cases in real time.
Physicians will adapt their practice to
adjust to this, but at a slow pace.

The adoption of technology will depend
on the ability of health care organiza-
tions to set aside capital for investment,
and therefore depends on the ability of
those organization to become more like
other types of corporations. While
health care is moving in this direction
(e.g. growth of physician groups), it will
remain a fragmented industry that, as it
consolidates, will struggle with the
adoption and deployment of information
technology. So the use of IT as an
enabling driver to change health care
will not really be felt until those consoli-
dated organizations are more stable,
after 2005. By that time, the cost of the
more complex clinical information
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systems will have fallen to the point that
its widespread adoption need not be put
off for economic reasons. After that the
vision of an information-intensive
industry using information technology
for consumer friendly, high quality and
low cost patient care can become a real
possibility.

WIiLDCARDS

e With a new generation of software
and hardware, diffusion of clinical
information technology happens fully
in the next three to five years. The
EMR becomes commonplace, patients
records are standardized and the
clinical care process dramatically
improves.

¢ Federal legislation on privacy of
patient information stops the ability
of health care organizations to
electronic share health information.
The development of EMRs and even
much exchange of administrative
information with clinical components
starts to fade.

* Early large-scale implementation of
information systems to support and
case manage the chronically ill show
no cost benefit advantages compared
to traditional low technology care.
Given the cost of system installation,
the development of home monitoring
and case management remains in its
current embryonic state,

* The year 2000 problem creates a
major systems crisis, with much more
serious consequences than had been
anticipated spreading to almost all




equipment in health care. Through
the years 1999-2001 almost all
staffing resources have to be re-
deployed to sort out current systems,
delaying all other advances in infor-
mation technology to much later in
the decade.

The spread of information technology
to consumers is very rapid. By 2005
all patients have access to as much
information as medical professionals.
Substantial numbers of these
infomated patients reject physicians
and plans and become their own care
managers. Alternate care providers,
physicians, pharmaceuticals and
facilities all lose their professional
status and/or become commoditized
as consumers use them as undifferen-
tiated suppliers.
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ENDNOTES

1'This is Sheldon Dorenfest & Co’s
estimate. Ann Gallo of Alex Brown and
Co estimates that it is closer to $22
billion (personal communication). RL
Johnson and Associates believe it to be
much smaller ($5 billion) although that
only includes providers’ spending on IT.

2In its 1991 report the Computer-based
Patient Record, the Institute of Medicine
listed areas of technology that, when all
integrated, would comprise a Computet-
based Patient Record (CPR). The
technologies included databases and
database management systems, worksta-
tions, data acquisition and retrieval,
image processing and storage, data
exchange and vocabulary standards, and
system communications and network
infrastructure.

? See Krall MA Proceedings of Annual
Symposium of Computer Applications in
Medical Care 1995;:708-711 for a
generally positive description of the
implementation of the Epic EMR at
Kaiser NW

4 see Bates DW, Cullen DJ, Laird N,
Petersen LA, Small SD, Servi D, Laffel
G, Sweitzer BJ, Shea BF, Hallisey R, et
al: Incidence of adverse drug events and
potential adverse drug events. Implica-
tions for prevention. ADE Prevention
Study Group JAMA 1995 Jul
5;274(1):29-34. This describes the
problems with drug interactions and
other mistakes that Brigham and
Womens Hospital more or less elimi-
nated by switching to a computerized
ordering system. See also Anderson JG,




O Health Care Ten Year Forecast RINCRRRRIRE BT I 1A AR5

L L Jay SJ, Anderson M, Hunt TJ: Evaluat-
O ing the potential effectiveness of using
e computerized information systems to
| (‘;) prevent adverse drug events. Proceedings
) of AMIA Annual Fall Symposium
) 1997;9:228-232
! g) >The O’Reilly—Trish Internet Survey
| .;\:} and the CommerceNet/Nielsen online
) survey
)
(/) ¢ For instance, telemedicine today is a
= fringe activity in which physician
0 consults occur over dedicated video-
() conferencing facilities. This will stay a
0) fringe activity but some telemedicine

will transmute into the use of groupware
(computer communications) to share
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information between care teams, and the
use of online environments for collabora-

{
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tion between clinicians. In another
example, the production of digital
signals from imaging equipment will
) dramatically increase radiologists ability
O to use computers to analyze and abstract
) information from x-rays, MRIs and

> other imaging devices.
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CHAPTER 8: HEALTH CARE CONSUMERS

: Tiers of Access, Security and Empowerment

We define “health care consumers” as
anyone who receives or has the potential
to receive health care services, regardless
of whether or not they pay for those
services directly. Although employers
and government, not health care con-
sumers, are the most frequent purchasers
of health insurance and thus pay for a
great deal of the care provided, we will
discuss them in this chapter only in the
context of their effects on the impact of
individual consumers on the health care
system.

Consumers are more actively engaged in
their own health care than in the past.
Up until the mid-1980s, health care
consumers in the United States generally
had been passive recipients of care: most
patients submitted to whatever proce-
dures a physician recommended, and
most were happy to let the system take
responsibility for decisions about their
care. By and large, mainstream Ameri-
cans revered doctors and trusted them—
a culture sustained by the large informa-
tion gap between highly educated
doctors and the average patient. It was a
gap further reinforced by doctors’
political and economic power.

Patient impact was also reduced by the
fact that employers and government, not
patients, were (and still are) the purchas-
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ers of health care for a majority of
working adults. Employers typically
offered little choice among health
insurance plans to their employees,
making it difficult for patients to “vote
with their feet” if they were dissatisfied
with their coverage. Yet because tradi-
tional indemnity plans allowed free
choice of provider, and employers and
government generally provided health
care coverage as a defined benefit with
low out-of-pocket costs, consumers’ lack
of plan choice did not seem to affect
their care or their pocketbooks much,
keeping dissatisfaction low among insured
consumers (Figure 8-1). The uninsured
have made do with limited coverage
from safety net funding streams and
providers (a mix of public institutions
and private charity) and have not had
many advocates to speak for them.
Although insured consumers and their
advocates have had some impact on
insurance legislation over the years, they
have had little impact on the delivery of
care. Their legislative voice has been
muted, in part because they haven’t had
many big issues to complain about.

As a consequence of these three fac-
tors—a culture of physician respect and
power sustained by an information gap;
employer- and government-mediated
purchasing; and defined benefits with

107



free choice of providers—consumers where care was provided, who got it, and
have had relatively little effect on the how much it cost the individual out-of- o
organization of American health care. pocket (in premiums, deductibles, and D
Up through the 1980s, providers most recently, copayments). Individual Y
(mostly hospitals and solo practice or consumers adapted to the system. :\
small group physicians), health care
plans, and purchasers (mostly employers That picture is changing. As a new, )
and government) controlled how and more educated and informed generation 4
O
Flgure 8-1. Consumer Satisfaction: In the Past, No Major Complaints—for the Upper Tiers, 0
at Least .
(Percent “very satisfied” or “somewhat satisfied” by: year, coverage, age, OOP costs, \,
education, and income) i
9
By Year -
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(
of baby-boomer consumers moves mation and choice from providers and
through the system and reaches the age plans, engaging in more self-care and
where they use more health care services, self-management of disease, and show-
a new culture of assertive skepticism is ing more interest in sharing their health |
replacing the old culture of passivity and care decisions with providers. These are
respect. A rapidly growing subgroup of the key modes of consumer empower-
“new” consumers is trusting plans and ment in the health care arena.

providers less, demanding more infor-

As baby boomers reach the age of more-

, . frequent doctor visits, employers are
Figure 8-1, continued

beginning to pass more health care costs
to employees, often by replacing defined

benefits programs with defined contri-

s By Degree That Out-of-Pocket Costs are Under Control (in 1994) ) .
. bution programs—thus potentially
P Completely keni diari £
L under control weakening employer mediation o
| C’ . Somewhat consumption. The managed care revolu-
under control . . . .
tion, triggered by escalating national
() Somewhat &8 y L. &
out of controi health care costs, has limited consumer
C’ Completely choice of providers and forced them to
) out of control negotiate a thicket of primary care
g 0 20 40 60 80 100 & primaty care
) Percentage gatekeepers, access charges for special-
‘) By Education Level (in 1994) ists, and triage nurses on telephones'to
. get the care they need. Combined with
4 College Grad rising out-of-pocket costs, these limits

Some College have given the new, more informed and

7N
-~

vocal consumers something to complain
HS Grad . .
about. Change in the consumer role is

o

Not HS Grad

definitely in the wind.

-

20 40 60 80 100
Percentage Will the historically supply-driven

health care market soon be forced to
grapple with consumer demands? Will
such changes be large and noticeable by

-

More than $50,000
$35,001-$50,000
$25,001-$35,000
$15,001-$25,000 |

$15,000 or less

2010, or only incremental? To answer
these questions, we need to know which
consumers are likely to drive change the

most, what changes they are likely to

0 20 40 60 80 100 push most quickly, what forces will
Percentage

resist them, and what impact the
changes are likely to have on providers,
purchasers, and plans. Will the overall
Source: Louis Harris & Associates Survey, 1994 impact on the system within the coming

decade be striking, or a yawn?
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THuE THREE MODES OF EMPOWERMENT

nformed Choice of Plans and Providers: The combination of

employers’ shifting to defined contribution programs and the

increasing openness of provider networks available through
plans will lead to a greater range of choices of providers and
plans. Consumers will demand more sophisticated and compara-
tive information about plans and providers to help them make
these increasingly complex choices.

Self-Care and Self-Management. Increasing consumer access to
medical information formerly known only fo providers, combined
with improved remote sensing technologies, will facilitate greater
patient involvement in their own health care, including preventa-
tive care (e.g. improving diet and lifestyle), treating acute epi-
sodes at home, and helping manage the course of their chronic
diseases.

Shared Medical Decision-Making: Improved medical record
systems and increasingly sophisticated decision-support tools will
facilitate patients’ ability to understand complex medical decision-
making processes and become more active in choosing treat-
ments that match their preferences and values.

Baby boomers make up the genera-

THE AGING BABY BOOMERS tion born between 1945 and 1964.
Figure 8-2. Population that is Over Age 65, 1980-2030 The F'r‘f‘f baby boomers to turn 65 will
(Millions) do so in 2010. The percent of the

population that is over age 65 has

100 ~ — T been steadily increasing in this
90 T T ‘ century, but the baby boomers will
38 drive that percentage sharply higher.
60 Over the next 13 years, the baby boom
50 cohort will move into its 50s and begin
40 to experience more chronic and severe
30 , illnesses. Those who are “new consum-
?g S ” i 1 ers” will be a particularly strong voice
0 ' ' : ' : S ‘ for change.
1980 1985 1990 1995 2000 2005 2010 2020 2030

Source: U.S. Bureau of the Census Statistical Abstract, 1996

Chapter 8: Health Care Consumers




Health Care Ten Year Forecast [RINCRsRth R LN A1

To get at the answer, we first identify
Tue NEw CONSUMERS: WHO ARE THEY? the three tiers of coverage into which

consumers currently fall and the key
issues facing each tier. We then forecast

YOOODOO

e define new consumers as people who have at least the changes most likely to occur in each

two of the following three characteristics: tier and their implications for the

system. We also take a look at some

1. Discretionary household income of $50,000 or more (in constant wildcards and identify a few emerging

1995 dollars) consumer needs that health care services
may be able to fill in the future.

2. At least one year of college education

THREE TIERS OF HEALTH CARE
3. Experience with information technology (e.g., owns a PC) CONSUMERS

20000000

TN
-

_ Although legislators frequently hold up

Figure 8-8. Characteristics of Traditional and New Consumers the ideal of a one-tier health care system,
plans requiring major redistribution of
resources have not been well-received in

Congress or by the public. In reality,

Earn >$50,000 three tiers exist. The first is the rapidly

OO

14 yrs. college I growing group of Americans who lack
access to the main system and are served

VA
-’

PC at home e T largely by an increasingly tattered safety

()«

net because they are either uninsured or
on Medicaid. (Currently the number of
uninsured is about 42 million when

-
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®
g

N
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measured at a single point in time;
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i —TE about one-quarter of these are children).
) Age 35-54 ] Second are those working Americans

whose benefits are insecure because of
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p
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threats to their jobs (due to restructur-
- Age 18-24 ing or ailing industries), low re-employ-
0D ability, employer benefits cuts, restric-

tions on providers and treatments, or

N
-
@
3
o
@
§
) | e

{ potential inability to pay the insurance
; Employed premiums passed onto them by their

- employers. The third tier is made up of
( ) 0 10 20 %0 40 50 60 70_8& 90 100 thepve:,y wealthy and the more securily
) Traditional consumers i New consumers  employed, who have fewer restrictions
. Source: Louis Harris & Associates Survey, 1997 on their care. The current system thus

consists of a disenfranchised bottom tier
(the excluded consumer), an insecurely
enfranchised middle tier (the worried
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consumer), and a securely enfranchised

top tier (the empowered consumer).

An alternative way to define the three
tiers would be by the continuity of their
insurance — to look at who is continu-
ously insured, insured on and off, and
continuously uninsured during a given
period. If we examine the two years
between 1992 and 1994, we find about
73 percent of Americans were continu-
ously insured, 30 percent lacked cover-
age between one and 27 months, and 5
percent were continuously uninsured.
These three groups were further divided
along ethnic lines: in the bottom two
groups combined, 49 percent of Hispan-
ics lacked coverage for a month or more,
compared to 36 percent of blacks and 23
percent of whites.

The problem with using continuity of
coverage as a means of defining the tiers
is that many who are continuously
insured are nonetheless worried about
either the stability or the flexibility of
their benefits—they experience job
insecurity, or their employers threaten to
cut benefits or pass benefits costs on to
them, or they worry that managed care
may limit their ability to obtain the
kind of care they need. Furthermore,
some of them have only very limited
coverage, including those on Medicaid.

Hence we have chosen to define the
three tiers by the degree to which their
benefits are adequate and perceived to be
secure. Although we recognize that a fair
amount of movement goes on between
the bottom tier and the middle tier, and
between the middle tier and the top tier,
the three tiers themselves persist.
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The consumers most likely to become
empowered in the coming decade are the
new consumers. The new consumer group
is mostly composed of people with at
least one year of college education.
Because education, income and experi-
ence with information technology are
closely linked, most of the disenfran-
chised bottom tier consists of traditional
consumers. Significant segments of the
middle and upper tiers, however, are new
consumers, including a large proportion
of the baby boom generation.

In other sectors of the economy such as
retail and banking, the new consumers
have already initiated a revolution in the
way goods are purchased and customers
are served. These consumers are also
narrowing the patient-provider informa-
tion gap; they are no longer in awe of
physicians, and they will be the first to
demand change from health care plans
and providers as they interact with the
system between now and 2010. In
discussing the key issues facing each tier,
we will highlight the points at which
the new consumers may have the most
impact.

THE BotTrom TIER: THE
DISENFRANCHISED AND NEVER-
ENFRANCHISED

The main issue for the disenfranchised,
of course, is access to health care.! This
tier consists of people under 65 who are
uninsured (including a significant
number of children) or have very limited
insurance (mostly through Medicaid,
and a very small number on both
Medicare and Medicaid). In 1996, about
6 percent of the U.S. population were
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(Percent of group without health insurance for at least 1 month (out of 28 months), 1992-1994

Figure 8—4. Benefits Insecurity
|

All persons
Male
Female
In 1993, 79 percent of Americans had
Hispanic continuous insurance coverage, 21
Black percent lacked coverage for at least one
. month, and 8 percent were continuously
White, insured. The chart at lefc shows th
non-Hispanic uninsured. The chart at left shows the
percent of various subgroups who were
Under 18 without health insurance for one month
18.04 or more out of 28 between 1992 and
) 1994.
25-34
35-44
45-64
65+
No HS
diploma
HS diploma,
no college
1+ yrs
of college

Below poverty

Above poverty

60 70 80 90 10(

Source: Bureau of the Census
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adults covered by Medicaid, about 12
petcent were uninsured adults, about
6% were children on Medicaid, and
about 4 percent were uninsured chil-
dren, for a total of about 28 percent of
the U.S. population falling into the
bottom tier.

Care for this tier is severely rationed
because the safety net has become frayed.
People in this tier depend utterly on the
limited resources and strained generosity
of safety net funding streams and
providers. Even those on Medicaid have
limited choices. A significant proportion
of people on Medicaid are mothers and
children receiving AFDC and whose
benefits depend on state budgets, where
they compete for resources with prisons
and schools; their hold is precarious.

Recent welfare reform bills have limited
eligibility for Medicaid, particularly
where immigrants are concerned. A
1995 survey of state officials found that
about 65 percent thought that in the
next three years their state was likely to

CHILDREN: PATIENTS AND BENEFICIARIES,
BUT NoT AcCTIVE CONSUMERS

n 1994, children (under age 18) made up roughly 27 percent of the

U.S. population. Roughly one-third of this group (representing 9

percent of the total population) lacked coverage for at least one
month in a 28-month period between 1992 and 1994.

Although we include children in our estimates of the percentage of the
population falling into each tier—and the problem of uninsured
children is a serious one—we do not discuss them further in this section
because they are generally not active purchasers of or participants in
their health care and will therefore exert little influence over it.
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place tighter constraints on care for

Medicaid patients than it permitted for
privately insured patients.

Mostly poor and generally lacking a
college education, most people in the
bottom tier will have serious trouble
overcoming the information gap be-
tween providers and patients, even those
few in an economic and political posi-
tion to demand better care. Most
college-educated new consumers (1.2
petcent of the population were unin-
sured people with bachelor’s degrees in
1996) in this tier are not-yet-insured
recent college graduates who have not
yet found stable jobs—and most move
quickly out of the tier once stabilized, to
the middle and top tiers.

THE MIDDLE TIER:
THE INSECURELY ENFRANCHISED

The primary issue for the middle tier is
benefits security. When unemployment
is high, this tier is insecure about
maintaining coverage at all; when
unemployment is low, they are insecure
about maintaining flexibility and
quality of coverage under managed care.
Although at any one time most of this
tier is insured, their benefits are insecure
for a variety of reasons. Adults in the
middle tier consist of a combination of:
(1) working people of all ages with low
job security (including employees and
owners of small or declining businesses,
contract employees, and employees of
companies undergoing restructuring)
and (2) early retirees (aged 55-64)
waiting for Medicare to kick in. We
estimate that roughly 34 percent of the
U.S. population falls into the middle
tier.
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The working group is worried because
many of their employers are reducing or
eliminating health care benefits or
passing their costs on to employees, who
may be unable to pay for them. Low job
security and relatively low re-employ-
ability also put middle-tier members at
risk for significant periods of time
without coverage. The coverage this
group does have tends increasingly to be
HMO and PPO coverage, which to some
extent limit both covered procedures
and choice of providers.

Some early retirees are insecurely
enfranchised because employers are
increasingly cutting or tightening
restrictions on pension health benefits.
Those benefits may be either managed-
care plans or fee-for-service coverage. In
1995, roughly 12 percent of employers
reported that they anticipated dropping
some or all health coverage for current
retirees. Roughly 38 percent anticipated

capping how much they paid for retiree
health benefits.

Closely related to benefits security are
the issues of choice and value. As
employers cut the premium amounts
they cover and reduce the scope of the
benefits they offer, costs are increasingly
passed on to this tier of consumers and
value—the amount of coverage per
dollar spent—becomes more of an issue.

As choice of plans and, in an increasingly
managed care environment, choice of
providers, becomes more restricted for
this group, choice also becomes a bigger
issue—complaints about choice and value
may further increase among the middle
tier unless plans address these issues.
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The new consumer segment of this
tier—growing rapidly—will be the
most informed about their choices and
the most likely to demand good infor-
mation to help them make those choices,
taking a step in the direction of empow-
erment. As independent agencies and,
increasingly, health plans have begun to
generate “report cards” for employers on
plans and providers, the information-
savvy new consumer segment may take
advantage of them. As middle-tier
members increasingly gain access to
personal computers at home and at
work, the Internet will be a rapidly
growing and easily accessible source of
this information.

In contrast, most of the traditional
consumers in this tier have high school
educations or less, and thus tend to have
lower incomes and less exposure to
information technology. The patient-
provider information gap will be hard
for this segment of the tier to overcome.

THE Top TIER:
THE SECURELY ENFRANCHISED

The primary issue for the securely
enfranchised tier will be empowerment.
Although the changes that this tier
drives in the system will be slow and
incremental at first, this is the tier with
the most ability to effect change. This
tier consists mainly of those who are (1)
securely employed or highly employable,
(2) very wealthy and thus self-insured, or
(3) elderly and thus on Medicare, either
with or without supplemental private
insurance.

Many members of this tier are employed




by latge companies, many of which offer
plans with generous benefits designs and
pay the lion’s share, if not all, of premi-
ums; and the top few companies offer
the choice of several different health
insurance plans.

Medicare currently offers a rich benefits
package, mostly fee-for-service, although
that is changing as Medicare HMOs
become increasingly competitive.

Like the middle tier, the top tier consists
of a mix of traditional and “new”
consumers, with significant numbers in
each category. Most of the over-65 in the
top tier are traditional consumers and
will therefore not effect much change.
However, a large proportion of the
group is made up of baby boomers who
will turn 50 during the next decade—
these are new consumers, they will be
interacting more and more with the
system, and they will become a powerful
force for change.

People in the top tier are generally
continuously insured in any given two-
year period; when they b lose their jobs,
they are quickly re-employed thanks to
their high levels of education. In recent
years about 61 percent of the total U.S.
population has been continously insured
by a plan other than Medicaid during
any given two-year period. Some are
securely insured, some insecurely. About
13 percent of the population is covered
by Medicare, usually supplemented by
private insurance. (Medicare enrollees
are securely insured.) We estimate that
about 38 percent of the population are
securely enfranchised empowered
consumers and thus fall into the top tier
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of coverage.

SUMMARY OF THE THREE TIERS

As Table 8-1 shows, about one-third of
the U.S. population currently falls into
the middle tier of coverage, with a bit
less than one-third occupying the
bottom tier and a bit more than one-
third the top. New consumers, who
represent the largest potential for
driving system change in the next
decade, are concentrated in the middle
and upper tiers.

FORECAST & ASSUMPTIONS

THE BotTtom TIER:
THE DISENFRANCHISED

FORECAST

Because they largely lack college
education and have less access to infor-
mation, and because their energy is
focused on issues of access to care, this
tier is unlikely to drive a consumer
revolution or to be greatly affected by
one. Although this group has many
reasons to protest, it lacks voice and
clout. Their advocates may push for
legislation, particularly to cover chil-
dren, but as a bloc they have relatively
litele power over government or employ-
ers—their voter participation rates are
lower than average, some are unem-
ployed, their incomes are low, and a
sizable group are minorities who face
discrimination in many arenas. If the
problem of access is to be solved for this
tier, the solution will likely be driven by
advocacy groups and members of the
other two tiers. A motivating factor that
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Table 8-1. The Tiers of Coverage

THE EMPOWERED
CONSUMER

(Roughly 38% of total
U.S. population)

Total U.S. pop.
1996=266,793,000

TRADITIONAL CONSUMERS

age 18-64, no college education, high-
income workers (& spouses) with no
PCs but high job security, with private
managed care plans or fee-for-service
insurance (paid by employers or self)

age 65+, no college education, moderate
to high savings/resources, no PCs,
Medicare only or Medicare and private
insurance

children securely insured

NEW CONSUMERS

* age 18-64 college-educated, high-
income workers (& spouses) with high
job security, with private managed care
plans or fee-for-service insurance (paid
by employers or by self)

* age 55-64 eatly retirees, college-
educated, high savings/resources,
private managed care plans or fee-for-
service insurance (paid by generous
former employers, or by self)

® age 65+ college-educated, moderate-to-
high savings/resources, with PCs,
Medicare + private insurance

¢ children securely insured

THE WORRIED
CONSUMER

(Roughly 34% of total
U.S. population)

age 18-64, no college education, low to
moderate income workers (& spouses)
with low job security, in managed care

plans (paid by employers or military)

age 55-64 early retirees, no college
education, low-to-moderate incomes, in
managed care plans (paid by former
employers who are not reassuring about
keeping retiree benefits, or have already
tried to reduce them)

children insecurely insured

* age 18-64 college-educated middle-income
workers (& spouses) with PCs and low job
security, in managed care plans (paid by
employers, by military or Iljny se].é3

* age 55-64 early retirees, college education,
high incomes, in managed care plans (paid
by former employers who are not reassur-
ing about keeping retiree benefits, or have
already tried to reduce them)

* age 18-54, no college education, high-
income but low job security workers (&
spouses), with PCs, in managed care plans
(paid by employers)

e children insecurely insured

THE EXCLUDED
CONSUMER

(Roughly 28% of total
U.S. population)

age 18-64, no college education, poor,
unemployed or in a job with no ben-
efits, uninsured

age 18-64, no college education,

unemployed and/or very poor, on
Medicaid

children uninsured

children on Medicaid or other government
assistance

* age 18-34 temporarily uninsured, some
college, with PCs, no full-time gob yet
or between early low-income jobs
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might bring about a-such solution is the
potential spread of drug-resistant
infectious diseases, exacerbated by lack
of proper care, from this tier into the
other two tiers.

ASSUMPTIONS

o Lack of access to information and
resources is a significant barrier to
empowerment.

¢ Advocates for the bottom tier will be
largely ineffective at changing
legislation and the structure of care.

o Struggling for access prevents people
from putting energy into other
aspects of empowerment.

o The plight of the disenfranchised will
not become so hortible and visible
that it triggers the level of mass
dissatisfaction with the health care
system that would lead to compre-
hensive reform.

THE MipDLE TIER:
THE INSECURELY ENFRANCHISED

FORECAST

The portion of new consumers in the
middle tier (and advocacy organizations
representing them) is the first segment
that will want the system to provide
high-quality consumer-oriented infor-
mation about performance—report
cards. These middle-tier new consumers
are a rapidly growing group—demo-
graphic factors are driving a steady
transfer, about 2 percent a year, of people
from the lower middle class into the new
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consumer group, and many of these are
in the insecurely enfranchised middle
tier.

Because benefits insecurity and the
resulting worries about out-of-pocket
costs and coverage are currently this
group’s major issues (and will be even
more so in the predicted recession of
1999-2000), the first report cards this
segment will be interested in will show
the relative merits of health plans.
Because many people in this tier work
for small employers, however, many do
not yet have a choice of plan. Thus
employers will be the first market for
this type of report card. Eventually
report cards on plans may stimulate
demand for similar report cards on
providers, to help both employers and
their employees in this tier choose
providers that offer the best value.

Because report cards are consistent with
the cost-efficiency goals of plans, plans
will actively pursue the development of
provider report cards (both for hospitals
and for medical groups and eventually
perhaps individual physicians). Provid-
ers, already facing sharp drops in income
because of managed care, will object to
such report cards, but they will be given
little choice in the matter.

The older people in this tiet, particularly
the early retirees, are half new and half
traditional consumers. Although the
traditional consumers may complain
more than they did in the past as the
whole culture shifts from passivity to
active skepticism, they will not have
enough access to information to narrow
the patient-provider information gap
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much, and thus will not be the best
position to demand change in the
organization of their care. They will,
however, be very experienced with the
system and motivated to improve their
care.

Those who have not yet retired may be
able to put some pressure on their
employers to keep their pension health
benefits intact, but their numbers are
too small for their complaints to stimu-
late major change. Employers are more
concerned with pleasing young, edu-
cated employees. These retired consum-
ers will be heard primarily through their
high voting rates and through advocacy
groups like the American Association of
Retired Persons (AARP).

When the elderly traditional consumer
voices in the middle tier are combined
with those of the aging new consumers
who share this tier and the upper tier,
they may be a major force for changes in
the organization of care at both provider
and plan levels. As they get sicker, they
will push for greater security of benefits
and greater flexibility, service and
coverage in managed care plans.

ASSUMPTIONS
¢ Increased choice leads to increased

need for information.

* Empowerment and access to informa-
tion will be tightly linked.

* Empowerment will not “trickle
down” from the top tier to the
middle cier.
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THE Top TIER:

THE SECURELY ENFRANCHISED

FoRECAST

The aging upper-tier new consumers,
though relatively small in numbers now,
are growing rapidly as most of the baby
boom generation turns 50 over the next
decade. As these informed consumers
encounter the chronic and severe
illnesses that accompany advancing age,
they will interact more and more
frequently with providers and plans in
demanding change. Indeed, they have
already begun to drive a shift in the
culture away from passive respect of
providers, toward more active engage-
ment in their care.

This segment will use all three major
modes of empowerment : (1) choice of
plans and providers; (2) ability to
provide self-care and self-management of
their chronic diseases; and (3) ability and
desire to share medical decisions with
their providers. By 2010, as the first of
the baby boom cohort reaches 65, this
group will have paved the way fora
revolution in the organization of care—a
revolution simultaneously fomenting in
other sectors of the system, as noted in
the other chapters of this report.

Because the new consumers in the top
tier are information-rich and health-
related information sources like the
Internet are rapidly growing, they are
increasingly marshaling enough infor-
mation to narrow the patient-provider
information gap. They are not as
preoccupied with benefit security as the




new consumers in the middle tier are, so
empowerment becomes their most
pressing issue.

The youngest new consumers in this tier
are not very sick—and thus many of
them do not interact with providers
with the frequency required to demand
big changes. Some do, however, particu-
larly women of childbearing age, who
interact with providers both for OB/
GYN care and on behalf of their chil-
dren. Both young men and young
women will also demand better cus-
tomer service from plans and access to
more open networks of providers.

Although continued employer media-
tion of health plan choices will limit
new consumers’ direct impact on plans
to some extent, today’s employers do
tend to listen to the needs of their young
employees. New consumers will encoun-
ter health plan customer service issues
simply in the process of signing up for
plans and choosing or switching primary
care providers. They will encounter
provider interaction issues when under-
going routine exams. They will affect
plans by complaining to their employers
and pressuring employers to complain to
the plans or switch to more customer-
friendly plans. Those that have a choice
will simply switch. Because they are not
sick enough to see very many providers
very often, their effect on changing
provider interactions and increasing
shared decisions will be relatively small
before 2010. Beyond 2010, these young
new consumers will join the older group
in driving a change toward patient-
centered care.

Chapter 8: Health Care Consumers

In contrast to the young new consumers

in this tier, the elderly are the most sick
segment of the population, and thus do
interact frequently with providers. They
also purchase their care directly from
providers, and can take their Medicare
money elsewhere if they don’t like a
particular provider; this gives them
power in the health care market. Because
the elderly are also a large voting bloc
and have powerful lobbying organiza-
tions like AARP, they are a potent force
for both legislative and market change.
Although we estimate that two-thirds of
the elderly in the upper tier are tradi-
tional consumers whose impact on
provider behavior will be greatly muted
by their inability to bridge the informa-
tion gap, even they will be influential in
supporting legislation that protects their
rights to privacy and dignity, especially
in end-of-life medical decisions.

Both traditional and new elderly
consumets in this tier will also be
outlets for the voices of their adult
children, many of whom are baby
boomer new consumers. This “sandwich
generation” (especially women) interacts
with the health care system both
through their children and through their
elderly parents. These more assertive and
informed children will attempt to
intervene as advocates for their parents
with providers, adding to their impact.
If large numbers of the top-tier elderly
begin to switch providers or plans on
their children’s advice, they will act as
amplifiers of the voice of the new
consumers. This amplified impact would
be mostly in the direction of more
patient-centered care and better service,
but since some of the elderly have
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children in the middle tier, to some
degree it might alse push plans to
address middle-tier issues by offering
more coverage and better value.

ASSUMPTIONS

¢ Although the 65+ elderly will not
become empowered in large numbers
until beyond 2010, the aging 50-64-
year-old new consumers will begin to
have an impact.

* The people able to drive change in
health care plans and provider
behavior in the next decade will be
not only those people who purchase
health care directly (e.g. Medicare
recipients) and use it frequently (e.g.,
the sick, largely the elderly) but also a
rapidly increasing segment of aging
baby boomer new consumers who
interact with the system for “well”
care and on behalf of children and
parents.

* Health care legislation empowering
patients will not be the primary force
behind change in provider behavior
and plans, although it may begin to
have a larger effect as the baby boom
generation ages and increases its voter
participation.

* Most providers will not be morivated
to bridge the patient-provider
information gap, since that would
reduce their power and status.

¢ Information technologies that would
aid shared decision-making (for
instance, the electronic medical
record, smart databases) will be fairly
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slow to develop, limiting the devel-
opment of the shared decision-
making form of empowerment.

THREE LEVELS OF EMPOWERMENT
WiLL ARRIVE AT DIFFERENT TIMES

Of the three elements of consumer
empowerment in health care, informed
choice of providers and plans will
develop first as middle- and upper-tier
new consumers join forces with plans to
create report cards. We estimate that
today roughly 10 percent to 15 percent
of all people have access to any informa-
tion on plan quality. In some areas such
information is published in newspapers
or on the Internet, but in most it is not
yet available. We forecast that by 2010,
50 percent of all consumers will have
access to comparative, understandable
information on plan quality, and possi-
bly providér performance. Employers,
and possibly government, will join with
consumers to push in the direction of
comparability and competition between
plans. Provider report cards are already
being developed by some plans.

The other two elements of empower-
ment—self-care and shared decision-
making—depend more on the coopera-
tion of providers, who right now are
busy organizing themselves to resist the
strictures being imposed on them by
‘managed care. Of these two, the element
of self-care and self-management will be
the next to emerge, in part because it
will be assisted by pressures from plans
to reduce costs. As the new consumers
rapidly gain access to information
(online and through traditional media),
they will narrow the patient-provider



information gap and make effective self-
care possible and desirable.

We forecast that by 2010, 30 petrcent of
health plan members will be able to
identify the three most important
threats to their health status, and a high
proportion of these folks will be actively
engaged in executing elements of their
treatment plans. Right now we estimate
that only 5 percent to 10 percent of
members engage in self-care or self-
management. Medical technologies
involving remote sensing of patients’
vital signs will hasten this development.

Shared decision-making will be the last
element of consumer empowerment to
take hold. This lateness is partly due to
provider resistance to change, and partly
to the fact that many medical decisions
are so complex that they require a
sophisticated informational infrastruc-
ture to assist both patients and provid-
ers. This infrastructure will be slow to
emerge. The issue of confidentiality of
medical records may further slow the
emergence of this infrastructure. The
quality of medical information available
on the Internet will also be a factor. We
forecast that by 2010, only 10 percent of
all consumers will be aware of the
primary treatment choices implicit in
the health risks they face and will share
with their providers decisions about
treatment paths, with providers helping
them to pick paths in line with their
personal preferences and values. Right
now we estimate only 1 percent of
consumers share decision-making with
their providers. This element also has
the most potential to transform the
system in the longer term and improve
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health status.

On the down side, shared decision- .
making, if widely implemented, may
exacerbate the widening gap in access
and health status between the informa-
tion-rich new consumers and the
information-poor traditional consumers:
information access is key to effective
shared decision-making. Ultimately
(beyond 2010) this could push us
towards a two-tier system, in which the
information “haves” have secure access to
high-value, patient-centered care while
the information “have nots” struggle for
access, choice and value.

All this adds up to a forecast for incre-
mental consumer-driven change by
2010, not a full-blown consumer
revolurion. Nonetheless, consumer forces
will build rapidly in the growing top
tier by 2010, and this will shift the
passive consumer culture significantly in
the direction of active skepticism. The
combination of this shift, the push
towards self-care by cost-conscious
plans, patient-rights legislation sup-
ported by the elderly, and slow but
steady improvements in the information
infrastructure, will prepare the way for a
major consumer revolution when the
baby boomers begin to hit age 65 in
2010 and beyond.

WILDCARDS

Wildcards are low-probability but high-
impact events. The key wildcards to
watch out for in the health care con-
sumer arena in the coming decade are
listed below. The sidebar shows new
consumer needs that may represent
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¢ Consumer empowerment trickles
down faster than expected from the
securely enfranchised new consumers
to other groups—in particular, the
“information poor” get “wired,”
gaining increased access to informa-
tion through technologies like
WebTV, and thus become part of the
force for change.
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¢ Employers switch en masse to a
defined contribution system, making

-

defined benefits obsolete and putting
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health care purchasing back in the
hands of patients, thus converting
health care to a demand-driven
system well before 2010.

* Biosensors and other new medical
technologies reduce costs dramati-

-

cally rather than increasing them, and

-

lead to do-it-yourself home care,
improving access in the process.
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* Spillover of infectious diseases from a
rapidly growing uninsured popula-

- @

tion into the middle and top tiers
leads to national legislation to fix the

-

safety net, shrinking the bottom tier.

AR
-

¢ Congress and the President join forces
to push through legislation to reduce
benefits insecurity, shrinking the

N . .

middle tier.

¢ Congress and the President join forces
to push Medicare entirely to HMOs
or cut benefits drastically, shrinking
the top tier (or igniting a revolution
among the elderly).
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NEW HOUSEHOLD NEEDS THAT HEALTH CARE SERVICES MAY BE ABLE To FILL

(based upon IFTF report Anticipating Consumer Desire for New Media at Home)

All types of organizations in the future
will be asked to speak to the household
needs listed below. Beneath each need
are some ways health-care-related
services might be able to fill it.

1. The need to create meaning, connec-

tion and community

* electronic health support groups

¢ sharing of health stories on
bulletin boards and web sites

¢ Internet access in hospital rooms to
keep patients connected

® primary care providers that
facilitate
continuity of care

* hospice services that help add
meaning to the process of dying

2. The need for control and flexibility
through asynchronous communica-
tion
e direct email communication

between patients and providers
o telehealth systems that allow
remote and asychronous contact
with providers
¢ information and triage hotlines
available 24 hours a day

3. The need to create documentation

and memory

¢ electronic medical records (EMRs)
that help record family medical
histories

¢ medical information from the
internet that can be printed out at
home

* electronic reminder systems and
programs like diet and exercise
planners

4. The need to create identity and
culture through rituals
¢ parents providing more direct
medical care at home for their
children
e families sharing their medical
stories with others on the internet

5. The need to engage in meaningful
dialogue with organizations about
products
e provider and plan report cards

distributed on the internet or
through employers
* interactive question & answer
email or phone services from plans
e direct marketing of health care
products to the customer; direct
purchasing

6. The need to establish bonds while
having boundaries respected
* ways to ensure privacy and
confidentiality of medical records
* medical advice that respects the
values of the patient
* patient-centered care

Chapter 8: Health Care Consumers
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; ' By “access to care” here we mean not
Q convenience, but rather ability to get |
o ytog |
Q even minimally adequate care when it is
C‘; needed. This basic access is limited in

this tier by inability to pay (either out-
of-pocket, or for insurance) and by the
poor quality and limited resources of the
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facilities available to those with limited
ability to pay.
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CHAPTER 9: EXPANDED PERSPECTIVE ON HEALTH AND DISEASE

. Beyond the Curative Model

- . As we move into the new millennium, and health is highly invested in a

\
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we’re broadening our perspective on
health. Until recently, biomedical
understanding of disease and the
definition of health as “the absence of
disease” provided the fundamental
framework in which modern medicine
evolved, and the curative model of
medical care predominated. The curative
model narrowly focuses on the goal of
cure, i.e., the eradication of the cause of
an illness or disease. Although cure is
unquestionably appropriate as a goal,
other goals are important as well:
restoring functional capacity, relieving
suffering, preventing illness, injury and
preventable death, promoting health,
and caring for those who cannot be
cured.

Cure-oriented medicine reveres the
“hard” medical sciences, and it ignores
behavioral phenomena that are not
entirely explained by biological science.
Effective cure is presumed to be contin-
gent on diagnosis derived from knowl-
edge of disordered function; treatment is
supposed to be derived from empirical
research on clinical outcomes. In fact, on
careful analysis a significant component
of medical practice is neither knowl-
edge-based nor supported by evidence.

The cure-oriented approach to medicine
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biomedical perspective that values
scientifically based data over other
information and accepts evidence-based
approaches to treatment over those less
rigorously derived. The curative model
has created a hierarchical structure of
relationships among health profession-
als: those who command the most
biomedical knowledge — physicians —
also command the most authority. Our
society has granted this authority to
physicians and has entrusted them with
the role of granting or denying the
legitimacy of matters relating to health
and disease. Thus, indirectly, the
medical profession has defined health in
the narrow meaning of disease according
to a curative, biomedical model.

In the past quarter-century, the record of
biomedical discovery and progress has
been spectacular, and yet on critical
analysis our ability to diagnose and treat
disease has had no more than modest
impact on the public’s health. Despite
improved diagnostic and therapeutic
capabilities and an unprecedented
expenditure of resoutces, we are not the
most healthy among the developed
nations. Perhaps an obsession with
disease has unintentionally relegated
health to a position of secondary impos-
tance. The health care delivery system is




Palliative care is
the active total
care of patients.
whose disease is
not responsive to
curative
treatment.?

still organized, staffed and financed on
the assumptions that its central task is
to use biomedical interventions to
provide care for people facing acute
episodes of illness.

From many quarters comes evidence that
our view of health should be expanded
to encompass mental, social, and
spiritual well-being. An expanded view
of health integrates the concepts of
curative medicine (absence of disease)
with public health (absence of excess
mortality, morbidity and risk factors for
disease) and adds productive functioning
and well-being. This expanded view of
health recognizes the importance of
mental factors, social support, income
and behavior in avoiding disease and
disability. The expanded view of health
moves beyond attention only on disease
to incorporate the concept of
salutogenests, the generarion and mainte-
nance of health.!

The American public expects accurate
and timely diagnosis and treatment of
illness and disease, but this same public
has new expectations for avoiding illness
and disease and wants more attention
directed to chronic diseases, aging, and
terminal care at the end of life. The
public’s understanding of health and its
interest in healthy lifestyles has ad-
vanced remarkably in this past decade.
As individuals, each of us wants to be
healthy and fully functional, which
means adopting an expanded view of
health that adds to physical health
essential mental, social and spiritual
components. This expanded definition of
health has three implications:
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1. For individuals to function at their
best, health as defined here is a
necessary precondition;

2. Impairment of any component of
health can predispose to or cause
disease and create an unhealthy state;
and

3. Mental, social, and spiritual factors,
singly and collectively, influence
behavior and therefore health.

An expanded view of health assumes a
particular meaning for the elderly, those
aged G5 years or older, who currently
constitute 13 percent of our population.
Less concerned about life span than
about life quality during the remaining
life span, this cohort embraces all
elements of health with the same
tenacity of younger generations. Evi-
dence shows that maximum human life
span is fixed and that improvements in
health can affect only mean life span and
not maximum attainable life span.
Nonetheless, all adult generations want
to postpone the effects of aging and to
avoid or mitigate age-related disabili-
ties. Concern about aging thus becomes
a largely unarticulated part of the
equation for health, and it requires
special consideration as we develop a
much broader concept of what health
and being healthy mean to all segments
of our population.

Because socioeconomic status is a
powerful determinant of health and
disease, recognizing and understanding
of the relevance of an expanded defini-
tion of health to the lower socioeco-
nomic segments of our population will
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composite of
interdependent
components that,
even if less-than-
perfect, are
optimal for the
individual.
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be critical to improving the collective
health of our nation. Improving the
health of the middle and upper income
segments of the population is important,
but it is clearly insufficient if achieving
substantial improvement in our national
health status is the goal.

Finally, who can, and will, integrate an
expanded view of health into the
planning and delivery of health care, and
what should be the roles of government,
providers, employers and consumers in
advocating changes that recognize and
respect this new definition of health?
This multifaceted question will be
addressed in a later section of this
chapter, but posing the question at this
point may heighten sensitivity to the
issue.

DEFINITION OF HEALTH

A definition of health must have equal
applicability to all of us: to the fully
well; to those who are unwell because of
disease or illness that is treatable or even
curable and for whom the goal is a
return to health; and to that growing
segment of our population with genetic
or acquired impairment, such as those
with chronic disease, disability or
obesity. Furthermore, the definition of
health must at the same time represent
an objective to be attained and a yard-
stick by which to judge the state of
health. Health can be applied to an
individual, a community or a nation,
and in each instance the goal is to be as
healthy as possible within constraints
that cannot be changed.

Perfect or ideal health is a state of
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complete physical, mental, social and
spiritual well-being. For the vast
majority of our population, being
healthy means functioning as fully as
possible under present circumstances.
Health is a composite of interdependent
components that even if less-than-
petfect are optimal for the individual. As
it is used in an expanded definition of
health, each of the four components of
health is a necessary contributor.
Neglect of any component of health
predisposes one to, or creates, an un-
healthy stdte, and although this may
seem to be stating the obvious, the
concept is critical to understanding the
significance of an expanded view of
health and the factors that determine it.

CONTRIBUTORS AND DETERMINANTS
OF HEALTH

1. Physical. In the traditional meaning
of health and disease, disease repre-
sented disordered form and function
while health was the absence of
disease. Physical health or well-being
is essential to good health, but taken
alone is insufficient. Physical health
incorporates functional as well as
structural integrity. Impairment of
function in the biomedical view of
disease is assumed to have an organic
basis. “Functional” is used in another
way that may be confusing because in
clinical practice “functional” de-
scribes a set of symptoms that have
no organic basis. Thus, in medical
practice, a “functional” illness is one
that has no known physical (organic)
causes and is assumed to reflect
mental factors.



2. Mental. Mental factors include more

than the absence of mental illness;
they extend to emotional states (e.g.
depressed feelings short of clinical
depression), dispositions (e.g. hostil-
ity, optimism), and beliefs and
expectations (e.g., self-esteem, self-
control, self-efficacy). Mental factors,
such as stress, depression, and
inability to change lifelong habits,
contribute to the onset of some
disorders, the progression of many,
and the management of all. Undet-
standing the role of mental factors in
health and disease may be the most
important contribution of an ex-
panded view of health.

. Social. The term has two different
meanings in relation to health. Social
position or status refers to the tiered
structure of society and the activity of
its members. This meaning of social
cannot be dissected neatly from the
more descriptive use of socioeconomic
status. The position of an individual,
a family or a community in the social
order is an ordering of employment,
income, wealth, education, voice and
health status. In this context, the
multiple social and economic factors
that influence health are central not
only to the development of disease
but also to its treatment and out-
come. The other meaning of “social,”
and the one implied in using “social
well-being” in the expanded view of
health, relates to relationships rather
than to social order. This is social as
in sociable, and refers to companion-
ship, enjoying the company and
support of family and friends, and
very often intimate and supportive
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relationships with one or more
individuals or groups. The social
interaction often takes place in a
community of people in the same or
similar socioeconomic stratum.

A recent body of research has focused
on the role of social networks in
maintaining individual healch. Social
networks build communities and
contribute to social capital. Social
engagement and social support,
regardless of an individual’s socioeco-
nomic status, are basic human needs
without which a person cannot be
fully healthy. Evidence clearly shows
the powerful influence of social
support on recovery from myocardial
infarction and breast cancer.

. Spiritual. Spirit is the thinking,

motivating, and feeling part of
humankind, and involves a code of
ethics and philosophy. Spirituality
usually, but not necessarily involves
belief in a higher power. A spiritual
person has a set of beliefs that give
meaning to life, and for many this
belief provides a basis for faith and
trust in an otherwise disorderly and
unfeeling world. A growing body of
evidence supports religious involve-
ment as an epidemiologically signifi-
cant protective factor that promotes
healthy behavior and lifestyles. When
shared in a community it also pro-
vides social support, which buffers
stress and enhances coping mecha-
nisms. The consistency and robust-
ness of studies involving the role of
spirituality in health have led to the
emergence of a growing area of
research called the “epidemiology of
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religion.” That spiritual factors
promote good health, aid in recovery
from illness, and contribute to the
state of well-being that characterizes
health has growing support: The
questions are how and why? The
mental, social and spiritual compo-
nents of health may have distinctive
but similar salutary effects mediated
through psychoneuroendocrine
pathways.?

STRESS

Stress is unavoidable, and although the
socioeconomically disadvantaged may
have fewer means and mechanisms for
coping with stress, and are thus more
vulnerable to it, all of us are exposed to
stress on an almost daily basis. Some
amount of stress is part of life and is
both natural and normal, but when
stress is sustained and unrelieved it has
deleterious effects on the function of
endocrine and immune systems, lower-
ing resistance and increasing vulnerabil-
ity to illness, disease, and accelerated
aging. This mechanistic explanation has
garnered scientific support although any
claim for thoroughly understanding this
complex series of interactions is prema-
ture.

Research is underway to examine how
the biological consequences of adapta-
tions to stress interact with other factors
and what impact this has on health.
Nancy Adler and Bruce McEwin, among
others, have promoted the concept of an
allostatic (adaptive) system that includes
stress-induced activation of the hypotha-
lamic-pituitary-adrenal axis, the auto-
nomic nervous system, the cardiovascu-
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lar system, the metabolic systems and
the immune system.* Allostatic response
systems are coupled closely with an
individual’s psychological makeup, prior
experience and available resources for
coping with stress. Stress turns on an
allostaric response, and as long as the
response is time-limited, protection via
adaptation predominates over adverse
consequences. However, weeks or years
of repeated exposure to elevated levels of
stress can result in allostatic load with
resultant damaging physiological
consequences. Allostatic load can result
from frequent stress, from inability to
shut off responses when stress is termi-
nated (a feature of aging), or from
inadequate allostatic responses. Inability
to control their lives and the daily
stresses on those in lower socioeconomic
groups lead to allostatic load, sustained
allostatic responses, and a downward
spiral toward poor health, illness, and
untimely death.

SOCIOECONOMIC STATUS AS A
DETERMINANT OF HEALTH

Whether social class is measured by
income, education, employment grade,
or prestige, it determines the resources
that are available to meet life’s chal-
lenges and thereby influences the control
that one has in shaping life. The 1980
publication of the Black Report showed
the statistical association between illness
and social class in England and Wales.
Physical and mental health, the startistics
showed, ran pdrallel to social rank. With
the introduction of universal health care
through the National Health Service,
these differences in health status among
different socioeconomic groups were not




reduced but actually became greater'
This observation provided eatly evidence
that the availability of universal health
care does not eliminate the root cause of
lower health status among the socioeco-
nomically disadvantaged. In England,
commoners die sooner than aristocrats,
sergeants have more heart attacks than
generals, office cletks are more depressed
and anxious than office managers; in
America, the lower-middle-class is more
mortal, morbid, symptomatic, and
disabled than the upper-middle-class.
With each step down the educational,
occupational and income ladders comes
an increased risk of health-related
symptoms, illness, chronic disease and
early death.

Socioeconomic status (SES) exhibits a
linear relationship to the incidence of
illness and avoidable death. Universal
health insurance would have an imper-
ceptible effect on reducing the socially

TALKING TO THE DoOCTOR

he relationship between patient income, health risk behaviors, the

prevalence of physician discussion of these behaviors and

patients’ receptiveness to advice was examined in a random
sample of 6,549 Massachusetts state employees.

* Depression was reported by 31 percent of those with incomes less
than $20,000 and 8 percent of those with incomes more than $80,000

* Low-income patients were much more likely fo attempt to change
behavior on physician advice than those with higher incomes

* Physicians were more likely to discuss diet and exercise with high-
income patients and more likely to discuss smoking with low-income

smokers?
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driven inequalities in health: SES
differences in health are evident in
countries with universal coverage;
differences can be shown between levels
at the upper range of the SES hierarchy;
and SES differences appear in a wide
range of diseases, some of which are
treatable and others that are not.’

Cross-national studies have shown the
importance of the size of the gap
between the wealthy and the less well-
off. In any given society, the greater the
gap in income between the rich and the
poor, the lower the average life expect-
ancy. This consistent observation
explains why a country as wealthy as the
U.S., which spends more money per
capita on health care than any nation in
the world but has an ever-widening gap
between rich and poor, endures an
average life expectancy that is conspicu-
ously low among the developed nations.®

Research into health and illness has now

recognized the contribution of social,

economic and environmental factors to
health, and a critical body of evidence is
beginning to document the influence of
these factors on morbidity and mortal-
ity.7 However, the fact that a group of
factors — social isolation, social class and
depression — predict health outcomes
across // diseases has been largely
ignored in mainstream medical research
on disease. Recognizing shared determi-
nants of health rather than only those
unique to specific diseases will enrich and
modify our understanding of how
internal and external factors interact to
produce health or lead to illness and
disease. Recognition and acceptance of
the seminal role of upstream determi-
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nants of disease by the medical establish-
ment, policy makers, and funding sources
can create a virtual transformation in our
approach to.creating healthier individu-
als, communities and nations.

WHAT’s New?

The answer to “What's new?” is
straightforward: dependence on a
biomedical model to define disease and
health has been rendered insufficient by
a growing body of evidence that health
involves much more than freedom from
active disease or illness, and that up-
stream environmental and psychosocial
determinants of disease deserve parity
with conventional biological theories.
The answer to “Why now? ” is more
complex, but the reasons revolve around
three factors. First, an increasingly
empowered public expects more than
our existing system of health care
provides and when individuals become
ill or impaired by chronic disease or
aging and seek medical care, they want a
healing relationship with physicians.
Second, unless corrective measures are
implemented very soon, an enlarging
segment of our population, spanning all
socioeconomic classes but most severely
affecting those at the bottom, will be
exposed to avoidable illness and disease
and excessive mortality. Third, the
nation’s bill for health care and health-
related disability will continue to rise
until an expanded view of health
promotes maintenance of full health,
greater attention to the management of
chronic diseases, and elimination of
upstream determinants of diseases that
directly result from sociceconomic
status.
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“ALTERNATIVE,” “HoLisTICc,” “EXPANDED”:
WHAT’S IN A NAME?

he search for a label that adequately captures the essential

concepts embedded in an expanded view of health has been

a colossal failure. No single word or phrase seems to capture
what it means to view health and disease through a wider lens, fo
define hedlth as a stafe that moves outside of a biomedical model,
and fo realize that upstream determinants of disease go beyond
genetic endowment and access to care to even more critical
socioeconomic, behavioral, social and environmental factors.
Labels in the contemporary lexicon, such as “mind-body” and
“holistic,” have connotations of their own and further fail the test of
descriptive accuracy.
“Alternative medicine,” “integrative medicine” and “complementary
medicine” merit similar objections as labels, although these descrip-
tors contain elements that pass the test of compatibility with an
expanded view of health. The public’s acceptance and use of alterna-
tive or complementary medical practices must be interpreted as an
indication that these alternative providers fulfill some unmet need.
Interestingly, much of “alternafive” medicine is practiced in a way
similar to biomedicine but using different forms of intervention and
freatment, for instance using herbs instead of prescription drugs.

Concluding that no single term or phrase could satisfy the goal, we
decided to follow the lead of the Center for the Advancement of
Health and use the descriptive label of “an expanded view of
health,” leaving an open field for creative lexicographers. An
expanded view of health maintains and extends beyond the
biomedical model; an expanded view of health applies not only to
individuals but to communities and even nations; and each compo-
nent in an expanded view of health has been validated by evi-
dence submitted fo scientific scrutiny. It is the evidence-based
foundation of expanded view of health that makes it such a
powerful summons to rethink and then redirect our approach to
health, illness and healing.

Chapter 9: Expanded Perspective on Health and Disease




A coincidental factor is the new domi-
nance of managed care organizations.
Managed care is organized to function
according to the fundamental precepts of
public health, health promotion,
epidemiology, and population-based
medicine. Assuming responsibility for
the health of a defined population, as
capitated managed care organizations
do, creates a compelling incentive to
improve and maintain the population’s

EVIDENCE-BASED STUDIES:
WHAT THE RESEARCH SHOWS

sychological and social factors—how we think, feel and be
have—profoundly influence the onset of some diseases, the
progression of many, and the management of nearly all.

* Inalarge study covering 13 years, depressed and socially isolated
persons were four times more likely to have a heart attack than those
who were not depressed or isolated.?

¢ A seven-year follow-up of women diagnosed with breast cancer
found that those who confided in at least one person in the three
months after surgery had a seven-year survival rate of 72.4 percent
compared with 56.3 percent in those who didn’t have a confidant."

* In another study, women with advanced breast cancer who attended
weekly therapy groups survived an average of 18 months longer than
women who did not get such support. Four years later, a third of the
support group attendees were still alive, all of the nonattendees had

died.™?

* In a study examining the correlation of social ties to susceptibility to
common cold viruses, increased diversity in types of ties to friends,
family, work, and community was significantly associated with in-
creased host resistance fo infection.¢

* In a study examining 232 elderly patients who had elective open
heart surgery, those who did not participate in any group and did not
receive strength and comfort from religion had three times the risk of
dying than those who lacked one or the other.'®
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health. An expanded view of health is

the formulation of the desired goal —
good health— for a population as well as
each of its members. An expanded view
of health also requires an understanding
of upstream determinants of health and
illness, which in turn provides insight
into the roles of socioeconomic factors,
behavior and social capital. An expanded
view of health was no less relevant to the
practice of medicine in the era preceding
managed care than it is today, but the
public’s changed expectations of physi-
cians and managed care’s new focus on
health maintenance and disease preven-
tion have made it appear so.

WHY NOw?

CONSUMER EXPECTATIONS

Led by health-conscious seniors and a
generation of baby boomers who seem to
view aging as an option subject to free
choice, the medical establishment is
confronting a mandate to move beyond
the curative model to become engaged
in preserving health and preventing
illness and disease. The public believes
that medicine has overpromised cure as
the be-all and end-all. Preventive
maintenance, after all, is standard
procedure for other industries. Although
the enlightened consumer wants to be
healthier and understands the impor-
tance of maintaining good health, a
quick-fix mentality still encounters
difficulty in understanding the hard
work of health. Today’s physicians were
taught nothing about changing their
patients’ behavior, and with only on-the-
job experience as a source of knowledge,
most physicians falter when confronted

N
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with the consequences of their patients’
unhealthy behavior such as obesity,
tobacco use, and sexually transmitted
disease. A medical curriculum
reconfigured by an expanded view of
health would require a course in behav-
ioral psychology.

Their needs unmet in biomedicine,
millions of Americans flock to practitio-
ners of alternative medicine in growing
numbers. Medical practitioners should
not become providers of alternative
medicine, and vice versa. As at no time
in the past, the medical establishment
will be more open to adopting an
expanded view of health and enlarging
the scope of medical practice — not
with the intention of introducing
alternative methodologies but rather
with the goal of providing more com-
prehensive medical care to patients.
Does this mean that for the first time
your own physician may ask you about
your own social support, spiritual
practices, and allostatic load? Quite
possibly.

DETERIORATING HEALTH
CONDITIONS

The issue most urgently in need of
resolution is the deteriorating health
status of an enlarging segment of our
population. To argue that this is a
socioeconomic problem caused by
macroeconomic forces and erosion of
social capital, and not at its core a
matter of health, indicates a failure to
recognize their connectedness and
interdependence. In fact, separation of
socioeconomic status and health is
artificial, and this basic tenet is embed-
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ded in an expanded view of health. The
emerging reality is that a growing
segment of the population in the world’s
richest nation is unhealthy despite a per
capita expenditure on health care that is
the largest among developed countries.
Health status declines with socioeco-
nomic status, amidst a dizzying array of
alarming observations: use of illicit
drugs, alcohol, and tobacco by a genera-
tion of young people growing up in an
environment without social order and
support and in which risky behavior is e
riguenr; a growing population of
underinsured and uninsured, many of
whom lack financial resources for access
to basic health care as the health care
safety net unravels; a rapidly expanding
population of the elderly with
significanthealth needs, such as preven-
tive services, social support and the
treatment of depression; and at all levels
of society, avoidable illness and disease
attributable to ignorance, unhealthy
behavior, lack of education and dismem-
berment of family structure and social
support.

Certain mental, social, and spiritual
matters fall directly into an expanded
scope of health care and can be dealt
with by a physician or other health
professional without outside interven-
tion. Other sociceconomically driven
health concerns cannot be resolved by
the health professions, and by their
nature these issues will require major
shifts in political and social policy and
cooperation from other professions for
significant change to occur. When the
medical profession adopts an expanded
view of health, as it almost certainly
will, it acknowledges the direct rel-




As we enter the
next century,
cardiovascular
disease,
depression and
injury-related
death and
disability will be
major health-
related
concerns.

evance of upstream determinants of
health and disease that have received
little or no attention because of the
profession’s historical focus on a bio-
medical model of disease.

Quite apart from concern about dis-
tributive equity, why should the higher
income classes become concerned about
poor health conditions among the less
advantaged? The reasons are principally
two. First, the cost of preventable illness
and disease is enormous and increasing
due to premature births, teenage
pregnancies, AIDS, avoidable hospital-
izations, communicable diseases and the
consequences of substance abuse and
other risky behaviors. To the direct cost
of providing health care must be added
the indirect costs of lost productivity
and chronic disability as a consequence
of poor health. Second, communicable
diseases are a major public health
concern that is amplified by the world-
wide emergence of drug-resistant

Table 9—1. Paradigmatic Shifts

Biomedical

Rigid adherence to the
biomedical model

Attention solely on acute
episodic illness

Focus on individuals

—

Expanded View

Expansion to incorporate
a multifactorial view of health

Chronic illness management

—p Focus on communities and

other defined populations

Cure as uncompromised____,,. Adjustment and adaptation to

goal

Focus on disease

disease for which there is no cure

—p Focus on diseased person AND

disease
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infectious agents, involving not only
common infections like E. co/i and
Staphylococci, but less common infections,
such as tuberculosis, HIV, and even
plague. Any reservoir of disease consti-
tutes a direct threat to all of us because
we share the same ait, water, food, space,
and transportation — and even needles
and medical devices. We ignore the
problem at our own peril.

GLoBAL HEALTH PERSPECTIVE

As we enter the next century, cardiovas-
cular disease, depression and injury-
related death and disability will be
major health-related concerns.

An individual’s behavior and allostatic
response to life’s stresses create a profile of
risk factors for developing and dying as a
result of cardiovascular disease. Risk-
promoting behaviors—smoking, alcohol
abuse, sedentary life style, unhealthy
eating habits—have a dominant role in
the evolution of cardiovascular disease,
and stress-related factors promote disease
progression and affect recovery from acute
events such as myocardial infarction.
Social and mental factors often contribute
to the course of cardiovascular disease
either in promoting its progression or in
favoring full recovery from an acute
episode of clinical illness.

Depressive illness and risk-taking
behaviors are subjects that have been
largely excluded from consideration in a
traditional biomedical model of disease.
Depressive illness—clinically significant
but falling short of disabling major
depression—affects a surprisingly large
proportion of the elderly population,
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and among the nonelderly, including
adolescents, depression directly or
indirectly causes poor health. An
expanded view of health recognizes
depressive illness as a cause of disability
to be as legitimate as diabetes, asthma
and peptic ulcer. Because depressive
illness looms so large as a major health
concern, the rapid adoption of an
expanded view of health that addresses
its cause and treatment becomes a
matter of high priority.

Injury-related death and disability
involves the innocent as well as the
guilty, the cautious as well as the

careless, the abuser as well as the abused.

The emergency room log in any major
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THE WILDCARD

n predicting global health concerns in the next century, great

uncertainty surrounds the threat posed by drug-resistant infections.

Particularly ot risk of contracting drug-resistant infections are those
in the lowest socioeconomic groups, the homeless, those with chronic
diseases or in poor general health, stressed adults in all socioeconomic
strata, prisoners, and depressed and malnourished elderly. Rapid and
remarkable advances in biotechnology, molecular genomics and
structure-based drug design are expected to prevent regional outbreaks
and global epidemics of these potentially fatal and contagious drug-
resistant diseases, but what if . . . 2 Furthermore, there is deep concern
for the possibility of biologic weapons in the hands of terrorists, which
is based on the difficulty of defending against biologic weapons’
attacks and the lack of a rapid and effective response system. One can
imagine global spread of an infectious agent overwhelming the health
system’s capacity and taking countless lives worldwide. This threat is
being taken seriously because the risk of a biologic global disaster is a
frightening possibility.
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INSTITUTE FOR THE FUTURE

hospital records the consequences of
traffic accidents, industrial injury,
personal assaults, alcohol- and drug-
related accidents and criminal behavior,
in-home injuries and spousal abuse. The
myriad factors in this melange of misery
have social, cultural, mental, behavioral,
racial, environmental, occupational,
economic and circumstantial elements
that with few exceptions have been
considered outside the scope of medical
education and practice. A study of -
intentional and accidental injuries
inevitably exposes the major role that
socioeconomic status plays in causing
injury, either directly or indirectly.
Social, mental and spiritual health is
incompatible with the risky, antisocial
and violent behavior that often leads to
serious injuries and their consequences.
The prevention of injuries and injury-
related morbidity and mortality, for-
merly considered the responsibility of
public health officials, must become a
legitimate concern of medicine and
other health professions.

THE FUTURE:
SHIFTING PARADIGMS

Thomas Kuhn pointed out that scien-
tific advances come in the form of
paradigmatic shifts only when existing
conceptual models break down, and are
no longer able to explain observable
facts. New paradigms will emerge in the
next century by expanding the defini-
tion of health. An expanded view of
health is the engine that will drive the
paradigmatic shifts shown in Table 9-1.

The first shift is from rigid adherence to
the biomedical model to an expanded,




CHANGE MAKERS: By WHoM AND How
Physicians

ysicians can bring about change by assuming two differing roles. In

the first and customary role—that of a practicing physician—the

patient-doctor relationship can be changed by the adoption of an
expanded view of health. The patient-docor interaction will move beyond
a medicentric focus fo a consideration of the other components of an
expanded view of health, leading to inquiry and concern about mental,
social and spiritual factors that affect the state of well-being that deter-
mines health. This is the healer or good physician role in a healing relation-
ship.

Sadly, the current environment of practice creates two paradoxical
circumstances: First, the public wants a healing relationship with physicians
at the same time that the forces of managed care have abbreviated
physician’s time per patient; and second, although ultimately an expanded
view of health will reduce the national cost of health care and health-
related disability, the payment system for reimbursing physicians does not
favor the provision of services outside of a defined biomedical perspective.
The dilemma: How do the hedlth care professionals practice the principles
of an expanded view of health in the context of the current atmosphere
with its economic imperatives?

In a second role, the physician uses the full authority of professional
standing to effect systematic change. As the legitimate judge of health-
related matters, the physician alone can sanction the connectedness of
health and the determinants of disease: Basically this affirms the principles
underlying an expanded view of health. The excess morbidity and mortality
experienced because of social, mental and behavioral factors parallels
socioeconomic circumstances, and this is at the core of the issue. Second-
ary factors are the cost of preventable illness and the epidemiologic threat
of communicable disease. In this second role as an advocate for systematic
change, the medical community can assume leadership in a campaign that
above all is the right thing to do.

Although the need for systematic change is health-related, hedlth profes-
sionals alone cannot bring about the change; the issue is simple but the
solution is not. Physicians must frame the issues, arficulate a plan of action,

Chapter 9: Expanded Perspective on Health and Disease

multifactorial view of health. While the
scientific model looks only at biological
indicators of health, the expanded model
goes beyond this to include social,
mental, and spiritual, as well as physical
health. This shift in focus will lead to
the regular provision of psychosocial and
other services that are not currently in
the health care mainstream. How the
medical community acts to encourage
the shift will greatly impact the speed
and degree to which it happens.

A second shift will be from attention
solely on acute episodic illness to the
management of chronic illness. This
shift is already beginning in the treat-
ment of certain populations, such as
patients with end stage renal disease,
diabetes and asthma. Chronic disease
management programs have evolved
rapidly because they provide better care
at lower cost across the health care
continuum. Protocols, case managers,
prevention strategies, and the coordina-
tion of ancillary services have proven the
value of chronic disease management by
reducing the frequency and severity of
acute illness episodes. In increasing
numbers, health plans and large medical
groups are forming their own teams to
manage populations of chronically ill
patiehts or “carving out” their care to
multispecialty networks that assume full
responsibility for all patient care needs
on a per capita basis.

The shift in focus from individuals to
groups reflects several factors. In the
traditional model, a physician-patient
relationship implied a contract in which
physicians vowed to do everything for
their patients that might be of possible
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to defined groups of people. As in public
health, the central theme is using finite
resources to achieve the best health
outcome for the entire population. The
importance that an expanded view of
health assigns to the maintenance of
health and prevention of disease fits
perfectly into a public health/population-
based model of health and health care.

nontraditional medical practices asking questions such as Do they work
and if so, Why do they work? The NIH's creation of the Office of Alterna-
tive Medicine was a step in this direction. At the moment, the federal
system for funding health research is not structured to widen its research
perspective, and current research training perpetuates the status quo. This
will change as the cross-cutfing nature of psychosocial and socioeconomic
research questions is examined. Social epidemiology, the study of the
impact of social structures and condifions on the incidence and prevalence
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N benefit even if the benefit had marginal
O ve.llue. The rerms of this contract recog- and by dint of their professional mantle become leaders in bringing about
@) nized no financial restraints, and in a change. Unquestionably, all health-related professionals must become
s fee-for-service system of care the cost invol h b hysici l i bel
O _ L involved and work together as a team because physicians alone will be less
was not a major consideration. As i : ) )
/Y effective than a broad consortium of committed health professionals.
9, managed care has evolved over the last . . o ]
. . However, if physicians do not lend validity o the cause and stand in the
C, decade the principles of population- . f X Lo wile
O based health care, already being prac- oreiront of change, then who wills
- ticed in the public health system, have
o become a popular model of care: the Researchers
Q rising cost of health care under the old
O) system was unsustainable, and the Researchers can bring about change by recognizing the importance of
movement toward capitated payment these legifimate research questions. As they seek funding for exploring the
O models called for a system of health care link between health and its psychosocial components, they validate the
O that was more population-focused. expansion of biomedical disciplines to include cross-cutting social issues.
) Funders for health care research in government and the private sector
0 Community-centered health care is must encourage research on these all-embracing issues as well, not just on
0 population-based medicine as it applies disease-specific research. Researchers can extend scientific inquiry into
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Cure-oriented medicine recognized
“cure” as the objective and measure of
success, and it used diagnosis and
treatment as the means of obtaining it.
Palliation—lessening the severity of
disease without curing it—was viewed
as a compromise and deserving of less
interest and attention. Many chronic
diseases (asthma, diabetes, cardiovascular
disease, and multiple sclerosis) and
conditions that accompany the aging
process are by their nature incurable. An

" expanded view of health care promotes

individual adjustment and adaptation to
live with these conditions comfortably.

of disease, is not a field that has garnered appropriate attention or
financial support.

It is the responsibility of researchers to report their findings back fo the
public, and success in this endeavor requires that the message is framed in
terms that can be understood by the media and communicated to the
public. The funding for most scientific research is public funding, and
researchers are obligated to share and promote their findings, especially
when they bear information on improving the public’s health.

Community Leaders

Communities could be big winners in an expanded view of health. As
clinicians and the health system focus more widely on population hedlth,
wellness programs and other examples of community involvement in

Chapter 9: Expanded Perspective on Health and Disease




matters of health will add to social capital. In communities where cifizens
are active participants, they are able to effect change, and as a result the
community’s health status will be markedly higher. Strong churches
remain powerful forces in many communities and in all communities
similar structures, institutions, groups and organizations, either alone or
in codlitions can focus the community’s human resources to obtain
better health for all.

Consumers

When consumers understand the expanded view of health, who among
them wouldn’t want it2 In reality, consumers have always wanted it but
didn’t know what to ask for and from whom to ask for it. Until the health
professions understand and adopt an expanded view of health, consum-
ers must lobby to have their full health needs met by the conventional
health system whom they hold responsible for providing it.

Employers

Employers have two reasons for selecting health plans and managed care
organizations that believe promote an expanded view of health. First, this
is what informed employees want for themselves and their families.
Second, when employers are presented with evidence that truly healthy
employees will be more productive, have fewer days absent from work,
and lower the company’s risk-adjusted cost of health care premiums,
health plans and managed care organizations will be selected based on
their ability to provide the full spectrum of services, including mental
health services, mandated by an expanded view of health.

Health Plans

Every health plan hopes that its insured population remains healthy,
which means lower cost of providing care, improved margin of revenues
over expenses, and a strong market position because of competitive
premiums. Adherence of the plan and its providers to an expanded view
of health will be a strong selling point to employers as well as to individu-
als, improving the health of a company’s employees and proving it can be
an effective marketing tool.

Chapter 9: Expanded Perspective on Health and Disease

However, the functionality and quality of
life for those afflicted can be immeasur-
ably improved by using available pallia-
tive measures. The aging of our popula-
tion and the longer survival of patients
with chronic diseases will shift greater
attention to the health benefits of pallia-
tive interventions.

The final shifting paradigm moves from
an exclusive focus on the disease to a
broader focus on the importance of the
person bearing the disease. The diseased
person not only has an illness with its
organic manifestations but is also an
individual with unique and relevant
social, mental and spiritual characteris-
tics. Also, many chronically ill patients
suffer from multiple co-morbid condi-
tions, and the focus on one disease could
subordinate the impact of something
equally debilitating. Restoration of the
patient’s health requires elimination of
the disease if that is possible, but in
addition it requites that attention be
directed to the patient’s mental, social
and spiritual well being in keeping with
an expanding view of health.

THE PARADIGM SHIFT:
EVOLUTION OR REVOLUTION

Amid signs that the shift is getting
underway, it is sobering to be reminded
that institutionalized values and processes
change slowly, and that change may not
follow a direct linear progression from
“what was” to “what will be.” To be sure,
consumers who want a more personalized
relationship with health professionals
have spoken, and this message will result
in a less formal and more symmetrical
physician-patient interchange. However,
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this manifestation of change may be
more cosmetic than fundamental.

With little doubt, by the year 2005 the
impact of an expanded view of health
will be recognizable although neither
dramatic nor widespread. Physicians will
be reluctant change-makers because the
generations of physicians in the current

-workforce learned, believe in, and

practice according to the biomedical,
bipolar view of disease and health.
Interviews with practicing physicians
provide ample evidence that medicine’s
disdain for soft science—and in their
view the psychosocial sciences are soft—
is alive and well. In time many will be
converted to proponents of an expanded
view of health, but inroads by 2005 will
be modest. Economic rewards for
attention directed toward social, mental
and spiritual well-being do not exist in
current reimbursement guidelines.
However, by 2005 the principles
underlying an expanded view of health
will become general knowledge. This
knowledge, reinforced by evidence that
health and recovery from disease are
profoundly affected by social, mental
and spiritual factors, may create a
momentum that could accelerate the
paradigmatic shift in the years follow-
ing. Unless political forecasts are
mistaken, by 2005 no significant
legislation will be enacted that will
remedy socioeconomic inequities.
Health plans may expahd mental health
benefits in response to consumer pres-
sure, but the impact of this change will
be limited.

By 2010 the new physicians entering
practice will have been educated in a

INSTITUTE FOR THE FUTURE
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Media :

The media, with their far-reaching capacity play a crucial role in expanding
the view of health. As NPR news correspondent Daniel Schorr said, “If you
don't exist in the media, for all practical purposes, you don't exist.” The
media reaches everyone. Real change takes place only in the presence of
persistent and inescapable cues that things are different. The media can
provide those cues on a regular basis by devoting daily attention fo health
stories and reinforcing the concept that health is an everyday investment
and a complex concept. The complexity of health deserves appropriate
airtime. Responsible health reporting is not just “eat oat bran to prevent
heart disease” but a better description of the long-term “hard work of
health” i.e., the day-to-day health-promoting behaviors.

Larry Wallack proposes media advocacy as a way for communities fo
promote health:

“Historically, the mass media have tended to present health issues in
medical terms with a focus on personal health habits, medical miracles,
physician heroics or technological breakthroughs. High-tech curative
treatment and low-tech preventive behavior-change have been the primary
focus. Socidl, economic, and political determinants of health have been
largely ignored by the most pervasive media. Media advocacy tries to
change this by emphasizing the social and economic, rather than individual
and behavioral, roots of the problem.”'?

Legislators

Acting in the interest of the public’s good, legislators can design and enact
programs that have a profound effect on the nation’s health in its ex-
panded meaning. The range of critical program spans formal educafional
opportunities, job creation, social welfare, public health systems, youth
programs and public health education. The health of every one of its
members reflects this or any nation’s priorities, and this includes those
members without political voice. Legislators individually and collectively
must be educated regarding the essential role that enabling legislation can
play in assuring that all Americans are healthy and the importance of a
healthy nation to a healthy economy. A necessary part of this education is
the relevance of socioeconomic status to health and why socioeconomic
status is such an profound determinant and predictor of behavior and

health.

Chapter 9: Expanded Perspective on Health and Disease




Government

Any government—city, county, parish, state or federal—with taxation
authority collects revenue to provide services required by the public and
in its interest. At each level governments are concerned about the health
of their constituents and to varying degrees are responsible for it. Govern-
ment officials should be educated along the same lines as legislators to
develop an understanding of an expanded view of health, essential health
services and the relationship between socioeconomic status and health.

different school of thought, and this new
generation will understand an expanded
view of health. They will need no
convincing to practice accordingly, if the
practice environment permits. They will
augment a growing number of older
colleagues in advocating for major
restructuring of programs to correct
socioeconomic ills. The year 2010 will
see the beginning of major government
initiatives by legislators who will
understand the interconnectedness of
socioeconomic status, the public’s health
and the nation’s productivity. At the
most fundamental level, legislators will
have the political will to invest in
community-level programs because, for
the first time in our history, they can

Chapter 9: Expanded Perspective on Health and Disease

justify the expenditure of public funds
for programs that fully benefit the
nation’s health, productivity and
economic welfare.

This forecast may seem overly optimis-
tic. For certain, change will be incre-
mental and geographically uneven.
Although 2010 will look different than
2005, we do not expect major change to
occur until the middle of the following
decade. It will be an evolution rather
than a revolution, the progress of which
will be painfully slow unless and until
the medical establishment openly adopts
an expanded view of health. It will need
to bring the full force of its professional
position to bear in declaring that
mental, social and spiritual factors are
legitimate components of health.
Physician-led advocacy is a necessary
prerequisite for meaningful change in
the way that consumers, providers,
employers, health plans, governments
and legislators think about health and
its immediate determinants. We bet on
physicians to get the ball rolling, but
predicting when is a matter of pure
speculation.

-

SN
i

J

) 7
p—

SIDIOIDE

DIOISOIORE

¢ N
A%

DO D0




O T

)

e

(\
) s

QOO

Qoo OO0

- <

-

P

[

oS>~ 0000000 .0

)
Hezlth Care Ten Year Forecast IR Rhita ALzl Aa0t1:]=

ENDNOTES

! McKinley, J.B. Preparation for Aging.
E. Keikkinen, et al., editors, Plenum
Press, New York, 1995,

2 World Health Organization.

? Kiecolt - Glaser, J.K. Psychosomatic
Med., 57:269-274, 1995

4 McEwen, B.S., Acta Paediatrica,
422:41-4, 1997

> Taira, D.A., JAMA, 269:3140-3145,
1993

Adler, N. et al. JAMA, 269:3140-3145,
1993

7 Wilkinson, R.G., BM]J, 304:165-168,
1992

8 Gruman, J. Psychosomatic Med,
57:207, 1995

Chapter 9: Expanded Perspective on Health and Disease

? Pratt, L.A., et al. Circulation,
94:3123-3129, 1996

10 Maunsell, E, et al. Cancer, 76:631-
637, 1995

I Spiegel, D, et al. Lancet, 2:888-890,
1989

12 Cohen, S, et al. JAMA, 277:1940-
1944

13 Oxman, TE, et al. Psychosomatic
Medicine, 57:5-15, 1996

“Murray, A.  Global Burden of
Disease, World Health Organization,
1997

!5 Wallack, L., Journal of Public Health
Policy, 15(4):420-436, 1995




Health Care Ten Year Forecast 1L AR s n 10 AT RRi1:15

D

(

SIGIG®

O

O

aye
-

)

~-

ajals

CoQ

09000000 C

CHAPTER 10: THE FUTURE BEYOND 2005-THREE SCENARIOS

And Now, for the 12-Year Forecast...

A scenario is a
plausible,
internally
consistent
description of a
possible future.
Our goal in
creating scenarios
1S to imagine very
different
consequences
from a similar set
of starting
conditions.

The first seven years in our forecast of
health and health care proceed consis-
tently, with significant growth of “new
consumers”; more tiering in the care
delivery system; and a range of cost-
containment strategies that reduce
overall levels of health insurance cover-
age, increase the share of costs paid by
individuals, and place more restrictions
on beneficiaries. Health plans and
providers experiment with a range of
organizational forms and relationships,
but they aren’t able to settle on any
dominant models. Conflict continues
over who will control decisions about
patient care. Biomedical advances
improve our ability to prevent and treat
diseases. Wider dissemination and
steady improvements in information
systems contribute to positive changes

Chapter 10: The Future Beyond 2005-Three Scenarios

in care management and efficiency of
administration.

After 2005, our forecast branches into
three scenarios—Scenario One: a
pessimistic scenario in which pressure
builds from inequality in access to care
and inability to contain costs (Stormy
Weather); Scenario Two: an intermediate
scenario in which costs grow moderately
through constant turmoil, restructuring,
and pressure of providers and consumers
(The Long and Winding Road); Scenario
Three: an optimistic scenario in which
payers and providers build an infrastruc-
ture that will sustain moderate costs and
good quality health care for the long
term (The Sunny Side of the Street).
This scenario is depicted graphically at
the end of this section in a fold-out map.



WHAT LEVEL oF HEALTH SPENDING GROWTH
Is SUSTAINABLE IN THE LoNG RuN?

A sea change in health care spending took place in the early
1990s. The annual growth rate dropped from 11 percent—a rate
that had been sustained since the 1960s—to 6.75 percent. A combi-
nation of forces converged to lower spending growth: strong price
pressure from employer codlitions and other large purchasers, a low
point in the hedlth insurance underwriting cycle, and providers and
suppliers keeping their prices in check during the health reform
debate and its aftermath. A key question for the next 10 years is this:
do we sustain the recent, five-year pattern of low growth rates in
spending or do we return fo the historical, 30-year pattern of higher
growth? Scenario One reflects the 30-year pattern of spending
growth. Scenarios two and three reflect the more recent five-year
pattern of spending growth.

SCENARIO ONE: STORMY
WEATHER

In the Stormy Weather scenario, pres-
sures accumulate through the year
2005—rising costs, dissatisfied provid-
ers and patients, marked inequality of
access to care, greedy profit-takers, and
repeated health care scandals. None of
the fundamental problems of cost,
quality, or access are addressed in a
meaningful way. Between 2005 and
2010, the barometer drops, winds
converge, and stormy weather erupts.
The primary driving forces in this
scenario include:

¢ Managed care programs fail to deliver
on their promises to contain costs or
to improve quality. Instead, they
degenerate into more hassling of
providers and gaming of utilization

B8 Chapter 10: The Future Beyond 2005-Three Scenarios

management systems.

Consumers and providers react to the
adversarial climate with a strong,
unified backlash to managed care.
They succeed in getting legislation
passed that further erodes the effec-
tiveness of managed care organiza-
tions by intervening in a variety of
clinical and structural decisions, such
as regulation of lengths-of-stay for
various procedures, staffing ratios,
and any-willing-provider laws.

As Medicare moves toward managed
care and a wider range of choices for
its beneficiaries, health plans engage
in substantial adverse selection and
cream-skimming of beneficiaries.
Medicare risk plans manage to get the
bulk of low-cost, healthy beneficia-
ries, leaving the sick, costly people to
the conventional indemnity plan.
Each attempt at risk adjustment is
met with strategies that boost overall
Medicare spending.

Provider oligopolies, including lacge
group practices, physician practice
management firms, national single-
specialty groups, and large hospital
chains prove able to sustain high
prices in an environment that de-
mands open provider networks. They
threaten to leave the networks of
plans that don’t pay well and the
plans blink first.

In the face of a tight labor market,
large employers continue to offer
insurance as a benefit of employment
and are not able to demand substan-
tial price breaks from health plans.
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SCENARIO ONE INDICATORS

Health Care Spending Growth: 2.5 percent per year above
nominal GDP growth

Health Care Spending: 19 percent of GDP,
$10,200 per capita

Uninsurance Rate: 65 million uninsured, 22
' percent of population
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Many small employers, meanwhile,
drop insurance benefits altogether,
increasing the number of uninsured
substantially.

¢ The march of new medical technol-
ogy continues unabated. Consumers,
prompted both by direct-to-consumer
advertising by pharmaceutical
companies and by “gee-whiz” articles
in the popular press, demand access
to the latest, greatest, and most
expensive medical technologies.
Beleaguered health plans concede the
point and lose conttol over both cost
and quality.

¢ No social consensus develops about
limiting spending on health care near
the end of life. Costly medical
technologies for extending life, while
not universally used, are not re-
stricted.

* Information technologies, once
thought to be the way to efficiency,
consistency, and higher quality, prove
to be costly and ineffective. Plans and
providers find that their investments
in the late 1990s and early 2000s

Chapter 10: The Future Beyond 2005-Three Scenarios

don’t pay off. Seeing no better way,

however, they continue to invest after
2005.

Scenario One plays out with a range of
difficult consequences. Health care
spending comprises, by 2010, almost
one-fifth of gross domestic spending.
Even with expenditures at that level,
more than one in five Americans remain
uninsured. A majority worry about
losing their health benefits. The feeling
(and reality) of insecurity of benefits is
widespread as many people are just one
job change away from being without
health insurance. Even those who retain
insurance are a lot less happy as their
out-of-pocket costs rise.

The health system exhibits radical
tiering, with much poorer access to care
for the uninsured and people on Medic-
aid. Medicaid itself puts enormous strain
on states, as the state programs are faced
with medical costs that overwhelm
recession-depleted state budgets. A
number of major public hospitals are
forced to close their doors. Although
their closing helps bring the supply of
hospital beds into closer relation to the
demand, it also strands many people
who have nowhere else to go. The
Medicare program finds itself unpre-
pared, either structurally or financially,
to absorb the baby boomers, who begin
to become eligible in 2010. By the end
of the forecast period, health reform is
again on the public policy agenda.




SCENARIO T'wo INDICATORS

Health Care Spending Growth: 1 percent per year above
nominal GDP growth

Health Care Spending: 16 percent of GDP, $8,600
per capita
Uninsurance Rate: 47 million uninsured, 16

percent of population

SCENARIO TWO: THE LONG
AND WINDING ROAD

In Scenario Two, The Long and Winding
Road, incrementalism reigns. The
successive attempts at revising a portion
of the health care system work suffi-
ciently well that tinkering continues
well past 2005. As costs get pushed
down in one place, they pop up in
another, but the system is able to
respond rapidly and keep costs in
balance. The primary driving forces for
this scenario include:

* Employers continue to pay strong
attention to health care costs and
their benefit structures. They keep
substantial price pressure on health
plans, limiting increases on the
commercial side to one-plus percent
per year. They also shift cost and risk
to employees by moving increasingly
from a defined benefit plan to a

. defined contribution program. As
beneficiaries’ out-of-pocket costs
increase, utilization of health care
services drops off in response.

¢ Health plans, in turn, increase

fgi Chapter 10: The Future Beyond 2005-Three Scenarios

pressure on providers. They convince
employers that they only can control
utilization in a more closed network,
so the expansive networks of the late
1990s disappear. In their place are
more tightly controlled networks that
exert both clinical control and strong
price pressure on providers.

* Providers, stung by the high cost and
organizational difficulty of forming
large units and integrating care,
adopt few of the innovations of the
leading edge provider groups.
Instead, they engage in sustained (and
largely unsuccessful) resistance to
being “hassled” by insurers.

® The cost containment provisions of
the 1998 federal budget, which rein
in both Medicare and Medicaid
spending, stick. That bill sets the
standard for budget bills for the first
ten years of the next century.

¢ The period of 2005 through 2010 is
one of turbulent, disorganized
change. The health care landscape
changes as much in that five years as
it did in the period from 1993 to
1998.

In Scenario Two, costs grow only a little
faster than nominal GDP growth,
reaching 16 percent of GDP by 2010.
Federal and commertcial cost contain-
ment work well enough to make
insurance coverage affordable for most
employers. Uninsurance affects 47
million, or about one in six, Americans.

Much as at present, the health care
system remains tiered, with about 20
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percent of Americans in the bottom tier
of public coverage and uninsurance, 80
percent in managed care plans that
substantially restrict their choice of
providers and limit providers’ autonomy,
and 20 percent in a high-end, indem-
nity-type program.

The bottom tier Safety Net providers
face tighter conditions, with cuts in
disproportionate share hospital (DSH)
funding, an end to cost-based reim-
bursement for outpatient clinics, and
tight state and local budgets. But they
manage to muddle through as usual by
patching together a range of disparate
funding sources.

Care delivery remains fragmented, as
national players remain relatively rare
and small. The majority of physicians
now practice in groups of three or more,
but the bulk of those are in 3-doctor to
6-doctor groups. These are not a size
group that can safely accept global
capitation, align with a hospital, or
influence their physicians’ practice
patterns radically.

Comprehensive health reform does not
enter in the public policy debate, as
incremental changes each year reassure
elected officials that they are “doing
something about health care.”

SCENARIO THREE: THE SUNNY
SIDE OF THE STREET

In The Sunny Side of the Street Scenario,
all the hard work and investment of
1997 through 2005 pays off after 2005
in the form of a sustainable, efficient
health care system. Competition helps

Chapter 10: The Future Beyond 2005-Three Scenarios

drive excess capacity out of the system.
We learn what works and what does not
in medicine and, especially, how to get
providers and patients to work effec-
tively together. Health plans and
providers put in place information and
management systems that can take the
health care system through the next two
decades. The driving forces for this
scenario include:

¢ Competition at all levels of the health
care system, but especially among
providers, helps drive costs down.
Young physicians enter the market
with lower income expectations and
more of an employee mentality than
their predecessors.

* The wave of consolidation of the late
1990s continues through the early
2000s. Efficient health care organiza-
tions, which can assimilate the best
practices from their constituent parts,
emerge. Consolidation also setves to
drive some excess capacity, especially
of hospital beds (not necessarily
hospitals themselves), out of the
system.

* The provider service networks (PSNs)
that form to contract with Medicare
find that they have efficient adminis-
trative structures. They begin to
contract directly with employers in
certain parts of the country. Medicare
encourages further growth in its risk
contracting as it develops effective
risk adjustment methods that make
risk contracting cost-neutral for the
program.

* Innovative payment approaches are
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SCENARIO THREE INDICATORS

Health Care Spending Growth:

Health Care Spending:

Uninsurance Rate:

1 percent per year above
nominal GDP growth

15 percent of GDP, $8,100
per capita

30 million uninsured, 10
percent of population

developed throughout the health care
system. Prospective payment for
outpatient services is put in place first
by Medicare, then by commercial
health plans.

Health care information systems
make significant progress beyond
their current administrative func-
tions. Clinical information systems
are put in place that successfully
improve care process and outcomes.
The electronic medical record sees the
light of day.

Developments in medical technology
focus on both improving outcomes
and on reducing costs. Regulators
favor technologies that can demon-
strate their cost-effectiveness (as well
as their safety and efficacy) with more
rapid approvals. Health plans and
providers, through their improved
information systems, develop the
capacity to make trade-offs among
therapies according to their cost-
effectiveness.

Chapter 10: The Future Beyond 2005-Three Scenarios

In Scendrio Three, cost growth is also
just 1 percent above the nominal growth
of GDP. By 2010 it reaches 15 percent
of GDP. These moderate cost incteases
make health insurance more affordable.
People experience more security of
benefits, leaving an uninsurance rate of
10 percent.

The best news is that the basics are in
place—health systems are equipped to
minimize unnecessary variation in
practices, they operate efficiently, they
can track what they’re doing. The time
spent cultivating a well-organized health
system pays off in the long run.

Medicare and private plans begin
thinking about the long term. They put
in place incentives to reward population
management in addition to individual
patient care. They also provide incen-
tives for a longer-term focus on health
care decisions today. The best news is
that the system appears well-equipped
to take on the wave of baby boomers
who will begin to be eligible for Medi-
care starting in 2010.
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l\ APPENDIX: HOW TO USE THIS STUDY
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O to the Future

.

\;\' Scenario-based planning is a unique way
.. to handle a basic human dichotomy: We
) can never really know what the future
) will look like, yet we must make

e . decisions today on the basis of assump-
(7) tions about that future. Scenario-based
q planning is a means of exploring

C ] _ opposing viewpoints about the future
) with large groups of knowledgeable

N participants. We can use the insights
gained to identify and set priorities for
our current activities.

Outlined here is a process that uses four
distinct steps. Each step presents you

—
o) with expert viewpoints that we hope
) will stimulate a reassessment of your

s own assumptions in light of that group

judgment. Our goal, then, is not to
convince you of a point of view but to
help you identify your assumptions and
) to help identify points of disagreement
between yourself and a particular group
of experts. We hope this process of
“assumption checking” will be a valu-
able contribution to the decision-
making process that will shape the U.S.
health care system of the 21st century.

~“ 00000
\,“‘I

N .\74“ RN

Here are the four distinct steps that will

I

)

engage you in the process of redefining
your assumptions:

i

Key driving forces. Our experts have

O

- -
DAY

O | Scenario-based Planning Is Lens

Combinations of drivers. Key driving

Appendix: How to Use This Study

INSTITUTE FOR THE FUTURE

identified the forces most likely to
stimulate change in the health care
system over the next 10 to 15 years,
Forces include those embedded in our
scenarios; some forces are the aging of
the baby boomers, attitudes toward
government spending priorities, and
the profitability of business. Our list
of driving forces is not meant to be
comprehensive, but rather to provide
a forum in which field experts can
define the forces.

forces can be combined in any
number of ways, with differing
weights or relative importance
attached to each. We generated
several scenarios on the basis of a key
outcome: the total amount of spend-
ing on health care. Each scenario
illustrates a plausible outcome. The
driving forces selected for each
scenario are chosen to highlight the
key differences between the scenarios.
Thus, the factors that are common to
all scenarios are not given as much
weight as those that separate the
scenarios. The scenarios are useful,
then, not as forecasts of what will be,
but as consistent pictures of what
might result from the interplay of a
particular set of driving forces. You
may modify any of the scenarios as



you see fit.

Impacts on the health care system. Each
scenario illustrates a different impact
on the health care system as measured
in terms of costs of, of organization of
delivery systems, of hospital admis-
sions, etc. Again, the value of the
scenarios is to present consistent
models linking driving forces and
impacts on the system. You may
modify any of the impact linkages
and derive an independent set of
linking assumptions to stimulate
thought.

Key issues. Once they had gone through
the scenario exercise, our experts then
identified the most important issues
or choices the health care system
faces. These issues are independent of
a particular scenario, but reflect the
insights of those who have gone
through the process of building and
discussing these scenarios. Again, you
can test your own issues against those
that result from this particular
process.

Each of these four steps offers an oppor-
tunity for you to test your assumptions
against those of a panel of experts.

HOW YOU CAN USE THE
SCENARIOS

Our goal is not to describe what the
future looks like, but to engage you in a
process for examining your assumptions
about the future so that you can priori-
tize the choices you must make today.
Three examples of scenario-use for
health care organizations are provided

Appendix: How to Use This Study

below. Each illustrates different purposes

at three different organizational levels.

TRUSTEES, BOARDS,
Top MANAGEMENT

The scenarios, in original or abbreviated
form, can be effectively used by boards
and senior management to identify goals
and missions. Good venues might be
annual retreats or “planning workshops,”
both through presentations and small
group meetings in which active partici-
pation of attendees is encouraged. Both
information and process are relevant
here. .

The information contained in the
scenarios can be used as points of
departure for creating a “best guess”
trajectory or for extending the scenarios
to develop forecasts of direct relevance to
the organization. Also, the workshop
processes can be replicated in small
group sessions.

One of the most useful end products
from these exercises is the development
of a shared vision to guide the
organization’s future development. Say a
hospital board wants to develop a more
coherent view of health care system
change in the next 10 to 20 years. In
trying to set long-term directions for the
hospital, it has become clear that the
different board members bring quite
different “world views” of both the
external environment shaping the health
care system and of the health care system
itself. Some believe, for instance, that
the drop-in hospital admissions or
lengths of stay is only a temporary
phenomenon, while others feel it signals
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a major structural change; some feel the
hospital must look outside traditional
health care boundaries for income, while
others feel it should stick closer to its
knitting; some feel that the resolve of
business and government to contain
costs will soon wane, while others do
not.

What they all want is an opportunity to
construct an overall framework within
which a common vision of the broad
health care system outlines may evolve.
Say the chair suggests a one-day “mind-
stretching” retreat for the 20-member
board. The following would be a good
way to organize the meeting:

First, each member is provided prior 20
the meeting a 10—20 page summary of the
basic scenarios focusing exclusively on
the environmental drivers. These include
demography, costs analyses, role of
government, and technology. Omitted
in this summary is any information on
how these contrasting external environ-
ments may change the health care
system itself.

In the first two hours of the retreat day,
the environmental scenarios are de-
scribed in detail to the full group.
Ample opportunity is provided for
questioning assumptions, the number of
scenarios, the positioning of the sce-
narios, and possible “wild cards.”
Participants may reposition the sce-
narios, change basic assumptions, and
fill in important gaps. The only restric-
tion is that they aggregate their percep-
tions into a specific number of scenarios.
This is the “buy-in” stage of the process.
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After the morning break, the group is
challenged to construct its “best guess”
single trajectory from the elemental
scenarios. If the scenarios resemble the
original ones presented, a great deal will
turn on the degree of resolve of business
and government in “ehforcing” cost
containment. In one such session, the
consensus is that the current cost
containment policies will eventually
make themselves felt in the early 2000s,
but that the inexorable forces of aging
and new technologies would eventually
break the hold by the late 2010s. The
resulting health care cost trajectory (that
1s, percent of GNP allocated to health
care) falls between those of the existing
scenarios. Other trajectories are possible
and also are discussed. The afternoon is
devoted to assessing the impact of the
chosen trajectory on the health care
system and hospital activity.

ORGANIZATION-WIDE OR
AssociaTioN PLANNING STAFFS

Most organizations have developed their
own strong internal capabilities for
forecasting and planning. For such
organizations and groups, the study can
be used to augment and extend inter-
nally available information and pro-
cesses. This may be done in several ways:

¢ Extending planning horizons that
often stop at the three-to-five-year
horizon.

* Widening and deepening environ-
mental forecasts that normally are
shortchanged in organizational
planning processes.




¢ Developing a map of relevant issues
so that interconnections among issues
can be seen more clearly and priorities
set more intelligently.

But perhaps the most important contri-
bution that the study can make at this
level is in helping to develop a clearer
framework for connecting environmental
and industry (or business) scenarios to
the organization’s option-generating and
decision making processes. A useful—
and currently populasr—vehicle for
doing this is the “issue” construct.
Analyses of issues can provide two kinds
of information:

e linkages back to the scenarios that
identify high value-added informa-
tion that needs to be collected or
monitored; and,

e linkages forward to stimulate the
generation of options or choices for
confronting issues effectively.

For example, health care planners at
federal, state, or county levels are
generally quite familiar with the most
important public policy issues confront-
ing them. High on their list are issues of
the so-called vulnerable populations
dealing with the uninsured and
underinsured, low-income women with
children, long-term care for the elderly,
and patients with AIDS. Public sector
planners and administrators struggle
with such issues as they come up: they
temporize, they fire-fight, they impro-
vise, and they hold their breath. What
they generally lack—and desperately
need—is an opportunity to view those
issues from a more strategic standpoint;

Appendix: How to Use This Study

that is, the interrelationship of issues,
their likely future trajectories, the trade-
offs that may be made, and the priorities
for addressing them.

The starting point here is a set of key
issues. Either in small group settings or
more formal workshops, the initial set
can be expanded by using the specific
scenarios as backdrops for a more
extended and integrated view of the
health care system. The first result may
be an “issue map” showing how the
issues stem from particular environmen-
tal drivers and how they are related to
each other. To this may now be added a
timeline, extending five to 10 or more
years, that shows how different issues
develop over time. These are the first
steps for estimating resource allocation
(money, personnel, programs) require-
merits in aggregate form and for sug-
gesting priorities.

Using the scenarios, a number of “what
if” questions are posed that are traced
through the issue map. The result is the
ability to see more coherently and
explicitly the trade-offs to be evaluated
when faced with limited resources, such
as between Jow-income women with
children and the elderly requiring long-
term care (the so-called
intergenerational choices). Without the
kind of “global view” that is provided by
the scenarios and associated issues, such
choices are obscure at best and
unexamined at worst.

LINE OrR OPERATING MANAGERS

Clinic or hospital CEQOs, divisional
managers, or group heads are usually
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concerned with more regionalized or
localized strategic issues—and associated
options or choices—that confront them:

¢ How much should we spend on
marketing?

* Should we joint venture with an
HMO?

® What should we do with our excess
service capacity?

* Is mental health an attractive oppor-
tunity for diversification?

* How can we develop prevention and
wellness programs that will be
attractive and profitable?

For such choices, the study can provide a
valuable reality check and framework,
provided appropriate linkages are
constructed. The steps in this process
include:

* Identifying the key external trends
affecting each regional or local issue
or choice.

* Determining whether regional or
local trends are consistent with or
different from national trends.

¢ Identifying the factors that account
for the differences and similarities.

¢ Collecting historical data on regional
or local trends and using these as a
basis for making provisional forecasts
that are extensions or variants of the
original scenarios.
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INSTITUTE FOR THE FUTURE

* Engaging line managers in workshops
for evaluating issues and choices in
the context of both local and national
trends.

Using such processes, useful bridges can
be built between national,
macroenvironmental forecasts and the
specific choices that line managers face.

For example, health care insurers, more
so than other health care executives and
managers, are caught in the middle
between payers and providers. Almost
all are struggling with a key choice: To
what extent and how fast should we
move forward in partnership with
managed care systems? How can I hedge
my strategy if we could be sure about
the relative success of cost containment?
Which regional markets should I
concentrate on? What about timing?

In this instance, the path moves back-
ward from decisions to be made, to the
health care system, and to the basic
environmental assumptions. In so doing,
important steps will almost surely have
to be filled in. These may require
acquiring relevant regional or local data
on managed care growth to tie to
national trends. Or the data may
describe the latest trends on consumer or
employee attitudes on managed care
systems. The important point is that
these backward linkages are added to a
coherent framework of assumptions—
any of which may be changed but whose
effect by so doing may be explicitly
examined.

In small group meetings or workshops,
line managers and their staffs may be led




through processes for examining the
implications of such choices. The
starting and ending point is the decision
to be made. In between, the evaluation
of the choice requires leading the group
to underlying assumptions for each
scenario about the structure of the
health care system (for example, fore-
casts of managed fee-for-service, con-
tract, and capitated care) and the
external drivers shaping it. The key is
that these assumptions “fit together”
and are not the result of hit-or-miss
selections of data or deliberate attempts
to shape the outcome to suit precon-
ceived perceptions.
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