
Universal Coverage for Elderly W orking
Well, but Many F ear for F uture

Anew international survey finds that universal health care
systems,including the U.S. Medicare program,do a good job
of providing quality care to the elderly. Respondents age 65

and older in Australia,Canada,New Zealand,the United Kingdom,
and the United States praised the quality of care and the ease of
access to most services.At the same time, many also expressed doubts
over the ability of the health systems to meet their needs in the future.

“The Elderly in Five Nations:The Importance of Universal
Coverage”(Health Affairs,May/June 2000) is based on findings from
The Commonwealth Fund 1999 International Health Policy Survey.
Conducted by Harris Interactive,Inc., the survey examines the health
care attitudes and experiences of people age 65 and older in each of
the five nations.The study was conducted by Karen Donelan and
Robert J. Blendon of the Harvard University School of Public
Health;Cathy Schoen,Robin Osborn, and Karen Davis of The
Commonwealth Fund;and Katherine Binns of Harris Interactive.

Access, Affordability Rated Highly
Across all five countries,the elderly appear to have relatively good
access to basic health care. Fewer than 10 percent in any country said it
was “extremely”or “very” difficult to get medical care or specialist care
when needed,and fewer than 15 percent reported having any level of
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difficulty. In general,all five nations are
also able to protect the elderly against
high health care costs.Fewer than 6
percent in any country said they had
problems paying medical bills.

These findings stand in stark
contrast to the experiences of U.S.
adults under age 65.A 1998 survey of
the same five countries found that the
under-65 population in the United
States is much more likely to experience
problems accessing health care,largely
because of the high numbers of unin-
sured.Nearly one of three (30%)
nonelderly U.S. adults said it was at least
somewhat difficult to get care when
needed,a rate well above that for
Australia (16%),Canada (21%),New
Zealand (19%),and the United
Kingdom (17%).The earlier survey
found that,in general,the U.S. elderly
are far less likely to have access problems
than American adults under 65.“On
many measures of access and cost in the
survey,the U.S. elderly population looks
much like that of other nations—a
testament to the protections offered by
Medicare,” stated Karen Donelan,lead
author of the study.

Lack of Drug Coverage in U.S. 
Is Cause for Concern
A key difference between the United
States and the four other nations
surveyed is prescription drug coverage
for the elderly. Not surprisingly, there is
a wide disparity in the relative burden
of out-of-pocket costs for medications
between the U.S. elderly and the elderly
in other countries.One of five (20%)
U.S. elderly pay from $50 to $100 out-
of-pocket per month for drugs,and
more than one of six (16%) pay over
$100 per month.In contrast,fewer than
5 percent of the elderly in Australia,
Canada,New Zealand,and the United
Kingdom had monthly prescription
drug costs totaling more than $100.

Elderly V oice Concerns
Many elderly respondents voiced
concerns about the future of their own
health care.One of five (19%) elderly
Americans are “very concerned” they will
become a burden to their family, as are
one of four (25%) New Zealanders and
13 percent of the elderly in Australia,
Canada,and the United Kingdom.

In four countries,more respon-
dents said that health care for the elderly
had declined rather than improved over
the past five years.The exception was
the United Kingdom,where more
respondents said health care for the
elderly had gotten better.

Opinions of the health care
system vary among the five countries.
The elderly in the United States and
New Zealand tend to be more negative
about their country’s system than those
in Canada and the United Kingdom.
Nearly four of 10 Canadian and U.K.
elderly believe their health system works
fairly well,while fewer than one of five
think it needs to be rebuilt. In Australia,
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New Zealand,and the United States,
however, the elderly are more
pessimistic:one-fourth or more think
their country’s system should be rebuilt.

Additional findings are contained
in the Fund report The Elderly’s
Experiences with Health Care in Five
Nations,which is available on the Fund’s
website at www.cmwf.org.v

Older Americans Can’t
Afford Essential Drugs

A recently published study funded
by The Commonwealth Fund
confirms widespread anecdotal

reports that cost barriers prevent elderly
Americans from purchasing the medica-
tions they need.“Dr ug Coverage and
Drug Purchases by Medicare Beneficiaries
with Hypertension,” which appears in
the March/April issue of Health Affairs,
reveals that older Medicare beneficiaries
who lack prescription drug coverage
may be less able to control serious
health conditions than those who have
coverage.

The study, authored by Jan
Blustein,M.D., of New York University’s
Robert F.Wagner Graduate School of
Public Service, shows that Medicare
beneficiaries age 65 and older with high
blood pressure are less likely to purchase
hypertension medication if they are
without drug coverage. Medicare does
not cover most prescription drugs used
on an outpatient basis,and many elderly
patients cannot afford to buy supple-
mental coverage that includes drugs—
such as certain Medigap plans—from
other sources.

Blustein found that beneficiaries
without drug coverage are 40 percent
more likely than covered beneficiaries
not to purchase prescribed antihyper-
tensive medications.Those without
coverage also face higher out-of-pocket

costs per pill for their drug purchases
(65 cents vs.29 cents).Even when they
do buy prescription medications,uncov-
ered beneficiaries purchase fewer tablets
on average.The findings were based on
a nationwide survey of noninstitutional-
ized Medicare beneficiaries age 65 or
older.All had hypertension,or high
blood pressure,a common but poten-
tially life-threatening condition.

“When patients are financially
squeezed,they may ‘ration’ their
medications or forgo taking them
entirely,” says Blustein.“For an older
person,this can mean the difference
between living a healthy, independent
life and serious disability, or even death.”v

Poor Nutrition and
Dehydration Rampant
in U.S. Nursing Homes

A team of national experts on
nutrition in U.S. nursing homes
has found that undernourish-

ment is common among elderly resi-
dents and occurs at rates comparable to
those found in developing countries.
From 35 to 85 percent of patients in
U.S. nursing homes suffer from malnu-
trition, and 30 to 50 percent have
substandard body weights.

These disturbing findings are
reported in Malnutrition and Dehydration
in Nursing Homes: Key Issues in
Prevention and Treatment,a Fund report
by Sarah Greene Burger and Julie
Prince Bell of the National Citizens’
Coalition for Nursing Home Reform,
and Jeanie Kayser-Jones of the University
of California,San Francisco, School of
Nursing.The authors note that such
conditions persist despite longstanding
federal and state regulations and avail-
able nursing home practices intended to
address patients’nutritional needs.
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Malnutrition and dehydration
have a variety of causes.Chronic condi-
tions such as depression and cognitive
impairment—and the side effects of
treatments for these conditions—are a
major factor. Residents suffering from
depression,for example, are more likely
to experience weight loss.Sixty to 70
percent of nursing home residents are
cognitively impaired,with many
requiring assistance with eating.Poor
oral health also contributes to inade-
quate nutritional intake.

Nursing home conditions and
policies can worsen the problem.Even
though people’s eating habits are highly
individualized,elderly residents in most
homes are not given a choice of food.
Certified nursing assistants often must
assist as many as 15 residents during the
evening meal;ideally, one certified
nursing assistant is available for every
two to three residents.Compounding
staffing shortages is a 93 percent average
annual turnover rate. Newly hired assis-
tants often do not know how to care for
residents who are already at risk for
malnutrition and dehydration.

The report describes a range of
potential solutions.“Malnutrition, dehy-
dration,and weight loss are a silent
epidemic in U.S. nursing homes,”
concludes lead author Sarah Greene
Burger.“We can address this problem by
promoting changes in public policy,
seeking creative solutions from providers
and professionals,undertaking further
research on key issues,and enforcing
existing standards.” v

Long-Term Care Systems
Face Similar Challenges

L ong-term care systems in many
industrialized countries are
evolving toward a greater

emphasis on community-based services

and increased involvement of elderly
patients and their families in planning
and choosing services that best meet
their needs.As a comparison of long-
term health care systems in seven indus-
trialized countries demonstrates,however,
more needs to be done if the needs of
growing elderly populations are to be met.

In “Caring for Frail Elderly
People:International Comparison of
Long-Term Care Systems”(Health
Affairs,May/June 2000),Mark Merlis,
senior fellow at the Institute for Health
Policy Solutions,provides an overview
of long-term care in Australia,Canada,
Denmark,Germany, New Zealand,the
United Kingdom,and the United
States.Merlis says that all seven nations
face a common set of challenges:
achieving greater equity in long-term
care financing,improving quality of
care,integrating medical and long-term
care services,and increasing support for
informal caregivers.The author’s find-
ings were based on proceedings of The
Commonwealth Fund’s second annual
International Symposium on Health
Care Policy held in October 1999.

While each country examined
provides universal medical coverage for
the elderly, long-term care is commonly
financed separately.All countries,except
Germany, use some form of means-
testing for eligibility or require cost-
sharing that is significantly greater than
that required for medical services.

Some countries require the
elderly to exhaust most of their savings
before they can qualify for vital publicly
financed services.In the United
Kingdom,nursing home residents
whose assets exceed $26,000 must
“spend down” their resources—fund
their own care—until their assets are
reduced to this level.Even more strin-
gent requirements apply in the United
States.One consequence is that individ-
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uals have an incentive to transfer their
assets to relatives—a continuing concern
in the United States that has also been
reported in the United Kingdom and
New Zealand.As evidenced by recent
contentious debates in Canada and
Australia,striking the proper balance
between public support and individual
responsibility can be politically difficult.

While several countries have
made advances in monitoring and
improving institutional long-term care,
assuring quality of community services,
the author points out,has been prob-
lematic.There is also a need for practical
measures that can assess health care
systems’performance in maintaining
elderly adults’independence and func-
tional status.But perhaps the greatest
challenge is reducing the need for long-
term care in the first place. By more
closely coordinating health and social
services,health care systems can more
effectively promote healthy aging and
preventive care.v

Inequity in Health
Care Greatest in U.S.

A recent study of health systems
in five industrialized countries
reveals that disparities in health

care between people with below-
average and above-average incomes is
greatest in the United States.The study,
which compared health systems in
Australia,Britain,Canada,New Zealand,
and the United States,also found coun-
tries with universal coverage that require
patient user fees and allow a substantial
role for private insurance also experience
inequities in access to care.

Findings from The Commonwealth
Fund 1998 International Health Policy
Survey,published in the April 2000 issue
of Health Policy,demonstrate a pattern
of disparities in access to and quality of

care between lower- and upper-income
groups in Australia,New Zealand,and
the United States.Only in Britain and
Canada were there no significant access
disparities.

The study’s authors,Cathy Schoen,
Karen Davis,Catherine DesRoches,
Karen Donelan,and Robert J. Blendon,
found that adults with below-average
incomes in Australia and New Zealand—
two countries that provide universal
health coverage to their residents yet
allow a substantial role for private insur-
ance—were nearly twice as likely as
those with above-average incomes to
report difficulty getting health care.In
Australia,20 percent of survey respon-
dents with below-average incomes said it
was “extremely,” “very,” or “somewhat”
difficult to get care,compared with only
11 percent of respondents with above-
average incomes.Twenty-five percent of
New Zealanders with below-average
incomes reported having such difficulty
accessing health care,while 13 percent
of those with above-average incomes
reported the same. Nonetheless,the
discrepancy in access between the two
income groups is much sharper in the
United States—48 percent for poorer
respondents versus 14 percent for
wealthier ones.

Although health care cost
concerns varied by income group in the
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United States as expected,significant
differences also exist in Australia,
Canada,and New Zealand.Three times
as many Canadians with below-average
incomes as above-average incomes had
not filled a prescription in the past year
because it was too expensive (13% vs.
4%).Similar disparities are seen in the
other universal-access countries—except
Britain,where inclusion of prescription
drug coverage in the public insurance
plans has equalized access between
income groups.On this measure,the
United States again had the widest gap:
32 percent of respondents with below-
average incomes said they were unable
to fill a prescription because of the cost,
compared with 6 percent of those with
above-average incomes.

The survey also found that in
countries whose health systems are
more reliant on private health insurance,
patient copayments,and market forces—
such as the United States,Australia,and
New Zealand—public opinion
regarding the need for system reform is
more divided.In New Zealand and the
United States,about twice as many
respondents with below-average
incomes as above-average incomes think
the health system needs to be
completely rebuilt. But in Canada and
Britain,patients’care experiences and
views about reform are more equal
across income groups.v
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New Study Finds Men
Out of Touch with
Health Care System

A recent study exploring men’s
health finds that many
American males have limited

contact with physicians and the health
care system generally.The Fund survey
finds that three times as many men as
women had not seen a doctor in the
previous year.

In Out of Touch: American Men
and the Health Care System,Fund staff
David Sandman,Elisabeth Simantov, and
Christina An provide a current picture
of men’s health care access and experi-
ences,health-related behaviors,and
other often-neglected issues related to
men’s health.The survey was based on
telephone interviews with 1,500 men
and 2,850 women conducted by Harris
Interactive,Inc. (formerly Louis Harris
and Associates),from May through
November 1998.

One-third (33%) of men did not
have a regular doctor to go to when
they were sick or needed medical
advice, compared with 19 percent of
women.Men’s lack of a regular connec-
tion to the health care system means
that they often do not receive periodic
screenings for potentially life-threat-
ening conditions:more than half of all
men did not have a physical exam (53%)
or a blood cholesterol test (52%) in the
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year prior to the survey.Among men
age 50 or older, six of 10 (60%) had not
been screened for colon cancer and four
of 10 (41%) had not been tested for
prostate cancer.

Men further compound their risk
by often ignoring their physical symp-
toms and delaying care until a crisis
develops.One of four (24%) men
reported he would wait as long as
possible before seeking help if he felt
sick,experienced pain,or was
concerned about his health.

Even when they do seek care,
perceived taboos or simple embarrass-
ment often prevent men from discussing
health concerns with their doctors.One
of five (20%) men in the survey said that
he was not at all or not very comfort-
able discussing health issues with a
doctor. Low proportions of men receive
counseling about smoking,alcohol and
drug use, diet and weight,exercise,
sexually transmitted disease, and sexual
dysfunction.

Lack of health insurance and gaps
in coverage also contribute to men’s
infrequent contact with a doctor.
Among uninsured working-age men
(ages 18 to 64),seven of 10 (70%) did
not have a regular doctor to go to when
they were sick or needed medical
advice, compared with 27 percent of
men who were continuously insured.v

Hispanics F ace Health
Care Coverage Crisis

H ispanics are twice as likely as
the U.S. population at large to
be without health insurance.

One-quarter of the nation’s 44 million
uninsured are Hispanic.These are the
alarming findings presented in a report
recently released by The Commonwealth
Fund Task on the Future of Health
Insurance for Working Americans.

In Working Without Benefits: The
Health Insurance Crisis Confronting
Hispanic Americans,author Kevin Quinn
of Abt Associates finds that roughly 11
million Hispanics lack health coverage,
more than double the number in 1987.
Many delay or forgo medical treatment
because they cannot afford the cost of
care.

Forty percent of working-age
Hispanics are uninsured.Nine million of
the 11 million Hispanics without health
insurance live in a family with at least
one worker.A key reason why so many
Hispanics lack insurance is that many
work in low-wage jobs at small firms—
jobs that are least likely to offer
coverage. But regardless of what sector
of the economy they are in or what
type of job they hold,Hispanics are less
likely than other similar groups to be
insured through their employers.When
they are offered and eligible for
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coverage from employers,Hispanics are
just as likely to participate as other
workers.

The study concludes that initia-
tives that make employer-sponsored
plans more available and affordable for
low-wage workers would be of imme-
diate help to Hispanics.The author
cautions,however, that to help
Hispanics,these initiatives must focus
on those sectors of the job market in
which most work.v

Medicaid HMO Users
Get Little Guidance

I n the rush to convert Medicaid
programs to managed care,many
states are confronting the

daunting challenge of preparing bene-
ficiaries for a complex new system.A
recent Fund-supported evaluation of
outreach and educational efforts in 13
U.S. cities has found that these often
underfunded programs struggle to
provide adequate guidance, informa-
tion, and support to their low-income
clientele.The study finds that low
levels of literacy and distrust of
managed care are major impediments
to successful enrollment.

In Educating Medicaid Beneficiaries
About Managed Care: Approaches in 13
Cities,Sue A. Kaplan,Jessica Greene,
and Susan Ghanbarpour of the New
York University Robert F.Wagner
Graduate School’s Center for Health
and Public Service and Chris Molnar
and Abby Bernstein of the
Community Service Society of New
York describe the experiences of
Medicaid programs across the country.
The 13 cities examined—Chicago,
Detroit, Houston,Los Angeles,
Memphis,Miami, Newark,New York,
Philadelphia,Phoenix,Portland,
Seattle, and Washington,D.C.—differ

in size, managed care program matu-
rity, and educational approaches.But
they all share the same basic weak-
nesses:a failure to tailor outreach to
the specific needs of the Medicaid
population,a lack of up-to-date infor-
mation about physicians and health
plans,and an inability to monitor
program performance on meeting
educational objectives.

Enrollment packets are the
centerpiece of each city’s education
effort. Packets include information on
how to choose a plan,how to navigate
the managed care system,and,to a
lesser extent,how to stay healthy
through preventive care.The study
found,however, that these objectives
cannot be met simply by distributing a
single packet of materials in a one-
time enrollment blitz. In many areas of
the country, the underlying Medicaid
managed care system is far too compli-
cated for such an approach to work.

In some areas,including Seattle
and the District of Columbia,officials
have sought to create more “bare
bones”enrollment packets,with addi-
tional materials and services that focus
on specific topics to be provided at a
later date. However, planned follow-up
activities often do not occur, or they
are conducted in an uncoordinated,ad
hoc fashion.Other deficiencies cited
were poor translations of materials into
other languages and inaccurate or
outdated information on doctors
participating in the plans.

The authors recommend that
states institute comprehensive educa-
tional strategies for Medicaid benefi-
ciaries,with support and guidance
provided on an ongoing basis.They
also stress the importance of tailoring
the educational message to the needs
of immigrant families and other
groups.v
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Quality-of -Care Data
Found to Be Underused

M ore information on the
quality and performance of
hospitals,doctors,and health

plans is publicly available than ever
before.Evidence from a recent Fund-
supported study in the Journal of the
American Medical Associationshows,
however, that consumers and employer-
purchasers rarely use this information in
their decision-making and that physi-
cians often do not trust it.

For the study,“The Public
Release of Performance Data:What Do
We Expect to Gain? A Review of the
Evidence,” (April 12) Harkness Fellow
Martin N. Marshall,M.D., and Paul
Shekelle, M.D., Sheila Leatherman,and
Robert H. Brook,M.D., reviewed rele-
vant studies done on the subject since
1986.

Public release of performance
data could,in theory, serve multiple
purposes.It could promote informed
consumer choice and control costs.It
could be used for internal quality
improvement by hospitals and other
provider organizations.It could even be
used to help regulate the health system.
The study finds,however, that few are
taking advantage of this information.

Even though consumers claim to
want information about quality—such
as health plan report cards—they do not
often use it when choosing a hospital or
plan.There are several possible reasons.
People may have difficulty deciphering
the information or may be unable to
access it in a timely way.Others may
lack any choice to begin with and thus
have no need for the information.Some
may simply have no interest.

As the main purchasers of health
care in the United States,employers
wield enormous clout with health plans

and providers.But the study found that
employers,too, have not used perfor-
mance data—even though they have the
purchasing power to influence health
plan quality. Physicians,meanwhile, do
not seem to trust most of the data.

The most responsive group
appears to be hospitals.They use quality
information to examine their own
performance relative to peers,review
procedures,implement internal changes,
and change behaviors.As a result,there
is some modest evidence that public
release of data has improved quality-of-
care outcomes.

In an editorial accompanying the
JAMA article,Arnold M. Epstein,M.D.,
of Harvard Medical School says that
public release of health care perfor-
mance data forces us to confront the
fact that there are big lapses in quality in
the U.S. health system.Dr. Epstein notes
the irony that the ostensible targets of
public release of this information—
hospitals and other provider organiza-
tions—seem to be the most likely to use
it. He concludes that much more work
needs to be done to develop methods of
reporting information that consumers
and others can understand,trust,and
use.v

Cross-National Study
Finds AHCs Choosing
Similar P aths

A lthough academic health centers
(AHCs) in the United Kingdom
and the United States operate

under very different health care systems,
they face the same pressures to contain
costs and increase the efficiency of their
clinical enterprise.A newly published
case study of two AHCs—one in
Boston and another in London—also
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finds striking similarities in the ways
these institutions are responding,from
mergers to new management structures.

In “A Tale of Two Systems:The
Changing Academic Health Center,”
(Health Affairs,May/June),David
Blumenthal,M.D., director of the
Institute for Health Policy at Massachu-
setts General Hospital,and Nigel
Edwards,director of the London Health
Economics Consortium at the London
School of Hygiene and Tropical
Medicine, examine the experience of
the University College London School
of Medicine, which is affiliated with
University College Hospital Trust
(UCLSM/UCHT), and the Partners
HealthCare System (PHCS) in Boston.

Both institutions were created
through mergers of previously indepen-
dent entities,spurred by increased local
competition from other AHCs and
community hospitals and national
interest in slowing health care costs.By
combining with other large teaching
hospitals,UCLSM/UCHT and PHCS
were able to reduce clinical costs and
gain access to a much larger patient
population.More patients mean higher
clinical revenues and a broader spectrum
of diagnoses for instructional and
research purposes.The authors note,
however, that it is far from clear
whether such mergers are desirable in
the long run.Mergers result in less local
market competition,which could affect
the quality and costs of clinical care and
biomedical research.

The two institutions are also alike
in the internal reforms they have made.
These have included reduction in phys-
ical plants,reengineering of clinical
processes,and combining of administra-
tive functions.Such similarities suggest
that U.S.AHCs can learn from other
cross-national studies examining cost-
reduction and quality-improvement efforts.

The one significant difference
between the London and Boston AHCs
is the role of the government in
preserving the academic missions.
UCLSM/UCHT has benefited from the
safety net provided by the National
Health Service, whose support helps
defray the extra costs of conducting
clinical research.Across the Atlantic,
AHCs have had to turn more to the
market and managed care to control
costs.PHCS, for example, relied largely
on its own reserves to fund its merger
and sustain its academic missions.v

AHCs Finding New
Ways to Sur vive

Reduced government support
and stiff competition are
providing academic health centers

(AHCs) on the West Coast with the
impetus to create new strategies to cope
with the growth of managed care.A
recent Fund-supported study,“Academic
Health Centers on the Front Lines:
Survival Strategies in Highly Competitive
Markets”(Academic Medicine,September
1999),describes how AHCs in
California and Oregon are changing the
way they carry out their educational
and specialty care missions.

Authors David Blumenthal,M.D.,
Joel S.Weissman,and Paul F. Griner,
M.D., find that the strategies of these
AHCs fall into four main groups:
increasing revenue by exploiting market
niches,streamlining management and
improving decision-making,conducting
primary care outreach,and reducing costs.
Each of the AHCs studied has been
successful in capitalizing on its competi-
tive advantage in such areas as high-
technology specialty services,care in
rural areas,indigent care,and the educa-
tion of health professionals—markets
that managed care have not yet pene-
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trated.One AHC, for example, launched
an intensive effort to market its highly
specialized services,such as transplant
care and neuro-oncology, by grouping
them into product lines and assigning
them individual marketing managers.

Several AHCs have also managed
to improve institutional coordination by
reorganizing their medical schools and
clinical affiliates within a single group.
Others have created new mechanisms—
including boards comprising key depart-
ment chairs,hospital managers,and
faculty and group practice representa-
tives—to foster greater efficiency in
clinical decision-making.The authors
note that merging with other AHCs
may also be a way to reduce rivalry for
specialty care patients as markets become
more competitive.v

Minority Health P olicy
Fellows Selected

I n July, the fifth cohort of
Commonwealth Fund/Harvard
University Fellows in Minority

Health Policy will begin work toward
master’s degrees in public health.

The fellowship program,estab-
lished in 1995,prepares U.S. physicians,
particularly those from racial and ethnic
minority groups,for leadership positions
in minority health and public policy.
Fellowships are awarded annually to
provide for a one-year, enriched course
of study at the Harvard University
School of Public Health.The new
fellows are:

l  Alice Chen, M.D, Chief Resident,
Primary Care,Brigham and Women’s
Hospital,Boston,Massachusetts.

l  Patr ik Johansson,M.D., Resident,
Primary Care and Internal Medicine,
Cambridge Hospital,Cambridge,
Massachusetts.

l  Ar thur Ha yashi, M.D., Resident,
Family and Community Medicine,
University of California,San Francisco.v

Hopkins President
Joins Fund’s Board

W illiam R. Brody, M.D., Ph.D.,
president of Johns Hopkins
University, has been elected

to the board of directors of The
Commonwealth Fund.As head of one
of the world’s leading academic and
public health research centers,Brody
oversees nine schools,including the
School of Medicine and the School of
Hygiene and Public Health.

Dr. Brody brings to the Fund’s
board wide experience in clinical health
care and an expertise in working within
the private sector on issues of cost,
quality, and access to health care.His
understanding of health care delivery
systems and the application of technology
will be an asset to the organization.

Before coming to Johns Hopkins
in 1996,Dr. Brody was provost and
professor of radiology at the academic
medical center at the University of
Minnesota.From 1987 to 1994,he was
director of the department of radiology
at Hopkins.Dr. Brody is a founder of
Resonex,Inc.,a medical imaging company.

A member of the Institute of
Medicine of the National Academy of
Sciences,Dr. Brody is a founding fellow
of the American Institute of Medical
and Biological Engineering.He is also a
fellow of the American College of
Cardiology and the Institute of
Electrical and Electronic Engineers.

Brody earned his medical degree
and a Ph.D. in electrical engineering from
Stanford University, and his undergrad-
uate and master’s degree in electrical
engineering from the Massachusetts
Institute of Technology.v
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Board of Dir ectors

Charles A . Sanders, M.D.
Chairman
Lewis W. Bernard

William R . Brody , M.D.

Frank A . Daniels, Jr .

Karen Davis

Lawrence S. Huntington

Helene L. Kaplan
Vice Chairman
Walter E. Massey

Robert M. O’Neil

James R . Tallon, Jr .

Samuel O . Thier, M.D.

Staff Co nta cts

Karen Davis
President
John E. Craig, Jr .
Executive Vice President 
and Treasurer
Stephen C. Schoenbaum, M.D.
Senior Vice President
Cathy Schoen
Vice President for Research 
and Evaluation
Karen Scott Collins, M.D.
Assistant Vice President
Kathr yn Taaffe McL earn
Assistant Vice President
Mar y Lou Russell
Assistant Vice President
Robin Osborn
Director of the International
Program in Health Policy
Lisa M. Duchon
Deputy Director of Research and
Evaluation
Susan O. Raetzman
Senior Program Officer, Frail Elders
David R . Sandman
Program Officer
Andrea C. L andes
Director of Grants Management
Michael V achon
Director of Communications

Recent and F orthcoming Commonwealth
Fund Publications, Spring 2000
Fund Reports
Managed Care and Low-Income Populations in Florida: 1996–98 Update

Anna Aizer, Marsha Gold,and Catherine DesRoches,December 1999
Malnutrition and Dehydration in Nursing Homes: Key Issues in Prevention and Treatment

Sarah Greene Burger, Jeanie Kayser-Jones,and Julie Prince Bell,May 2000
The Elderly’s Experiences with Health Care in Five Nations: Findings from The Commonwealth Fund
1999 International Health Policy Survey

Karen Donelan,Robert J. Blendon,Katherine Binns,Cathy Schoen,Robin Osborn,
Karen Davis,and Erin Strumpf, May 2000

Managed Care and Low-Income Populations: A Case Study of Managed Care in California
Debbie Draper, Marsha Gold,and Julie Hudman,December 1999

Using Community Groups and Student Volunteers to Enroll Uninsured Children in Medicaid and
Child Health Plus

Melinda Dutton,Sarah Katz,and Alison Pennington,Children’s Defense Fund–New York,
March 2000

Managed Care and Low-Income Populations in Texas: 1996–98 Update
Hilary Frazer, Marsha Gold,and Barbara Lyons,December 1999

Educating Medicaid Beneficiaries About Managed Care: Approaches in 13 Cities
Sue A. Kaplan,Jessica Green,Chris Molnar,Abby Bernstein,and Susan Ghanbarpour,
May 2000

State Experiences with Access Issues Under Children’s Health Insurance Expansions
Mary Jo O’Brien,Meghan Archdeacon,Midge Barrett,Sarah Crow, Sarah Janicki,
David Rousseau,and Claudia Williams,May 2000

State Experiences with Cost-Sharing Mechanisms in Children’s Health Insurance Expansions
Mary Jo O’Brien,Meghan Archdeacon,Midge Barrett,Sarah Crow, Sarah Janicki,
David Rousseau,and Claudia Williams,May 2000

Working Without Benefits: The Health Insurance Crisis Confronting Hispanic Americans
Kevin Quinn,Abt Associates,Inc., March 2000

Out of Touch: American Men and the Health Care System
David Sandman,Elisabeth Simantov, and Christina An, March 2000

Equity in Health Care Across Five Nations: Summary Findings from an International Health Policy Survey
Cathy Schoen,Karen Davis,Catherine DesRoches,Karen Donelan,Robert Blendon,
and Erin Strumpf, May 2000

The Role of WIC Centers and Small Businesses in Enrolling Uninsured Children in Medicaid and
Child Health Plus

Inez Sieben,Terry J. Rosenberg,and Yoly Bazile, Medical and Health Research Association
of New York City, Inc., March 2000

Journal Articles and Publications
David Blumenthal and Nigel Edwards,“A Tale of Two Systems:The Changing Academic

Health Center”Health Affairs19 (May/June 2000):86–101
Jan Blustein,“Dr ug Coverage and Drug Purchases by Medicare Beneficiaries with

Hypertension”Health Affairs19 (March/April 2000):219–230
Huw T.O. Davies and S.M. Nutley,“Developing Learning Organizations in the New NHS,”

British Medical Journal320 (April 8, 2000):998–1001
Ezekiel Emanuel,Diane L.Fairclough,Julia Slutsman,and Linda L.Emanuel,“Understanding

Economic and Other Burdens of Terminal Illness:The Experience of Patients and Their
Caregivers” Annals of Internal Medicine132 (March 21,2000):451–459

Bernard Guyer et al.and the Healthy Steps Evaluation Team,“Assessing the Impact of
Pediatric-Based Developmental Services on Infants,Families,and Clinicians:Challenges to
Evaluating the Healthy Steps Program,” Pediatrics105 (March 2000),available online at
http://www .pediatrics.org/cgi/content/full/105/3/e33

Martin N. Marshall,Paul G. Shekelle, Sheila Leatherman,and Robert H. Brook,“The Public
Release of Performance Data:What Do We Expect to Gain? A Review of the Evidence,”
Journal of the American Medical Association283 (April 12,2000):1866–1874

Mark Merlis,“Caring for the Frail Elderly:An International Review” Health Affairs19
(May/June 2000):141–149

For mor e info rmat ion,
please conta ct:
Mary Mahon
Public Information Officer

The Commonwealth Fund
One East 75th Street
New York, NY 10021-2692

Tel 212.606.3800
Fax 212.606.3500
www.cmwf.org

The Commonw ealth Fund is a pr ivate foundation suppor ting 
independent research on health and social issues.

Quarterly Editor
Christopher Hollander


